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This dissertation examines power relations in diabetes care among working
class Mexican Americans in San Antonio, Texas.  The concepts of hegemony and
common sense as a model are used to examine biomedical and popular knowledge and
practices.  An analysis of the discourse in physiology textbooks and diabetes care
manuals shows that metaphors of "control" are pervasive in biomedical constructions
of the body and diabetes.  Thus, I argue that “control” operates at the level of
“common sense” for many health care providers.  Notions of "control" extend from the
cellular level to the functioning of insulin and glucose to patients and patient care.
Clinicians ranked patients as having "good" or “poor” control.  Patients with “poor
control” were often presumed to be “non-compliant” with recommended treatments.
Doctors attributed “non-compliance” to lack of knowledge and/or motivation.  These
assumptions dovetail with and can help reproduce stereotypes about “ignorance” and
"fatalism" among Mexican Americans.  Likewise, epidemiological statistics that focus
on (“biological”) categories of race/ethnicity can obscure the effects of poverty and
discrimination on health and health care.
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In the dissertation, I discuss how the construction of diabetes care in terms of
control and compliance affected interactions between doctors and patients and the
diabetes education classes.  I also highlight practices based on respect for the patients’
knowledge and their lifeworld concerns.  The working class Mexican Americans we
interviewed were contending with low pay, periods of un- and under-employment, and
inconsistent or no access to private or public health insurance.  They gathered and
evaluated information about diabetes from various sources in the United States and
Mexico.  Power differences related to class, race/ethnicity, and gender affected their
approaches to medications, diet, exercise, drinking, smoking, and other forms of self-
care.  Financial constraints, caring for family members, and desires to act and feel
“normal” were important themes.  I discuss how working class Mexican Americans
talked about diabetes and biomedical conceptions of “pathologized life,” treatment
“regimens,” “normalcy,” "control," "compliance," and “risk.”  In the conclusion, I
readdress the themes of power and knowledge.
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Chapter 1
Power Relations, Knowledges, and Practices

A Review of the Literature

This dissertation examines power relations in diabetes care among working
class Mexican American men and women.  The concepts of hegemony and common
sense are used to examine the processes involved in the social production, circulation,
and processing of biomedical and popular knowledge and practices.1  The theoretical
framework draws on insights from the work of Antonio Gramsci, Pierre Bourdieu,
Michel Foucault, and Emily Martin, among others.  The analysis is based on thirty-
five structured open-ended interviews with working class Mexican Americans
(including migrants from Mexico) who were diagnosed with adult onset or Type II
diabetes and were receiving services at a county clinic in San Antonio, Texas.  The
interviews elicited their views about diabetes, approaches to treatment, and
assessments of the quality of their medical care.  I also analyze the doctor-patient
interactions and diabetes education classes observed at the clinic and the discourse in
physiology textbooks and diabetes care manuals and in epidemiological studies that
discuss the high rates of Type II diabetes among Mexican Americans.

Following the work of Emily Martin (1987, 1994), I examined biomedical
discourse on diabetes.  The dissertation analysis focuses on the recurring themes of
"control" and "compliance."  I will show that metaphors of "control" are pervasive in
biomedical constructions of diabetes and the body, so much so that I argue that
Gramsci's notions of "common sense" and the “education of consent” can be used to
examine the formation of practitioner as well as patient knowledge.  In physiology
texts, "homeostatic control" is the fundamental model used to describe insulin and
glucose (and hormones in general).  It is rarely or barely situated historically in those
texts.  Notions of "control" extend from the cellular level to patients and patient care.
For example, clinicians rank diabetes patients as having "poor" to "good" control.
Patients with poor control are presumed to be “noncompliant.”  These two concepts
are then sometimes linked to stereotypical assumptions about “ignorance” and
"fatalism" among Mexican Americans.  I also show that a number of epidemiological
studies dealing with Mexican Americans and Type II diabetes focus so much attention
on (biological and/or cultural) categories of race/ethnicity that the effects of poverty
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and discrimination tend to be obscured.  In the analysis of the interactions between
doctors and patients and the diabetes education classes, I discuss the unintended
consequences of practices that presume that patients are noncompliant and that the
potential causes for noncompliance are lack of education and/or motivation.  I also
highlight practices that were based on respect for the patients’ knowledge and an
appreciation of the patients’ lifeworld concerns.

The dissertation also describes the difficulties faced by working class Mexican
American men and women who were contending with low pay, periods of un- and
under-employment, and inconsistent or no access to private or public health insurance.
It analyzes how they talked about their interactions at the clinic and how they gathered
and evaluated medical information from various sources, including friends, family,
and the media in both the United States and Mexico.  I discuss their approaches to
medications, diet, exercise, drinking, smoking, and other forms of self-care and I argue
that power differences related to class, race/ethnicity, and gender affected their
approaches.  As the notion of "common sense" suggests, at times they explicitly made
these connections, while in other instances, the connections can be interpreted as
implicit in their practices.  Financial constraints, caring for family members, and
desires to act and feel “normal” were important priorities for them.  I also examine
how working class Mexican Americans talked about diabetes and responded to the
biomedical framing of diabetes care in terms of "control" and "compliance.”

A Brief Overview of Diabetes and Its Effects
Diabetes is a serious chronic illness that affects an estimated 16 million people

in the United States or about 6% of the population (Bellenir 1999:15).  Diabetes
apparently has multiple causes.  About 10% of the cases are now classified as Type I
diabetes.  Type I diabetes typically onsets quickly when people are young, after their
immune systems destroy beta cells in the pancreas.  Then their pancreases produce
little to no insulin.  Digested food is broken down into glucose, amino acids and fatty
acids, which circulate in the bloodstream.  Without insulin, the body’s muscle cells
cannot absorb glucose and derive needed energy.  Glucose starts to accumulate in the
bloodstream, and eventually appears in the urine.  The person typically feels tired and
experiences symptoms, such as hunger, thirst, frequent urination, blurred vision, and



3

frequent infections.  Without insulin (which was made available for treatment in the
1920s), a person with Type I diabetes would develop ketoacidosis and die.

About 90% of diabetes cases in the United States are classified as Type II
diabetes.  Type II diabetes typically onsets in adults.  Researchers are less certain
about the causes, but about 80% of the people who have Type II diabetes are
overweight.  Currently researchers speculate that Type II diabetes is associated with
being overweight, aging, and/or genetic predisposition.  With Type II diabetes, the
pancreas usually produces some insulin, but the insulin is insufficient and/or the body
cannot use it effectively.  Consequently, muscle cells are deprived of energy and
glucose accumulates in the blood.  The onset of Type II diabetes may be slower than
for Type I diabetes, but the symptoms and effects are similar.  To treat Type II
diabetes, clinicians typically first recommend that patients change their diets, exercise
more, and lose weight.  If that does not lower the person’s blood sugar levels, they
prescribe oral medications that stimulate the pancreas to produce more insulin and/or
enable the body to process glucose more effectively.  Over time, the person’s pancreas
may wear out or not produce sufficient insulin (or become damaged in other ways).
That is when clinicians typically recommend that persons with Type II diabetes start
taking insulin.

Currently there are no cures for Type I or Type II diabetes.  People with Type I
and Type II diabetes can develop potentially devastating long-term complications,
such as blood vessels breaking in the eyes that can lead to blindness, kidney problems
that can lead to dialysis, and nerve and circulation problems that can lead to
amputations.  As I will discuss in the dissertation, the biomedical goal of diabetes
treatment is to keep blood glucose levels as close to the “normal” range as possible.
This is what is commonly referred to as “good blood glucose control.”  Research
suggests that “good blood glucose control” can prevent long-term complications
(Bellenir 1999:3-7).

Epidemiological statistics document that the rates of Type II diabetes are
relatively high among Mexican Americans compared to non-Hispanic whites.
According to the Diabetes Sourcebook, about 11% of all Mexican Americans or 1.2
million Mexican American adults have Type II diabetes.  Comparatively, about 8% of
all non-Hispanic whites have Type II diabetes (Bellenir 1999:16-17).  Rates among
Native Americans range from less than 5% in some groups to 50% of Pima adults.
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Rates among other Latinos, particularly Puerto Ricans, and among African Americans
are also higher than the rates for non-Hispanic whites.  High rates have also been
found among Pacific Islanders and Japanese Americans.  As I will discuss in Chapter
5, the reporting of health statistics in terms of race-ethnicity tends to obscure the
effects of poverty and discrimination on the rates of diabetes (not to mention other
illnesses).  The rates of Type II diabetes among low-income Mexican Americans in
San Antonio were even higher, about 15% (Stern et al. 1984).  For now, I want to
highlight that all of these numbers are high (including the rates for non-Hispanic
whites).  Type II diabetes affects a substantial number of people in the United States,
particularly those who are working class and/or racial-ethnic minorities.  The statistics
also suggest that women are disproportionately affected by Type II diabetes.

This means that the biomedical discourses and practices used to frame diabetes
care affect substantial numbers of people in the United States, as well as the people
throughout the world who are affected by diabetes.  This dissertation will illustrate that
it is important to attend to the ways that power relations affect health and health care.
The analysis discusses the subtle ways that the often taken-for-granted concepts of
“control” and “compliance” help reinforce existing social inequalities.  At the same
time, I will highlight other concepts and practices that have the potential to ameliorate
existing social inequalities and improve the health and health care of working class
Mexican Americans and others affected by diabetes.

Overview of the Chapters
The rest of Chapter 1 discusses the theories of power relations, knowledge and

practice that will be used to analyze the data.  Chapter 2 outlines the research methods
and briefly introduces the low-income Mexican Americans we interviewed.  As I
describe in the chapter, Miguel Valenzuela and I conducted the interviews and clinic
observations as part of a collaborative research project.  In that chapter, I also describe
their health status of the people we interviewed.  Chapter 3 affirms the heterogeneity
of working class Mexican Americans, echoing the work of many Chicano scholars.  It
begins by focusing on their experiences of race-ethnicity and discrimination.  Then I
describe how the men and women we interviewed earned low wages, experienced
periods of unemployment, and lacked regular access to health insurance, which meant
that sometimes they had to choose between spending their limited resources on
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personal health care or on their children's education, not to mention putting food on
the table and a roof over their heads.  Chapter 4 examines how discourse in physiology
and other medical texts constructs bodily processes and diabetes in terms of "control."
For the analysis, I draw on the work of Thomas Kuhn, Bruno Latour, Donna Haraway,
and others to discuss the power of the metaphor of control in biomedical discourse.  In
this chapter, I try to explain why so many health care providers who are trained with
this discourse seem to take for granted the scientific and social value of control.
Chapter 5 examines epidemiological studies that document the high rates of diabetes
among Mexican Americans.  As noted earlier, I illustrate how this discourse tends to
emphasize correlations based on race/ethnicity (and gender) over class.  Chapter 6
analyzes how the biomedical constructions of pathologized life, strict regimens, the
treatment goals of “normal” clinical indicators, control, compliance, and the logic of
epidemiological correlations affected interactions between doctors and low-income
Mexican American patients.  Chapter 7 describes the diabetes education classes.  On
the one hand, these classes provided practical tips that helped people adapt treatment
practices to the priorities and constraints of their everyday lives.  However, to some
extent, the classes also subtly reproduced the ideologies of control and individual
responsibility for health care.  Chapter 8 examines the health care practices,
knowledges and motivations of the low-income Mexican American men and women
that we interviewed.  It also discusses how they talked about "control" and
"compliance."  In Chapter 9, to conclude I will revisit the themes of power, knowledge
and common sense, and suggest some directions for future research.

Power Relations and Health Care
 As noted earlier, this dissertation will illustrate that it is important to attend to
the various ways that power relations affect health and health care.  In particular, the
analysis discusses the subtle ways that “control” and “compliance” are taken for
granted as “common sense” in biomedical discourse and practices.  Basically, the
dissertation explores how processes of hegemonic struggle operate in the domain of
health care.  Questions of interest include: What are the processes involved in the
construction of knowledge about diabetes and diabetes care practices?  How and why
did control and compliance become so predominant (or hegemonic) in biomedical
discourse?  How do control and compliance affect the discourse and practices of
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medicine?  How does control and compliance affect the “common sense” of health
care providers and people who are subjugated in terms of class, race-ethnicity, and/or
gender and sexuality and who have illnesses framed in these power-laden terms?
What are the processes through which institutional discourses and practices “educate
consent” or “reshuffle the elements of common sense” of professionals and “clients”?
What alternative metaphors and practices and forms of resistance can be detected in
the discourse and practices of low-income Mexicans and the health care providers with
whom they interact?  What is in their inventory of common sense about life in general,
diabetes in particular, and the effects of social inequalities?

The dissertation draws on the work of Antonio Gramsci, Pierre Bourdieu,
Michel Foucault, Emily Martin, and others to analyze power relations in the social
construction of diabetes, diabetes care, and diabetes patients.  In particular, the
analysis will be based on Gramsci’s formulations of hegemony and common sense.
Gramsci, Bourdieu, Foucault, and other social analysts help describe the subtle ways
that power relations affect the discourse and practices of a key institution of civil
society, the clinic.  After all, many people work in health care, and at some point or
another in their lives, most people in the United States willingly seek the assistance of
the health care system.

Hegemony
Gramsci developed the concept of hegemony to describe situations in which

subordinated groups consent to be governed, i.e., situations in which dominating
groups tend to rule based primarily on consensus rather than coercion.2  According to
Gramsci, hegemony is exercised primarily through the institutions of civil society.3

The dissertation will focus on one of those institutions, the medical care system.
Brow (1990: 3) describes "the struggle for hegemony" as:
the process whereby the interests of other groups are coordinated with
those of a dominant or potentially dominant group, through the creation
of [quoting Gramsci] 'not only a unison of economic and political aims,
but also intellectual and moral unity' (Gramsci, 1971: 181).

Michael Woost (1993: 503) observes that the concept of hegemony acknowledges the
impossibility of complete ideological domination, and can be seen instead as
"comprising the historically imbricated practices of both domination and resistance."4

According to James Brow (1990: 5), "the struggle for hegemony is always an open-
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ended process of contestation as well as incorporation, of negotiation and resistance,
as much as of accommodation and consent."  The interviews with low income
Mexican American diabetes patients gathered in San Antonio, as well as observations
of their interactions with medical practitioners, provide accounts of people negotiating
what it means to have "diabetes" and what constitutes "appropriate care."  The analysis
in the dissertation will explore the processes involved in these negotiations which
concern not only chronic illness and medical care, but also the body, food, work,
family, and aging, as well as class, ethnicity, and gender.

Gramsci's conception of hegemony implies that accommodation, negotiation,
and resistance do not occur only on the part of subordinated people.  Leading (or
dominating) groups must continually reassert the "universal" importance (or "truth")
of their ideas and values, yet also make at least small accommodations, which means
that resistance by subordinated groups can cause ruling ideas to shift.  Nevertheless,
Gramsci observes that:

the fact of hegemony presupposes that account be taken of the interests
and tendencies of the groups over which hegemony is to be exercised,
and that a certain compromise equilibrium be formed—in other words,
that the leading groups should make sacrifices of an economic-corporate
kind.  But there is also no doubt that such sacrifices and such a
compromise cannot touch the essential; for though hegemony is ethical-
political, it must also be economic, must necessarily be based on the
decisive function exercised by the leading group in the decisive nucleus
of economic activity (1971: 161).

Thus, in the dissertation, the concept of hegemony will be considered narrowly in
relation to patient interactions with Western biomedicine and its practitioners, and
more broadly in terms of how those interactions might or might not reinforce existing
socio-economic relations.5  The medical system is only one of many institutions in
society, and is itself embedded in broader social, political, and economic relations.

Brow (1996: 25) observes that hegemonic processes entail more than just
conscious acceptance or rejection of "dominant ideologies," because consensus is the
result of previous struggles, and also because there are various levels of consciousness
regarding these struggles.  Brow (1996: 25) quotes Williams (1977: 109-110) who
observes that:

[Hegemony] sees the relations of dominance and subordination, in their
forms of practical consciousness, as in effect a saturation of the whole
process of living . . . to such a depth that the pressures and limits of
what can ultimately be seen as a specific economic, political, and
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cultural system seem to most of us as the pressures and limits of simple
experience and common sense.

In this quote, Williams is drawing on Gramsci's portrayal of "common sense."  I will
now describe Gramsci's conception of "common sense" in more detail.  In the
dissertation, I will illustrate that Gramsci's formulation of "common sense" provides a
way for thinking not only about the knowledges and practices of subordinated people
as well as those of professionals who work in the institutions of civil society.

Common Sense
Gramsci talks about "common sense" as being one of the forms of knowledge

and practice that is characteristic of subaltern people.  He characterized "common
sense" as continually changing, multiform, fragmented, contradictory, ambiguous,
incoherent, inherited from the past and uncritically absorbed by the masses, and
influenced by [more coherent] ideological systems, such as religion, philosophy, and
science (1971: 325-343, 419-425).6  Gramsci also portrayed "common sense" as
conservative, in that new truths are accepted only with exceptional evidence (1971:
423).  Along the lines of Marx's views of popular beliefs, Gramsci describes "common
sense" as being solid and imperative, and providing norms of conduct (1971: 423-
424).  He states that "religion and common sense cannot constitute an intellectual
order, because they cannot be reduced to unity and coherence even within an
individual consciousness, let alone collective consciousness" (1971: 326).  Based on
this formulation of "common sense," Gramsci believed that it was the task of "organic
intellectuals" to develop a "philosophy of praxis" which would criticize both common
sense and the ideologies and philosophies that influence common sense.7

According to Hoare and Smith, the editors and translators of Selections from
the Prison Notebooks, Gramsci used the term "common sense" to mean "the uncritical
and largely unconscious way of perceiving and understanding the world that has
become 'common' in any given epoch" (1971: 322).  In contrast with a "philosophy of
praxis" for which Gramsci envisioned unity of theory and practice, he notes that the
"active man-in-the mass" has:

two theoretical consciousnesses (or one contradictory
consciousness): one which is implicit in his activity and which
in reality unites him with all his fellow-workers in the practical
transformation of the world; and one, superficially explicit or
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verbal, which he inherited from the past and uncritically
absorbed (1971: 333).8

Thus, "common sense" can entail contradictions between theories implicit in practical
activity and theories uncritically inherited from the past.  Furthermore, it seems that
Gramsci conceived of "common sense" as comprised of beliefs inherited from the past
(which are explicitly stated in discourse) and beliefs implicit in practical activity
(which may or may not be explicitly stated in discourse, but which can be detected and
analyzed by intellectuals developing a philosophy of praxis).

Based on Gramsci's formulation, Hall describes "common sense" as the "terrain
on which more coherent ideologies and philosophies contend for mastery" (1986a:
20).  Brow (1990, 1996) and Woost (1993) identify "common sense" as a "site of
hegemonic struggle" and relate it to Gramsci's notion of the "education of consent."9

As Woost (1993: 503) puts it:
[H]egemony entails a continuous and contradictory series of struggles
to reshuffle the inventory of common sense, the sedimented body of
knowledge and beliefs about the world and how to act in it (Gramsci
1971).  This rearrangement of common sense occurs through
ideological processes that Gramsci has characterized as the "education
of consent.

Following Laclau and Mouffe (1985: 105 ff.), Woost notes that "hegemony works by
articulating dominant and subordinate elements of discourse, not by imposing a
coherently constructed ideology" (1993: 504).10  Woost shows how Sri Lankan
villagers use the language of "development" in order to obtain much needed resources.
They appropriate elements of a discourse generated by government officials, but then
these elements come to form part of their "common sense" knowledge about the way
that the world works.  According to Woost, "though the villagers may work to turn the
ideologies to their own advantage, in doing so they acknowledge them as delimiting
the realm of possible action" (1993: 517).11

Further Reflections on Common Sense
The dissertation will explore various dimensions of Gramsci's formulation of

"common sense."  For example, Gramsci conceived of "common sense" as
fragmented, and that elements of "common sense" can sometimes be contradictory.
According to Harvey (1989), Jameson (1991), and Limón (1994), "fragmentation"
characterizes postmodern life in general, or life in a post-industrial or late capitalist
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economy.  I want to problematize the notion of fragmentation.  How is
"fragmentation" experienced?  The interviews suggest at least one way.  For the
Mexican Americans we interviewed, the process of acquiring information about
diabetes was fragmentary.  They gathered fragments of information from various
sources, which included: brief interactions with a variety of biomedical practitioners,
diabetes education classes, written materials (including pamphlets, medical
encyclopedias, and articles from the Harvard Medical Newsletter), television programs
and advertisements, conversations with family and friends who had diabetes
themselves or knew someone who did, their own experiences related to the illness, and
knowledge of alternative medical resources, such as herbal remedies and
curanderismo (using traditional healers).  Chapter 8 describes how they gathered and
assessed these bits of information.

On the one hand, compared to biomedical knowledge, the "common sense"
knowledge of the working class Mexican Americans that we interviewed does seem
more fragmentary.  According to Néstor García Canclini:

The products generated by the popular classes tend to be more
representative of local history and more adequate to the present needs
of the group that makes them.  In this sense, they constitute their own
patrimony.  They can also achieve a high aesthetic and creative value,
as is proven by the handicrafts, literature, and music of many popular
regions.  But they have less possibility of carrying out various
operations that are indispensable for converting those products into a
generalized and widely recognized patrimony: to accumulate them
historically (especially when they suffer extreme poverty or
repression), to turn them into the basis of an objectivized knowledge
(relatively independent of individuals and of simple oral transmission),
to expand it by means of institutional education, and to perfect them
through investigation and systematic experimentation (1995:137).

These operations help explain why it is difficult for popular, local, or subjugated forms
of knowledge to achieve hegemony.  In contrast, one can say that biomedicine fulfills
all four requisites.  García Canclini, who was talking about artistic products (and
popular knowledge) in Mexico, added that some groups, such as the stronger ethnic
groups (who are subordinated with respect to the society as a whole), manage to carry
out one or two of the operations, but "structural inequality prevents the bringing
together of all the requisites that are indispensible for intervening fully in the
development of patrimony in complex societies" (1995:137).
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And yet, the people we interviewed were trying to put this information together
into what for them constituted a relatively coherent framework, in relation to the
priorities and constraints of their lives.  This interpretation portrays the interviewees as
conscious agents, and as such, is one that I prefer.12  Cheryl Mattingly and Linda
Garro (1994:771) suggest that one way people may put together the fragmentary and
sometimes contradictory elements of common sense is through narrative.  In the
dissertation, I also want to problematize the current anthropological emphasis on
narrative as the subaltern response to (hegemonic) rational scientific discourse.
Narrative logic may not be the only source of coherency for subaltern people.  People
may also be acting based on an accumulated knowledge—which one could
characterize as local scientific or experimental knowledge—of how certain foods,
medications, or activities make them feel physically and/or emotionally.13

However, in addition to my attempts to deal theoretically with the sometimes
taken for granted aspects of "common sense," I recognize that I do not always do
everything with conscious intention.  As Brow puts it, this dissertation is an
opportunity "to explore the dialectical interplay between social conditioning and
human agency" (1996:26).  Gramsci's model implies that people may not necessarily
consciously work out a "framework," but simply act based on "common sense," a
fragmentary and contradictory collection of knowledge not only about diabetes but
also about the priorities and constraints in their lives.  Thus, in Chapter 8, I look at the
ways that people talk about their treatment practices, and the reasons they give for
why they did what they did.  Reflexively speaking, I approach the task of interpreting
patient knowledge and practice as being "fragmented" or as having a "narrative
coherency" with caution.  Following Stephen Tyler (1987:101) who is quoted by José
Limón (1994:206), both interpretations may be more related to current theories in
anthropology than they are to the ways that Mexican Americans dealing with diabetes
think and act about their knowledge and practices.

Gramsci's conceptualization of "practical consciousness" implies that there are
aspects of "common sense" which are "normally taken for granted" (Brow 1990: 4).
This is where Brow connects Gramsci's formulations of hegemony and common sense
to Pierre Bourdieu's (1985: 159-197) concepts of doxa (that which is taken for granted,
undiscussed, or undisputed) as opposed to the field of opinion (or argument) in which
competing discourses—broadly characterized as orthodoxy and heterodoxy—confront
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each other.14  Brow (1990: 4) notes that Bourdieu identifies the line between doxa and
opinion as a "crucial site of hegemonic struggle."

For Bourdieu (1985: 164-171), doxa includes systems of classification which
facilitate "misrecognition" (through censorship and euphemization) so that the
established social order (which favors those who are currently dominant) appears to be
"natural" or "self-evident" or "reality," and thus is unquestioned, taken for granted, or
seen as "common sense."15  Doxa can include unquestioned traditions, such as codes
of honor, hospitality, or piety; and "taste," which serve as a marker of (class)
"distinction" (Bourdieu 1984).16  James Brow's (1990) and Ana Alonso's (1988) work
suggest that the "taken for granted" can also include knowledge or practices that are
represented as "natural," "primordial," "universal," or "ideal."17  Foucault's work
(which I will discuss in detail shortly) suggests that it is also crucial to examine
discursive claims to "truth" and "normality," and how power relations are inscribed on
the body (such that they are often taken for granted).  Thus, as I examine biomedical
discourse about diabetes and Mexican Americans who have diabetes, I will look for
such claims, and attend to the discursive tactics involved in making, modifying,
accommodating to, or contesting these claims.  For example, medical practitioners use
"normal" to talk about the range of blood sugar levels found in people who do not
have diabetes.  One man we interviewed questioned this definition of "normal."
Another woman used "normal" to talk about the food she preferred to eat, "you know,
Mexican food, like we eat."  These examples illustrate that "normality" is a "site of
hegemonic struggle," and that it is sometimes taken for granted and sometimes
questioned.

This study provides an opportunity to look at hegemonic struggles over the
elements of common sense such as "control," but also in terms of how the experiences
of diabetes care affect the "inventory of common sense" related to daily activities and
social relationships.  For example, Howard Waitzkin (1991) suggests that medical
encounters “encourage consent" to existing social relations (which include inequalities
based on class, race/ethnicity, and gender) in several ways that are "rarely conscious"
to practitioners and patients.  According to Waitzkin, consent is encouraged during
medical encounters not only by what is said (ideological statements by doctors that
reinforce mainstream values, such as the importance of personal responsibility and
expectations that men should be reliable breadwinners and women are responsible for
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the home), but also through what is not said (the exclusion or marginalization of
factors in the patients' social contexts, such as unstable employment or gender
inequalities in the home) in favor of technical solutions to physical problems.18

Chapter 6 examines the key elements of the technical aspects of diabetes care and now
those are discussed during interactions between doctors and patients.

On the other hand, diabetes and its care can entail lifestyle changes that can
potentially disrupt the patients' work and household routines.  How do people talk
about changes they have made in their lives based on a diagnosis of diabetes?  Do
these experiences cause some people to question elements of their own common sense
understandings of the world?  If so, how?  Byron Good (1994), for example, observes
that experiences related to chronic pain caused a patient he interviewed to question his
assumptions about "common sense reality" in relation to the body, time, and other
aspects of the world that he had been taking for granted.19  Margaret Lock (1993: 142)
asserts that "bodily distress has both individual import and political possibility,
although the potential for medicalization and depoliticization is considerable."  This
diabetes research provides an opportunity to examine the processes involved in
reinforcing, appealing to, reshuffling, and transforming particular elements of the
"common sense" of the people we interviewed.

Knowledge, Power and Questioning the Taken for Granted
In his afterword to Foucault's writings on Power/Knowledge, Colin Gordon

describes Foucault's genealogical research as "making intelligible the 'objective
conditions' of our social present, not only in its visible crises and fissures, but also the
solidity of its unquestioned rationales" (1980: 233).  In other words, Foucault
attempted to move conceptions that are often taken for granted into the field of opinion
for discussion and debate.  For example, he questioned assumptions about "truth" and
"normality."20  Foucault’s work draws attention to the power relations involved in the
production of knowledge, especially scientific knowledge.  He also describes how
power is inscribed on the body through various micro-techniques, and questions
theoretical assumptions about "the subject."

I would argue that Foucault's ideas about power relations help explain how
"hegemony" works.  Although Foucault does not use the word "hegemony" very often,
he proposes that social analysis should "detach the power of truth from the forms of
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hegemony, social, economic, and cultural, within which it operates at the present time"
(1980b: 133).21  Analytically he traces the historical transformations entailed in what
can be called "hegemonic discourse" and identifies techniques of power (disciplinary
practices) that facilitate domination, but he conceives of power relations as constantly
entailing both domination and resistance (1980a: 95-96; 1980b: 142, 164).22  Foucault
stresses that power is not an object, which people possess or transfer to others.
Instead, he defines power as "power relations" (1980a: 94-96).23  According to
Foucault, power relations are "enmeshed with economic relations," but cannot be
deduced from or reduced to them (1980a: 89, 188).24  Foucault describes power
relations as "capillary," with power circulating between people, though not freely
(1980b: 39, 96-102, 200-201), which is analagous to descriptions by Gramsci and
others of hegemonic struggles.  Just as the struggle for hegemony is portrayed as open-
ended and ubiquitous (Brow 1996: 28-29), Foucault characterizes the field of power
relations as multiple, variable, situational, mobile, unstable, and omnipresent (1980a:
92-102, 1980b: 141-142, 246-247).

Like Gramsci, Foucault focuses on power relations as they operate locally
within various institutions of civil society (1979: 23-24).25  In Discipline and Punish,
he shows how similar techniques of power (forms of surveillance, discipline and
punishment) are used in various institutions like prisons, hospitals, schools, and
religious orders.26  In The Birth of the Clinic, he reconstructs the transformations in
medical knowledge and practices in 18th and 19th century France that led to the
currently hegemonic medical system.27

Foucault proposes that "the notion of repression is inadequate for capturing
what is precisely the productive aspect of power," that power "doesn't only weigh on
us a force that says no, but that it traverses and produces things, it induces pleasure,
forms knowledge, produces discourse" (1980b: 119).  Below I will outline Foucault's
ideas about how power relations produce or constitute knowledge, specifically medical
knowledge, and the body.  This case study of diabetes care among working class
Mexican Americans provides an opportunity to examine the implications of Foucault’s
observations.  Thus, I will discuss how medical practitioners and researchers produce
knowledge about the body, diabetes, diabetes care, and diabetes patients.  However, I
can also provide the points of view of the people who are constituted (by medical
discourse and medical practitioners) as "cases" and "objects of the medical gaze"
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living "pathologized lives."  The people we interviewed not only experienced various
disciplinary practices each time they visited the clinic, but they were diagnosed with
an illness whose treatment is framed in terms "control" and "compliance," i.e., in
disciplinary terms.28

Medical Knowledge and Constructions of the Body
In The Birth of the Clinic (1975), Foucault describes the transformations of the

practices and knowledge in 18th and 19th century France of what we now call Western
biomedicine (or allopathic medicine).  He describes how the combination of theory
and practice in medical training, probabilistic thought, and pathological anatomy
gradually redefined the ways that doctors conceive of their patients, illnesses, and the
body.  Government planners combined teaching clinics with charity hospitals, which
pedagogically combined theory and practice.  As a result, individual patients,
particularly poor patients, became objects of the gaze, at first for teaching and
eventually for research (1975: 64-85).  Thus, Foucault marks the beginnings of the
individual being constituted as an object to be observed, authorized by rational
language.29  The "gaze" opened up the body for examination and "visible" symptoms
began to be read as "signs" of a disease (1975: 90-92).30  Foucault observes that
"seeing" (and "hearing" and eventually "touching"), "saying" and "knowing"—the
gaze, language, and knowledge—were linked during doctor-patient interactions.  The
doctor-patient interactions that I observed at the county clinic in San Antonio (a
teaching clinic that serves the poor and uninsured) had the features that according to
Foucault link the gaze, language, and knowledge: "an alternation of spoken and
perceived stages" and an "ideal of exhaustive description" (1975: 111-116).
According to Foucault, the precarious balance between the gaze and speech, which
forms the basis for the authority of medical knowledge, is premised on the "formidable
postulate" that "all that is visible is expressible, and that it is wholly visible because it
is wholly expressible" (1975: 115).31

With the introduction of probabilistic thought, "the individual" became not just
a "sick person," but "the endlessly reproducible pathological fact to be found in all
patients suffering in a similar way; in which the plurality of observations was no
longer simply a contradiction or a confirmation, but a progressive, theoretically
endless convergence" (Foucault 1975: 97).  Foucault outlines four bases for this model
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of thinking—complexity of combination (which explains why there are so many
variations), the principle of analogy (which uses a co-existence or succession of
symptoms to identify a disease within a series of diseases), perception of frequencies
(which links the number of cases observed to the certainty of linking particular
symptoms to a particular disease), and calculation of degrees of certainty (which
means that doctors weigh favorable and unfavorable probabilities for a particular
diagnosis).  These help Foucault explain how symptoms are constituted as a complex
grammar of signs, and how medical knowledge based on the gaze, despite all the
irregularities, is constituted as "objective" knowledge.

Pathological anatomy redefined what was "visible" and "invisible" in the body.
As a result, disease came to be defined as a linear series of morbid events.
Pathologists examined the distribution of discrete elements in corporal space (the
tissues).  They linked symptoms and lesional spaces.  Disease was localized on the
body.  Pathologists saw death as the end of both life and disease, which enabled a shift
to take place in the definition of disease, from not just "the cause of death" but as
"pathologized life" (1975: xviii, 124-169).  Foucault's analysis in many ways describes
the logic that underpins most biomedical practice.  New technologies, such as X-rays,
blood tests, and colonoscopies, continue to redefine what is medically "visible" on or
in the body.32

The transformations noted by Foucault took place when acute communicable
diseases were pressing health problems.33  Thanks to biomedicine and/or
improvements in living conditions and sanitation, people in the United States, Mexico,
and elsewhere are living longer.34  Chronic illnesses now constitute a substantial
portion of the health care problems for which medical attention is sought (e.g.,
National Diabetes Data Group 1995 for the U.S., Mercado 1996 for Mexico).  What
are the effects of a medical definition of "disease" as "pathologized life" for people
with chronic illnesses?  As I will discuss in Chapters 4, 5 and 6, biomedical discourse
tends to construct a “pathologized life” with diabetes as a life of disciplined regimens
that should provide control.  Chapters 3 and 8 discuss how working class Mexican
Americans who were "living with diabetes" talk about themselves, their lives, and
diabetes.

Foucault's work insists that "the body" is a crucial site of hegemonic struggle.
He analyzes how the bodies (of individuals or populations) are constituted in and



17

through discourses and practices.35  As Lock (1993: 145) puts it, anthropological
studies (including Martin 1987) influenced by Foucault analyze the body as "an
unstable contested object, the result of ongoing encounters and exchanges between
local and global knowledge."  Foucault proposes that "power relations can materially
penetrate the body, without depending even on the mediation of the subject's own
representations," and without "having first to be interiorized in people's
consciousnesses" (1980a:186).36  This suggests that many hegemonic struggles related
to "the body" may take place within the "taken for granted," or perhaps along the
border of doxa and opinion.  These struggles can include conceptions of the self in
relation to the body (e.g., Lock 1993; Good 1994) and "tastes" in food, which literally
become embodied (Bourdieu 1984), as well as normalizing and disciplinary discursive
practices targeted at the body (e.g., Foucault 1975, 1979, 1980a, 1980b; Lock 1993).

Foucault thinks about "the body" in terms of individuals and populations.
Type II diabetes and its care can affect an individual body in many ways, such as
potential complications (e.g., amputations, loss of eyesight, kidney failure), symptoms
of onset and high blood sugars (e.g., frequent urination, tiredness, thirst, recurring
infections) and recommended treatments (e.g., diet, exercise, taking oral medications
and/or injecting insulin).  Diabetes and its care can entail hegemonic struggles (such as
those just described above) related to an individual's body.  This case study of how
low income Mexican Americans deal with diabetes provides an opportunity to explore
such struggles.  Type II diabetes disproportionately affects Mexican Americans as a
"population."37  In keeping with the logic of probabilistic thought laid out by Foucault,
in medical discourse "ethnicity," in this case Mexican American ethnicity, is
constituted as a "risk factor" for diabetes (Horn 1993).38  This dissertation examines
the effects of this construction, both in terms of its influence on approaches to medical
care and research, and in terms of how working class Mexican Americans talked about
"ethnicity" in relation to diabetes.

In Discipline and Punish (1979:104-112, 141-156, 170-228), Foucault
describes a number of disciplinary practices targeted primarily at "the body."39

Foucault focuses on prisons, but provides examples to illustrate that similar practices
can be found in other institutions, such as the army, schools, insane asylums, religious
orders, and hospitals.40  These disciplinary practices include methods of surveillance
(the disciplinary gaze), punishment techniques, the organization of space and activities
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(in terms of rank and function), and corrective training (e.g., hierarchical observations,
normalizing judgments, and examinations, which combine the first two).  As Foucault
suggests, these techniques have specific forms in the domain of medical care.

For example, Foucault observes that examinations in institutions combine
hierarchical observations (or surveillance or the disciplinary gaze) and normalizing
judgments, which punish and reward the non-observance of norms (1979: 170-193).
A medical examination is based on hierarchical observations of the patient by the
doctor and normalizing judgments made by the doctor about patient illnesses
(diagnosing abnormal conditions) and patient behavior (assessing "compliance" with
recommended treatments).41  The patient is subject to compulsory visibility.
Documentation by the doctor constitutes each individual as a "case."  In biomedical
discourse, diabetes care is framed primarily in terms of "control" and "compliance."
Patient blood sugar levels judged to be above "normal" are interpreted as the principal
"sign" of the onset of the illness, and after onset, as a "sign" of "lack of control" and/or
"non-compliance" with recommended treatments.  A Foucauldian perspective suggests
that one way power relations are embedded in the construction of knowledge about
diabetes is by framing the care of diabetes in these disciplinary terms.  Foucault would
argue that such constructions have certain effects regardless of the intentions of health
care providers, or for that matter, the patients.  In the dissertation, I examine the
effects of the construction of diabetes care in terms of control and compliance on
health care providers and patients.

I just described how biomedical discourse tends to construct diabetes and
diabetic patients.  The interviews provide examples of how "patients" talked about
diabetes and its care.  They did talk about diabetes and themselves in terms of
"control" and "compliance."  That language had certain effects, including making
patients feel guilty when they were unable to fully comply with an idealized strict
regimen.  Chapter 8 discusses how the working class Mexican Americans we
interviewed talked about control and compliance.  I will propose that their uses of
control and compliance can be viewed as examples of the "education of consent."
Chapter 8 contemplates the "effects" of this "consent."  The dissertation also asks:  Did
health care providers and working class Mexican Americans talk about diabetes and
themselves in other terms as well?  Chapters 4 and 8 will illustrate that biomedical
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discourse and at least one interviewee conceived of the body and diabetes care in
terms of “balance.”

Foucault's analyses are thought provoking in terms of considering how power
relations are embedded in knowledge, discourse and/or practices in ways that we often
take for granted.  In order "to detach the power of truth from the forms of hegemony,"
Foucault traces the history of the formation of various forms of systematic knowledge
and analyzes the similarities in disciplinary practices across various institutions.  His
analyses tend to be based on historical texts generated by politicians, medical
practitioners, scientific researchers, and philosophers.  This means that he tends to
examine power relations from the top down.  Although Foucault conceives of power
relations as constantly entailing resistance, and advocates rediscovering "subjugated
knowledges," he does not analyze the discourses of the people being constituted by
systematic forms of knowledge and disciplinary practices.42  John Thompson (1990)
would suggest that Foucault's analysis suffers from "the fallacy of internalism."
Thompson insists that the reception and appropriation, as well as the production, of
discourse must be empirically investigated.  As Foucault advocates, the analysis in this
dissertation will highlights the two forms of subjugated knowledges: “buried erudite
knowledges” and “local knowledges.”  Following Emily Martin (1987), I will look at
how diabetes, diabetes care, and diabetes patients were constructed by medical
researchers and practitioners, and how working class Mexican Americans interpreted,
appropriated, and responded to these constructions.

Production and Reproduction of Medical Knowledges and Practices
In Margaret Lock's (1993) review of anthropology and the body, the research

that has questioned biomedical categories primarily analyzed settings where non-
Western cultural categories differed from biomedical categories or particular
conditions in Western settings.  The studies in Western settings critically analyzed
categories of illness related to women's bodies (e.g., PMS, menopause), psychology
(e.g., post-traumatic syndrome, depression, nervios), and chronic pain (for which
biomedicine has not had very successful technical solutions).  Throughout the review,
Lock refers to a few studies on cancer and AIDS, but overall, she does not cite many
studies that focus on the communicable and chronic illnesses for which biomedicine
offers some technical solutions.  I did not find any references to studies on diabetes in
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her review.  This dissertation applies the critical approaches outlined by Lock—which
question Western dichotomies of body/mind and nature/culture and the formation of
knowledge about "the body," including biomedical categories of illness—to a case
study of diabetes care among working class Mexican Americans.  Byron Good (1994:
168-169) also suggests that anthropologists should investigate the constitution of
biomedical categories (such as diabetes), rather than take them for granted.

Emily Martin's The Woman in the Body (1987) provided methodological and
analytical approaches that guide the analysis in this dissertation.  Martin examines
how women's bodies—particularly the bodily processes of menstruation, birth, and
menopause—are constructed by biomedical discourse.  She then looks at the ways that
women of different class and racial backgrounds talked about their bodies and bodily
processes.  Along the lines of Foucault, Martin traces how representations of women's
bodily processes in medical discourse have changed over time, which demonstrates the
historical specificity of current representations.  Drawing on George Lakoff and Mark
Johnson’s Metaphors We Live By (1980), Martin analyzes the discourse used in
current medical textbooks and handbooks, and identifies metaphors used to describe
women's bodily processes.  She shows that the principal metaphor is "production," and
that within that framework, menstruation and menopause are constructed as "failed
production," portrayed with images of "waste" and "decay."

Following Martin's lead, I examined constructions of diabetes, metabolism,
hormones, and the body in physiology textbooks used to instruct future health care
providers.  I also looked at diabetes care manuals.43  The analysis is discussed in
Chapter 4.  Based on Martin’s work, I began with the hypothesis that because it is
difficult to talk about diabetes without using control, I might find some metaphors of
control in physiological descriptions of diabetes and metabolism.  When I read the
texts, I found more than a few metaphors.  “Homeostatic control” is the fundamental
model used to describe the physiology of the body.  Control and regulation were used
repeatedly throughout the texts to describe every bodily system.  In particular, control
and regulation were used to describe the effects of hormones (and brains cells and
nerves) on bodily processes.  Insulin and glucose served as an “exemplar” of control
systems in the body.  Control and regulation were so pervasive in the physiological
discourse that I argue that these concepts are generally taken for granted as medical
“common sense.”  This chapter also contemplates reasons why control is so powerful
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as a scientific concept.  As Thomas Kuhn observes, the physiology texts linked control
and regulation to a sketchy linear progression of scientific concepts that began in
ancient Greece.  However, the authors did not situate the introduction of “control
systems theory” from engineering into physiology.  As I discuss in the chapter, this
apparently took place in the first half of the 20th century.  Like Martin, I believe it is
important to highlight the historical specificity of current physiological representations
of diabetes and the body.

With respect to diabetes, in addition to the key metaphor of control, the
concepts of normal and pathological as well as borderline are important.  So are the
constructions of diabetes care as a pathologized life of strict regimens and biomedical
notions of “patient compliance” and the statistical logic of medical “risk.”  In Chapter
5, I discuss James Trostle's (1988) analysis of "compliance" as "an ideology that
assumes and justifies physician authority."  This dissertation discusses how all of these
concepts affected epidemiological research on Mexican Americans who have diabetes,
interactions between doctors and patients, and the diabetes education classes.

Paul Atkinson (1995: 27) observes that anthropologists sometimes discuss
biomedical representations of diseases, as if biomedical knowledge were a unified,
coherent and consistent whole.44   However, there are debates, variations, and new
developments within a "discipline."  For example, the treatment protocols for Type II
diabetes apparently have changed, with many doctors now prescribing insulin earlier
in the course of the illness.  In addition, biomedical representations of what constitutes
a "good diet" have varied from the "four food groups" to the "food pyramid."  I would
suggest that although biomedical knowledge and practice may be more coherent than
patient knowledge and practice, it is not without contradictions.  These contradictions
may be one of the sources of contradictions within patient knowledge and practice.

In Chapter 5, I draw on Margaret Horn's (1993) analysis of representations of
the Mexican American patient in biomedical literature, in which she discusses the
implications of "ethnicity" being defined as a "risk factor.”  I examine the ways that
epidemiological research represents Mexican Americans and other racial-ethnic
minorities, who are disproportionately affected by Type II diabetes.  I discuss
assumptions underpinning analyses of the "genetic and environmental determinants of
Type II diabetes in Mexican Americans" (e.g., Stern and Haffner 1990).  I show how
attempts to correlate disease rates with acculturation scales (e.g., Hazuda et al. 1988)
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reproduced stereotypical assumptions about the fatalism, machismo, and familism
associated with Mexican American culture.  These studies and some of the doctors,
whose comments are discussed in Chapter 6, reproduced several stereotypes about
Mexican culture despite a rather substantial literature in anthropology and other social
sciences that has critiqued such assumptions (e.g., Paredes 1958, 1993, Acuña 1972,
De la Garza et al. 1985, Mirandé 1985, Anzaldúa 1987, Montejano 1987, Zavella
1987, Williams 1990, Limón 1994, Menchaca, 1995, and Flores 1995) and the work of
several medical anthropologists and other medical researchers (e.g., Scheder 1989,
Urdaneta and Krehbiel 1989, Martínez 1993).  In Chapter 8, I note that not everyone
made fatalistic statements.  More importantly, I show that the people who believed
that God has more "control" over our lives than we do, also believed that God helps
those who help themselves.  In other words, accepting illness or death as inevitable
does not necessarily preclude taking care of oneself.

As I suggest in Chapters 5, one of the reasons that assumptions about the
effects of the fatalism of poor and/or minority patients persist is because they dovetail
with the concepts of “self efficacy” and having an “external” versus an “internal locus
of control,” which have been used to explain “patient compliance.”  These concepts
are associated with the Health Belief Model, for example.  As Byron Good (1994)
observes, the Health Belief Model is at most only appropriate for minor ailments
affecting middle class (white) patients who have health insurance and/or access to
affordable health care.  Furthermore, as Good notes, this model and others like it refer
to patient “beliefs” (often construed as being laden with misinformation) in contrast to
medical “knowledge.”  In keeping with Good’s insights, in this dissertation, I talk
about patient knowledge.  Similarly, these models talk about how “beliefs” influence
self-care “behaviors.”  The term behavior implies compliance with a norm.  The use of
terms like beliefs and behaviors for patients illustrates the subtle ways that power
relations are embedded in institutional and everyday discourse.  These models also
reproduce the ideology of individual responsibility for health and health care.

Emily Martin (1987: 13) noted that her data was "unbalanced" in that she did
not have "rich interview material for doctors."  Drawing on Margaret Lock (1982), she
acknowledged the possibility that actual practice in clinical settings may ameliorate
some of the hard and fast views in medical texts.  In other words, one should observe
interactions and interview doctors as well as other health care providers to see how
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metaphors like control are used in clinical practices, and whether health care providers
have alternative ways of looking at bodily processes.  Arthur Kleinman (1988)
describes the "varieties of experience in doctoring."  Foucault suggested that the
knowledge of doctors and nurses are forms of "subjugated local knowledge.”  It is also
possible for health care providers to function as “organic intellectuals.”  In Chapter 7, I
will suggest that this was true for the nurses in diabetes education, who were Mexican
American and African American women from working class backgrounds. They were
attempting to help their clients adapt medical recommendations to their economic and
social priorities and constraints.  In Chapters 6 and 7, I present a variety of views and
practices of doctors and nurses.  On the one hand, they all tended to take for granted
the scientific (and social) value of control.  The doctors used standardized practices
that sometimes had the unintended effects of questioning the knowledge and
motivation of patients.  However, Anne Larme (1995) observes that a small minority
of the doctors working with low-income Mexican American diabetes patients that she
interviewed (who tended to be young and/or Spanish-speaking) did not talk about
patient compliance.  Some health care providers used practices that respected the
knowledge and dignity of their low-income minority patients, such as asking open-
ended questions and encouraging them to experiment with different foods.

In Chapters 6 and 7, I also discuss how the working class Mexican Americans
we interviewed liked and did not like about clinic practices and their interactions with
doctors and the diabetes education classes.  Chapter 6 highlights how two patients
resisted the doctors’ assumptions about their lack of knowledge and/or motivation.
Chapters 6 and 7 show how people sought information during their interactions with
medical professionals.

Chapter 3 describes the social and economic circumstances of the people we
interviewed.  Research in medical anthropology has shown that, in contrast to the
biomedical tendency to focus on the physiological aspects of a "disease," patients tend
to view chronic illnesses in the context of their whole lives (e.g., Mishler 1984,
Kleinman 1988, Singer and Baer 1995, Miewald 1997).  Singer and Baer (1995)
propose that this context includes the specific circumstances of a particular
individual's life, as well as a broader social context, that involves unequal access to
medical and other resources based on country of residence, class, race/ethnicity, and
gender, within the global capitalist system.  In terms of class, not only do poor and
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working class members of society have less access to material resources (including
food), but existing research suggests that there are "hidden injuries of class" (Sennett
and Cobb, 1972) and ways in which the working class, despite resistance with regards
to particular institutions, end up participating in their subordination (e.g., Willis,
1977).  Chicano scholars insist that the experiences of Mexican Americans must be
seen in the context of a lengthy history of social, cultural, and economic oppression
(e.g., Paredes 1958, Montejano 1987, Anzaldúa 1987, Limón 1994).  Likewise,
feminist scholars point to the history of institutionalized, as well as more subtle forms,
of male domination in the United States and Latin America (e.g., Rosaldo and
Lamphere 1974, di Leonardo 1991, Butler and Scott 1992).  Finkler's (1994) work, for
example, suggests that chronic ailments are related to the subordination of women.
The implications of class, race/ethnicity and gender are addressed in this chapter and
subsequent chapters.

Chapter 8 describes the practices, knowledges, and motivations of the working
class Mexican American men and women we interviewed.  This chapter contemplates
how they constructed their “common sense” knowledge about diabetes.  I describe
how people gathered and assessed various forms of knowledge about diabetes.  They
tended to privilege biomedical information provided by the doctors, nurses, and
nutrition experts.  They also accessed biomedical information through conversations
with family and friends, books, magazines, and television programs and
advertisements.  They generally received information in fragments, some of which
were contradictory.  Furthermore, they interpreted it through the lens of their own
"lived experiences."  They also had access to other types of knowledge.  The
interviewees drew on knowledge of their own bodily experiences of the illness and
those of others.  Several knew about or had tried herbal remedies.  They crossed
geographical and medical borders to obtain knowledge and resources.  In general, the
processes of gathering information were "fragmented," which as outlined earlier, is
theoretically associated with "common sense" and post-modern life.

The second half of Martin's The Woman in the Body focuses on interviews with
women of various age, class, and racial backgrounds regarding their views about
menstruation, birth, and menopause, and their assessments of interactions with the
medical system with regards to these bodily processes.  Martin highlights the extent to
which different women used "production" and "decay" metaphors, and the extent to
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which they talked about their bodily processes in alternative ways.  She also discusses
ways women resisted certain hospital practices.  Martin identifies six forms of
resistance: acceptance, lament, nonaction, sabotage, resistance, and rebellion.  As I
will discuss in the conclusions, there was evidence of some of these forms of
resistance with respect to diabetes care discourse and practices.

Chapter 8 focuses on what people said they did and why.  In other words, it
looks at the practices that were responses to the biomedical model of ideal diabetes
care.  Topics include regular doctor visits, diabetes education, medications, herbal
remedies, diet, drinking (alcohol), smoking, exercise, foot care, and blood glucose
monitoring.  Gramsci's model of "common sense" implies that popular knowledge may
be expressed in discourse and/or implicit in practices.  Bourdieu (1977), Hall (1988),
and Brow (1996) all emphasize the importance of practices.  The analysis in Chapter 8
highlights explicit statements about the associations between class, race/ethnicity, and
gender and diabetes and diabetes care.  I also note how these associations were
implicit in certain practices. 45  As I will discuss, the working class Mexican American
men and women we interviewed were concerned about how diabetes and its care
affected work, family, other social relationships, and emotions.

Chapter 8 also analyzes the ways that the interviewees talked about diabetes.
As did Martin (1987), I will highlight continuities and discontinuities with biomedical
discourse.  In other words, I look at the interviewees' "inventory of common sense,"
and the extent to which biomedical discourse articulated with its elements (Hall 1988)
and perhaps had reshuffled its inventory (Woost 1993).  I discuss how the working
class Mexican Americans we interviewed talked about control, compliance, and the
notion of strict diets.  People did talk about diabetes care in these terms.  Several
accepted personal responsibility for not “taking it seriously” and not “following strict
diets,” even though they did implement at least some of the recommended practices.
On the other hand, one man never talked about control.  Balance was his goal for
diabetes care.  In this chapter, I analyze how they talked about their own knowledge
and motivation.  As noted earlier, I will illustrate that people can make fatalistic
statements and still take care of their health.  As Kathleen Stewart (1996) and Kathryn
Edin and Laura Lein (1997) advocate, it is necessary to work through stereotypes in
order to confront what they may mean.
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In the conclusions, I will address what this case study has to say about power
relations, common sense, knowledge and practice, and the hegemonic processes of
accommodation, negotiation, and resistance.  I also will discuss the metaphors and
concepts used in biomedical discourse affects health care practices and interactions
between low-income Mexican Americans and health care providers who work in
public clinics.

Notes to Chapter 1
                                                
1In an earlier draft of this prospectus, I used the words "production and consumption of knowledge" in
rather mimetic fashion, following De Certeau (1984).  Henry Selby suggested substituting "processing"
for "consumption," because it conjures up notions of dynamic cognitive processing, which is what is
suggested by Gramsci's model of hegemony.  I agree and therefore I changed the term to "processing."
2Gramsci developed the concept of hegemony to counteract the economic reductionism implicit in the
classical Marxist use of Marx's distinction between "base" and "superstructure," as well as the notion
that subordinated groups do not contest "dominant ideologies" due to "false consciousness," Hall 1988
uses the term "classical Marxism" to refer to early interpretations of Marx.

I say primarily because Gramsci implies that force and consent, or coercion and persuasion are
involved a leading group's ability to rule (1971: 170).  Brow (1996) also notes how consent (e.g.,
explicit and/or tacit agreement with elements of nationalist discourse) and coercion (based on State
control of access to resources) were both factors involved in the use of hegemonic discourses by Sri
Lankan villagers.  This contrasts with Scott (1985, 1990) who critiques Gramsci's conception of
hegemony for overlooking coercion.

Gramsci also used the concept of hegemony to explain how the working class might establish its
own hegemony, and why the Italian Communal bourgeoisie were unable to achieve "intellectual and
moral leadership," i.e., hegemony.  In that section (1971: 181-182), Gramsci describes a moment (an
idealized moment) when a group (an economically subordinate group, such as tradesmen) becomes
aware of their corporate interests, transcends those and appeals to the interests of other subordinate
groups, manages to combine ideologies that have been in confrontation and conflict into a single one
that "tends to prevail, to gain the upper hand, to propagate itself throughout society—bringing about not
only a unison of economic and political aims, but also intellectual and moral unity, posing all the
questions around which the struggle rages not on a corporate but on a 'universal' plane, and thus creating
the hegemony of a fundamental social group over a series of subordinate groups."  From there Gramsci
goes on to discuss how he conceives of the role of the State, and how the coordination of interests
between the dominant group and subordinate groups is continuous, since the equilibria is unstable.  (By
that point in the text, he seems to have lapsed back into describing power relations as they currently
existed.)

In one of my re-readings of Gramsci (and perhaps this is a function of the fact that these are "notes"
written while he was in prison), I noticed that Gramsci used "hegemony" to describe existing relations
of power, but just as frequently, if not more often, he uses it to describe how (ideally) subordinated
groups might transcend their own narrow interests and achieve leadership over other groups.  The same
is true for Laclau and Mouffe (1985) who are also seeking to outline how subordinated groups might
achieve unity.
3Gramsci lists a number of parallel concepts which associate coercion with the State, and consent and
persuasion with civil society (1971: 170).  This is not unlike Althusser's distinction between coercive
and ideological State apparatuses.
4For his analysis, Woost follows Hall (1977, 1985), Laclau (1977, 1983a, 1983b, 1984, 1991), Laclau
and Mouffe (1985), Frow (1985), and Williams (1977).  He also draws on Brow (1990).
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5I will be using the terms practitioners or health care providers to imply not only doctors, but also
physician assistants, nurse practitioners, registered nurses, dieticians, licensed practical nurses, nurse's
aides, lab technicians, etc.—i.e., all of the people with whom a patient might interact in biomedical
hospitals and clinics.
6"More coherent" is a modification, courtesy of Brow (1990).  Gramsci tended to use dichotomous
terms: incoherent and coherent.  A sliding scale (à la Leach, 1977 (1954)) between "ideal types" (Weber
in Gerth and Mills, 1958 (1946): 59-61, 323-324) is a more useful way to think about all of these
characteristics.

According to Gramsci, common sense is the "philosophy of non-philosophers," or "the conception
of the world which is uncritically absorbed by the various social and cultural environments in which the
moral individuality of the average man is developed.  Common sense is not a single unique conception,
identical in time and space.  It is the 'folklore' of philosophy, and, like folklore, it takes countless
different forms.  Its most fundamental characteristic is that it is a conception which, even in the brain of
one individual, is fragmentary, incoherent and inconsequential, in conformity with the social and
cultural position of those masses whose philosophy it is" (1971: 419).  I did not include inconsequential
in the list I gave in the text.  Later, Gramsci describes common sense as "a chaotic aggregate of
disparate conceptions" (1971: 422).

Gramsci defines "good sense" as "a contemptuous attitude to the abstruseness, ingenuities and
obscurity of certain forms of scientific and philosophical exposition," which is one way "common
sense" can be understood (1971: 422-423).  (He also notes that one form of good sense was killed off by
science, "in order to create a 'new' good sense" (423), but it is not clear to me which one would be the
definition given above.)  In another section, he refers to "good sense" as the "healthy nucleus that exists
in 'common sense' ...which deserves to be made more unitary and coherent" (1971: 328).  In an earlier
section, he lists "common sense" and "good sense," along with language, and popular religion and
folklore, as examples of the "spontaneous philosophy" of "all men" or "everybody."  Gramsci
characterizes these ways of thinking about the world as unconscious, without critical awareness,
disjointed and episodic (1971: 323).

In another section, Gramsci argues that people have two types of "theoretical consciousnesses"
—one based on superficially explicit or verbal conceptions of the world and the other, implicit in their
practical activities.  He notes that the "verbal conceptions" "inherited from the past and uncritically
absorbed" are "not without consequences," because they potentially contribute to political passivity
(333).
7Gramsci also contrasted "common sense" with "good sense."  Gramsci was interested in understanding
how and why subaltern groups consent to be governed by elites.  He seems to suggest that this consent
is based (in part, because coercion is also a factor) on agreement with some elements of the ideologies
of the dominant groups.  Scott (who I believe overlooks Gramsci's recognition that coercion is also a
factor) criticizes the concept of hegemony, because he believes that although subordinated people may
acquiesce in public, they continously enact everyday forms of resistance (foot dragging, etc.) and have
"hidden transcripts" (critiques of the system of domination in which they live, which they tend not to
voice in the company of the members of dominant groups).  This means that subordinated groups are
"conscious" of their subordination, and so Scott rejects the notion that they "consent" to be governed,
which leads him to reject the concept of hegemony.  Woost criticizes Scott for equating hegemony with
"false consciousness," noting that "hegemony" entails both domination and resistance.  He goes on to
note that hegemony implies that "consent" is always educated, framed by dominant ideologies and
economic structures.

Brow stresses the idea that the struggle to establish hegemony, is a struggle to define the
"universals" which all groups "consent" to live by (e.g., rule by law, "progress" is good).  When
Gramsci was focusing on the question of how organic intellectuals of the working class might establish
hegemony through their own "philosophy of praxis," he stressed the need to establish what Laclau and
Mouffe call articulations, aspects of ideology upon which various groups could agree.

All of this implies that hegemony is based, in part (notwithstanding coercion), on (conscious)
agreement (i.e., consent) of subordinated groups to some of the principles, terms, and ideas generated
by governing elites.  However, besides the notion of the education of consent which Woost stresses,
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Gramsci's description of "common sense" seems to imply that one of the reasons subordinated groups
consent to be governed is because (compared to dominant ideologies) "common sense" is fragmented
and incoherent, i.e., not capable (as is) of serving as the basis from which to generate effective counter-
arguments.
8The quote continues:  "But this verbal conception is not without consequences.  It holds together a
specific social group, it influences moral conduct and the direction of will, with varying efficacy but
often powerfully enough to produce a situation in which the contradictory state of consciousness does
not permit of any action, any decision or any choice, and produces a condition of moral and political
passivity" (1971: 333).  This contrasts with a "philosophy of praxis" which works through these
contradictions to eventually arrive at unity of theory and practice.

Prior to this section, Gramsci talks about making choices between various philosophies, i.e.,
conceptions of the world.  Through rhetorical questions, he implies that the choice is not merely
intellectual, it is complex, and that frequently there are contradictions between "one's intellectual choice
and one's mode of conduct" (which has its own implicit philosophy) (1971: 326).  "This contrast
between thought and action, i.e., the co-existence of two conceptions of the world, one affirmed in
words and the other displayed in effective action, is not simply the product of self-deception" (326-
327).  Because it applies not just to individuals or small groups, but to masses of people, "the contrast
between thought and action cannot but be the expression of profounder contrasts of a social historical
order" (327).  Thus, a subordinated group "may indeed have its own conception of the world, even if
only embryonic; a conception which manifests in action, but occasionally and in flashes—when, that is,
the group is acting as an organic totality.  But this same group has, for reasons of submission and
intellectual subordination, adopted a conception which is not its own but is borrowed from another
group; and it affirms this conception verbally and believes itself to be following it, because this is the
conception which it follows in 'normal times'—that is when its conduct is not independent and
autonomous, but submissive and subordinate" (327).  Gramsci believed that it was crucial to analyze the
history of philosophy in order to show how thought has been elaborated over the centuries, and that it
must be explained how various currents of philosophical thought were born and diffused (and in the
process, fractured).
9Brow identifies "common sense" (in his case, specifically of Sri Lankan villagers) as a site of
hegemonic struggle, regarding efforts to forge moral standards and a sense of community.
10The articulation works both ways.  Brow (1990) and Alonso (1988) describe how hegemonic
discourses appropriate elements of subordinate discourses.  To "educate consent," leading or ruling
groups try to appeal to elements of "common sense."
11On the other hand, peasant uses of "development" also could also expand the realm of possible action,
in that it enters them into wider debates, i.e., struggles to define development.  Brow, for example,
shows the various ways that Sinhalese nationalist discourse coincides and diverges with the discourse of
villagers involved in a dispute over the distribution of the benefits of a State housing program.
12For me, the portrayal of people attempting to put together information is similar to the way Anzaldúa
(1987) talks about "mestiza consciousness."  On the other hand, Anzaldúa may be talking about a
Gramscian "philosophy of praxis," which he conceived of as being consciously formulated by "organic
intellectuals."  This then would contrast with the more "common sense" way that working class
Mexican Americans deal with diabetes and other aspects of their lives.
13Of course, the literature on narratives has also shown that rational scientific discourse is frequently
expressed in narrative forms (e.g., Brodkey 1987, Mattingly 1998).
14According to Brow, Bourdieu's formulation of doxa (the taken for granted) + opinion (orthodoxy and
heterodoxy), as well Williams' suggestion that hegemony encompasses ideology + the taken for granted,
and Giddens' distinction between practical consciousness (in which actors draw on tacit stocks of
knowledge) and discursive consciousness (knowledge which actors can express in discourse) broadly
correspond to each other and they all allow the social analyst to look at the "dialectical interplay
between social conditioning and human agency" (1996: 26).  Brow then relates all of these formulations
to Marx's observation that men make their own history, but not under circumstances of their own
choosing, and observes that the analytic challenge has been to show how those circumstances vary for
different people.   Drawing on Althusser (1972: 183), Brow notes that structural analyses tended to
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reduce these to structures that restrict and limit practice, which overlooks the processes that constitute
and generate practice.  (Foucault certainly chose to focus on the latter.)  This leads Brow (1996: 27) to
Laclau and Mouffe (1982: 100) who propose that hegemony refers to "the very process of the discursive
constitution of those agents."

Gidden's distinction seems similar to Gramsci's distinction between the theoretical consciousness
implicit in practical activity and the one that is explicit and uncritically inherited from the past, but
apparently Gidden's formulation leaves open the question of whether those parts of "common sense"
which subordinated people are able to explicitly discuss need necessarily be uncritical and/or inherited
from the past.  I think there might be aspects of common sense which people have critically assessed, as
well as aspects based on recent experiences.
15Bourdieu's formulation of common sense implies that those who dominate as well as those who are
subordinated in power relations have knowledge that can be characterized as "common sense."
16Bourdieu's discussion of taste is relevant to the approaches that diabetes patients take to medical
recommendations for diet changes.
17I am extending the implications of the analyses of Brow and Alonso.  They deconstructed nationalist
discourses generated by State officials, and identified their discursive tactics: primordialization,
universalization or departicularization, and idealization in which particular versions of history were
appropriated by State officials and converted into official histories.
18Based on Foucault, Waitzkin notes "mechanisms of social control" in the interactions, but he does not
develop this part of the analysis as fully as Foucault does.

Waitzkin uses the phrase "encouraging consent,” which I think is appropriate, but he sometimes
also talks about consent being achieved or attained.  Encouraging consent is more appropriate, because
Waitzkin does not discuss how patients evaluated those encounters (which might reveal what Scott
1990 calls "hidden transcripts") or what they decided to do based on the encounters.  Waitzkin tends to
focus on the doctor’s discourse and looks at these processes primarily from the "top down."  He does
not address how patients also participated in restricting the encounters to technical solutions to
immediate physical problems.  For example, one woman insisted that she needed psychotropic
medications, when the doctor was reluctant to prescribe them.
19Good draws on Schutz (1971) for his analysis of a four hour interview with a 28 year old man (of
unspecified class and ethnicity/race).  He tends to generalize about "American stories of pain," when
conceptions of pain and the mind-body dualism within the United States are likely to vary by class,
ethnicity, and gender.

Good describes a "case" in which the practitioner was unable to name an illness as the source of the
patient's chronic pain.  Good's observations suggest that diabetes patients may question some elements
in their common sense conceptions of the world.  However, diabetes is different from chronic pain in
several ways.  Diabetes is "named" by practitioners.  Some practitioners and patients expressed the view
that in the early stages of diabetes, the patient may feel discomfort, but not much "pain."  As I will
discuss in Chapter 6, several doctors thought that the lack of symptoms affected the patients’
willingness to "comply" with treatment recommendations.
20Here are examples of Foucault's discussions on truth (1972: 217-220, 1980b: 93-94) and normality
(1980b: 258).
21Among the works of Foucault that I read (cited in the bibliography), I only found a few explicit uses
of the term hegemony.  Twice was in reference to the bourgeoisie's attempts "to assure its hegemony"
by inventing new technologies of power (1980b: 156) or through a deployment of sexuality (1980a:
125-126, 127).  In a discussion of power relations, he states "Major dominations are the hegemonic
effects that are sustained by all these confrontations [of relationships of force]" (1980a: 94).  Regarding
his analyses of madness and the prisons, Foucault states that he sees himself as constructing "a history
of what happens in the nineteenth century and how the present highly-complex relation of forces—the
current outline of the battle—has been arrived at through a succession of offensives and counter-
offensives, effects and counter-effects.  The coherence of such a history does not derive from the
revelation of a project but from a logic of opposing strategies" (1980b).  He does not use the word,
hegemony, but to me this sounds like a description of hegemonic struggles.
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22I say "hegemonic discourse," because as Brow and others suggest, total domination is not possible, so
hegemonic accounts for cumulative effects of domination and resistance over time.  (See the footnote
above, which implies that Foucault conceives of this in fairly similar terms.)  Foucault, however, saw
himself as reconstructing the conditions of possibility that led to particular forms of domination.

As does De Certeau (1984), Foucault advocates analyzing resistances in tactical and strategic terms
(1980b: 145, 164, 257).  Likewise, Foucault advocates analyzing domination in tactical and strategic
terms.
23I will use the term "power relations" to keep the relational quality evident.  Foucault's conception of
"power" as power relations implies that power is [only] exercised or experienced through interactions.
His definition of power contrasts with liberal juridical and Marxist views, in which power is viewed as
sovereignty (primarily of the State).  The slippage between "power" as a "thing that one possesses" and
"power relations" is aggravated by its formulation as a noun.  I definitely tend to slip into this "taken for
granted" conception of power as a "thing," so I prefer the term "power relations."
24This is like Gramsci who developed the concept of hegemony, because he believed that power
relations were more complex than the economic "base" determining the ideological "superstructure."
25Although Foucault concedes the State is important, he eschews what he regards as an over-emphasis
by both liberal juridical and Marxist theories on the State as the primary locus of power relations.  He
also rejects their tendencies to represent power as an object (which he links to a theoretical emphasis on
"sovereignty") and to conceive of power only as repression.  Although I agree that social analysts
interested in hegemonic processes or power relations should not focus exclusively on the State, and that
the institutions of civil society operate with relative independence, nevertheless many of the institutions
of civil society have direct (through management or funding) or indirect (through legal restrictions)
links to the State.  These links cannot be overlooked.
26Foucault notes that there are specificities within domains as well as systematicities, continuities and
discontinuities, or differences yet similarities.  Foucault would say that differences also reinforce the
overall "hegemony" (domination) of the ruling classes.  Similarities are more intriguing when
considering the notion of attaining hegemony.  Furthermore, Foucault links the emergence of techniques
of surveillance, discipline, and punishment to the rise of the democratic State and the capitalist
economy, whereas rulers in the days of feudalism relied more on techniques of overt coercion and
spectacle for social control.
27One critic in Power/Knowledge told Foucault that his analyses seem too "pat," and they do, but
Foucault notes that this is because they are reconstructed from the vantage point of the present (i.e.,
knowing which forms of knowledge and practice came to prevail).
28Foucault's work implies that the social sciences also constitute people as "cases."  So the "points of
view" are mediated through me (and my fellow researchers), both in gathering the data and in analyzing
their views.
29Again, this logic underpins not only medical science, but also the social sciences.
30In my discussions with Henry Selby, he noted that "the gaze" is a translation of the French "le regard,"
which implies a way of looking at or an inspection.  He suggested that the "medical gaze" might be
better translated as the "medical inspection."  Foucault's discussions highlight the sense of inspection.
However, I will use the translation of "the gaze," primarily because this is the English-language term
that has been picked up by feminists, medical anthropologists, and others who draw on Foucault's ideas.
31If I interpret Foucault's tone properly, he was implying that this postulate is ultimately unrealizable.
32The shifts in visibility can be seen within diabetes care with the development of the HbA1c test, which
enables better surveillance of blood sugars by the physician (indicative of control over three months), as
opposed to accuchecks (the blood sugar level at that very moment).
33Foucault himself does not make any contrast between communicable and chronic ailments.  For
Foucault, the timing of these significant transformations was linked to rise of industrial capitalism and
liberal juridical forms of government.
34Mishler (1981:7,25) citing Dubos (1961) and others, notes that there is debate concerning the relative
impact on declines in death rates of developments in medical technologies, such as the germ theory and
antibiotics, public health campaigns to improve the quality of food, water and the air, and populations
developing immunities to new infectious agents over time.
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35Although much of the work influenced by Foucault stresses discourse, after re-reading Foucault, he
looks at discourses and practices, including non-discursive practices.  On the one hand, Foucault
stresses discourse in his theoretical discussions, but he told his interlocutors in Power/Knowledge that
he did not regard attempts to distinguish whether practices are discursive or non-discursive as all that
important.

Hall (1988: 51) criticizes Foucault's tendency to absorb various forms of social relations within "the
body."  I think Hall overstates the case, because Foucault's purpose in emphasizing the body was to
challenge the mind-body dichotomy common to most Western thinking.  On the other hand, I agree
with Hall that Foucault, in his own discourse, creates a somewhat monolithic construct of "the body,"
and then takes for granted the effects of discourses that construct "the body" in certain ways (by
classifying it, establishing norms, etc.).

Hall (1988: 51-52) also states that "it does not follow that social practices are only discourses." He
favors focusing on practices in social analysis.
36I extracted this quote from a discussion in which Foucault is explaining what he wanted to show in his
analysis of sexuality.  Foucault's claim that people are not always conscious of the ways that power
relations operate in their lives is not unlike Bourdieu's formulation of "doxa" as the "taken for granted"
or Gramsci's"common sense," which encompasses ideas uncritically inherited from the past and a
practical consciousness implicit in activities.
37For example, Urdaneta and Krehbiel (1989: 272) note:  "About one in twenty Americans suffer from
diabetes Type II.  Among Mexican-Americans this disease is reaching alarming proportions with a rate
five times higher than the general population (Hanis and Schull 1987: 18-22)."  Urdaneta and Krehbiel,
however, stress the "heterogeneity" of this population in their article.  Every article related to Mexican
Americans and diabetes provides some version of these statistics.  And in fact, the disproportionate
effects of this illness on Mexican Americans is one of the main reasons why the research on which this
dissertation is based was conducted.
38Lock's (1993a:146-147) review of anthropological work on the body identifies "normalization and
reconstruction of bodies" as a crucial theme.  She links the "epidemiological language of risk" to
Foucault's observations about the normalization of bodies through discursive formations.  She notes
studies which address the effects of and alternatives to this language of risk: Kaufert and O'Neil 1990,
1993 on Inuits and birth-related risks, Gifford 1986 on the ambiguities of breast lumps, and Lock
1993b, 1993c on Japanese views of menopause that differ from the biomedical language of risk that has
structured the Western medicalization of menopause.  Lock also notes studies on norms of body size
and health in international health discourse (Nichter 1989, Justice 1986, Cassidy 1991, and Das 1990),
and normalization through genetic manipulation (Rabinow 1992 on the Human Genome project and
Strathern 1992 on new reproductive technologies).  The themes of risk, norms of body size and health,
and genetics all pertain to biomedical constructions of diabetes.
39According to Foucault these practices produce "docile bodies."  This is where he assumes "effects."  It
would be more accurate to say that they are designed or intended to produce docile bodies.
40Goffman makes similar connections in Asylums (1961).
41Hierarchical observations refer to the relationship between the doctor and the patient.  I intentionally
used of the word "behavior" here.  As I will discuss in the text shortly, behavior implies compliance
with a norm, and illustrates the subtle ways that power relations are embedded in institutional and
everyday discourse.
42Foucault's discussions of resistance can be found in 1980a: 95-96 and1980b: 142, 164; and
"subjugated knowledges," 1980b: 81-83.  According to Foucault, "subjugated knowledges" are buried
erudite knowledges and local popular knowledges (1980b: 81-83).  Buried erudite knowledges are
"historical contents that have been buried and disguised in a functionalist coherence or formal
systematization" (81), while local popular knowledges have been disqualified by systematized
knowledge (e.g., science) as "inadequate to their task or insufficiently elaborated" and "incapable of
unanimity."  Foucault adds that local knowledge "is far from being a general commonsense knowledge"
(82).  Examples of local popular knowledge include the knowledges of an ill person, a nurse, or a
doctor.  Foucault sees the analytic task of genealogy as facilitating their re-emergence and as "the union
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of erudite knowledge and local memories which allows us to establish a historical knowledge of
struggles and to make use of this knowledge tactically today" (83).

In The Birth of the Clinic, for example, he rediscovers conflicting approaches among practitioners,
government planners, and others, which led to what is now constituted as "the medical gaze."  However,
contradictions fade from the analysis when he discusses the development of pathological anatomy.
Foucault discusses what could be called "buried erudite knowledge," noting ideas that were superseded,
such as a previous greater emphasis on health than on disease, and ideas that were modified, such as
taxonomic classifications of symptoms.  One could say that Foucault implies that "local knowledges"
exist (e.g., the knowledge of patients who see themselves as sick people rather than "cases"), but he
does not analyze patient discourse.  Alonso (1988), Brow (1996), and Woost (1993), for example,
explore the ways that "hegemonic discourses" appropriate local knowledge.  Brow (1996) and Woost
(1993) then look at the way elements of hegemonic discourses are taken up at the local level.  Foucault
does not do this type of analysis.

In terms of medical knowledge, the picture is even more complex, because there are "erudite" forms
of knowledge that are not buried.  Alternative systems of medicine (e.g., homeopathy, chiropracting,
acupuncture) that are not "hegemonic" as well as local popular knowledge (e.g., herbal remedies) co-
exist with biomedical knowledge.  Patients can draw on all of them, and some of the people we
interviewed did.

Although, I don't think that Foucault himself adequately does what he advocates, I agree that one of
the tasks of social analysis should be to facilitate the re-emergence of "subjugated knowledges."  This is
what Limón (1994) sees himself doing.  I hope that this dissertation will also do that.
43For appropriate sources, I looked at Martin's list of physiology texts and consulted with Dr. Jacqueline
Pugh, with whom I collaborated while conducting this research.  I also looked through the collection of
texts on the University of Texas library shelves.  I selected texts that were published around or before
the time I did the field research, so that the knowledge represented in the texts would not be more recent
than the knowledge of the biomedical practitioners working at the clinic.
44Atkinson attributes this in part to the theoretical separation of "illness" and "disease."  He observes
that anthropologists usually show that illness encompasses more than the narrow biological definition of
disease, but tend to take disease categories as givens (1995: 36).  Atkinson (1995: 30) also warns that
anthropologists’ use of "biomedicine" to describe the practices of contemporary practitioners tends to be
reductionist, because some practitioners have begun to incorporate into their practices alternative
treatments, such as chiropractics, acupuncture, and herbal remedies.

Good mentions that one of the critiques of "meaning centered" approaches in medical anthropology
is that they often treated medical "realities" as if they were consensual (1994: 56).

Foucault's (1972) discussion of "disciplines" functioning as an exclusionary principle that restricts
who and how discourse is constructed is relevant here.  Focault's work questions the unity and "truth" of
hegemonic discourses by rediscovering the struggles (primarily among different forms of "erudite
knowledge") that led to their formation.

Along the lines of these critiques, Martin's analysis tends to assume ideological unity (coherence) at
the level of current biomedical representations.
45The knowledge implicit in practices may or may not be "taken for granted."  I know that they did "not
discuss" social inequalities in the interviews.  However, given the power relations that also existed in
our interviews, people may have been reluctant to make those connections.  They may have had "hidden
transcripts" (Scott 1990) that they expressed in other contexts.
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Chapter 2
Research Methods and Health Status of the People We Interviewed

The dissertation is based on ethnographic data gathered in San Antonio,
beginning in the Spring of 1993 and continuing through the Summer of 1994.  The
original rationale for interviewing low income Mexican Americans diagnosed with
diabetes was based on the medical community's desire to learn more about the beliefs
and practices of a (culturally distinct) group of patients who not only has higher rates
of Type II diabetes, but apparently also has higher rates of the long-term complications
associated with this chronic illness.  (As I will discuss in Chapter 5, after I did the field
research, I examined the statistics.  The San Antonio Heart Study shows that Mexican
Americans have higher rates of microvascular, but not macrovascular complications.)
As noted in Chapter 1, the data provide an opportunity to examine the processes
involved in the production of knowledge about diabetes and concepts which have been
crucial to the development of social theories on power relations, such as hegemony,
common sense, accommodation, and resistance.

The analysis is based primarily on thirty-five structured open-ended interviews
with women and men, all low-income Mexican Americans diagnosed with Type II
diabetes who were receiving medical services at a county clinic in San Antonio.
These data are supplemented by my observations of ten diabetes education classes,
fourteen doctor-patient encounters, and other interactions between medical personnel
and patients, as well as informal conversations with health care providers about
diabetes and diabetes patients.  The interviews and observations were conducted in
two phases, an initial phase of "pilot research" during the Spring and Summer of 1993,
followed by a second expanded phase of the project and another year of field research.
In the pilot phase, we decided to interview diabetes patients who were “newly
diagnosed,” i.e. diagnosed for one year or less.  During the second phase, we focused
on patients who had been diagnosed for one year or more.  Twelve interviews were
conducted during the first phase of the research; and twenty-three, during the second
phase.

The Mexican American Effectiveness in Medical Treatment Research Center
(MERECE), which is part of the University of Texas Health Sciences Center in San
Antonio provided the funding for the research as part of a larger grant that they had
received from the National Institute of Health.  The funds were administered through
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Laura Lein's office at the University of Texas at Austin.  The funding paid me a salary
as a 20-hour a week research assistant, and covered all my transportation expenses to
San Antonio, as well as phone expenses, tape-recording expenses, and transcription
costs.1  I maintained my residence in Austin, and traveled back and forth to San
Antonio.  I usually spent one or two very long days there per week.  In addition to
observing (and participating in) various activities at the clinic and conducting
interviews, I attended meetings with the principal investigators, wrote up field notes,
transcribed interviews, and began analyses of the data during that time.2

Laura Lein and Jacqueline Pugh were the principal investigators during the
"pilot" phase of the research.  Dr. Pugh is a medical doctor, an expert on diabetes, and
the director of MERECE.  MERECE had been conducting large-scale epidemiological
(quantitative) research on diabetes and other health problems affecting Mexican
Americans.  Dr. Pugh was familiar with Dr. Lein's research projects in San Antonio on
institutions and persistent poverty and approached her about collaborating on a pilot
research project using qualitative methods to learn more about the beliefs and
treatment practices of Mexican Americans diagnosed with diabetes.  This project was
envisioned as the beginning of a series of future qualitative research projects to be
sponsored by MERECE.

I speak Spanish fluently and was familiar with qualitative research methods, so
Laura Lein invited me to carry out the field research.  I had some familiarity with the
social science literature on Mexican Americans and ethnicity, and I had done a brief
pilot research project on the political activities of Mexican American Catholics in
Austin.  I was fairly familiar with San Antonio, having done a year's worth of field
work interviewing single mothers for a research project that led to the publication of
Making Ends Meet by Kathryn Edin and Laura Lein.  For that project, I worked
primarily on "the East Side."  My task was to interview African American women, but
because the East Side is about 40% African American, 35% Mexican American, and
25% Anglo, I also interviewed some Anglo and Mexican American women.

The focal point of the diabetes research was the Collins-Lambert Clinic, a large
out-patient county clinic located on "the West Side," an area that is over 90% Mexican
American.3  Dr. Pugh selected this clinic as the research site, and her contacts with the
staff helped me get access to do the research.  This clinic provided medical services
primarily to low income people, especially those who did not have medical insurance.
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Low-income people of all ethnic and/or racial groups living throughout San Antonio
and Bexar County used its services.  Thus, the people I interviewed did not live
exclusively on the West Side.  I approached people at the clinic to ask them if they
would be willing to participate, but usually arranged to conduct the interviews later in
their homes.  In my generally trusty light blue Superbeetle with directions and map in
hand, I traveled all over the west, central, south, east, northeast, and north sides of San
Antonio.4   

Typically in anthropological field research, some time is dedicated to doing
background research and preparing questions for the interviews and consent forms
(which are required, if the research is done in the United States); getting access to and
permissions from various institutions to conduct the research; getting acquainted with
various people and activities in the chosen field site; taking field notes on
observations; and for interviews, interviewing several people and then revising the
questionnaire as needed (e.g., Spradley, 1979).  For this research project, I did
background reading on diabetes and medical models of patient behavior.  I worked
with Dr. Lein and Dr. Pugh to develop in English and Spanish consent forms and an
open-ended questionnaire for the patient interviews (drawing on models provided to
me by Mel Tapper).  I prepared the paper work necessary to get institutional approvals
from the University of Texas at Austin, the University of Texas Health Sciences
Center in San Antonio, and the Bexar County Medical System.

Phase One: Interviewing People Who Were “Newly Diagnosed” With Diabetes
Dr. Pugh wanted to interview "newly diagnosed" patients to find out how

people who had not been interacting very long with practitioners (regarding their
diabetes) conceived of diabetes.  (One assumption was that they would have little
knowledge of biomedical approaches to diabetes, and/or folk knowledge and/or
mistaken knowledge.  Chapter 8 will show that practitioners should be cautious about
making this assumption, even when patients have low levels of education and do not
speak much English.)  Our sample size was small by the standards of epidemiological
studies, therefore Dr. Pugh wanted to limit the range of variability in patient
characteristics considered salient in most medical studies.  Hence, we focused on low
income Mexican Americans, limited the age range (and thus life cycle factors), and
focused on particular characteristics associated with diabetes.  40 was regarded as the
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typical age of onset and people over 60 might be experiencing multiple health
problems related to aging.  So we decided to recruit six men and six women, ages 40
to 60, who had been diagnosed with diabetes for one year or less, and who were
attempting to "control" their blood sugar levels with diet, exercise and/or oral
medication, but had not yet been put on insulin, and were not yet experiencing any
major complications.5

I began visiting the clinic and getting acquainted with some of the medical
personnel and activities related to diabetes care.  The clinic offered a series of five
diabetes education classes, which were free of charge (because the costs were covered
by a five-year grant).  They were scheduled once a week for five weeks, at various
time slots mostly in the daytime, in English or Spanish.6  I attended two sets of these
classes, one in English and one in Spanish, as well as a monthly support group
meeting.  This helped me to learn about diabetes, as taught by the diabetes education
nurses to the patients in this clinic.  I took field notes on the content of the classes and
the reactions of people attending the classes, and I was able to meet and to talk to
some of the people taking the classes, including a few who eventually agreed to be
interviewed.

During the classes, for example, I learned that the “normal” range for fasting
blood glucose is defined as 80 to 120 mg/dl.  Borderline diabetes (or what has been
more recently referred to as “impaired glucose tolerance”) is generally defined as
ranging from 120-140, while Type II diabetes is defined as having fasting blood sugars
over 140 or post-glucose test blood sugar levels over 200 (Krall and Beaser 1989:30).
The medical “goal” of diabetes care is to keep blood sugars as close to the normal
range as possible, or at least under 200, which is what the Diabetes Education nurses
at the clinic promoted.  Medical practitioners and researchers generally believe that
this will help prevent or delay the development of diabetes complications, such as
blood vessel damage in the eyes, kidney problems, and nerve and circulation problems
leading to amputations.

While at the clinic, I also conversed with medical personnel and observed
clinic activities, including five doctor-patient interactions and consultations between
interns and the attending physician about their diagnoses and treatment decisions.  The
Collins-Lambert Clinic was divided into several specialty "Clinics."  My initial efforts
were focused on three—Diabetes Education, the Walk-In Clinic (where patients with
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non-life threatening ailments or injuries can walk in without a previous appointment),
and the Internal Medicine Clinic (usually referred to as the Medicine Clinic)—all of
which provided services to patients "newly diagnosed" with diabetes.  The staff
members of all three Clinics were friendly and helped me to identify prospective
interviewees.7

During this phase and continuing through the second phase, I spent time
talking with and getting to know several nurses and a dietician.  Every time I visited
the clinic, I dropped by to see them.  We conversed about the clinic and diabetes care,
and we shared contemplations about everyday topics such as the latest news, a new
grandchild, vacation plans, or hair care.  We talked in between their work tasks, and I
usually ate lunch with one or more of them.  I also talked to doctors about their
approaches to diabetes care, and occasionally about everyday topics.  Those
conversations were short, and squeezed in between appointments.  I chatted with
clerical workers.  And I met with the doctors and nurses who were the heads of the
three clinics in their offices to discuss the logistics of doing the study and diabetes care
at this clinic.

By the end of the summer of 1993, I had recruited and interviewed twelve
Mexican Americans "newly diagnosed" with diabetes.  I conducted the interviews in
English and/or Spanish, usually at their homes.  In a few cases, we did the interview at
the clinic or a restaurant, if that was their preference.  Each interview lasted from two
to eight hours, with an average of three or four hours.  I usually conducted the
interview during one long visit, but I met several times with two people, because that
was more convenient for them.  I took notes on all the interviews, and taped some of
them.8

With respect to our original selection criteria, I did interview six men and six
women.  All twelve people were not taking insulin nor were they experiencing any
major complications.  They ranged in age from 38 to 63.  I ended up stretching the age
range, because people under 40 and in their early 60s were being "newly diagnosed" at
the clinic.  I have been putting our category of "newly diagnosed" in quotes
intentionally, because it turned out to be "newly diagnosed" (for one year or less) at
this clinic.  At the same time, it is worth noting the wide range of ages at which
different people were first diagnosed.  (Similarly, the ages at first diagnosis or
indication of a high blood sugar for the people interviewed during the second phase of
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the research ranged from 26 to 59.)  The names (which are pseudonyms), ages, and
prescribed treatments of the twelve “newly diagnosed” people, as well as their
experiences being diagnosed with diabetes are summarized in Table 2.1.

Table 2.1
Experiences of “Newly Diagnosed” Men and Women

Men Age Tx1 Experiences when first diagnosed

Chris Colón 38 pills Consulted clinic for infection.  No previous indications.

René García 39 pills Went to clinic for frequent urination.  No previous indications.

Toby Sifuentes 41 diet He is a nurse who felt symptoms, checked his own sugar level.

Frank Nieves 51 pills High sugar at work 3 years ago.  Provided information.

Joe Fuentes 59 pills High sugar at work 5 years ago.  Not provided information.

Francisco Cortes 63 pills Borderline.  Private doctor 2 years ago.  Provided information.

Women
Ann Vega 41 pills High sugar recorded in file 8 years ago, but never told.

Borderline at clinic 2 years ago, but not given diet information.
Told doctor about symptoms during hypertension appointment.

Priscilla González 41 diet Had a cold, doctor found sugar in urine, urged her to get blood
test.  She suspected diabetes based on experiences of relatives.

Gigi Herrera 47 pills Consulted doctor for menopause, diagnosed with diabetes.

Brigette Bailey 61 pills Felt symptoms, neighbor (nurse) urged her to consult a doctor.

Nellie Holguín 61 pills Flu symptoms lingering, husband urged her to go to the clinic.

Mary Delgado 63 pills Felt symptoms, mother (diabetic) urged her to go to the clinic.

1Tx = Prescribed treatment

The men I interviewed (listed by age) were Chris Colón (38), René García
(39), Toby Sifuentes (41), Frank Nieves (51), Joe Fuentes (59), and Francisco Cortes
(63).  The women were Ann Vega (46), Priscilla González (46), Gigi Herrera (47),
Brigette Bailey (61), Nellie Holguín (61), and Mary Delgado (63).  They were all
prescribed pills, except for Toby and Priscilla, who were told they could treat their
diabetes by changing their diet.  When René was first diagnosed, his "sugar count"
was so high that it went over the upper limit of the Walk-In Clinic's glucometer.  The
clinicians told him it was 710.  They kept him there on an IV for eight hours and
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brought it down to 276.  Chris's blood sugar at first diagnosis was 490.  He too was
given an IV and the doctor told him that he "could frost a cake."  Toby reported an
initial accucheck of 475 and a fasting blood glucose of 525.  The others said they had
initial blood sugars from 150 up to 300.  They all reported blood sugars in the 100s
after starting treatment, except for Chris whose blood sugars ranged from 221 to 271
during the first week after diagnosis.

The three older men, Frank, Joe, and Francisco all had had indications of “high
blood sugars” or “borderline diabetes” from two to five years prior to the county clinic
diagnosis.  During a physical examination for work, Frank’s doctor told him that he
had a high blood sugar.  The doctor showed him graphic photographs of the
complications of diabetes, and explained that he needed to lose weight.  Frank
implemented a diet and started exercising more.  He lost 60 pounds in one year, and
his blood sugar dropped back down to normal.  He went to the clinic for an infection.
Before Francisco retired, a private doctor explained that he was “propenso” (inclined)
to get diabetes.  The doctor gave him diet information and recommended that he quit
drinking (alcohol) and smoking and start walking.  Francisco followed the
recommendations.  After several months, he fell off the diet and started drinking again.
However, he continued to cut back on his smoking.  Like Frank, he went to the clinic
for an infection, but he recognized other symptoms that were similar to the time he
went to the private doctor.  Joe was told that a physical examination for work showed
a high blood sugar, but not provided with any additional information.  Over time, he
began to feel tired and could not keep up with the physical demands of his janitorial
job.  He attributed feeling tired to depression, since his wife had died and he was
raising two teenagers on his own.  He finally consulted a curandera for the depression.
When there was no improvement, he went to the clinic where he was diagnosed with
diabetes.  In retrospect, he assessed his decision to consult a curandera as “ignorant.”

Frank, Francisco and Joe were all prescribed pills by the doctors at the Walk-In
Clinic, and were regarded as “newly diagnosed” diabetes patients.  Apparently, the
doctors did not always learn about these earlier histories.  In fact, after his second
diagnosis, Francisco immediately implemented the diet recommendations that the first
doctor had given him and quit drinking.  This time he intended to quit drinking for
good.  His blood sugar numbers were so much better when he came in for his follow-
up appointment that the doctor called over other doctors to look at this miraculous
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case.  Francisco said that they never asked him what he had done to achieve these
results.  As I will discuss in Chapter 6, one reason the doctors regarded his case as
miraculous was because they spent a large portion of their work days working with
diabetes cases with high blood sugars.  However, apparently another reason they were
impressed was because Francisco had not yet attended “diabetes education classes.”

Priscilla González went to see a "regular doctor" about the flu.  He found
"sugar" in her urine and recommended that she get blood tests done.  The doctor did
not suggest that it might be diabetes.  However, several aunts, uncles, and cousins on
her father’s side of the family all had diabetes, so she suspected that it might be
diabetes.  As I will discuss in Chapter 8, in contrast to Joe, Priscilla knew about the
experiences of family members with diabetes prior to her diagnosis.  Nevertheless, she
was busy at work and worried about the cost, so she waited a few months, and then
took a vacation day to go to the county clinic, where she was officially diagnosed.

As these brief descriptions of Joe’s and Priscilla’s experiences suggest, and as I
will discuss in more detail in Chapters 3 and 8, financial considerations and priorities
and constraints related to work and family affected the ability of these working class
Mexican Americans to care for their health.  As I will describe in Chapter 6, doctors
working with low-income and/or minority patients tended to assume that the main
problems related to diabetes care were the individual’s knowledge and motivation.
Although individual knowledge and motivation are factors, this dissertation will show
that there are multiple sources of knowledge, that patients (as well as doctors) have to
deal with contradictions and uncertainties, and that when people have knowledge, they
still might not have the resources to fully implement all of the recommended practices.
Furthermore, I will also show that motivation is more complex than the stereotype of
“fatalism” that is sometimes attributed by health care providers and others to Mexican
Americans, as well as other low-income and/or minority groups in the United States.

The other person with prior indications of borderline diabetes was Ann Vega.
Ann had been seeing doctors at the Collins-Lambert Clinic for her high blood pressure
(or hypertension) for twenty years.  As far as she was concerned, she had just been
diagnosed with diabetes.  During a doctor-patient interaction that will be analyzed in
Chapter 6, Ann was surprised to hear the doctor say that her file showed a somewhat
high blood sugar from eight years ago.  Two years before the interview, she had been
diagnosed with borderline diabetes, but was not provided with information about diet.
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At the time of the interviews, Ann, Joe, Brigette, and Nellie were all attending the
diabetes education classes.  As I will discuss in Chapter 8, after their diagnoses, most
people began concerted efforts to gather information from all available sources.

In sum, after conducting these interviews, the borders defining our category of
"newly diagnosed" had become somewhat blurred.9  Furthermore, as the analysis in
Chapters 6 and 8 will indicate, one cannot assume that "newly diagnosed patients" are
"blank slates."  On the one hand, a few people like Joe, Chris and René did not have
much knowledge of diabetes when they were first diagnosed.  However, several of
these twelve people already had biomedical and other types of knowledge about
diabetes based on the experiences of family members who had diabetes.  These trends
were also true for the people we interviewed during the second phase.  At the end of
the first phase, I did a preliminary analysis of the “newly diagnosed” interviews and
prepared a report for the principal investigators.  Then we began to formulate the plan
for the second phase of the research.

Phase Two: More Research and
Interviews with People Diagnosed with Diabetes For One Year or More

In the fall of 1993, Linda Hunt, a medical anthropologist who had just been
hired by MERECE, joined the research team as a third principal investigator.  With
considerable input from Dr. Hunt, the research project was expanded.  We decided to
interview patients who had been diagnosed with diabetes for one year or more, who
had neither "very good" nor "very poor" blood sugar "control," and who had not yet
experienced major complications.

We revised the interview questions.  Both interviews covered first diagnosis,
course of the illness, approaches to treatment, information gathered from family and
friends, assessments of medical care received at the clinic, life histories, and
demographic questions.  For the second phase, we added more questions about the
course of the illness and treatment, cut down on questions about household budgeting,
and systematized the probes used to follow up on open-ended questions.  Dr. Hunt's
input was crucial in getting us to focus not only on what people were doing for
treatment but why they were doing what they were doing.10  We shifted the question
"What causes diabetes?" to "Have you thought about what caused your diabetes?"
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followed by probes asking what other people, the doctor, and the classes had said
about the cause.11  We also added questions about ethnicity and language use.

We planned to and did tape and transcribe all of the second phase interviews.
(I also took notes as a back-up in case of "technical difficulties.")  The original goal
was to do thirty interviews.  We ended up with twenty-three relatively complete
interviews.  I conducted eighteen, and Miguel Valenzuela, another student who later
joined the research team, conducted five.  Since we were interested in patients
diagnosed for one year or more, I focused my recruiting efforts on the Medicine
Clinic.12  Like the pilot interviews, these interviews were conducted in English and/or
Spanish, usually at the person's home, and averaged about two to four hours, though
some were longer.  All of the interviewees during both phases signed written consent
forms.  (The interview schedules and consent forms are in Appendix 2.)

Halfway through the second phase of the research, Miguel Valenzuela, who
was working on his master's degree in anthropology at the University of Texas at San
Antonio, began working as an intern for Linda Hunt.  Miguel initially did library
research, familiarized himself with the interview schedule by transcribing some
interviews, and attended the diabetes education classes at the clinic.  Dr. Hunt wanted
Miguel to get some training in interviewing, so we began to work together.  Two of
the people I had recruited agreed to have Miguel go to their homes and interview
them.  I gave Miguel a tour of the clinic, introduced him to all of the medical
personnel that I knew, and showed him how I went about recruiting patients.
Eventually he recruited and interviewed three more patients.13

The second phase of the research was originally designed to have three major
components: patient interviews, observations of doctor-patient interactions, and
interviews with doctors at the clinic.14  Given the reading that I had done on
hegemony and power relations, I regarded all three components as methodologically
crucial.  However, as most anthropologists know—and given the current emphasis on
reflexivity, are increasingly inclined to describe and take into account as part of their
constructions of anthropological knowledge—once you are "in the field," the research
does not always go the way you planned.  Power relations at the institutional level and
within the research team, as well as pragmatic concerns (the time we had to
accomplish the research), resulted in reducing the observations of doctor-patient
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interactions and eliminating the formal interviews with doctors.  Over time, the
research team decided to prioritize the patient interviews.15

In particular, MERECE hired another medical anthropologist, Anne Larme,
and her first project was to interview health care providers in clinics in "the Valley"
(i.e., along the Texas-Mexico border between Brownsville and Laredo).  Thus, in the
context of overall research strategies at MERECE, it became less important for us to
interview doctors.  Therefore, in Chapter 6, to outline the views of doctors, I will
compare my own observations with analyses by Larme and others of those interviews,
as well as research done by Ronald Loewe and colleagues (1998) with health care
providers working with low-income (mostly African American and Latino) diabetes
patients in two public clinics in Chicago.

During the second phase, I observed and taped interactions between nine
patients and four doctors.16  Eight patients agreed to be interviewed.  One woman
decided not to do an interview.  As previously noted, during the pilot phase, I also
observed doctor-patient interactions and other clinic activities, and throughout the
study, I had many conversations with various medical professionals.  Although I was
unable to conduct systematic interviews with doctors (or nurses), I still regard an
analysis of biomedical perspectives on diabetes as crucial for understanding the
multiple ways in which power relations operated in the lives of these working class
Mexican Americans diagnosed with diabetes.  Chapter 4 analyzes representations of
bodily systems related to diabetes in physiology texts and diabetes care manuals,
Chapter 5 discusses how epidemiological studies construct Mexican Americans who
have diabetes, Chapter 6 examines the doctors’ views and activities at the clinic, and
Chapter 7 describes the diabetes education classes.  As Atkinson (1995) and others
observe, medical practitioners vary with respect to how they interpret and carry out the
basic principles of biomedical practice.  To provide a sense of this, I will highlight the
variations that emerged in my data, and in observations made by other researchers.

During the second phase, we interviewed ten women and thirteen men ranging
in age from 29 to 69.  We intended to recruit equal numbers of men and women, but
thought it might be more difficult to recruit men, because they often have busy work
schedules.  So initially I made extra efforts to recruit men, and we ended up
interviewing more men than women.  We left the lower age limit open, because nurses
at the clinic had indicated that people were increasingly being diagnosed with Type II
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diabetes in their 30s, and sometimes even in their 20s.  We set the upper age limit at
65 to avoid issues related to aging.  Again we ended up stretching it to include Blanca
Macías, age 69.  We decided to interview people diagnosed for one year or more, in
order to get a better idea of how people deal with diabetes over the course of their
lives.  This time we interviewed people using all types of treatment, including insulin.

We chose to interview people with neither "very good" nor "very poor" blood
sugar "control," who had not yet begun to experience major complications.  As a
medical practitioner, Dr. Pugh was interested in the views of people not (yet)
experiencing debilitating complications and possible cultural reasons for "not
complying" with recommended treatments.  Data collected by the nurses at the
Collins-Lambert Clinic suggest that a substantial portion of their diabetes patients had
blood sugars in the range we chose.  Diabetes Education estimated that 30-40% of the
people attending classes had "uncontrolled" blood sugars, defined as anything over
200.17  The Medicine Clinic did a three-day survey in 1989 (used to help write the
grant proposal that obtained five years of funding for the Diabetes Education
Program).  47% of their diabetic patients had "uncontrolled" blood sugars, defined as
anything over 140.18  The head nurse at the Walk-In Clinic told me that she was
amazed that people could be walking around and have blood sugars over 400, but that
often was the case when they tested patients.  The Walk-In Clinic was designed for
people experiencing symptoms who did not have pre-scheduled appointments in other
clinics, so diabetes patients who "walked in" (or were sent there by Diabetes
Education) often had high blood sugars.

Dr. Pugh did not want to interview people with cases of diabetes that were
"difficult to control," because medical research and her experience as a clinician
suggested that their difficulties may be more related to "biological" causes and co-
morbidities (other illnesses).  We also did not seek to interview people who had "good
control," which I will suggest would be worth pursuing in future research.  Dr. Pugh
operationalized the category of "fair to poor blood sugar control" as people with recent
blood sugars ranging from 150 to 300 and/or an HbA1c from 7% to 11%.19  "Normal"
blood sugars are usually defined as 70 to 110 or 80 to 120.  One of the main goals of
diabetes treatment is to try to maintain the patient's blood sugar within this range, in
which case the patient would be regarded as having "good blood sugar control."  As
just noted, this county clinic frequently "saw" people with blood sugars over 300.
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I was given access to the medical files of patients to be seen in the Medicine
Clinic on a given day for about one hour, after the nurses put the files on each doctor's
desk and before the doctors arrived to begin the afternoon clinic.  I checked the
medical records for names, ethnic classification, recent blood sugars, and whether or
not they had major complications.  While the patients were waiting to be attended, I
approached them in the waiting room, explained the study, and asked if they would be
willing to participate.  People were very cooperative.  I only had two or three refusals.
The people we interviewed fell more or less within the blood sugar range we had
selected, but some had recent blood sugars under 150, and some had blood sugars over
300.  As with our "newly diagnosed" category, this analytical category was easy to
define in the abstract, but became fuzzier during the course of conducting the research.
In addition, as the dissertation will show, people's levels of "control" varied over the
course of their lives.

People Diagnosed With Diabetes for One Year or More
The names, ages, and current treatments of the people we interviewed during

the second phase of the research, as well as brief histories of their experiences with
diabetes and medications are provided in Table 2.2.  Seven people had been diagnosed
with diabetes for two to five years.  They were Manuel Obregón (29), Ruby Chacón
(age 33), Víctor Guerrero (43), Luz Romo (44), Gilbert Suárez (50), Robert Ríos (53),
and Martha Gámez (59).  Manuel and Ruby were put on insulin within less than a year
of being diagnosed.  Manuel currently was taking “a pill in the morning and a shot at
night.”  Víctor's doctor had just recommended changing his diabetes treatment from
“diet only” to pills.  Luz, Gilbert Robert, and Martha were all taking oral medications.
Luz's doctor was starting to talk about switching him to insulin, but Luz was resisting
that recommendation.  According to accucheck and lab blood tests recorded in their
clinic medical records during late 1993 and most of 1994, the blood sugars of Víctor
and Martha ranged from 47 to 176.  Those of Ruby, Gilbert and Robert ranged from
110 to 267.  Manuel's range was 139 to 381 and Luz's was 204 to 383.

Six people had been diagnosed with diabetes from 6 to 12 years.  They were
Mario Echevarría (35), Daniel Celedón (44), Jorge Ochoa (48), Rebeca Rocha (52),
Carmen Luján (60), and Blanca Macías (69).  Mario, Jorge, Carmen, and Blanca were
taking pills.  Blanca's doctor was talking about prescribing insulin, if her blood sugars
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Table 2.2  Experiences of Diabetes and Medications
of the Men and Women Diagnosed for One Year or More

Years Diagnosed
2-5 years Age Treatment Experiences with diabetes and medication changes
Manuel Obregón 29 insulin + pills Diagnosed after suicide attempt.  On insulin quickly.
Ruby Chacón 33 insulin Flu symptoms, infections, etc. when diagnosed.  On

insulin quickly.  Experiencing infections, neuropathy.
Víctor Guerrero 44 diet -> pills Diabetes and hypertension diagnosed after heart attack.
Luz Romo 44 pills Diabetes diagnosed after atrofibrillation.  Prescribed

pills.  Doctor starting to talk about shifting to insulin.
Gilbert Suárez 50 pills Diagnosed after “pancreatic attack.”  Prescribed pills.
Robert Ríos 53 pills Borderline, diet only.  After dizzy spell, put on pills.
Martha Gámez 59 pills Doctors said would get diabetes due to enlarged heart.

6-14 years
Mario Echevarría 35 pills After “pancreatic attack,” diet only.  Later, put on pills.
Daniel Celedón 44 insulin Disabled due to shooting.  Diabetes found during

appointment for injuries.  Pills to insulin in one year.
Jorge Ochoa 48 pills Diagnosed after felt cramping in legs.  Prescribed pills.
Rebeca Rocha 52 insulin Weight loss, frequent urination, etc. when diagnosed.

Prescribed pills.  9 years later, started on insulin.
Carmen Luján 60 pills Headaches when diagnosed.  Prescribed pills.
Blanca Macías 69 pills Weight loss, itching, etc. when diagnosed.  Prescribed

pills.  Doctor starting to talk about shifting to insulin.

15-23 years
Gloria Hernández 54 insulin + pills Gestational diabetes, then stayed. On insulin quickly.
Lupe Tamayo 54 insulin Bladder infection when diagnosed.  Took pills obtained

from mother in Mexico for years.  Now on insulin.
Juanita Sánchez 59 pills -> insulin In and out of diabetes for 17 years.  Put on pills.

3 years later, resisting (but considering) shift to insulin.
Lucy Alvarez 59 insulin Borderline.  After 9 years, pills.  6 years later, insulin.
María Martínez 60 insulin Borderline.  After 3 years, pills.  10 years later, insulin.

Had a stroke when uninsured.  Laser surgery recently.

Luis Antonio Tovar 47 insulin Diagnosed when awoke shaking after night of drinking.
Prescribed insulin quickly.  Recently had a mild heart
attack.  Experiencing pain from neuropathy.

Pablo Flores 53 insulin Borderline.  Took pills off and on for years.  Then
insulin.  Nearly blind, heart and kidney problems.

Joe Flores 58 pills Borderline.  7 years later, put on pills, but “not faithful.”
Stopped pills when no income or insurance.  Had heart
attack, emergency laser surgery for eyes.  Had swollen
ankles, shortness of breath, difficulties walking.

Ricardo Machado 58 insulin Borderline.  Doctor explained, he read.  Implemented
changes, lost weight.  One pill to two and then insulin.
Recuperating from triple by-pass surgery.

Javier Peña 62 insulin Diabetes found when he went to doctor for something
else.  Pills, later insulin.  Nearly blind.  Had stroke.
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did not improve by her next appointment.  Rebeca and Daniel were taking insulin.
Jorge's clinic blood sugars ranged from 70 to 150, Daniel's were 103 to 167, Mario's
were 88 to 219, Carmen's were 139 to 220, Rebeca's were 140 to 260, and Blanca's
were 203 to 324.  Blanca's blood sugar range was similar to Luz's, and both of their
doctors were talking about the possibility of starting them on insulin.

Five women and five men had been diagnosed for 15 years or more (actually
15 to 23 years).  They were Gloria Hernández (54), Lupe Tamayo (54), Juanita
Sánchez (55), Lucy Alvarez (59), María Martínez (60), Luis Antonio Tovar (47),
Pablo Flores (53), Joe Flores (58), Ricardo Machado (58), and Javier Peña (62).  Joe
was taking pills and his blood sugars ranged from 143 to 252.  Juanita had just been
prescribed insulin, but was wrestling with the pros and cons of taking insulin, and
hadn't started to take it yet.  Instead, she was trying to get her blood sugars down by
other means.  For three months before her interview, her clinic blood sugars ranged
from 335 to 428.  In her booklet at home, she had recorded numbers mostly in the
200s, with some in the 300s.  Several months after her interview, her clinic blood
sugar was 158, which suggests that she probably started taking the insulin.  The others
were all taking insulin.  During 1994 the clinic blood sugars of María, Pablo, and
Javier ranged from 63 to 208.  Those of Gloria, Lucy, Joe Flores, and Ricardo ranged
from 116 to 291, while Lupe's were 293 to 354 and Luis Antonio's were 262 to 500.

Most of the people diagnosed for 15 years or more took pills for years, and had
started taking insulin within the last three years.  One exception was Luis Antonio.
Although the youngest person in this group, he started taking insulin six months after
he was first diagnosed at age 31, because the pills did not work.  Ruby and Manuel
also were put on insulin not long after being diagnosed.  It is possible that Luis, Ruby,
and Manuel had what Dr. Pugh was calling "difficult to control" diabetes.20  It is also
striking that these three people were first diagnosed between the ages 26 to 31.21  The
only other person diagnosed within this early age range was Mario Echevarría.
However, his doctor initially recommended “diet only.”  After two years, he was
prescribed pills, and five years later he was still taking pills.

Gloria Hernández was also put on insulin within a year of her diagnosis of
Type II diabetes.  She was 38 at the time.  Prior to that, she had gestational diabetes
with her last six pregnancies.  After each pregnancy, the diabetes went away ("se me
quitaba"), but after the last one, it took hold and did not go away ("me agarró, ya no
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se me quitó").  Of all the interviewees, she had the largest doses of insulin, 70 NPH
and 10 Regular in the morning, and 35 NPH and 10 Regular in the evenings, and
recently her doctor had added some "tiny white pills."22  Daniel Celedón’s doctor also
recommended insulin in less than a year from the time he was first diagnosed,
however he was 44 at the time.  All of the others followed treatment paths that either
began with “diet only” or oral medications (along with recommendations for changes
in eating, drinking, physical activity, and/or smoking, and self-monitoring practices)
and then shifted towards increases in oral medications and/or shifting to insulin.  In
Chapter 8, I will describe how people responded to medical recommendations for
optimal diabetes care regarding diet, exercise, medications, and other activities.

Health Characteristics of the People We Interviewed
Of the thirty-five people in both phases, thirteen (37%) were using insulin with

two also taking pills, eighteen (51%) were taking pills, and two were implementing
diet changes but not taking medications.  Considering all our criteria for both phases,
these percentages are remarkably close to figures from the 1989 National Health
Interview Survey for people 18 years or older with Type II diabetes: 39% used insulin
and 52% used oral agents (National Diabetes Data Group or NDDG 1995:520).
Examples of insulin dosages were Ruby Chacón who took 45 NPH and 15 Regular in
the morning and 25 NPH and 15 Regular in the afternoon, Pablo Flores who took 20
NPH in the morning and 15 NPH in the evening, and María Martínez who took 35
units in the morning, but only took her evening dose if she was going out to eat
Chinese food with her husband.

Several people did not know or could not remember the names of pills they
were currently taking or had taken in the past.  Some said that the pills were white or
blue.  Six specified that they were taking chlorpropamide.  One took Diabinese and
two had taken it in the past.  These are the generic and brand names for the first
generation sulfonylureas.  At the time, most patients using the Collins-Lambert
pharmacy paid $3.75 a bottle, for a month's supply.  The second generation drugs were
approved by the FDA in 1984.  Their generic and brand names are glipizide
(Glucotrol) and glyburide (Micronase and Diabeta).  Six people said they were
currently taking some variation of these names, and five had taken them in the past.
According to Krall and Beaser (1989:97-104), compared to the first generation
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sulfonylureas, the second generation drugs are more potent, more effective, and
remain in the body a shorter time, but have "greater potential for hypoglycemic
reactions."  However, as the head nurse at Diabetes Education told me, they were still
patented and more expensive.  She estimated the cost at $50 a month.  Nellie showed
me her bottle of glyburide that cost $8.55.  Gilbert Suárez specifically decided to go to
the county clinic because the pharmacy offered a monthly payment plan of about $8 a
month that covered all his medications, including Diabeta and a pain medication for
his back, and was much less than the $125 he used to spend.

We intended to focus on people who had not yet begun to experience major
complications.23  We did not interview anyone with an amputation or on dialysis, but
Pablo Flores and Javier Peña were basically legally blind.  As a result, Pablo lost his
plumbing business and Javier stopped working as a retail store manager.  María
Martínez, Luis Antonio Tovar, and Joe Flores had had laser surgeries on their eyes.
Twelve other people (including the "newly diagnosed") talked about sometimes
having blurry vision ("se te empaña la vista").24  Ruby, Luis Antonio, and Lupe said
that their doctors told them that they had "neuropathy" or that diabetes had affected
their "nervous system" or "nervios."25  A medical record review done after the
interviews listed Ruby and Lupe as having diabetic peripheral neuropathy, and Rebeca
Juanita, María, Pablo, and Javier as having central neuropathy.26  They and six others
talked about symptoms that diabetes manuals associate with neuropathy: burning
sensation on the bottom of the feet, dry skin, and pain, numbness, or tingling
("hormigueo") in their hands, arms, legs, face, and lips.27  Carmen and Luis Antonio
were listed as having peripheral vascular disease (impaired circulation in the legs and
feet).  Luis and five others expressed concerns about their "circulation."28  Circulation
problems compounded by neuropathy and susceptibility to infection can lead to ulcers
and gangrene, and ultimately to amputation (NDDG 1995:401).  Pablo reported that he
started having kidney problems two years before the interview.29  Eleven people
mentioned that they experienced frequent urination (including having to go three or
four times at night) when first diagnosed, and five had experienced it more recently,
which most of them linked to having high blood sugar levels.30  The interviewees also
said that sometimes they felt tired, dizzy, hungry, forgetful, or irritable ("corajudo"),
and/or had headaches, constipation or other digestive problems, sexual dysfunctions,
dry mouth or thirst, and problems with their teeth.  Gloria Hernández experienced
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"comezón" when she drank cokes, a sensation that she did not like at all, so she cut
down to no more than one or two sips at a time.31

When recruiting, I did not always detect the major complications on the charts.
Dr. Enrique Griego (another researcher working for MERECE) gave me a crash
course in interpreting medical abbreviations, but I was not that adept at deciphering all
of them.  I only had an hour to look through many charts, and I was focusing on
finding the recent blood sugars.  In addition, the eye complications and symptoms of
neuropathy were not always listed at the front of the chart, and instead were buried in
a thick series of appointment sheets.  We usually discovered that people had these
complications during the interview.  They all had interesting stories, so yet another
analytical category was stretched as the research proceeded.

Although the dissertation will not provide personal accounts of what it is like
to have an amputation or go to dialysis three times a week, several interviewees had
family members who either were experiencing them or experienced them before they
died.32  Robert Ríos’ wife Yolanda was on dialysis.  A few months before the
interview, she spent over a month in the hospital and Robert "almost lost her."  Ten
people talked about parents, aunts, uncles, siblings, or in-laws who had had
amputations.  For example, Rebeca Rocha’s mother lost her legs, a hand, and her
eyesight before she died.  If people did not know of someone in their own families,
then they told anecdotes about friends and acquaintances who had gone blind or lost a
leg ("le mocharon la pierna").  All of the interviewees were aware of the potential of
diabetes to damage their organs, their limbs, and their eyes.  Almost everyone said that
they were afraid of losing limbs and/or their eyesight.33

We made no efforts to exclude people in either research phase based on co-
morbidities.  Many people who have diabetes also have high blood pressure, high
cholesterol, and/or heart problems.  Epidemiological studies have shown that rates of
these conditions are higher among people who have diabetes compared to people who
do not have diabetes.  Consequently, books and articles on diabetes sometimes
represent these three conditions as "complications" of diabetes, even though
researchers are not sure which conditions cause or intensify the effects of the others
(or to use the metaphorical language of physiology that will be examined in Chapter 4,
they are not sure what the "mechanisms" are, Joslin Diabetes Manual 1989:290).  The
National Diabetes Data Group categorized high blood pressure and cholesterol



51

measures as "metabolic risk factors" of diabetes in 1985 (VI-19-20) and as "physical
and metabolic characteristics" of diabetes in 1995 (Chapters 7 and 9).  Diabetes
educators at the clinic gave diet advice to address diabetes, high blood pressure, and
high cholesterol.

Of the thirty-five people we interviewed, fourteen said they had high or slightly
high cholesterol, and three were currently taking medications for it.34  Twenty-five
said they had high blood pressure.  A few said that their blood pressures were only
slightly higher than "normal," but at least fifteen were taking high blood pressure
medications.35  Some like Ann Vega were diagnosed with high blood pressure years
before their diabetes diagnosis.  Others like Ricardo Machado had been diagnosed for
years with diabetes and their high blood pressure diagnosis was more recent.  Some
were like Víctor Guerrero who had a heart attack, and was then diagnosed with both
diabetes and high blood pressure.

Víctor and seven others had heart problems. Luis Antonio Tovar had recently
had a mild heart attack.36  Pablo Flores had a heart attack one and half years before the
interview and was taking a heart medication.37  Joe Flores was hospitalized for heart
problems and was grateful to the doctors for saving his life.  Ricardo Machado was
recovering from triple bypass surgery when Miguel interviewed him.  René García had
had heart palpatations.  Luz Romo had atrofibrillation, and blamed the medications he
was given for "throwing me off," causing the onset of his diabetes and making his
cholesterol go up really high.  Martha Gámez had an enlarged heart and respiratory
problems. Toby Sifuentes, Lupe Tamayo, and María Martínez voiced concerns that
heart attacks ran in their families.  Others mentioned that parents or grandparents had
died of heart attacks, when asked about the health of their relatives.

No one we interviewed was personally contending with serious illnesses such
as cancer, AIDS, or multiple sclerosis.  However, several people were dealing with the
effects of strokes, back and other injuries, and mental health problems.38   María
Martínez and Javier Peña had had strokes, and Juanita Sánchez was taking a stroke
prevention medication.  Back problems were affecting the job status of several men.
Gilbert Suárez was recuperating from back surgery and still unable to work.  Jorge
Ochoa had not been able to get any truck driving jobs after an X-ray revealed that he
had a separated vertebra.  Luis Antonio Tovar and Joe Flores had had back injuries in
the past.  Mario Echevarría had recently had back surgery.  He had just gotten a truck
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driving job, but didn't tell his employer about his back problems.  Mario also had hurt
his wrist years ago, and was starting to get some treatment for it.  Ruby Chacón went
on disability after a linens cart ran over her foot at work, but those payments had run
out.  Rebeca Rocha pulled her shoulder while lifting her great aunt four years before
the interview, and was currently recuperating from an operation to fix a twisted tendon
in her foot.  Daniel Celedón had several bullets lodged in his midsection from being
shot in a cantina, and he injured his arm at work, all of which limited his ability to
walk and do heavy lifting.  He finally managed to get social security benefits after four
years of court cases.  During those years he was diagnosed with depression, but was
no longer taking medication for it.  Instead, he liked to get out and walk whenever he
started feeling depressed or angry.  Manuel Obregón had no sight in one eye and
substantial head injuries as a result of his attempt to commit suicide by shooting
himself.  He was receiving SSI and lived with his mother, sister, and stepfather.  René
García was receiving SSI for clinically diagnosed paranoia and heart palpitations, and
lived with his sister and her family.

Other medical conditions mentioned were arthritis, ulcers, epilepsy, and
vaginal infections.  In addition, four women were being treated with female hormones,
and several people talked about having frequent colds.39  Gilbert, Rebeca, Gloria,
Lupe, Lucy, and Luis Antonio had arthritis.  Gloria was receiving SSI due to her
arthritis.  Mary, Carmen, and Luis Antonio talked about ulcers.  Gigi had had epilepsy
since she was a child.  Although she "cheated" on her epilepsy medications, she had
not had any seizures in years.  Ruby's chart review listed herpes and gonorrhea as co-
morbidities.  She did not mention these during the interview.  Instead, she complained
about vaginal infections and feeling "less than a woman" due to numbness from the
neuropathy.  She was upset that medical students had misdiagnosed these problems as
"syphillis."  She viewed them as complications related to her diabetes.40  Lucy and
María had hysterectomies when they were younger.  They were taking hormones, as
were Gigi and Lupe, who were post-menopausal.

The current consensus among medical researchers seems to be that heredity
predisposes a person to Type II diabetes, but other factors may play a role in its onset
and development.  Obesity is regarded as a major factor.  Medical research suggests
that obesity promotes insulin resistance.  Weight loss is a typical goal of Type II
diabetes treatment (Joslin Diabetes Manual 1989:22).41  Doctors and diabetes
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educators at the clinic encouraged their patients to lose weight and "watch" their diets.
Almost everyone had family members with diabetes (not to mention friends and
acquaintances).  Thus, half stated that diabetes is "hereditary" or "runs in families,"
and several more noted that doctors had asked if members of their family had diabetes.
Most of the interviewees were or had been overweight, and were making or had made
efforts to lose weight, but only a few listed being overweight as a cause of their
diabetes.  Several people mentioned multiple causes.  Other causes included other
ailments, medications for other ailments, accidents, and sadness from losing loved
ones.

As just observed, the “lived experiences” of these working class Mexican
Americans generally coincided with the biomedical notion that Type II diabetes “runs
in families” and therefore might have “genetic” causes.  (Their knowledge of family
and friends with diabetes also concurred with epidemiological reports of high rates of
Type II diabetes among “Mexican Americans,” which will be discussed in Chapter 5.)
Eight people had both parents, one or more siblings, and other relatives with diabetes.
In addition, Gloria Hernández's parents both had diabetes, "pero de grandes," "but
when they were older."  So did her husband and several maternal aunts.  However, at
the time of her interview, neither her older sister nor her eight younger brothers and
sisters had diabetes.  Seven people had a mother, siblings, and other relatives who had
diabetes.  Six people had a father, siblings, and other relatives with diabetes.  In
addition (like Gloria), Daniel Celedón’s father died of complications related to
diabetes, but none of his eight younger siblings had developed diabetes.  Four people
had siblings with diabetes, but not parents.  However, Javier Peña's parents died when
he was twelve, so he thought they might have had diabetes.  Five people apparently
did not have parents or siblings with diabetes, but they talked about aunts, uncles,
cousins, and/or grandparents who had diabetes.42  The people who had parents and/or
siblings with diabetes also talked about the experiences of other relatives.  In addition,
Mary Delgado (age 63) and Blanca Macías (age 69) had children (ages 36, 40, and 44)
with diabetes.

The experiences of Jorge Ochoa, Gilbert Suárez, and Priscilla González
illustrate some of the ways that people talked about diabetes in their families.  Jorge's
parents were diagnosed late in life, after he was diagnosed.  They died in their 80s.
His father's legs were amputated right before he died of a stroke.  His mother died
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shortly thereafter.  Jorge used to give her insulin shots.  Of seven brothers and three
sisters, one sister had diabetes.  She was taking insulin.  Jorge's wife was "normal," but
her sister and her mother had diabetes.  Jorge had "no idea" whether his grandparents
had had diabetes, and he didn't talk about his aunts, uncles, and cousins.  Gilbert’s
mother and her mother had diabetes.  His father died in the Korean War, but his
father's mother and "last living" brother had diabetes.43  As Gilbert put it, "so you
know man, we're just a sweet family."  In addition, Gilbert's sister's husband's uncles,
an ex-father-in-law, and a number of Gilbert's friends had diabetes.  Priscilla's mother
and her family (who were Panamanian) had high blood pressure.  Her father had ulcers
and arthritis and died at 82.  None of them had diabetes.  However, several of her
father’s siblings and their children had diabetes.  Priscilla knew about their
experiences.  In addition, one of her sisters had “situational” (gestational) diabetes at
the age of 22 with her first child.  Her sister was warned that she could get adult onset
diabetes, but Priscilla noted that she is an LVN and is “very health conscious and
watches her weight.”

In other words, of the thirty-five people we interviewed, twenty-seven had
parents and/or siblings with diabetes (as well as other relatives) and five more (or
thirty-three in all) had knowledge of some “blood” relatives with diabetes.  That only
leaves three people.  Two were “newly diagnosed” men, who did not have much
knowledge about their family’s history with diabetes.  Chris Colón was only close to
his sister and the grandmother who raised him.  His girlfriend prompted him to
confirm, "My sister says it runs in the family."  Frank Nieves' mother, stepfather, and
three sisters did not have diabetes.  He did not know much about his other relatives.
When I asked if anyone in his family had diabetes, he responded, "The doctor asked
me.  I need to ask my older sister."  Martha Gámez was the only one who asserted that
her parents and father's brothers had heart problems, but no one "en la familia" had
diabetes.  Her doctor in Piedras Negras warned her that she would get diabetes due to
her enlarged heart.  Her doctor in San Antonio agreed that her diabetes was not due to
"herencia," but to her high blood pressure and her heart.

However, even Martha knew of an aunt and uncle by marriage and her
daughter's mother-in-law who had diabetes.  Likewise, several people who had
relatives with diabetes also talked about the experiences of in-laws, friends, neighbors,
and even acquaintances with diabetes.  Five people had spouses diagnosed with
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diabetes.  As I will discuss in Chapter 8, a few people did not have much knowledge
of their relatives’ experiences with diabetes when they were first diagnosed.  However,
their knowledge increased over time as they began to gather information.  Others knew
that relatives had diabetes, but did not know many details.  They too generally
gathered (and shared) more information over time.  Some people, including women
and men, were involved in the day-to-day care of older relatives who had diabetes.
For example, Juanita Sánchez went back to Michoacán to take care of her father
before he died.  He went blind after the doctor recommended that he start taking
insulin.  Juanita prepared his food and administered the insulin shots, so her father
blamed her for helping him to go blind.  Gilbert Suárez used to go over to his
grandmother’s house to give her an insulin shot.  He also helped her buy groceries,
because she could not afford to buy vegetables on her income.  Several people
mentioned that initially they were private about their own diabetes.  However, over
time they started to talk more openly with others about their experiences with diabetes.
In particular, people tended to exchange observations about doctor’s appointments and
daily care with siblings.  Chapter 8 will show that the information learned from
relatives and friends included reflections, anecdotes, and terminology derived from
their interactions with the biomedical system.

Epidemiological statistics indicate that 80% of people with Type II diabetes in
the United States are overweight (e.g., Belliner 1999:5).  At the time of the interviews,
Chris, Ruby, Carmen, and Gloria were quite overweight.  Chris weighed over 300
pounds and the women each weighed over 200 pounds.  Carmen's chart review even
listed "obesity" as a co-morbidity.  René, Toby, Gigi, Mary, and Lucy were also fairly
overweight.  In particular, René regarded himself as "fat."  The other people we
interviewed seemed fairly average for middle-aged people in the United States, which
means that they were probably about 20 to 40 pounds over what medical practitioners
would regard as ideal body weights for their heights.

Several people said that they were heavier when they were younger.  Jorge
dropped from a size 54 to 40 by playing sports with his son years before his diabetes
diagnosis.  Four people lost a lot of weight after their diabetes diagnoses.  Frank used
to weigh 340 pounds.  As noted earlier, he lost 60 pounds in the year following his
“borderline” diagnosis.  He weighed 190 pounds at the time of the interview.  Lupe
dropped from 200 to 120 pounds after her diagnosis.  For years she averaged about
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130, but then gained 15 more pounds after she started taking insulin.  Luis said that he
used to be "real fat."  Around the time he was first diagnosed, he weighed 285 pounds.
In four months he dropped down to 150.  Luis reflected, "I saw I was losing weight,
and I was divorced, and I felt, Eh, shit, I mean, looking younger.  Right.  But it was
because of my diabetes that I was losing weight."44  For years Luis averaged about
170, 185.  Recently he had lost 25 pounds, but his doctors wanted him to get down to
140 pounds, which Luis thought was too skinny.  After his “borderline” diabetes
diagnosis, Ricardo went on a diet, quit drinking beer, quit smoking, and started
exercising.  In two years he went from 295 to 150 pounds, which he continued to
maintain over the years.  Others had less dramatic weight losses.  For example, Víctor
Guerrero dropped from 240 to 195 pounds after his heart attack and diagnoses of
diabetes and high blood pressure.  After her diabetes diagnosis, Rebeca Rocha went on
a diet and reduced her weight from 160 to 130 pounds, which she maintained until she
started taking insulin, and then went back up to 160 pounds.

As I just described, a number of people were experiencing or had experienced
minor symptoms associated with high blood sugars during the early stages of diabetes.
Doctor’s assumptions about the patients’ experiences and interpretations of these
symptoms will be compared with “patient” views in Chapters 6 and 8.  Most (though
not all) of the people we interviewed had several family members who also had
diabetes.  In Chapter 8, I will discuss how they exchanged information about diabetes.
Finally, the description of weight loss should suggest that several people implemented
a number of treatment practices or lifestyle changes when they were informed that
they had diabetes or “borderline” diabetes.  The details of their approaches to diabetes
care will also be discussed in Chapter 8.

Conducting the Interviews
Just as there are unequal power relations in medical encounters, so too must I

acknowledge that the interviews entailed unequal power relations.  After all, we
decided what questions to ask.  Structured interviews have advantages and
disadvantages with respect to other methods we could have used, such as observations
of daily activities and conversations.  Our data would have been richer had we also
used these methods, but we spent the time and resources we had to do interviews.
Advantages include obtaining a systematic data set of different people's opinions, and
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not imposing too much on their time or privacy.  Some people may have expressed
views they thought the interviewers wanted to hear.  However, the presence of an
ethnographer would also affect everyday conversations and activities.

One advantage of the interviews is that they may have elicited views that might
not be discussed in everyday conversations.  María Martínez and Luz Romo, for
example, were not that inclined to talk to other family members about their diabetes.
Lupe Tamayo and others actually thanked me at the end of the interview.  Lupe
enjoyed having the opportunity to talk about her diabetes.  I would say that this was
particularly true for those who spoke in Spanish during the interviews, because it gave
them an opportunity to fully express their ideas about diabetes.  The interviews also
gave people the opportunity to talk about issues often not addressed during medical
encounters.  For example, we asked them to evaluate the care they were receiving at
the clinic.

We offered to conduct the interviews at the person's home, unless they
preferred to meet at the clinic or a restaurant.  We wanted to make it logistically easier
for them, but we also hoped that they might feel more relaxed and more free to
criticize their doctors and the clinic in their own homes.  The people we interviewed
were incredibly generous with their time, and most of them did invite us into their
homes.  As a result, we often met several members of their families, some of whom
participated in the interviews.  The home visits also gave me a small sense of their
everyday lives.

I interviewed Joe Fuentes, Toby Sifuentes, and Rebeca Rocha at the clinic.
Frank Nieves chose to meet at a restaurant.  No family members were around during
their interviews.  However, I also interviewed Ann Vega at the clinic and then at a
McDonald's near the clinic.  Her grandson and her daughter Lucía were with us the
whole time.  Lucía talked about her mother's diabetes.  Lucía and her son accompanied
Ann to her high blood pressure appointment and her diabetes education class.  At the
Collins-Lambert Clinic, it was not unusual for family members to accompany patients
to appointments and the diabetes education classes.

With most people, we started their interviews in the waiting room, and then
arranged to meet later at their homes.  Javier Peña was at home alone when Miguel
interviewed him, and apparently so was Ricardo Machado.45  Luz Romo's daughter
was at home when I arrived, but left shortly afterwards.  His wife was out of town
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visiting their other daughter and his son was at school.  Martha Gámez was basically at
home alone, but during the interview, her neighbor dropped by to give her a plate of
food, and towards the end of the interview, her son came home from school.  She
introduced us, and the three of us chatted briefly before I left.

During several interviews, family members were in other rooms of the house.
Some came in and out of the room where we were talking.  Some were nearby
listening, but did not say much.  For example, while Mario Echevarría and I talked in
the living room, several children ran in and out.  The TV was on, but no one was
watching it.  We could see his mother, a young pregnant woman, and a couple of other
people eating and talking in the kitchen through the open door.  Pablo Flores and I sat
at their dining room table.  His wife was about five feet away preparing food in the
kitchen.  She could see and hear us, but did not participate much in the conversation.
Their grandchildren were around playing, and one of their sons was in the next room
napping and watching TV.  A repair guy showed up to install the cable that their
daughter had ordered for them.  Lucy Alvarez and her husband Armando took care of
their grandchildren every day after school at their daughter's home.  We met there.
Armando sat with us, but Lucy did most of the talking.  Halfway through the
interview, he left to pick up the kids at school.  Lucy got them started on their
homework, and as we were winding down the interview, their son-in-law arrived.
These are just a few examples, but these busy scenes were typical of most of the
interviews.

During some interviews various relatives briefly joined our conversation.
Priscilla González's mother and René García's sister came in towards the end of their
interviews, and added their own observations.  Juanita Sánchez's husband Ignacio was
present during the entire interview.  He did not say much, and when he did, he mainly
reinforced whatever Juanita was saying.  One of Juanita's brothers dropped by to get a
motor part.  Another brother Rolando and her niece Dora Luz came in and out, and
took part in some of the discussion.  At one point, Juanita pulled out her glucometer,
and decided to check her own sugar level and her brother's.  They couldn't get a clear
reading on her brother, so they did it a couple of times, as we all continued to talk.

Sometimes family members (usually the spouse) participated actively in large
portions of the interviews.  Manuel Obregón's mother Ofelia expressed her views at
the beginning of his interview, and then left.  Joe Flores' wife Dolores and Robert
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Rios' wife Yolanda talked quite a bit during their interviews.  Dolores left a couple of
times to run errands, and Yolanda left for awhile to take care of tasks in the kitchen.
Luis Antonio Tovar's wife Sandra sat by his side the entire time at the clinic and in
their apartment.  She frequently added comments.  Ruby Chacón's husband Lázaro
participated in her first interview on a bench outide the clinic.  She got annoyed with
some of his comments, and sent him to la troca (the pickup) to bring back some tacos.
Two months later we continued the interview at her sister's house, where Ruby and
Lázaro were living, because they were both unemployed.  Lázaro did not join us.
When I arrived, he was outside working on la troca.  Then he took their nephew out
for a haircut.  When he got back, he watched "Carmen San Diego" on TV with their
niece in the front bedroom where Ruby and Lázaro were staying.  Ruby's sister
Fernanda joined us in the living room for awhile and talked about Ruby's diabetes.
Later we joined Fernanda and other family members in the kitchen, where they were
warming up leftovers and making corsages and boutonnieres out of teal and white silk
flowers for an upcoming wedding.

I thought that these interviews were fascinating, so I encouraged the
participation of other family members by addressing questions to them.46  Other active
participants were Brigette Bailey's husband Henry, Daniel Celedón's partner Carolina,
and Chris Colón's fiancée Meredith.  At times I started them on a theme, and they
would discuss it.  Sometimes family members agreed with the interviewees and
reinforced what they said, but sometimes they contradicted the interviewee or urged
him or her to "tell me the truth."  They joked and argued with each other.  During
these interviews, other family members also went in and out of the room.  In general, I
tried to let people talk as much as they wanted without interrupting, so my interviews
tended to be much longer than Miguel's.  My longest interview was with Daniel
Celedón.  I met with him for a total of about eight hours on two different days at
Carolina's house (which he bought for her with his Social Security settlement).  At
first his talkativeness surprised me, because his medical file listed depression as one of
his co-morbidities.

Situating the Researchers
As the writer of this dissertation, the social theory that has influenced my

thinking, my academic training, my subject position, the way I was raised, and my
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personality all affect how I analyze, interpret and represent the results of the
interviews and field work.  Clearly it also affected the dynamics of the interviews and
the fieldwork.  At the time of the research I was an unmarried female in my late 30's,
working on my PhD in anthropology.  I am fortunate enough to have been raised in a
middle to upper middle class family.  I have Norwegian, German, Welsh, English,
French, Dutch, and perhaps other unknown heritages.  Terms ascribed to me (and
hence sometimes used by me to describe myself) include "Anglo" in Texas, "white" on
most of the forms I have to fill out, and the terms of my youth, which were Caucasian,
haole, or gringa.  I was raised in Hawaii and Honduras by parents who grew up on
farms in Iowa and Indiana.47  My family moved to Arkansas right after I graduated
from high school.  I earned my B.A. in Spanish and Latin American Studies at the
University of Arkansas.  I worked in Arkansas for several years before coming to
Texas for my graduate work.  My Spanish is relatively fluent.  Over the years I have
interacted with people from Central America, South America, the Caribbean, and
Spain, as well as with Mexicans and Mexican Americans, who have all somehow
influenced the way I speak Spanish.  Most of the interviewees noticed that I did not
sound particularly Mexican and usually asked where I learned my Spanish.

Miguel was an unmarried male in his mid 20's, working on a master's degree in
anthropology.  He is Mexican American from a middle class background.  He was
raised in Ohio.  Miguel had spent time in Mexico, but his Spanish was rusty, so he did
not feel comfortable interviewing in Spanish.  (I did all of the interviews that were
partly or all in Spanish.)

Neither of us had diabetes, but we did have family members who had adult
onset diabetes.  Miguel's grandfather had diabetes.  My father's sister had diabetes, but
was "controlling" it with diet.48  Two friends (both my age) were diagnosed with
diabetes around the time I began the research.  This gave me pause for thought, as I
started attending the classes and learning more about diabetes.  Not unlike many
people who do medical research, I listened to all of the symptoms of onset, and heard
those to which I could relate —tiredness, feelings of hunger, frequent urination— and
wondered.  At one point, I asked the nurses in Diabetes Education to check my blood
sugar level.  It was 89.  What a relief!

I tried my best to empathize with the interviewees, but thankfully at least so
far, I have not had to personally contend with the ramifications of a diagnosis of



61

diabetes.  Likewise, I try to understand what it means to be poor and Mexican
American, but I recognize that I am an Anglo researcher from a middle class
background, who has chosen the relative (and hopefully temporary) poverty of being
in Graduate School.  Most of my family and I have been fortunate and enjoyed
relatively good health.  At the time (in Austin), I was dealing with what turned out to
be a benign lump in my breast.  That was a scary experience, and a lesson in how the
language of epidemiological risk and the fear of medical malpractice lawsuits were
translated into a pre-operative diagnosis that they were "95% sure it was benign."  My
personal position towards Western biomedicine is ambivalent —admiring and
respectful of the many "advances," and yet circumspect about the benefits versus the
side effects of medications and surgery, skeptical of the narrow focus on physiology,
and wary of the power relations entailed in clinical practices.

The ethnicity, gender, and class backgrounds, of the nurses, dieticians, doctors,
and other practitioners at the Collins-Lambert Clinic were varied.  (They will be
described in more detail in Chapters 6 and 7.)  I shared a similar level of education, so
I was able to converse with them about medical as well as everyday topics.  However,
I have not gone through medical training, nor do I have a vested interest in
reproducing the standards of the medical professions.  If these were the days of pre-
postmodern theory in anthropology, this might be where I would claim that, as a
result, I can be more "objective" as a researcher.  However, Haraway (1991) and
others suggest that this narrative should position me as a researcher.  In a sense, I can
"afford" to be more critical than medical professionals.  On the other hand, they are in
a better position to identity what they see as "problems," since they work in the clinic
every day.  As an anthropologist, in some ways, I can't afford to not be critical.  In
other words, I am expected to be critical by my discipline.  Thus, my views (including
interpretations of these data) are not any more "objective" than those of patients or
medical practitioners, but they are different, and they are influenced by my life
experiences, my position as a researcher, and my academic training.

Miguel and I recruited people at the clinic and were apparently associated with
the clinic, so people might have been reluctant to criticize the clinic, even though we
conducted most of the interviews outside the clinic and reassured them (verbally and
in the consent forms) that they could say whatever they wanted.  As Chapter 6 will
describe, most of the interviewees were fairly positive in their assessments of the
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clinic.  At the same time, several people criticized things they did not like.  Overall,
their assessments concur with what I observed at the clinic.  I believe that one of the
reasons we had an easy time recruiting people for the study is precisely because people
thought that overall they were receiving good medical care at this county clinic.

Even though I believe that Miguel and I can relate well to people from varied
backgrounds, there were undoubtedly ways that my class background or Miguel's
affected the interviews.  For example, when asked to evaluate their language abilities,
several people said that they did not speak English or Spanish very well.  They may
have felt compelled to do so in the presence of university-educated interviewers.  On
the other hand, regardless of our personalities or class backgrounds, there is a larger
society reinforcing this negative perception.  Of course, even more subtle is the
influence of the class backgrounds of the entire research team who decided to ask the
questions about language ability, not to mention the class backgrounds of previous
researchers who have contributed to the standardization of these questions in social
science and medical research.

As noted, Miguel is Mexican American and was raised in Ohio.  During the
interviews, Miguel neither stressed nor downplayed his identity as Mexican American.
He made occasional references to favorite foods or "we" meaning Mexican
Americans.  He was respectful, and occasionally joked and talked sports with the men.
Sometimes he let people know that he was not familiar with a particular city or town
in Texas.  My status as an Anglo means that people might have been circumspect
about criticizing Anglos.  Nonetheless, Luz Romo, Joe Flores, and Luis Antonio Tovar
talked to me about their struggles against discrimination.  Joe Fuentes sometimes used
an instructional tone that seemed to be related to my identity as an Anglo.  In other
words, he assumed that I did not know much about the history of Mexico or Mexican
Americans.  He was the first person I interviewed, and the most inclined to offer
negative stereotypical descriptions of things like the "envy" of "our race, Mexican."
At the time, I was reminded of Américo Paredes' (1977) warnings that he might be
pulling my leg.  It may be necessary to place his remarks about the “ignorance” of
consulting a curandera within this context.

Relative age was also a factor.  Miguel was quite a bit younger than the five
people he interviewed.  Most of the people I interviewed were older than me, but some
were around my age, and Manuel Obregón, Ruby Chacón, and Mario Echevarría were
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younger.  As a result, many of the interviews took on the dynamic of an older person
instructing a younger person.  A number of anthropologists have commented on
feeling like "children," with respect to their knowledge of the people and culture they
were studying.  I did not feel that way, since I lived in Honduras as a child, and I have
spent most of my adult life studying and teaching others about Latin America and the
Spanish language, and I had prior knowledge of and personal experiences with
Mexican and Mexican American people, culture, and history.  Nevertheless, there is
always more to learn.

Gender dynamics affected the interviews, but Miguel and I both successfully
interviewed men and women.  Jorge Ochoa and Gilbert Suárez joked and cursed with
Miguel in a way that they might not have if I had interviewed them.  Frank Nieves and
Joe Fuentes flirted with me (though not in any overly aggressive way), which they
would not have done with Miguel.  Priscilla González was separated from her
husband.  When he saw my car parked outside her house, he called twice during the
interview, and then came over to see what was going on.  I explained the study and
included him in our conversation to help put him at ease, but I think that he was
relieved to see that I was a woman.  Nevertheless, gender differences never became
impediments for Miguel or me.  Miguel had a fascinating interview with Blanca
Macías, and I had interesting conversations with several men.  In fact, Víctor Guerrero
drank several beers during his interview and even talked to me about his problems
with impotence.  Age differences, the frequent presence of spouses and other relatives,
and mutual respect probably helped mitigate any potential problems.

Some Reflections About Ethnography
and the Violence of Everyday Life in Low-Income Neighborhoods

Many ethnographies (or the field journals that get published later) have
complaints about "uncooperative natives" and stories about the ethnographer feeling
isolated and lonely.  That was not the case for me.  I did not even move out of my
apartment to do the research, so I did not have to adjust my living conditions or my
eating and sleeping habits.  I was not isolated from my family and friends.  I did not
have to go through a period of not being able to understand half of what was going on
around me, because I speak both Spanish and English well.  I had already spent one
year interviewing single mothers in San Antonio, so I had some familiarity with the
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city and the process of conducting field research.  In addition, I enjoy talking to people
and listening to their views.

There was one time when I felt a little nervous about my personal safety.  I
conducted most of the interviews during the day, but Víctor Guerrero worked all day,
so we arranged to meet one evening at his home.  After I got there, his wife Amalia
left to go to a meeting at church.  I decided it might be appropriate to wait to leave
until she returned.  When she got back, she began to prepare enchiladas for Víctor, and
invited me to stay and have some.  So the three of us continued to talk.  I did not want
to eat and run, but it was about 10 or 11, so I began to thank them and start leaving.
Then we heard several "pops," i.e., gunfire.  They explained that it must have come
from a cantina that was a block or two away.  This was not an unusual occurence for
them.  We all decided that I should not leave for another at least another fifteen
minutes, to make sure that whoever fired the shots was long gone from the vicinity.
The working class people we interviewed had to live with incidents like this on a
continual basis.  As a result, for example, they had to take personal safety into
account, when thinking about plans to walk around the neighborhood for exercise.

The lives of several interviewees were directly affected by acts of violence.
Three months before the interview, drive-by shooters sprayed the Guerrero's home
with bullets.  Víctor believed that it was intended to harm their middle daughter.  At
the time, she was out partying with her younger sister, and fortunately, they did not
arrive home until a few minutes after the shooting.  One bullet ricocheted off the
window frame of the front bedroom and went right over the bed where Víctor was
sleeping.  That night Amalia happened to be sleeping in the back bedroom with their
granddaughter.  Another bullet whizzed through the living room wall and hit the
refrigerator in the kitchen.  Víctor had repaired all of the damage, but he showed me
where all the bullets had gone.  He also had put a thick piece of wood between the
window and the headboard.  Luz Romo thought his neighborhood was "great," but
they did have a "tremendous shooting" three houses down.  The guys ran through his
yard, so he and his wife, daughter and son dropped down on the living room floor until
the smoke cleared.  Luz also "got the community together one time" to organize a
neighborhood watch, "'cause they were ripping off so much."  Nellie Holguín had
children working in computers, construction, factories, and restaurants, and one was a
minister, but two sons used to be involved in gangs and both were in prison.  Nellie's
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husband used to drink a lot and run around with women in cantinas, but "como quiera"
he always brought things home for the children.  Once Nellie had a very small knife
and got into a fight with her husband, but her youngest son broke it up.  Two of her
sons were in jail for their participation in gang activities.  Gigi Herrera's first husband
was shot and killed at a cantina.  Daniel Celedón was shot and badly injured at a
cantina by a man who was upset that Daniel had danced with his señora.  Daniel still
had bullet fragments lodged near his spine.  He had difficulties walking, and could not
lift more than 15 pounds.  Gilbert Suárez's philosophy was to "respect everybody else
but live your life to the fullest and enjoy," because "I guess that ah when you already
lived in hell, there's nothing to be afraid of.  I went through the barrio and I went
through 'Nam."  Later he told Miguel:

Basically, I've always been in and out of trouble.  I've always had a
violent life.  I've killed some people.  Shootings, stabbings, but always
face to face, not through a crowd or anything.  I've never been in jail
'cause times I've been in court has always been self defense.

On the other hand, some people we interviewed did not talk about incidents like these.
Kaja Finkler suggests that the hardships of poverty, "inimical social

relationships," unresolved contradictions, and moral indignation (anger) can cause
non-lifethreatening symptoms that "grind at the body" (1994:15-19).  She notes that
"life's lesions" affect both men and women, but focused on various forms of pain
experienced by women that seemed to elude biomedical categorization.  By extension,
violence and discrimination (which will be described in the next section) could cause
(or further aggravate) such symptoms, and the symptoms could include those
commonly associated with biomedically defined chronic illnesses like diabetes, high
blood pressure, and heart disease.

As for me, I simply tried to be careful while driving around the different
neighborhoods.  Overall, I had a wonderful time working on this research project as
well as on the previous project interviewing single mothers.  The clinic staff was
friendly and helpful, not only to me, but also to their patients.  The people we
interviewed were generous with their time, especially considering that we did not pay
anyone.  Miguel and I were also respectful of all the people with whom we interacted.
Some of the ease I had in conducting the research might have been due to the societal
advantages of class and ethnic/racial privilege that I enjoy.  On the other hand, those
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advantages could have made it difficult to recruit and interview members of a minority
community.  That did not happen.

Almost everyone I approached in the clinic agreed to participate in the study.
Only two or three declined.  A couple of people accepted, but were so busy, we were
never able to arrange a time to meet.  Luis Antonio Tovar and his wife Sandra and I
talked for several hours, but we did not finish all the questions.  When I called to
arrange a follow-up interview, Sandra told me that Luis did not want to meet again.
As promised on the consent forms, I respected his decision and did not try to convince
them to continue.  Lucy Alvarez was so busy that I was unable to arrange a time to
follow up on some questions that we never got to the first time, before I was required
to turn my attention to transcribing and analyzing the interviews.  Nevertheless, both
of their interviews were relatively complete.  They both talked quite a bit about their
diabetes and their life histories.

Following the current ideal in anthropology, I will include a lot of quotes, so
that readers can hear the "subjects" of this ethnography "speak" in their own "voices."
However, as Visweswaran (1994) and others imply, even many-voiced texts create
their own fictions of truth.  I am the author of this text, so I had to select quotes (or
decide to paraphrase them) from over 1000 pages of transcribed interviews and a
dozen notebooks full of notes on untranscribed interviews, not to mention the field
notes and the physiology texts and diabetes manuals.  I hope that the selections convey
the personalities and concerns of the thirty-five people we interviewed and those of
various practitioners at the clinic, as well as reinforce the analysis that I am proposing.

In Chapter 3, I will describe the lifeworlds of the people we interviewed, and
then turn to the discourse that forms the “common sense” of many practitioners, which
in turn affects clinical practices.  These processes will be described in Chapters 4, 5, 6,
and 7.  Then, in Chapter 8, I discuss how this discourse affected the daily health care
practices of the people we interviewed.

Notes to Chapter 2
                                    
1The grant also covered institutional overhead expenses, percentages of the salaries of the principal
investigators, and travel expenses for the research team to attend the Society for Applied Anthropology
meetings in 1995.
2I stress "observation" over "participation," not because I wish to stress the metaphor of "seeing"
although that does end up being an effect of my choice of words, but because my participation was
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different from that of the people who were diagnosed with diabetes and the medical practitioners who
were doing their jobs.  I was a researcher who observing their activities and taking notes.
3The Collins-Lambert Clinic is a pseudonym, as are the names of other hospitals mentioned in the
dissertation.  Ethnic/racial distributions for the "East Side" and the "West Side" are based on 1990
census figures for city council districts 2 and 5, drawn from the web site:
www.ci.sat.tx.us/planning/mapping/demographics/index.htm
4What's missing in this list is the "northwest" side of San Antonio, which is the upper-income,
predominantly Anglo side of town.  Most of the major hospitals are located there, including the county
hospital, to which this clinic's patients would be sent if they needed hospitalization.  Miguel interviewed
one person who lived just north of the "West Side" in an area that could be considered as part of
northwest San Antonio.
5In other words, "newly diagnosed" was operationalized as diagnosed for one year or less.
6 The classes I attended dedicated one day to an overview about diabetes, one day to long-term
complications, two days to diet, and one day to foot care and other self-care strategies.  Later, they
started offering classes in a second format that focused more heavily on diet.  They also started offering
the option of taking all the classes at once on a Saturday.  The original classes were funded by five-year
grant, and at the time I attended the classes, they were in their second year.  The newer classes were
funded by a research grant designed to test the effectiveness of the various styles and scheduling of
classes.  When they were planning how to set up the new classes, I participated in some of the meetings,
and shared comments made by the "newly diagnosed" people I had interviewed.  Thus, the opinions of
these patients (filtered through me) helped to influence or confirm some of the practitioners' ideas for
ways to try to improve the classes.  As I will discuss in Chapter 7, several interviewees told me that
what they most needed (or appreciated learning during the classes) was information about diet, such as
how to read food labels.
7The county clinic "newly" diagnosed an average of no less than one new patient a day.  A typical
scenario was that a person would come into the "Walk-In" clinic with some of the symptoms associated
with the onset of Type II diabetes (e.g., frequent urination, an infection, tiredness, thirst, and/or sudden
weight loss).  These symptoms, combined with the results of the blood tests and usually a family history
of diabetes, led the Walk-In Clinic doctors to a diagnosis of Type II diabetes.  They then gave "newly
diagnosed" patients appointments for the Diabetes Education classes and for the Medicine Clinic for
ongoing primary care.  If not then, eventually patients were also given appointments to see doctors in
Podiatry and Ophthalmology, and possibly a dietician in Nutrition.  I learned about this scenario during
the initial stages of familiarizing myself with the clinic's operations, so I recruited newly diagnosed
patients through Diabetes Education, the Walk-In clinic, and the Medicine Clinic.  The doctors, nurses,
and clerical staff at the clinic were very friendly and helpful.
8I did not tape all of the interviews for a variety of reasons:  Laura Lein and Jackie Pugh were not as
insistent about taping as Linda Hunt was during the second phase of the research.  At first, I was a little
inept about asking permission to tape.  With the first few people, I had barely begun to explain what the
study was about, and they immediately began talking about diabetes, a subject that was of great
importance to them personally.  Before I knew it the interview was underway, and I was reluctant to
interrupt their discourse to ask permission to tape.  It also took me awhile to figure out how long the
batteries would last, so some parts of interviews are missing due to expired batteries.  These
experiences, which I assume are not atypical in field work, highlight the utility of incorporating a
"pilot" phase into a research design, and further illustrate the post-structural representation of the
production of knowledge as the result of processes that are partial, interpretive, and power-laden.
9To me, this illustrates that (apparently objective) categories, such as years diagnosed, which are
generally used to define larger epidemiological studies are also likely to be somewhat ambiguous,
particularly if this information is extracted from medical files.  This illustrates the benefits of qualitative
research methods for medically oriented research, because I only "discovered" that the "patients" had
been previously diagnosed after a lengthy conversation with them.

My category of "low-income" was also a bit blurred.  Chris Colón (whose income varied) and
Toby Johnson (who is an LVN) may not be considered "low income," depending on how you define it.
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I recruited Toby, because I thought he might have a unique perspective as both a medical professional
and a patient.  He grew up on the “West Side” of San Antonio, and still lived there with his father.
10During the "pilot" interviews, it was not uncommon for one question to start the interviewee off on a
rather long narrative, which would invariably cover many of the points raised later in the interview.
During those interviews, I tended to go with the flow established by the interviewee, and so I skipped
around the schedule of questions we had invented.  With the interviews during the "second phase," I
also tried to allow the interviewees to go on as long as they wanted to based on what usually was an
open-ended first question, but I also did my best to follow up with all the probes in order.  Thus, my
interviews tended to be longer than two hours (which Dr. Hunt felt should have been sufficient to cover
the interview schedule).  However, I felt it was worth it to give the interviewees a little more power to
control the direction of their narratives, and perhaps to raise issues that the research team had not
thought to include in our list of questions.

The first draft of the revised questionnaire (and the first few interviews) did not have the
"Why?" questions in the probes about Health History and Beliefs about the Cause, but they were soon
added.  With Linda Hunt's guidance, I became more systematic about asking why.  The "pilot"
interviews contain information about why people were doing what they were doing, because
interviewees brought it up in their narratives and I did ask some "Why?" questions.  Sometimes I got so
caught up with people's descriptions of what they were doing, that I did not think to ask them why they
had decided to take a particular action.

We did not ask for a detailed accounting of overall household expenses.  The interviewees
made it clear that the costs of special foods, medications, lancets, strips, etc., in relation to their whole
household budgets affected their medical decisions.  For example, Gilbert Suárez did not purchase his
medications for a month, so he could buy Christmas gifts for his children.  In sum, the interviews
provide subjective accounts of decisions that people make about how to spend their limited resources.
As the analysis in the dissertation will show, for example, concerns about dependent children often
outweighed concerns related to the parent's personal health.
11Linda Hunt insisted on the importance of saying "your," so that people would relate it to their own
experiences, rather than simply make statements about causes in general.  During the "pilot" interviews,
some people discussed what other people told them about the cause.  However, this information was not
as systematically solicited as it was during the second phase.
12The Medicine Clinic is the setting where most of the diabetes patients in this clinic see their primary
care physician.  On a given day, this clinic probably sees (number) of patients with Type II diabetes.
By working with the nursing staff, we found a way for me to look at patient files with minimal
disruption to the staff.  

There were other Clinics who provided services to diabetes patients.  One of those was the
Diabetes Clinic, which met once a week.  This clinic saw patients with "hard to control" blood sugars.
Dr. Pugh did not want to focus on these exceptional cases, but rather on the more average patient who
was seen in Internal Medicine.  Although I did not do any recruiting through the Diabetes Clinic, Ruby
Chacón's primary care physician was part of that clinic, but when I recruited her, she had come into
Internal Medicine to see a doctor there for a follow-up visit regarding an infection.

The Family Clinic was designed so that one doctor attends to all the members of one family.
They also provided services to family members who have diabetes.  However, most patients with
diabetes were referred to the Internal Medicine Clinic.  Logistically, it would have been difficult to
divide my time between two Clinics.  Given the relatively small interview sample, the research team did
not want to introduce yet another variable that might need to be accounted for, i.e., possible variations
in Clinic procedures and management.  The potential bias would be that we probably interviewed
patients that were older on average in the Medicine Clinic, than the younger people with smaller
children who would have been attending the Family Clinic.
13After we completed this project, Miguel (and eventually another graduate student from the University
of Texas at San Antonio) continued to work with Dr. Pugh and Dr. Hunt on subsequent qualitative
diabetes research projects.  Thus, this data set was the first in a series that is continuing to be collected
by MERECE.
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14Originally, we did not specify the number of doctor-patient interactions to be observed, but basically
envisioned observing several patients of each practitioner (by spending the day with a particular
practitioner, preferably practitioners who would also agree to be interviewed) and/or interactions
involving the patients who agreed to be interviewed.

We originally wanted to do two types of interviews with the medical practitioners:  First, we
wanted to interview six practitioners, about their approaches to diabetes treatment, their views about
patient compliance, and some personal background information.  These were the interviews I most
wanted to do.  Second, Linda Hunt (who was familiar with research methods specific to medical
anthropology) proposed that we do medical chart reviews with the physicians about the patients we had
interviewed, i.e., getting them to comment on the particulars of that person's diabetes and its treatment.
15Basically, we did not sufficiently consult in advance with one of the supervisors at the county clinic
who outranked Dr. Pugh in the medical hierarchy.  Furthermore, as I will now discuss in the text,
MERECE hired Anne Larme, who interviewed health care providers in various clinics in South Texas.
16Written consent was obtained from all patients.  The doctors gave verbal consent.
17For four different class series, the numbers of people who had "uncontrolled" blood sugars were 8 out
of 21, 7 out of 19, 6 out of 20, and 6 out of 10, or an average of 30-40%.  In the group of 7 out of 19, for
example, the "uncontrolled" blood sugars were 464, 287, 201, 394, 201, 320, and 229, while the blood
sugars below 200 were 98, 183, 132, 104, 128, 89 and so on.

The Diabetes Education nurses checked the blood sugar levels of all patients attending their
classes.  They also checked it for anyone who walked through their doors and requested it.  When
people had blood sugars over 400, and usually there were two or three per class, the nurses would
recommend that they go to the Walk-In Clinic, but about half refused to go.  The nurses would get more
insistent if their blood sugar was over 500 and/or they were experiencing symptoms, especially if they
had any kind of infection on their feet.
18There definitely is a maximum range of about 70 to 200 that medical practitioners would regard as
"good" or "acceptable" blood sugar "control."  However, these figures show that even within one clinic
there were variations within that range.  In other words, subtle variations of knowledge exist within
(hegemonic) biomedical practice.  Patients experience these differences as they interact with different
practitioners.  This is one example of how biomedicine itself is the source of some of the fragmentation
within patient knowledge.
19Accuchecks (done in the Medicine Clinic the day of appointment) measure blood sugar levels at the
particular moment (which can vary considerably based on whether the person just ate or took their
medications).  Doctors also ask patients to go to the lab a week before their appointments to take a
fasting blood sugar test.  The HbA1c test enables practitioners to "see" the patient's average blood sugar
control over a period of the past three months.
20As noted in an earlier footnote, Ruby's primary care physician was part of the Diabetes Clinic staff,
which handled “difficult to control” cases.  She just happened to have an appointment in Internal
Medicine to follow up on an infection the day I recruited her.  As far as I know, Luis Antonio's and
Manuel’s primary care physicians were part of the Internal Medicine Clinic.  As I will describe shortly,
Ruby and Luis both had neuropathy and were quite vocal about how it was affecting their lives.
21 Given their relatively young ages when first diagnosed and the rather quick shift to insulin, it may bee
that Manuel, Luis Antonio, and Ruby had Type I diabetes.  In particular, Manuel’s mother reported that
his doctor suspected that the diabetes may have been onsetting prior to his suicide attempt.  In any
event, the pills did not enable these three people to “control” their blood sugars.
22NPH is intermediate-acting insulin and Regular is short-acting insulin.  If one takes into account
Gloria’s early experiences with gestational diabetes, then (like Manuel, Luis Antonio, and Ruby) she
also had indications of diabetes in her late 20s or early 30s.  She reported that the doctors sometimes
gave her insulin during the pregnancies and/or put her on “strict” diets.  However, unlike Luis Antonio,
Ruby, and Manuel, Gloria did not start regularly taking insulin until she was 38.
23The major complications discussed below are diagnosed problems with the eyes, nerves, circulation,
and kidneys.  Medical names for these conditions are retinopathy, neuropathy, peripheral vascular
disease, and nephropathy.  In this paragraph, I also note how many people talked about symptoms
commonly associated with these conditions, and I summarize the other symptoms that they mentioned.
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24The chart review listed retinopathy as a complication for these five people and for Daniel Celedón.
Daniel and several other people mentioned sometimes having blurry vision.  The chart review also
listed glaucoma as a co-morbidity for Pablo Flores and "glaucoma (suspected)" for Luz Romo..

In addition to the people with diagnosed retinopathy, others who talked about sometimes
having "blurry vision" were Luz, Robert, Víctor, Carmen, and Juanita as well as several of the "newly
diagnosed"—Joe Fuentes, Gigi, Mary, Brigette, Nellie, Chris, and René.  In addition, Martha felt she
needed glasses to see small letters.  Blanca said her eyesight was pretty good, but her daughter who had
diabetes was having eyesight problems.  Ricardo had to get glasses four years ago, and thought that it
might be due to the diabetes and old age.
25Neuropathy refers to inflammation and degeneration of the nerves.  It can affect a person's ability to
detect cuts or infections on his or her feet, which if left untreated, can lead to amputation.  Ruby said
that her doctor "diagnosed neuropathy" and "with this neuropathy, all your body is numb."  She felt
numbness from her waist down, and in her hands, arms, legs, feet, and face.  She noted that "I feel less
than a woman, 'cause I don't have any feelings down here, ... and the numbness, ...  I'm always burning
or, (laugh) when I'm cooking."  As for employers, "they don't want to hire me" due to the neuropathy.
Luis Antonio related that his doctors said "my nervous system is getting bad."  He had dry skin and
considerable "pain ... caused by the nerves."  As a result, he often cut back on his work schedule as a
cab dispatcher.  Lupe's doctor informed her that her diabetes had affected her nerves a lot.  When Lupe's
diabetes (or sugar levels) went up, she felt several symptoms, including pain in her legs and a burning
sensation on the bottoms of her feet, "y las plantas de los pies, como que las tiene uno como algo
quemada, arde."
26MERECE had a large staff.  I am not sure who conducted the chart check.  It was either one of the
researchers who had medical training or Miguel or another social sciences graduate student.  The chart
check did not list neuropathy as one of Luis Antonio's complications, but he said that the diabetes was
affecting his "nervous system" (among other things), that this is what the doctors had told him, and that
he had a lot of "pain ... caused by the nerves."  His chart check listed PVD (peripheral vascular disease),
angina, retinopathy, and high blood pressure as complications, and high cholesterol and three vessel
coronary heart disease as co-morbitities.  Some of the medical charts that I saw were quite thick.  All of
the patient's conditions were supposed to be listed on a front sheet, but such listings were inconsistent in
the files that I saw.  To extract all conditions detected by various physicians, one would need to go
through all the appointment sheets carefully.  It seems that the person who did the chart review missed
Luis Antonio's diagnosis of neuropathy.

There were several discrepancies between what people told me and what was listed on their
chart reviews.  There were conditions listed that they did not mention and conditions not listed that they
discussed.  Here is one more example.  María's chart review listed central neuropathy and retinopathy as
complications and high cholesterol as a co-morbidity.  María talked about her laser surgeries at length.
She did not mention neuropathy or any symptoms typically associated with neuropathy.  She never
talked about high cholesterol.  It could be that she had these conditions, but did not regard them as her
most pressing health problems.  She did talk about several conditions not listed.  She had had a stroke
(in Eagle Pass), a hysterectomy (and hence her current doctor had prescribed hormones), and a gall
bladder operation.  She had had high blood pressure for years.  She was interned in the county hospital
for eight days, because "me quiso dar otro estroke," "I was on the verge of having another stroke."  This
example serves as a cautionary note regarding interpretations of correlations between different
conditions in large quantitative studies based on chart reviews.  Of course, many studies are based on
patient interviews or a combination of methods, and statistics are useful to document how many people
are affected by a particular problem.

The epidemiological literature documents correlations between neuropathy and longer duration
of diabetes and insulin treatment (National Diabetes Data Group 1985, 1995).  All of the interviewees
who had neuropathy had been diagnosed for 15 years or more, except for Rebeca who had been
diagnosed for 12 years and Ruby who had only been diagnosed for 2 years.  They were all taking
insulin.
27According to the La Raza diabetes booklet, neuropathy can cause pain and burning sensations in the
feet and legs, paralysis, skin ulcers, sexual dysfunction, gastrointestinal problems, and abnormal heart
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beats (Pacheco, Torres and Cruz Gonzalez 1997:14).  Pablo, María and Rebeca did not talk about
symptoms like these.  Pablo focused on his eye, heart, and kidney problems.  María stressed her eye
problems, high blood pressure, a past stroke, and a recent near stroke.  Rebeca's said her health was
"pretty good, except for the diabetes and arthritis, so I'm always in pain, but other than that, I'm OK."
The people who talked about numbness, pain or cramping were Joe Fuentes, Robert Ríos's wife talking
about him, Daniel and his friend Carolina talking about him, Jorge Ochoa, Joe Flores, and Javier Peña.

Mario's chart review listed "foot tenden (sic) numbness."  Mario did not mention that during
his interview, but he did say that when his blood sugar was low, maybe 70, he felt "numb."  I asked him
what he meant by numb, and he clarified that he meant "sleepy, tired."  (However, he did talk about
almost all the other conditions listed on his chart review: heartburn, high blood pressure, pancrititis, and
hyperlipidemia.)

In contrast to the people who did talk about numbness, Carmen told me: "They say [you have]
problems with your feet.  I feel rocks, I do.  I haven't walked without shoes.  [But] I can feel, I do."
Carmen's sister had given her lots of advice about how to take care of her feet, including always
wearing shoes.  During an appointment, her doctor asked (in Spanish) if Carmen's feet ever felt numb
("dormidos").  She said no.

Ruby attributed her sexual dysfunction to neuropathy: "I feel less than a woman, 'cause I don't
have any feelings down here."  Javier told Miguel, "And your love life, well, "kaput."  Víctor and
Carmen mentioned sexual dysfunctions, while Jorge implied that he was "feeling strong" and Gilbert
stated that "I heard a lot of men lose their functioning, on the contrary, I've gotten more demanding."
Víctor's doctors told him his impotence was due to his high blood pressure medication.  Carmen said,
"it's not the same, well, [I'm not] at the same age either, I guess it's because of everything" (meaning
menopause, diabetes, etc.).  Jorge also thought he felt strong due to his age: "Of course, I'm 48 years
old."  Juanita thought that being "estiñida" after an auto accident may have caused her diabetes.  No one
else diagnosed with neuropathy mentioned gastrointestinal problems, but a few others did.  Luz had
atrofibrillation and René had "heart palpatations," but neither one linked these problems to diabetes.  In
fact, Luz was convinced that his atrofibrillation medications had caused his diabetes.
28The NDDG dedicated chapters to "peripheral vascular disease" in 1985 and 1995.  Within the
chapters, they referred to it more specifically as arteriosclerosis obliterans (ASO) in 1985 and as lower
extremity arterial disease (LEAD) in 1995.  They note that LEAD "is clinically identified by
intermittent caludication and/or absence of peripheral pulses in the lower legs and feet" (NDDG 1995:
401).

Carmen did not talk about her "circulation" and (as noted in the footnote on neuropathy) also
asserted that "I feel rocks, I do."  Luis Antonio said that “the circulation of my blood is getting worse."
Joe Flores also said he had bad circulation.  Jorge said, "Well sometimes, you know, I get, you know, a
lot of I guess circulation problems, I guess with my legs and stuff, you know."  Javier's home nurse
showed him exercises to "try to keep the circulation to your feet.  It definitely helps out with the
walking."  Lupe's doctor told her that her bone problems were not due to her arthritis, but "es porque
tienes mala la circulación," "it is because you have bad circulation."  Ricardo wasn't sure whether the
numbness in his leg was due to the vein they removed when he had triple bypass surgery, or to poor
circulation.
29In contrast to Pablo, Javier said that "fortunately" he hadn't had any problems with his kidneys yet, but
he expected that it could happen in the future.
30Six of the "newly diagnosed" mentioned frequent urination.  They were Joe Fuentes, Mary Delgado,
Ann Vega, Francisco Cortes, Chris Colón, and René García.  This was mentioned so frequently that I
asked René what he meant by frequently.  Right before he went into the clinic, he said he had to urinate
every 15 minutes.  It was so bad that after he had dropped his sister off downtown, he had to stop by the
roadside, because he couldn't make it back to their house in north San Antonio.  This incident finally
made him go into the clinic.  Martha Gámez, Víctor Guerrero, Rebeca Rocha, Carmen Luján, and Lupe
Tamayo also talked about having to "run to the restroom" or having "ganas de orinar" when they were
first diagnosed.  Some of them also experienced thirst, while others did not.  Others who did not
mention frequent urination did talk about feeling thirsty and/or drinking a lot of sodas, water, or some
other non-alcoholic beverage.
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31The Velázquez Spanish-English dictionary translates comezón as itchiness.  Literally, the Spanish
expression implies a big feeling of being eaten.  I think what Gloria experienced was something more
than what many people think of as itchiness.
32The blindness or amputations often took place shortly before the relatives (some in their 80s) died.
33We asked what people feared most about diabetes, but several people brought up these fears at other
times during their interviews.
34Brigette Bailey, Mary Delgado, Ann Vega, Ruby Chacón, and Blanca Macías were told they had
cholesterols just over 200 (226, 220) or "up a little."  Priscilla González's cholesterol was 199 when she
was diagnosed with diabetes, and it had gone down to 192 since then.  Toby Sifuentes said his
cholesterol was very high (2000), but he did not say that he was taking any medication for it.  Luz
Romo said that his atrofibrillation medication had sent his cholesterol numbers very high.  The doctors
were adjusting his medications and those numbers were coming down.  Lucy Alvarez, Luis Antonio
Tovar, and Ricardo Machado said they had high cholesterol, but did not say they were taking
medication for it.  Manuel Obregón, Gilbert Suárez, and Mario Echevarría said they were taking
medications (lopid, loped, and lopense) for high cholesterol.  Carmen Luján used to take a medication
for high cholesterol, but had stopped taking it, because it upset her stomach.  Robert Ríos's wife was
amazed that his cholesterol was good, since he ate so many eggs.
35The people taking high blood pressure medications among the first group interviewed were Ann Vega,
Brigette Bailey, Mary Delgado, Joe Fuentes, and possibly Francisco Cortes.  Gigi Herrera, Priscilla
González, and Toby Sifuentes all said that their blood pressures were slightly high (e.g., 140/60 or
144/80), and that they were addressing it by changing their diets.  Among the second phase
interviewees, Víctor Guerrero, Robert Ríos, Blanca Macías, Mario Echevarría, Gloria Hernández, Lupe
Tamayo, Lucy Alvarez, María Martínez, Pablo Flores, Joe Flores, and Ricardo Machado were all taking
high blood pressure medications.  In fact, Víctor was told that his problems with impotence were
probably related to the high blood pressure medication.  Others who mentioned having high blood
pressure, but did not specifically say that they were taking medications for it were Martha Gámez,
Manuel Obregón, Luz Romo, Carmen Luján, Daniel Celedón, Luis Antonio Tovar, and Javier Peña.
People often did not know or could not remember the names of these medications.  Names of
medications mentioned or bottles shown to me were nifedepine, verapamil, hydrolozene,
hydrochlorizide, vasotec, and benazepril.  Dr. Pugh gave me a list of over 90 antihypertensive
medications (some with two or three name variations each) that might be prescribed at this clinic.  All
of the medications just mentioned were on that list, except for hydrolozene.  Hydrochlorizide may have
been misspelled.  It had three close alternatives on the list: hydrochlorothiazide, hydrochlorthiazide,
hydrochorothizide.
36In retrospect, Luis Antonio realized he had a mild heart attack one night after drinking heavily.  An
MRI later confirmed that he probably did.  His chart review listed angina as a complication and three
vessel coronary heart disease as a co-morbidity.  It also indicated that five months after the interview,
Luis Antonio had bypass surgery.
37His chart review listed congestive heart failure as a co-morbidity.
38Strokes are sometimes regarded as a possible complication of diabetes.  According to the 1976-80
NHANES II data, the percentages of people ages 45-74 reporting strokes were 7.7% of those with a
medical history of diabetes. 6.6% of those with previously undiagnosed diabetes, 1.8% of those with
impaired glucose tolerance, and 2.0% of those with normal glucose tolerance (NDDG 1985: XVII-4).
The NDDG 1995 observes that "diabetes is an important cause of stroke" and "persons with diabetes
may have a worse prognosis after a stroke."  They note that "elevated blood pressure is the major risk
factor for stroke" and other "risk factors" are cigarette smoking and high LDL cholesterol.

María was taking blood pressure medication, and Javier said he had high blood pressure.  No
one mentioned having high cholesterol and none of them smoked (or used to smoke).

Back and other injuries are not considered to not have any direct (or causal) relationship with
diabetes by medical professionals or the people we interviewed.  However, they all agree that having
diabetes can delay recuperation or affect the symptoms of other conditions, and conversely, that having
these or other medical conditions can elevate a person's blood sugars.
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NDDG 1995 notes that studies of the past decade have shown prevalence rates of 14%-15% of

current depression in "diabetic subjects," which are about three times the 3%-4% prevalence of major
depression found in the general adult population of the United States. Other studies that have focused on
Mexican American mental health, but not diabetes specifically, have shown that Mexican Americans
generally have lower rates of depression than Anglos, which is usually attributed to greater family
support.

Daniel had a series of adverse life events and physical impairments, but apparently his
depression was no longer current.  Manuel Obregón's mother Ofelia and (apparently) his doctors
suspected that the depression that led him to attempt suicide may have been related to undiagnosed
diabetes.
39In 1995, the NDDG added a chapter on "digestive diseases and diabetes."  They observe that national
data indicate that "diabetic subjects are more likely than the general U.S. population to report a number
of digestive conditions, including ulcers, diverticulitus, symptoms of irritable blow syndrome,
abdominal pain, constipation, diarrhea, and gallstones" (NDDG 1995:457).  According to 1989 NHIS
data, 17% of diabetics reported ever having ulcers compared to 10% of nondiabetics, while 6%
compared to 3% reported a physician-diagnosed ulcer in the past 12 months (NDDG 1995:460).

Most diabetes guide books give advice about "treating diabetes on sick days" in order to
prevent ketoacidosis in people with Type I diabetes and a hyperosmolar-nonketotic coma in people with
Type II diabetes (e.g., Beaser and Hill 1995: Chapter 13).  Both the 1985 and 1995 NDDG reports had
chapters on infections.  In 1985, they concluded that "most infections appear to be no more common in
diabetics than in nondiabetics, although their clinical consequences may be more severe" and that
"kidney and urinary tract infections have most consistently been found to occur at relatively higher
rates" (XIX-1).  In 1995, they sorted through which infections had probable, possible, and doubtful
associations with diabetes based on hospitalization and other available data.  Cystitis, vaginitis,
pneumonia, influenza, chronic bronchitis, and bacteremia were in the "possible" group.  Chronic
sinusitis was in the "doubtful" group.  Examples of reports from the 1976-80 NHANES II for men and
women ages 45-74 are: bronchitis (10.6% and 11.3% of the people with diagnosed diabetes compared to
5% and 8% of the people with normal glucose tolerance), bladder infections (7% and 17% compared to
3% and 21%),urinary tract infections (6% and 12% compared 4% and 10%), and kidney infections (7%
and 16% compared to 6% and 13%) (NDDG 1995:488).
40There were other discrepancies between the co-morbidities listed in the chart reviews and what people
emphasized in their interviews.  Daniel Celedón's chart listed "back problems," which may have been a
medical short-hand for the combined result of the bullets lodged in his torso and the accident at work
(which did affect his back, among other things).  His chart also listed "chronic allergies," which he did
not mention during his interview.  Lucy Alvarez's chart review listed high blood pressure as a
complication and as co-morbidities: "chronic stomach pain, osteoperosis, lower back pain,
trychomycosis, hyperlipidemia (high cholesterol), and misc: DJD."  In her interview, Lucy noted that
she had a hysterectomy in 1978, and had been taking hormones since then.  She did not mention
osteoperosis.  She also noted problems related to diet pills and feeling anxiety during the mid-1980s, a
bladder problem in 1989, arthritis, and frequent colds.  In general, most of the conditions listed on the
chart review were mentioned by the interviewees, but the interviewees also talked about conditions not
listed in the chart review.  This was probably because (as already noted) not all conditions are listed on
the front sheet of the files, although they might be mentioned somewhere on appointment sheets within
the file.  It is also possible that the interviewees did not discuss some conditions with their doctors at
this clinic.
41 Analyses of the San Antonio Heart Study data are consistent with the consensus regarding the
important role of genetics, as well as the possible role of other factors, such as obesity.  Haffner et al.
(1991:102) showed that obesity, older age and lower education levels (a proxy variable for poverty)
correlated with a higher incidence of diabetes after eight years among Mexican Americans and Anglos,
but that ethnic differences in these factors did not statistically "fully account" for the higher incidence of
diabetes in Mexican Americans compared to Anglos.  In other words, genetic and/or cultural factors are
also factors in the incidence of diabetes among Mexican Americans.
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42Manuel Obregón, René García, Luz Romo, Víctor Guerrero, and Lucy Alvarez only talked about
aunts, uncles, cousins, and/or grandparents who had diabetes.  For example, Manuel's brother and sister
were younger than him.  His mother did not have diabetes, but several of her siblings did.  Manuel's
father was a police officer who was shot when Manuel was five.  He only knew that there were some
alcoholics on that side of the family.  Manuel and his mother shared the information they learned from
appointments and the diabetes education classes with her siblings.  Manuel also talked about his
neighbor’s experiences with “borderline diabetes.”
43In other words, Gilbert's father died before Type II diabetes would typically onset.  Basically, there
are people with diabetes on both sides of Gilbert's family.  This may be the case for other people listed
(here and in other studies) as having one parent with diabetes, particularly if a parent died young or if
the person did not know a parent due to separation.  Joe Fuentes, for example, didn't know much about
his father or his father's family.  Chris Colón and Frank Nieves didn't know much about their biological
fathers either.  Their mothers separated from the fathers when they were very young.
44This is one example of many in these interviews of a retrospective re-interpretation of past events
based on new information that people acquire about their illness.  I agree with Garro (1992) and Good
(1994:164) that this is an important dimension of illness narratives.
45Miguel did not specify in his notes whether family members were around during his interviews.
Javier Peña lived alone, but a home health care nurse, two daughters and one son often dropped by to
see him.  The text of the interview suggests that no one dropped by during the interview.  Ricardo
Machado was separated from his wife, and his youngest son was living with his oldest son in California.
Miguel also interviewed Jorge Ochoa, Gilbert Suárez and Blanca Macías.  Miguel asked Jorge if his
wife had diabetes.  He responded, "No, she's normal.  Are you normal?"  She answered, "No."  Jorge
told Miguel, "She's weird, she's not diabetic."  That was the only time his wife participated in the
interview, but obviously she was in the house during the interview.  Gilbert's wife was there (but
seemed to be off in another room), because he occasionally confirmed facts with her, which he did in
Spanish.  It is likely that their children were also there.  During the interview, Gilbert received a phone
call from one of his mistresses, and later took care of the dog, who was scratching at the back door.
Miguel did not specify if anyone was around during Blanca's interview, but it seems likely that her son
and some grandchildren were there.
46When we were discussing research methods for the second phase of this study, Linda Hunt suggested
that one interesting method would be to interview different family members about how they viewed the
person's experiences with diabetes.  We all agreed, but due to limitations of time and resources, this idea
was shelved for future research. Good (1994:158-161) notes that his interviews with Turkish families
about one person's epilepsy were "intersubjective" in many different ways.  Paredes (1977) reminds us
that all interviews and fieldwork should be analyzed as a performance for the various audiences present
(including the ethnographer).
47My father and mother are both children of the Depression.  My father was one of the first in his family
to get a college education, which he did after serving in the U.S. Army just as World War II was ending.
He met my mother at Iowa State, but she had to drop out to take of her mother who was dying of
cancer.  Then my father graduated, and they got married and moved to Hawaii.  My mother raised me
and my three brothers, and finally got her bachelor's degree six months before I did.  My father worked
for Dole Pineapple Company while I was growing up.  Then he left the company, and decided to buy an
egg farm in Arkansas.  I love, like, and admire my parents.  Their influence on me and my life has been
fundamental.  They saw living in Hawaii and Honduras as grand adventures and opportunities for
learning.  They understood what it was like to be poor and do agricultural labor, and tried to ensure that
we did too.  They embraced diversity and treated everyone with respect.  Of course, this is a selective
synopsis, but these are some of the things that I regard as important about the way I was raised.
48After I did the interviews, but before I finished the dissertation, my mother's brother was also
diagnosed with Type II diabetes.  The doctors recommended that he try diet only for awhile, but they
put him on oral medications after a couple of months.  And because it took me so long to write this,
more recently my mother just went to the doctor, and was told that her blood sugar was too high.  The
doctor told her to cut all sugar out of her diet, reduce her weight, and come back in three months.
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Chapter 3
Lived Experiences of Working Class Mexican American

Men and Women in San Antonio
The Economic and Social Context of Health Care

The working class Mexican Americans we interviewed took care of their
diabetes (and any other ailments they had) within the priorities and constraints of their
everyday lives.  Their priorities and constraints changed over the course of their life
cycles, as did their responses to changes in their health.  Specifically with respect to
diabetes care, as Hunt, Pugh, and Valenzuela (1998) and Hunt and Arar (2001)
observe, they had to make several “microdecisions” every day.  People tended to move
in and out of “good” and “poor” blood sugar “control” over the course of a day, a
week, a year, or their lifetimes with the disease.  No one was “fully” compliant in the
sense of following an idealized “strict” regimen over the entire course of her or his
illness.  Nevertheless, even people who said that they did “not take it seriously” in the
beginning when symptoms were mild had made and were making attempts to change
their lifestyles.  They adapted biomedical treatment recommendations based on
economic, work, family, social, and personal considerations, and the knowledge they
had accumulated about diabetes.

This chapter affirms the heterogeneity among working class Mexican
Americans, echoing the work of many Chicano scholars.  Biomedical clinicians and
researchers have become increasingly concerned with cultural diversity among their
patients.  However, some approaches to “culture” tend to reduce the experiences of
Mexican Americans to a static list of traits that appear to have some impact on health
care, such as low levels of education, inability to speak English, fatalism, machismo,
reliance on “folk” medical beliefs and remedies, and the importance of family.  These
approaches to culture used to be common in anthropology, but have been thoroughly
critiqued (e.g., Marcus and Fischer 1986, Rosaldo 1993 [1989]).  Along the lines of
these critiques, and in contrast to constructions of racial-ethnic minorities in the
United States as (relatively) homogenous groups who share traditional traits that differ
from “mainstream” culture, this dissertation seeks to highlight the utility of notions of
culture that take into account power relations, the larger socioeconomic context,
differences and change within ethnic groups, and interactions among groups and with
various institutions.  In addition, as I will discuss in Chapter 5, some researchers doing
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genetic research on diabetes have made correlations based on proxy variables, such as
skin color, which serve as indicators of (an idealized and generalized) “Native
American admixture.”  Therefore, this chapter also describes the diversity of heritages
and interactions with people from other “racialized” groups, to the extent that they
were mentioned by the people we interviewed.

Some epidemiological research has picked up on “acculturation” scales as the
means to address this diversity.  In Chapter 5, I will discuss the acculturation scales
that were used in the San Antonio Heart Study.  These scales have tended to portray
Mexican culture as an idealized “traditional” culture that contrasts with the “modern”
or even “post-modern” Anglo and/or mainstream (middle class) U.S. culture.
Although there were important differences between the experiences of people who
migrated from Mexico as adults compared to people of Mexican descent who were
born and/or raised in the United States, these differences cannot be reduced to levels
of acculturation.  After all, Mexico is a modern country that is also inserted within the
global capitalist economy, Mexican culture has changed over time, and Mexico has
modern institutions, such as biomedical clinics.  Chicanos have had a long history of
varied experiences of accommodation and resistance with respect to Anglo-dominated
institutions in the United States, not to mention the changes that have occurred in these
institutions over time and the ways that all these changes are interwoven in South
Texas (Limón 1994:111, 1998:190).  Basically, all the people we interviewed
(regardless of migration generation) interacted daily with institutions in San Antonio,
such as work places, government assistance, schools, the media, the food production
and distribution system (including grocery stores and restaurants), and clinics and
hospitals (that habitually framed diabetes care in terms of "control" and
"compliance").

I include a description of language use for two reasons.  First, some large-scale
studies use “preferred language” as a proxy variable for acculturation that is then
correlated with disease rates and other aspects of medical care.  On the one hand, it is
important to recognize how language differences affect communication between
health care providers and patients.  These differences do help explain why biomedical
knowledge of diabetes was often presented to patients, particularly in doctor-patient
interactions but less so in the diabetes education classes, in rather fragmented ways.  In
addition, as I will suggest in Chapter 6, the work of sociolinguists such as Labov
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suggests that the patients’ use of non-standard English or Spanish may reinforce
assumptions about the patients’ lack of knowledge (in general and specifically about
diabetes) among some middle class health care providers, who may be Anglos,
Latinos, or from other cultural backgrounds.  Uses of Spanish and English in San
Antonio, including in settings such as this public clinic, were quite complex in
practice.  At the Collins-Lambert Clinic, several doctors and quite a few nurses
(including all but one of the diabetes educators, who was African American) spoke
varying levels and types of Spanish.  The health care providers also spoke various
types of English.  The clinic offered diabetes education classes in Spanish and English.
They attempted to assign Spanish-speaking patients to Spanish-speaking doctors.  If
that was not possible, then nurses or family members served as interpreters, or the
patient and the provider did their best to communicate the basics.

As I will discuss in Chapter 5, epidemiological research (as well as other forms
of survey research) in the United States tends to focus on the categories of
“Hispanics,” “white non-Hispanics,” “African Americans,” and possibly others.  This
form of representation tends to collapse differences based on class within the
categories of race/ethnicity.  The working class Mexican Americans that we
interviewed who were all attending a public clinic in San Antonio experienced low
wages, periods of un- and under-employment, and inconsistent or little access to health
insurance.  The second half of the chapter describes these factors.  They had a decided
impact on the interviewees’ abilities to attend regular appointments and implement
recommended treatment “regimens.”  The interviewees sometimes had to make
difficult "choices" among priorities, such as investing in health care or ensuring a
better future for their children, that wealthier people do not have to make.  In addition,
they had to contend with the wear and tear caused by the physical demands of many
working class jobs.  They were experiencing the brunt of a late capitalist economy in
the United States, in which wages, job security and benefits have become more
“flexible,” or rather precarious, especially for the working class, and even more so for
people of color who are working class.1



78

Ethnicity, Race, and Language Use
Among Working Class Mexican Americans in San Antonio

The literature on the Mexican American urban working class in South Texas
(and other regions) stresses a shared history of U.S. annexation, violent repression and
loss of land rights, low wage work and discrimination, continuing immigration from
Mexico, a rural to urban demographic shift, the impact of the Chicano movement and
current politics, the importance of the extended family, and the variety that exists
among Mexican Americans (e.g., Acuña 1972, de la Garza et al. 1985, Montejano
1987, Keefe and Padilla 1987, Williams 1990, Sánchez 1994).  The social, economic,
cultural, and linguistic characteristics highlighted in this literature are illustrated in the
lives of the thirty-five men and women we interviewed.  Seven migrated from Mexico
as adults, while the rest had families who had lived in Texas for one, two, three, and/or
more generations.  Almost everyone spoke Spanish and English, although they varied
with respect to how well, how often, and in what contexts they spoke Spanish,
English, or both.  Several participated in migrant farm work as children and/or adults,
but eventually settled into working class jobs in San Antonio.  Others had never done
agricultural work, nor had their parents.  Several were born in San Antonio (or larger
cities like Laredo and Corpus Christi), while others moved to San Antonio from small
towns nearby or in "the Valley."2  Some moved to San Antonio as children with their
parents and siblings.  Several men and husbands and sons of the women had served in
the military, and were veterans of World War II, the Korean War, or the Viet Nam
War.

Several people talked about discrimination in school, at work, or in general.
Luz Romo used to be active in his labor union, Raza Unida, and COPS.3  Joe Fuentes
also worked for Raza Unida for a couple of years while doing migrant farm work in
Ohio.  The extended family was important in the lives of the people we interviewed.
Some people lived in households with three generations, some had adult children
living in apartments out in the back yard, and some had various relatives living down
the street.  Daily interactions among parents and adult children and grandchildren were
common.  Most of the interviewees were raised as Catholics, but some were
Protestants, with current practice (for both) ranging from active to nominal.  Education
levels varied from less than one year of education in Spanish to a couple of years of
junior college in English.  As I will describe in more detail in the second half of the
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chapter, some were working in full- or part-time jobs, such as truck driving or house
cleaning, some were unemployed, and others were on disability, retirement, or public
assistance.  Income levels ranged from almost nothing (plus support from relatives) to
about $15,000 a year for a family.

In the social sciences literature, Mexican American ethnicity is commonly
linked to migration generation, language use, and preferred ethnic term.  During the
pilot phase of the research, the clinic staff usually introduced me to potential
interviewees.  I did not ask people about their ethnicity, but several used or discussed
terms during their interviews.  During the second phase, I identified potential
interviewees by the designation of "Hispanic" stamped on their file and/or by surname.
During the interviews, we asked questions about language use and the birthplaces of
each person, his or her spouse, parents, and grandparents.  We also asked, "What
ethnic term would you use to describe yourself?"  Several people did not know what
we meant by "ethnic," so sometimes we offered a few examples.  People often stated
their opinions about the various terms.  For example, Joe and Dolores Flores discussed
the relative merits of several terms and how their use has changed over time.

As it turned out, everyone identified themselves as mexicanos or Mexican
Americans, although they did not all use or prefer those two terms and a few
mentioned having other heritages in addition to their Mexican heritage.  They used one
or more of the following terms: mexicano/a, American, Mexican American, Hispanic,
mexicano americano/a, hispano/a, Mexican, Chicano, latino/a, Texan, tejano/a, Tex
Mex, Latin, and Spanish.  Some discussed derogatory terms, such as mojados,
wetbacks, Panchos, Dirty Mexicans, and dumb Mexican.  Some used color-based
terms, such as white, morena, tan, prieto, dark, light, brown, blanco, and güera to talk
about themselves or family members.4  Priscilla González's father was born in San
Antonio and was of Mexican descent, but her mother was Panamanian.  Priscilla's
parents met in Panama, when her father was in the military.  Other heritages claimed
by Chris Colón, Toby Sifuentes, Frank Nieves, Joe Fuentes, Manuel Obregón, Luz
Romo, and Joe Flores were Indian, Spanish, Cherokee, Scottish, Irish, French, and
Italian.  For example, Joe Flores noted that he had some Spanish, and a little bit of
Italian, but he reiterated his Indian heritage from Mexico several times.  As far as he
was concerned, "my ancestors were born on this continent," so "bottom line, I'm the
true American."
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Some people were connected to other ethnic/racial groups through marriage (or
other intimate relationships), their children's spouses, or adoption.  Chris Colón's
fiancée Meredith was Anglo.5  Frank Nieves' ex-wife was Costa Rican.  Bridgette
Bailey's husband Henry's grandfather was an Irish immigrant.  His father was born in
Wisconsin, became Texas Ranger, and was assigned to a small town near Laredo
where he met and married Henry's mother, a "mexicana."  Lupe Tamayo's husband
was Puerto Rican, and their two children were married to "afroamericanos."
Francisco Cortes and his wife had five children of their own and an adopted son who
was "americano" and "güero."  When people talked about friends and neighbors, most
apparently were of Mexican descent, but some were Anglos or African Americans.

The lives of these thirty-five working class people illustrate that it is possible
to classify people of Mexican descent according to migration generation.  However,
such classifications are often complicated by marriage with people of other migration
generations, as well as with members of other ethnic groups.  This was true for the
interviewees, and their parents, grandparents, and so on.  There were differences in
language use and comments about ethnic terms between the people born and raised in
Mexico and those born and raised in Texas.  The seven Mexican migrants preferred to
conduct their interviews in Spanish, because they could express themselves more fully
in that language.  However, most of them understood some English, they occasionally
spoke it when necessary, and three could read it.  Of the twenty-eight interviewees
born in Texas, twenty-four did all or most of their interviews in English, two spoke
entirely in Spanish, and two rapidly switched over from English into Spanish.
However, most of them could understand and speak Spanish, although they varied
with respect to how much, how well, and with whom they spoke it in their everyday
lives.  Several said they could not read Spanish.  Six of the seven Mexican migrants
(speaking in Spanish) identified themselves as "mexicanos" (which for them meant
"from Mexico"), while the Texas-born interviewees expressed preferences for terms
like "American," "Mexican American," "Hispanic," and/or "mexicano/a."  At the same
time, almost everyone used and identified with several terms throughout their
interviews.  In other words, the use of particular terms can depend on the language
being spoken and the social situation.

Stories about discrimination emerged as part of their reflections about
"ethnicity" or they used terms like "Mexican" when telling such stories.  Their
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comments convey the challenges they have faced as members of a working class
minority in the United States, as well as historical changes in and the variety of
conceptions of "Mexican American" identity.  They invoked a number of discourses
about race and ethnicity that have been circulating in Greater Mexico.6  These include
constructions of Mexican national identity as Indian and Spanish, pride in one's Indian
heritage, claiming or disclaiming "pure" Spanish heritage, broader identifications as
Hispanics or Latinos, multiple meanings embedded in Chicano, and constructions of
"racial" identity as "white" or "brown."7

Experiencias de los mexicanos
Seven interviewees were born in Mexico in the states of Michoacán, San Luis

Potosí, Coahuila, and Nuevo León.  They are Lupe Tamayo, Juanita Sánchez, Martha
Gámez, María Martínez, Daniel Celedón, Víctor Guerrero, and Francisco Cortes.  All
seven migrated as adults and had lived and/or worked in the United States for many
years, in most cases, for twenty years or more.  They had spouses, children, and other
family members living in the United States.  At the same time, they maintained
contacts with their families (especially parents and siblings) in Mexico.  Their
education levels ranged from Juanita and Daniel who had less than one year of formal
education in Spanish to María who finished "escuela normal" and was an elementary
school director in Mexico before she got married and Víctor who graduated from
"preparatoria" or high school.  Juanita, Daniel, and Martha said that they understood
very little English.  However, Víctor, Lupe, and Francisco read English, and Víctor,
Lupe, and María said that they used English at work, at the clinic, and/or with
grandchildren.

Lupe and María migrated with documentation to the United States after
marrying their spouses.  Martha obtained her U.S. residency when she was living in
Piedras Negras and cleaning houses in Eagle Pass.  Years later she and her youngest
son moved to San Antonio.  Daniel and Juanita and her husband Ignacio initially
migrated without documentation.  Daniel soon met and married a Mexican American
woman, and legalized his status.  Juanita and Ignacio worked without documentation
for years, and finally legalized their status through the amnesty program.  Víctor and
Francisco may have initially migrated without documentation.8  However, by the time
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of the interviews, Francisco, María, and Martha had become United States citizens,
and the rest were legal residents.

Several of their parents and grandparents had moved within Mexico.  The
spouses of Víctor, Francisco, Juanita, Martha, and María were from Mexico.  Víctor
met his wife in San Antonio.  The rest met in Mexico and got married there.  Except
for Martha, their spouses' birthplaces differed from their own.9  Daniel's wife (from
whom he had been separated a long time), the mother of his three children, and his
current partner Carolina were all Mexican Americans born in Texas.  Lupe's husband
was Puerto Rican.

Six of the seven described themselves as mexicanos, while Víctor preferred
hispano.  Daniel and Lupe were emphatic: "mexicano cien por ciento" (100%) and
"mexicana hasta las cachas," "couldn't be more Mexican." 10  Daniel talked about
discrimination against "mojados" and how the mother of his daughters had taught
them to be ashamed of him, because "yo soy de México."  Daniel also mentioned the
terms latinos and hispanos during his interview.  Lupe did not become a citizen,
because she was hoping to return to Monterrey after her husband died.11  Juanita
(whose co-workers called her "güerita") said that she was "mexicana," and added as
her aunt and everyone used to say about the place where she grew up in Michoacán,
"porque [allí] hay indios, porque se introdujieron los españoles, [mhm], pero yo no
soy española" "because there are Indians [there], because the Spanish came in and
established themselves there, [mhm], but I am not Spanish."

María’s initial response to my question reflects the trend (in the United States
and elsewhere) to create the broader category of latinos or hispanos:

Bueno, este, la verdad que ahora no hay razas, no hay nombres, sino
todos somos latinos o hispanos [mm hm], ya no hay como antes, que
decíamos somos mexicanos, somos estos, somos.., ahora somos latinos
todos.
Well, uh, the truth is that now there are no races, there are no names,
rather we are all latinos or hispanos [mm hm], things are not like they
were before, when we said we are mexicanos, we are this, we are.., now
we are all latinos.

I asked her in Spanish, "But is that what you prefer?  Or if you could choose, what
would you say?"  Her answer was: "Mexicana.  Soy mexicana, de México."

Martha said she was "mexicana," but had customs from both countries and
loved both countries.  She added that although many people say they have experienced
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discrimination, "a mí no me han discriminado, aunque no hablo inglés," "I have not
been discriminated against, even though I do not speak English."  I did not ask
Francisco the ethnic question, but I think he would have chosen the term mexicano.
He talked sentimentally about comida mexicana (Mexican food), and used
"americano" to talk about his doctors and his adopted son, as well as "bolillos" for the
doctors and "güero" for the son.  Víctor (who had the highest level of education
among the Mexican migrants) liked "hispano," because it derives from
"Hispanoamérica."

Experiencias de los mexico-americanos
The other twenty-eight interviewees were born in Texas, generally in San

Antonio or in South Texas (which is part of Greater Mexico).  About half had parents,
grandparents, and/or spouses born in Mexico.  Those relatives were from cities like
Matehuala, Guanajuato, Monterrey, Matamoros, and Nuevo Laredo, or from towns in
the states of San Luis Potosí, Coahuila, and Nuevo León.  Some of the grandparents
and parents (and their siblings) migrated together from Mexico around the time of the
Mexican Revolution, so the interviewees grew up with their extended family living in
Texas.  All other parents, grandparents, and spouses were born in the United States.
Most were born in Texas, and most were of Mexican descent.  One exception was the
mother of Priscilla González who was from Panamá.

Three women and one man had spouses born in Mexico.  They were Gigi
Herrera, Ruby Chacón, Carmen Luján, and Gilbert Suárez.  They usually spoke
Spanish with their spouses.  Gilbert was the only one who mentioned having gone to
Mexico recently and regularly to visit his (third) wife's family.  They lived in Nuevo
Laredo.  Some interviewees born in Texas used to visit grandparents and other
relatives in Mexico as children, but had not gone much in recent years.  Many were
now grandparents themselves.  Their parents, siblings, children, and grandchildren all
lived in San Antonio or elsewhere in the United States.

Nellie Holguín and Gloria Hernández spoke Spanish during their interviews.
Once in awhile, they used English words like "sweet and sour" and "shots."  Nellie
said that she could communicate in English, but Gloria (who dropped out of school in
the fourth grade) characterized the English that she used with her grandchildren as
"mocho."  She could not read Spanish or English.  The interviews of Brigette Bailey
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and Ruby Chacón started in English, but when they found out that I could speak
Spanish, they shifted into Spanish and threw in English words here and there.  Gigi
Herrera, Priscilla González, and Luz Romo spoke mainly in English, but we switched
into Spanish a few times.  Mario Echevarría spoke in English, but his responses might
have been fuller had we spoken in Spanish as well.12  The other interviews were
conducted in English, although people occasionally used words and phrases in
Spanish, particularly when talking about food.

Most of the Texas-born interviewees were raised speaking Spanish, except for
Joe Flores (age 58), whose father had a hard time learning English so he "made it a
point for it to be our native tongue," and Manuel Obregón (age 29), whose parents
wanted him to speak English.  Joe learned to speak Spanish from other kids when he
was six or seven.  Manuel learned the bad words by listening to his aunts and uncles
fight over at his grandmother's house and he took Spanish classes in high school.  He
could not "carry a conversation" in Spanish, but still listened to older relatives
speaking in Spanish and would "try and hang on to the conversation."

Most of the people whose interviews were mainly in English said that they
usually spoke Spanish or Spanish and English or "Tex Mex" with spouses and friends,
and English with their children, grandchildren, co-workers, and doctors.  Priscilla
González, for example, regarded Spanish as "more intimate," and used it with her
mother and husband, but spoke in English with her daughter.  On the other hand, Luz
Romo (who also taught mariachi musical youth groups) intentionally used Spanish
with his children, so they would learn it.13  Javier Peña also stressed that he and his
children understood, spoke and read both languages.  Jorge Ochoa and Gilbert Suárez
told Miguel that they also knew some German.  Gilbert said he "used to speak quite a
bit" when he was stationed at an army base in Germany for a year and a half.

Almost all the Texas-born interviewees could speak and understand Spanish,
but several could not read it.  However, they could read English.  (The nurses in
Diabetes Education were aware of this trend, because patients in their Spanish
language classes requested written materials in English.14)  This is not surprising given
that their formal education was in English.  Historically Mexican Americans in Texas
have learned Spanish primarily in the home and the barrio.  During the school years of
most of the interviewees, Spanish was discouraged (rather than cultivated as a
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valuable skill) in the school system.15  Luis Antonio Tovar noted that when he was in
school "they would paddle you if you talk Spanish in the classroom."

When asked how well they spoke English and Spanish, several people did not
think that they spoke either one very well.  For example, Carmen Luján said, "to me I
don't speak good English," so she wanted to take a class at the college where she
worked during registration.  Pablo Flores noted that "we don't speak (Spanish) correct,
like in Mexico."  Ruby Chacón said that her Spanish was "Tex Mex" and she could not
read it.  She also said that she was forgetting words in English and had to struggle a
little ("batallo un poco") to express herself in English.  Mario Echevarría said that in
English "there's some words I don't understand."  Carmen, Ruby, and Mario dropped
out of high school in 10th or 11th grade, while Pablo had to drop out of school in the
5th grade to start working and help his family.

As indicated in quotes throughout the dissertation, sometimes the interviewees
did not speak "grammatically correct" English or Spanish.  Nevertheless, they
understood what I was saying and vice versa.  The low self-assessments indicate that
some were aware of the social status attributed to "correct speech," and as Gloria
Anzaldúa (1987:53-64) suggests, that they had internalized the belief that Chicanos
speak poor Spanish and English.  This can be interpreted as a "hidden injury" of the
Chicano working class, and part of what some may regard as "common sense."  On the
other hand, maybe they felt compelled to evaluate their language abilities as "not very
good," because they were talking to university-educated interviewers.  Miguel and I
felt uncomfortable asking the questions about language ability and usually tried to
assure them that we thought they spoke good English or Spanish.  In addition, some
people said that they speak both languages well.  They tended to be the ones who had
completed high school or had taken one or two years of college courses, such as
Ricardo Machado.

The interviewees used several features highlighted by Sánchez (1994:98-138)
as typical of rural Mexican and/or Chicano Spanish.  For example, they used archaic
forms like en veces, asina, and nomás, simplified vowels that change pues to pos, loss
of initial or middle sounds as in 'apá [papá] or pa'a [para], loan translations such as
llevar pa'a atrás or hacer cosas en la casa, and hispanicized loan words, such as
lonche and troca.  When speaking in English, the interviewees also used loan
translations, such as "drinking pills," and hispanicized words like lonche.
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Their language use coincides with linguistic trends discussed by Sánchez
(1983) and Keefe and Padilla (1987).  The Mexican migrants did prefer to speak in
Spanish.  However, several could understand, speak, and/or read some English.  There
was a trend towards English among people who were second-generation or more, and
quite a few said that they used English with children and/or grandchildren.  However,
almost all the Texas-born interviewees understood and spoke Spanish, though (as
Sánchez notes) several could not read it.  People tended to use Spanish in the home
and with friends, and English at work and in institutional settings like schools and the
clinic.  The linguistic split between informal and formal domains was also visible in
terms of Spanish words used in English and vice versa.  When speaking English,
people used Spanish words for foods or popular (and symbolic) expressions, such as
ándale or híjole.  People speaking in Spanish used English words related to the clinic,
work, school, government, consumer goods, and non-Mexican foods.  For example,
Gloria Hernández used words like "shots," "pregnancies," "special diets," "freezer,"
and "cokes."

Their use of Spanish basically confirms Sanchez's (1983) explanations for
Spanish language maintenance among Chicanos.  Three of the four Texas-born
interviewees who did all or a large part of their interviews in Spanish (Nellie, Gloria,
and Brigette) had participated in migrant farm work, and one (Ruby) was married to a
Mexican migrant.  However, they varied in terms of "generation."  Nellie and Brigette
had one parent born in Mexico, but all of the parents and grandparents of Gloria and
Ruby were born in Texas.  San Antonio's West Side is over 95% "Hispanic," so the
"barrio" no doubt has been a factor in Spanish language maintenance.  However, the
interviewees lived all over San Antonio.  Given that Mexican Americans constitute the
majority in the city, combined with continuing migration from Mexico, the increasing
presence of Spanish-language radio and television, as well as San Antonio's location
on the major highway leading to Monterrey, and its popularity as a shopping center for
Mexican nationals, San Antonio seems to have a bilingualism that lies between
Sánchez's classifications of "dynamic" (split between informal and formal domains)
and "stable" (both languages in all domains, typical of "the border regions") (1983:43-
50).16

To answer the “ethnic” question, six people born in Texas stressed their
identities as "Americans."  Throughout the interviews, they also used terms like
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"Hispanic," "Mexican," "Texan," and "Tex Mex."  For example, Joe Fuentes noted,
"To me, first I'm American, second Texan, and third Mexican descent."  He observed
that "Panchos" and "dirty Mexicans" were used when he was a kid (in Laredo), but (as
María also observed) now the terms are "Latinos" and "Hispanics."  Joe discussed "the
ignorance of the Mexican people" in reference to not speaking English well, parents
letting their kids learn on the streets, and knowledge about diseases like diabetes.  He
also talked about "envy," and used terms like "Texas Mexicans," "Mexican nationals,"
"our race, Mexican," and "Mexican American people."

Four people preferred "Hispanic."17  A few used "Latino" once or twice, but no
one chose it as the term they most preferred.  Five people discussed "Chicano," but did
not make it their first choice.  Ruby Chacón did not like the term, because gang
members use it, "eso de chicano, eso suena como para esos de la calle que andan allí
de gangas."  The others were more positive, but they associated it with the past ("what
we used to be called"), the Chicano Movement, militancy, low riders, and "los de
California."

Nellie Holguín and Gloria Hernández (speaking in Spanish) used "mexicana,"
although Gloria felt compelled to add, "no mexicana del otro lado, soy de Estados
Unidos," "not Mexican from the other side, I am from the United States."  On the other
hand, Pablo Flores (speaking in English) responded,

I feel like I'm really a mexicano, . . . full blooded, . . . But I get along
with all people.  I like all people.  But I think I'm a mexicano.  From
Mexico.  That's the way I think.

Pablo, his wife, his parents, and his mother's parents were all born in small towns near
San Antonio.  His father's parents were from Mexico, although Pablo did know exactly
where.

Five people selected "Mexican American" as their first answer to the ethnic
question, but also used other terms.  In fact, Jorge's response was: "I don't know,
Mexican American, Hispanic, I don't know."18  Luz Romo, who did not like labels,
talked about "our history as mexico-americanos."  He discussed how he and his buddy
used the labels of "militant," "Chicano," and "that Mexican" to their advantage during
labor negotiations.

Robert Ríos and his wife Yolanda started joking in response to the "ethnic
question."  She said he was a "clown."  He reiterated a joke about being born "near my
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Mama" and confirmed, "I like to joke around."  When I asked the question again, he
replied, "Everything."  Then Robert and Yolanda started joking about how if he's been
around Puerto Ricans, or a black person, or a white person, or a cowboy, "he starts
talking like that."  Later he used "Hispanic."  Other terms listed as second or third
choices or used sometime during the interviews were "Texan," "tejano," "Tex Mex,"
Latin," and Spanish."19  Eight people were not asked the ethnic question.  They
occasionally used terms like “Mexican American” or “mexicano” to talk about
relatives.

References to skin color ranged from "dark" to "güerita."  Blanca Macías, for
example, was talking about attending high school in Alice, Texas and how the "Anglos
used to call us Tex Mex," and then added:

But I guess, and then you know when they say a race I say white, 'cause
we don't say yellow, or black, or moreno  or kind of tan, we always
write, we wrote white.

Luz Romo described his half-brother as "prieto"  (dark), and then said, "Mi  'apá is a
little bit, he wasn't that dark, he was light, pero él lo conoció porque los features."
Luz's father recognized his half-brother as his son, but for years he thought that Luz
"era del lechero," was the son of the milkman.  Joe Fuentes described how to prepare
rice: “Fry and then boil.  Don’t do that until it turns brown, when it turns Mexican.”

Experiencias de mexicanidad y discriminación
The people we interviewed used "Mexican" or "mexicana/o" to refer to

themselves and other people and as an adjective to label places and things.  As an
adjective, they used both terms to describe their own heritage, places in Mexico,
churches in Texas, and music, and most frequently of all, to talk about restaurants and
food.  At the same time, they often did not use labels, and simply talked about foods
like tortillas, tacos, sopas, and fideo.  After all, Ruby Chacón, her sister Fernanda,
Mary Delgado, and Ann Vega's daughter Lucía referred to Mexican food as "normal"
or "regular."  Of course, several people also consumed Chinese food, pizza, and
hamburgers.  Food and its relationship to ethnic identity and diabetes treatment will be
discussed in Chapter 8.  In general, when people used "Mexican" or "mexicana/o" to
refer to food or music or a church, they did so in a matter-of-fact or sentimental way.
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However, more ambivalence was entailed in the English term "Mexican,"
particularly when the Texas-born interviewees used it to refer to themselves or others.
Their uses of this term reflect the historical and social context in Texas (and the rest of
the United States) in which "Mexicans" as well as more derogatory terms were used
and continue to be used by Anglos (and others) to refer to people of Mexican descent
(e.g., De León 1983).  Although Blanca Macías fondly recalled how "we used to sit
outside, we Mexicans," several people reported negative generalizations about or
discrimination against "Mexicans."20  For example, when asked about the causes of
diabetes, Rebeca Rocha replied, "Some say inheritance.  Others say that we Mexicans
don't take care of ourselves, don't eat right."  In Chapter 8, I will discuss how the
interviewees talked about being Mexican American (and/or other ethnic terms) in
relation to diabetes.

Several people used "Mexican" in stories about discrimination.  The term was
often ascribed by others or part of reported speech.  As already noted, Joe Fuentes
talked about the use of “dirty Mexicans” when he was growing up in Laredo and Luz
Romo was called “that Mexican” during labor negotiations.  Blanca Macías noted that
for elementary school, "we had a Mexican school for us...  And then in high school we
went together...  The Mexicans and the Anglos."  Frank Nieves talked about his high
school years and "knowing my place, where not to go.  [You could] throw the paper,
but not go out with girls.  The Hill Crest side of Corpus Christi.  Minority, Mexican,
wetback.  Same as Orientals."  When Chris Colón talked about working as a welder in
Louisiana shipyards, he said, "It was an ugly time.  A lot of blacks and whites there.
Not too many Mexicans."  He was fired because "I hit this black guy with a cable.  He
was making my life miserable on deck, fooling with the machine."  As I will discuss in
the section on the rigors of working class jobs, Luis Antonio Tovar used the phrase
“dumb Mexican” as he recounted an interaction with a caseworker in the Social
Security office.

Another source of ambivalence about "Mexican" was that it can imply that a
person is "from Mexico."  That implication had different meanings for different
people.  As already noted, six of the seven migrants readily identified themselves as
"mexicanos" from Mexico.  Three Texas-born people (Nellie and Gloria speaking in
Spanish and Pablo in English) also used "mexicano/a" to talk about themselves.  As
Limón notes, many tejanos and others identify with the ranchera lyrics that assert (in
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Spanish) that "yo soy mexicano, ... puro mexicano," including the multi-valenced
specification "de acá de este lado” (1998:101-102).  However, none of the Texas-born
interviewees used the English term "Mexican" to directly answer the ethnic question,
although (as noted above) Blanca and Rebeca did talk about "we Mexicans" during
their interviews.  Chris Colón and Mario Echevarría for example, specified that they
chose "Hispanic," because "Mexican" implies you are "from Mexico."  And as noted
earlier, several people asserted their identities as “Americans.”

Mary Delgado’s story about her son illustrates why some people were reluctant
to use "Mexican" or specified that they were "not from Mexico."  It illustrates how
working class Mexican Americans are often required to reassert that they are citizens
(or legal residents) in the context of anti-immigrant policies and sentiments.  When
Mary tried to apply for food stamps, “they made a mistake,” because her son had a
different last name (his father's name).  As a result, Mary and her son had to sign
papers and show documents to prove that he was born in the United States.  Mary
noted, “They said there were so many people coming or they were born over there and
go back and come back again.  . . .  They thought he that there someone that I got
living in my house.  I said, no, he’s my son.”  Mary was trying to help out her 30-year
old son, who was living at her house and going to beauty college.

These anecdotes reflect current anthropological theories that portray identity as
multiple, performed in various contexts, and/or constructed.  The interviewees used
and identified with a range of terms and drew on a variety of discourses about race and
ethnicity circulating in Greater Mexico.  They also expressed preferences and dislikes
for certain terms based on their own lived experiences of a history of discrimination
and political resistance within an Anglo-dominated society.  It is important to keep this
history in mind when analyzing the ways that they approached diabetes care.  The
preceding account illustrates that there were differences in language preference and
use as well as in identification with and connections to Mexico between the first-
generation migrants (who all migrated as adults) and those born in Texas.  However,
there also were (historic and current) marital and other connections among migration
generations as well as with other ethnic groups.  In addition, as I noted in the
introduction, everyone interacted with institutions of the larger U.S. society, such as
work places, government assistance, schools, the media, the food production and
distribution system, and clinics and hospitals.
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Lived Experiences of Work
Low wages, periods of un- and under-employment,

and little access to health insurance
In the early 1990s, San Antonio had high rates of poverty.  About half of its

residents were “Hispanics” (most of whom were of Mexican descent) and about 7%
were African Americans.  The rest were Anglos and others.  San Antonio’s economy
was based primarily on low-wage jobs in sectors such as agriculture, food processing,
light manufacturing, civilian services provided to military installations, and tourism
and related service sector jobs such as janitorial services and food service (Policy
Research Project on Education and Training in San Antonio 1994).  Chicano scholars
have documented the long history of labor and other forms of discrimination against
people of Mexican descent in Texas and other areas of the United States (e.g.,
Montejano 1987, Zavella 1987).  However, as José Limón observes, since World War
II, an increasing number of Mexican Americans have obtained college educations and
have moved into politics as well as other professional roles in various institutions
(1998:189-190).  Thus, a number of the professionals, including some doctors and
particularly the nurses, working at the county clinic were Mexican Americans.

Despite these gains, substantial proportions of people of Mexican descent in
San Antonio were earning low incomes and living in poverty.  Many lived on the West
Side, but they also lived on the East Side, South Side, and in the areas just north of the
downtown and north and west of the mero mero West Side.  In 1990, 94% of the
residents on the West Side were “Hispanic.”  42% lived below the poverty level.
Poverty levels for the other Sides and areas ranged from 22-30%.  The East Side was
37% African American, 35% Hispanic, 26% Anglo, and 2% other.  The South Side
and the area north of the downtown were 73% Hispanic and the areas north and west
of the West Side were about 67% Hispanic.  The Collins-Lambert Clinic was located
on the West Side.  However, it served low-income Mexican American, African
Americans, Anglos, and others from all over town.  72% of the county medical
system’s patients and all but three of the people we interviewed lived in the areas just
mentioned.  The distribution of the people we interviewed among these neighborhoods
was remarkably similar to the figures for all patients using the county medical system.
Both reflected the distribution of poverty and ethnicity in San Antonio.  In contrast to
the areas just described, Northeast, North Central, and Northwest San Antonio were
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predominantly Anglo (65%-71%) and had much lower rates of poverty (11-6%).
These poverty rates explain why some of the clinic’s patients and three people we
interviewed lived in these areas.21

Basically, the Collins-Lambert Clinic provided medical care to the “working
poor” who had little or no access to health insurance and did not have the resources to
pay for private health care.  55% of its patients did not have private or public health
insurance.  The clinic also served the elderly and people on disability who had
Medicare or Medicaid and some people who had private insurance.  Medicare and
other plans did not provide coverage for medications.  Thus, Gilbert Suárez (who was
on disability) attended the clinic to obtain cheaper medications.  Javier Peña observed
that he could not afford a “regular” doctor.  Pablo Flores said that this clinic had
provided him with care when he did not have insurance, so after he started receiving
disability benefits, he continued to attend the county clinic.

Of the 35 people we interviewed, 22 (or 62%) did not have health insurance.
Three had private insurance and ten had access to public insurance through disability
and/or retirement.  They earned low wages.  Most had experienced periods of un- and
under-employment and had inconsistent or little access to affordable health insurance
over the course of their working lives.  These factors increased the difficulties they
faced when they began to have health problems.

At the time of the interviews, four men were fully employed, four were
underemployed (or not working in one full-time job), three were unemployed, one had
taken early retirement but had almost no income, six were on disability, and one was
retired.  Diabetes Education estimated that 70% of their male patients were employed.
By comparison, the group we interviewed had large proportions of men who were
under- or unemployed, on disability, or retired.  They had more time to attend
appointments and to be interviewed than men with full-time jobs.22  Nevertheless, all
of these men had lengthy work histories.  Their interviews provide a retrospective of
what it was like to deal with diabetes within the context of their working lives.

Diabetes Education estimated that half of their female patients were
homemakers.  The group we interviewed did not have many women currently
employed in full-time jobs.  Two worked full-time, one worked part-time, one was
unemployed, one stopped working due to illness and got back on AFDC, and one was
receiving disability.  Eight could be regarded as homemakers, and two were retired.
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However, Ann Vega was looking for factory work.  In addition, most of these women
were caring for grandchildren, children, and/or elderly relatives who had debilitating
illnesses.  Two received token salaries for caring for grandchildren.  Three had quit or
retired from jobs in order to care for elderly relatives.  Basically, all sixteen women
had been full-time homemakers at some point during their lives, particularly when
their own children were young.  They also all had engaged in full-time and/or part-
time paid work over the course of their lives.  When working outside the home, most
still had the primary responsibility for housework, cooking, and childcare.  Like the
men, they faced job loss or lay offs due to the vagaries of the capitalist economy.
However, their wages tended to be lower, they went in and out of the labor force more
frequently, and their access to affordable health insurance was more precarious.

On the one hand, one could say that the people we interviewed and people
attending this public clinic represent the experiences of the most impoverished sector
of the working class.  However, in the past, several interviewees earned higher
incomes and/or had jobs that provided benefits.  In other words, at times they had
access to health insurance and/or private health care.  As Laura Lein and Henry Selby
have observed, many working class families are just one illness away from
impoverishment.  Several men had back problems, which made getting jobs difficult
or impossible.  Others lost jobs due to heart problems.  Two had lost most of their
eyesight due to the diabetes and could no longer work.  Neuropathy, a complication of
diabetes, was limiting the abilities of one man and one woman to work.

Rubin (1976), Zavella (1987), and others have shown that in the past working
class men and women experienced periods of unemployment.  During periods of
unemployment, workers who have insurance coverage usually lose it.  Industrial
production has increasingly moved “off-shore,” and there have been reductions in
unionized and/or higher-wage working class jobs in the United States.  Businesses
have been cutting health insurance and other benefits, which particularly hurts the
working class.  All of these trends were affecting the people we interviewed.  Frank
Nieves’ most recent lay off was lasting longer than he expected, and his extended
coverage had run out.  Ricardo Machado and Jorge Ochoa were laid off by factories
that closed.  Priscilla González’s employer, a vocational-technical school, cut their
health benefits.
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According to one study, 75 million people in the United States did not have
health insurance at some point in 2001 or 2002 (Austin American Statesman, March 5,
2003, A-2).  This is a growing problem and it is acute for “Hispanics.”  Several studies
show that Hispanics, and particularly Mexican Americans, are more likely than any
other racial or ethnic group in the United States to be uninsured (e.g., National
Diabetes Data Group 1995, Harris 1999, Quinn 2000, The Commonwealth Fund 2001
Health Care Quality Survey, Carrillo et al. 2001, Angel and Angel 2003, Angel 2003).
National health survey figures for 1988-1994 cited by Harris (1999) suggest that over
half of all working class Mexican Americans ages 20-64 with (and without) diabetes
did not have private or public health insurance.  Thus, the stories of the people we
interviewed who did not have health insurance potentially represent a large segment of
the Mexican American working class.23  Carrillo et al. observe that some employers do
not offer health insurance.  Other factors correlated with less coverage were lack of
U.S. citizenship, having less than a high school education, working in small firms or
low-wage jobs, and working in agriculture, mining, the service sector, domestic work,
and construction compared to manufacturing and white collar jobs, all of which
disproportionately affect Latinos (2001:57).  As just noted, low-wage jobs in these
sectors (except for mining) were the jobs available in San Antonio, and most of the
people we interviewed worked in these types of jobs.

About nine men and women we interviewed had done farm work in the past.24

The Collins-Lambert Clinic had some patients currently doing farm work.  For
example, one man who was too busy to be interviewed worked on a farm on the
outskirts of San Antonio.  Several men and husbands of the women we interviewed
worked as truck drivers, janitors, and construction workers.  Other jobs included
mechanic, meat cutter, factory worker, warehouse supervisor, cab dispatcher, plumber,
waiter, used car salesman, and life insurance salesman.  Frank Nieves used to inspect
tiles on space shuttles (in California).  Joe Flores used to work in law enforcement.
Manuel Obregón and Luz Romo used to work in bookkeeping and accounting.  Javier
Peña used to work as a retail store manager (all around Texas) until he started losing
his eyesight.  Toby Sifuentes was a licensed vocational nurse.  During their working
lives, several men had second jobs, side businesses, or engaged in other activities to
supplement their incomes.  Many of the women and wives of the men we interviewed
cleaned houses, offices, hospitals, or hotels.  Some had worked in factories,
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restaurants, cafeterias, retail stores, and dry cleaners.  A few were working or used to
work in jobs that required credentials, such as nurse's aid and secretarial work.  Other
money-earning activities included childcare, selling tamales, and doing laundry.

With the exception of Toby Sifuentes, all of the people we interviewed had low
incomes.25  Five people were no longer employed, had no income or only food stamps,
and were being helped by family members.26  Six men and one woman were on
disability.  Three women were married to men on disability.  One man and two women
were retired.  Martha Gámez was cleaning homes, but went back on public assistance
after she became ill.  The incomes in these households ranged from Martha's monthly
$163 in AFDC and $209 in food stamps, for a total of $4464 a year to support her and
her son, to Javier Peña's $859 a month or $10,308 a year in disability to support
himself, since he was separated from his wife and his children were grown.27  The
adult children of at least five of these interviewees helped support their parents in
various ways and vice versa.28  In general, family members helped each other out with
food, housing, utility bills, clothing, other household goods, transportation, child care,
and care in times of illness.  The other sixteen people and/or their spouses were
employed.  Their incomes ranged from $400 a month or $4800 a year for Juanita
Sánchez and her husband who cleaned houses, to $10,000 a year for Priscilla González
who was a secretary, to the combined incomes of about $15,000 or less a year for
several families.29

Little or No Access to Health Insurance
As noted, at the time of the interviews, three people had private health insurance, and
ten had access to public insurance through disability and/or retirement.  Twenty-two

did not have health insurance.  Tables 3.1 and 3.2 provide a summary of the
employment status of the men, women, and their spouses, and whether they had

private insurance, public insurance, or no insurance.  The three people who had private
health insurance had full-time jobs working for large employers or were married to
someone who did.  Toby Sifuentes was a licensed vocational nurse who worked for
the county medical system and chose to receive his medical services there.  Robert

Ríos had driven or dispatched trucks for many years.  He was covered by Humana, but
was having problems getting them to pay for his visits to the county clinic.30  María
Martínez obtained coverage through her husband who worked as a mechanic at a
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Table 3.1  Work, Marital Status, and Health Insurance for Men

MEN Age
Yrs
Dx1 Employment, Marital Status, and Health Insurance

Toby Sifuentes 41 < 1 Nurse in county system who chose to receive services there. Wife
died.

Robert Ríos 53 4 Truck driving.  Insurance through work.  Wife, homemaker, on
dialysis due to diabetes.  Daughter covered her insurance.

Mario Echevarría 35 7 Truck driving.  Separated.  Newly employed.  Waiting to be
eligible for insurance.

Víctor Guerrero 44 4 Installed air-conditioning ducts.  Wife, part-time house cleaning.
Tried to buy health insurance, but denied due to health problems.

Chris Colón 38 < 1 Worked on used car lot, in catering, at flea market. Not married
to girlfriend.   No insurance.

Luz Romo 44 4 Sold insurance on commission.  Taught mariachi youth groups,
mostly volunteer.  Wife, homemaker.  No insurance.

Luis Antonio Tovar 47 16 Dispatched cabs part-time.  Wife, homemaker.  No insurance.
Jorge Ochoa 48 6 Driving cars to Bryant for brother.  Could not obtain work as

truck driver due to back problem. Wife, full-time hotel
housekeeping.  No insurance.

Frank Nieves 51 (3) Laid off from factory job.  Divorced.  Insurance ran out.
Ricardo Machado 58 23 Recuperating from triple by-pass surgery.  Lost janitor job.

Worked in factory years.  Factory closed.  Applying for Social
Security.  Separated.  No insurance.

Joe Fuentes 59 (5) Unemployed. Applied for Social Security, denied, appealing.
Used to work as janitor.  Wife deceased.  No insurance.

Joe Flores 58 22 Took early retirement after law suit.  Wife, unemployed.
Applied for Social Security.  Would start a few months after
interview.  Wife, quit job due to health problems.  No insurance.

Manuel Obregón 29 3 Social Security.  Injured due to suicide attempt.  Used to work in
bookkeeping.  Not married.  Public insurance.

René García 39 < 1 Social Security for paranoia and heart palpitations.  Used to work
as waiter and in convenience store.  Not married.  Public
insurance.

Daniel Celedón 44 8 Social Security.  Disabled due to shooting.  Used to work in
slaughterhouse.  Separated.  Public insurance.

Gilbert Suárez 50 2 Social Security.  Recuperating from back surgery.  Used to work
as warehouse manager, and owned and ran a bar/restaurant.
Wife, homemaker who also sold tamales.  Public insurance.

Pablo Flores 53 19 Social Security.  Nearly blind due to diabetes.  Used to work as
plumber.  Public insurance.

Javier Peña 62 17 Social Security. Nearly blind due to diabetes.  Used to work as
retail store supervisor, and then at convenience store.  Separated.
Public insurance.

Francisco Cortes 63 (2) Retired.  Worked as supervisor in food warehouse.  Wife,
homemaker.  Public insurance.



97

Table 3.2  Work, Marital Status, and Health Insurance for Women

WOMEN Age
Yrs
Dx1 Employment, Marital Status, and Health Insurance

María Martínez 60 15 Homemaker.  Elementary school director before marrying.
Husband, mechanic at college.  They paid $50/wk for insurance.

Priscilla González 41 < 1 Secretary in vo-tech school.  Employer cut benefits.  Separated.
No insurance.

Juanita Sánchez 59 20 Cleaned houses.  Husband, helped her and occasional jobs as
mechanic.  No insurance.

Carmen Luján 60 10 Cleaned houses two days a week.  Seasonal work as monitor
during college registrations.  Husband, carpenter.  No insurance.

Ruby Chacón 33 2 Worked for 9 years as linen pack technician.  Disabled after cart
ran over foot.  Disability ran out.  Husband, unemployed, used to
work as heavy equipment operator.  No insurance.

Martha Gámez 59 4 Was cleaning doctors’ houses.  Divorced.  No insurance.  Had to
quit due to bronchitis (and heart problem).  Applied for and
started receiving AFDC and public insurance again.

Ann Vega 41 (8) Homemaker, looking for factory work.  Applied for Social
Security, denied.  Used to do factory work.  Husband employed
full-time as welder, but they could not afford the premiums.

Gigi Herrera 47 < 1 Homemaker.  Recently certified as a nurse’s aid, and worked
briefly at a nursing home.  Planning to get more training and seek
employment.  Husband, house painter.  No insurance.

Rebeca Rocha 52 12 Used to work in a cafeteria.  Quit to care for great aunt.  Now
caring for grandchildren, for nominal salary.  Husband, self-
employed mechanic with shop.  No insurance.

Gloria Hernández 54 16 Disabled due to arthritis.  Caring for retarded children and
grandchildren.  Husband, on disability.  Public insurance.

Lupe Tamayo 54 17 Quit cleaning houses and offices to care for ex-husband, who had
respiratory illness.  No insurance for her.

Lucy Alvarez 59 18 Homemaker.  Worked for 13 years in housekeeping for hospital.
Quit when husband still working.  Now caring for grandchildren.
Husband, injured back.  Used to work construction.  He had
Social Security.  She applied, denied.  No insurance for her.

Nellie Holguín 61 < 1 Homemaker.  Used to work in farm work, factories, cafeterias,
etc.  Caring for grandchildren.  Husband drove van for car
dealership.  Separated, when he enrolled.  No insurance for her.

Brigette Bailey 61 < 1 Homemaker.  Only worked briefly as a teacher’s aide.  Husband,
disabled.  He used to do farm work.  No insurance for her.

Mary Delgado 63 < 1 Retired.  Used to work in hospital housekeeping, then as nurse’s
aid.  Quit to care for mother.  Divorced.  Public insurance.

Blanca Macías 69 10 Retired.  Used to work in nursing home.  Caring for
grandchildren.  Husband deceased.  Public insurance.

1Yrs Dx = Years Diagnosed with Type II Diabetes.  Parentheses indicate earliest indication.
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college.  They paid $50 a week for the health insurance offered by his employer,
which covered both of them.  That represented a substantial investment for them.
After deducting taxes and the insurance payment, his take-home pay was about $180 a
week.

María did not specify, but it appears that the Martínez made this investment
because she had diabetes.  She regularly attended appointments and had had laser
surgery on her eyes.  The insurance covered 80% of their expenses.  They were both
originally from Mexico.  They lived in Rafford, Illinois for about fifteen years, where
her husband worked in a factory.  He had always dreamed of moving back to Mexico,
so they went to Monterrey.  However, they only stayed for four months.  The children
had a difficult time adjusting, because most of their education had been in English.
They returned to Rafford for year and then decided that San Antonio would be a good
compromise.  For a brief time, when her husband was looking for work in San
Antonio, María and the children stayed in Eagle Pass.  During that time (twelve years
before the interview), they did not have health insurance, and she had a stroke.  They
were still trying to slowly pay off that bill.  Their three children (ages 23-33) were
grown and working, they only lacked three years to pay off their house, and one single
son lived with them, so they could prioritize María’s health in their budget.31

In contrast to the Martínez, Ann Vega and her husband (who drove trucks for a
wrought iron company) decided that they could not afford the $75 a week it would
have cost them to obtain the health insurance offered by his employer.  Comparatively,
the premium was higher.  In addition, the Vega’s were younger and relatively healthier
and they had younger children.  Ann had been contending with high blood pressure for
25 years, but only recently was diagnosed with diabetes.  Her husband’s health was
“fine.”  Their top priority was ensuring a good education for their youngest son.  They
were paying tuition, so he could attend a Catholic high school.  They had four older
children, ages 22-28.  Two were married and lived near by.  One daughter (Lucía), her
husband, and their three children lived in a small apartment behind the Vega’s house.
Her husband also worked as a welder for the same company.  Another daughter was
divorced, and had a 3-year old son.  She received AFDC and food stamps and lived
with the Vega’s.  In other words, their children were not in a position to help them out
financially.
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Toby, Robert, María’s husband, and Ann’s husband had full-time jobs working
for rather large employers.  We did not ask which jobs in the past offered insurance,
nor did we ask for detailed work histories of spouses.  However, three men and three
women mentioned that they used to have insurance in the past.  At the time, either they
or their spouses had full-time jobs with large employers.  Rebeca Rocha, for example,
had health insurance for the five years she worked in a school cafeteria, but she
resigned to take care of an unmarried great aunt who had Alzheimer’s.32

On the other hand, several people who had full-time jobs or were married to
people with full-time jobs did not have health insurance.  As just noted, the Vega’s
decided that they could not afford the premiums.  Nellie Holguín’s husband drove a
van for a car dealership.  They were separated when he became eligible to sign up for
health insurance.  He chose not to enroll her.  Mario Echevarría had just started a new
job driving dump trucks.  He would have to wait six months to be eligible for benefits.
Priscilla González’s employer of twenty years, a vocational-technical school, cut their
health care benefits due to high costs.  Priscilla could not afford the full cost of the
premiums.  As Carrillo et al. (2001) suggest, the people working in construction and
house cleaning did not have health insurance.  This included Víctor Guerrero who
installed air conditioning ducts, Carmen Luján’s husband who was a carpenter, and
Gigi Herrera’s husband who worked as a day laborer painting houses, as well as
Juanita Sánchez who cleaned houses, Jorge Ochoa’s wife who worked in hotel
housekeeping, and Lupe Tamayo who used to clean houses and offices.  People who
were self-employed also did not have access to health insurance.  This included Pablo
Flores who was a plumber before he started losing his eyesight and Rebeca Rocha’s
husband who ran a car repair shop behind their house.

As I will discuss in Chapter 8, Juanita, Lupe, and Pablo never had access to
health insurance throughout the early years when they were first diagnosed with high
blood sugars, borderline diabetes, and/or diabetes.  The lack of insurance (combined
with their low incomes) meant that they did not regularly attend doctor appointments.
Furthermore, there were times when Lupe and Pablo did not take their medications.

People who worked in commission sales and/or part-time jobs or were married
to people who had such jobs also did not have access to health insurance.  This was the
case for several people.  For example, Chris Colón worked on commission at a used
car lot, occasionally tended bar for a caterer, and sold "odds and ends" at the flea
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market.  Luz Romo sold life insurance on commission.  He also taught Mariachi youth
groups at his church, which was mostly volunteer work.  Jorge Ochoa could not get a
truck driving job due to his back, so he was driving used cars back and forth from
Bryant for his brother.  Luis Antonio Tovar worked part-time as a cab dispatcher,
however he also never had insurance when he drove cabs or dispatched cabs full-time.
Carmen Luján, Martha Gámez, and Víctor Guerrero’s wife cleaned houses two (or
more) days a week.

Since neither Víctor nor his wife had access to health insurance through their
employers, he tried to obtain health insurance on his own three times, but was denied
due to his heart attack, high blood pressure, and diabetes.  Luz Romo also noted that
the “labels” of atrofibrillation and diabetes prevented him from getting insurance.  He
thought it was ironic, since he now sold insurance.

The people who were unemployed also did not have health insurance.  This
applied to Frank Nieves, Ruby Chacón and her husband, Joe Fuentes, and Ricardo
Machado.  Frank was laid off from a space shuttle factory in California, and staying
with his mother and sisters in San Antonio to save money.  His insurance had run out.
He thought this lay off would be temporary, as others had been in the past, but he was
starting to send out his resumé.  Ruby worked for nine years as a linen pack technician
for a hospital.  She went out on disability after a linens cart ran over her foot, but that
had run out.  She did not think she could apply for work that involved lifting, because
her arms and legs sometimes felt numb due to the neuropathy related to her diabetes.
Her husband lost his green card, so he was having a hard time finding work as a heavy
equipment operator.  They were living with her sister, and had just started receiving
food stamps.  Joe Fuentes was laid off from his janitor job (around the time he was
diagnosed with diabetes) because he couldn't keep up with the heavy lifting.  He
applied for disability and was denied.  He was appealing.  Ricardo Machado worked at
a factory for years.  Then it closed.  He worked for six years as a janitor, but was laid
off when he had triple by-pass surgery.  At the time of the interview, he had no
income, no insurance, and was applying for social assistance.

Basically, Joe Flores (age 58) and his wife were in the same situation.  Joe took
early retirement, because he was a witness in a whistle-blowing lawsuit involving
discrimination.  He received a lump sum, which they used to buy a house.  At the time,
his wife worked for the city health department and they had insurance.  Four years
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later she quit due to illness, and they found themselves with no income and no health
insurance.  They were “making it” on $197 in food stamps, their daughter’s income,
and help from his sisters and her uncle (who had just died).  However, when they were
short on income, he stopped taking his medications for about six months.  He had
several health crises.  Initially, he did not want to “accept charity” by going to the
county clinic, but after they saved his life, he was “grateful I’m still here.”

One way that people obtain health insurance is through spouses.  Obviously,
people who were separated, divorced, widowed, or not married did not have that
option.  That applied to several men and women we interviewed.  However, as I just
illustrated, many of the married people could not obtain insurance through their
spouses, either because the family could not afford the premiums, their spouses chose
not to cover them, or their spouses worked in full-time or part-time jobs that did not
offer insurance, or were unemployed, or were homemakers.  People who obtain Social
Security through disability or retirement have access to government-funded health
insurance.  As noted, this applied to ten people we interviewed.  Lucy Alvarez and
Brigette Bailey were homemakers married to men who were disabled.  They did not
have access to health insurance.  They were 59 and 61, and so still not old enough to
qualify for Social Security and Medicare.

The Diabetes Education nurses estimated that no more than 10-15% of their
patients lived in "the courts" (or public housing projects).  They assumed that most of
the people living in the courts were on public assistance (or welfare) and had access to
Medicaid, which meant that they could choose to attend medical facilities other than
the county clinic.  None of the people we interviewed lived in the courts, although Luz
Romo was raised there, and Daniel Celedón used to live there with his second partner
who was on public assistance.  Mary Delgado and Carmen Luján received some public
assistance when their children were young and they had separated from their
husbands.  Martha Gámez (age 59) was the only person off and on public assistance at
the time of the interviews.  Martha separated from her husband and moved from
Piedras Negras to San Antonio with her youngest son for the sake of his education.
For several years, they lived off of public assistance.  Just before moving, Martha was
diagnosed with a heart ailment, so she used the Medicaid to see a heart specialist at
San Saba Hospital.  Social Services urged her to find work, so she started cleaning
doctors’ homes three days a week.  She still received $150 a month in food stamps, but
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no longer had access to the Medicaid.  In keeping with the nurses’ reasoning, that is
when she started attending the county clinic.  She became so ill with bronchitis that
she could not work.  We waited two months to conduct her interview.  In the
meantime, Martha re-qualified for AFDC and Medicaid, and she went back to see her
heart specialist.  She also was trying to arrange for Medicaid to pay off the emergency
care expenses she had incurred at the county clinic.  Martha, Mary and Carmen all had
worked at various jobs, in addition to the times they received public assistance, but
only Mary finally managed to get a job that provided health insurance.  She started
working for a hospital in housekeeping and worked her way up to a nurse’s aid.

The Rigors of Working Class Jobs
Almost all of the interviewees had to contend with low wages, uncertain

employment, and inconsistent or no access to health insurance and other benefits.
These factors are often worse for undocumented migrants.  Of the seven Mexican
migrants we interviewed, Juanita Sánchez and her husband Ignacio were
undocumented for the longest time.  That status had a long-term impact on the types of
jobs they could get (house cleaning and informal jobs as a mechanic), their earnings
(the lowest of all the people working), and access to health insurance (none over the
course of their working lives).  Apparently it also affected the ways that Juanita
gathered information about diabetes.  She talked about listening to other conversations
in the waiting room and observing how her patronas cooked.  In other words, she did
not ask questions, or call attention to herself.  As I will discuss in Chapter 8, it also
appears that that she kept interactions with clinics to a minimum during those years.
Diabetes Education estimated that no more than 5% of their patients were
undocumented migrants, whereas the estimate for the Walk-In Clinic was 30%.  None
of the people we interviewed were undocumented at the time of the interviews.
Juanita’s retrospective account is the only narrative that conveys what it is like for
people with diabetes whose situations are precarious and perhaps the most difficult of
all working class people of Mexican descent in the United States.

Hunt, Pugh and others who have written articles based on these interviews and
subsequent interviews conducted in San Antonio and Laredo have briefly described
the Mexican Americans we interviewed as “most were unemployed,” noting that they
represent the overall clientele of public clinics (e.g., Hunt, Pugh and Valenzuela
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1998:209, Hunt and Arar 2001:352).  Technically, many people we interviewed were
“unemployed,” especially when you include the homemakers.  However, as I just
described, our interviews were biased towards the people who had the most time to be
interviewed.  Nevertheless, even this group illustrates that the Collins-Lambert Clinic
mainly served the uninsured working poor as well as people who were unemployed
and not receiving public assistance, along with some people who had Medicaid and
Medicare and even a few who had private health insurance.  Furthermore, the static
category of “unemployed” does not do justice to the lengthy work histories of these
working class Mexican Americans, not to mention all the unpaid work done
particularly by women, but also by men.

Here are a few examples of what I mean by lengthy work histories with periods
of un- or under-employment for the men.  Mario Echevarría (age 35) worked in a gas
station and as a janitor before he started driving trucks.  He had been living in
California with his wife and their children.  Then he started having a hard time getting
truck driving jobs due to back problems.  He separated from his wife and moved back
to San Antonio, where he was living with his mother.  Mario's back still hurt, but he
was determined to work, so he did not tell his current employer about it, "otherwise
they wouldn't hire me."  Jorge Ochoa (age 48) drove cement mixers and other trucks
for years, won prizes at truck driving rodeos.  He was frustrated that he couldn't drive
trucks.  Around 1988 he was diagnosed with diabetes when a cramping incident put
him in the hospital for a week.  He lost his job.  When he applied for a new job, they
took an X-ray and found a congenital back condition.  Ever since then Jorge had not
been able to get a truck driving job.  His ninth-grade education prevented him from
getting a job driving city buses.  He worked in a factory for two months, but it closed.
They were living off of his wife’s income and what little he made helping his brother
drive used cars.  Daniel Celedón (age 44) started working at the age of seven in
Matehuala, San Luis Potosí, helping his parents make rope.  From the ages of 15 to 20,
he picked cotton and cut cane seasonally in Coahuila and Tamaulipas.  Then he
migrated without documentation to San Antonio, where he cured and cut meat for Bill
Miller's (a local barbecue restaurant chain).  He met his wife, and went to Monterrey
for a year and worked in construction, so he could apply for legal residency.  Back in
San Antonio, he worked for six months in maintenance for public housing.  Then he
worked for nine years in a slaughterhouse, before he was shot in a cantina and injured
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his arm at work.  Daniel finally got Social Security benefits after four and a half years
of court cases and trying to explain that he wanted to work, but no one would hire him,
because he could only lift 15 pounds and had trouble walking.

Here are three examples of the work histories of women.  Priscilla González
graduated from high school and attended business school.  She worked as a recreation
leader during the summers in high school and then as a store clerk for a couple of
years, before starting to work as a secretary at a vo-tech school.  Nellie did migrant
farm work as a child and after she was married.  She also worked in laundries, a nut
factory, and a candy factory.  Later she worked for a hotel for ten years in
housekeeping and in their cafeteria.  Then she worked off and on at several restaurants
or taking care of grandchildren.33  Lupe got a sixth grade education in Monterrey,
Mexico.  Then she started sweeping streets, and worked in several factories before
getting a job in a General Electric light bulb factory, where she worked like a
“burrito” for eleven years.  She met her husband while visiting her sister in San
Antonio.  He was a Puerto Rican Viet Nam veteran about to be discharged from the
military.  A year later they got married, and settled in San Antonio.  She took care of
their two children until the youngest was about ten.  Then she ironed clothes at a dry
cleaners.  After that, she took in her husband's co-workers' laundry and did child care
in her home.  Then she worked for several years cleaning offices and houses.  She
stopped working in 1991 to take care of her husband, who became very ill with a
respiratory disease and had to retire early and go on disability.

When several people had health crises, not only did they not have health
insurance, but they often lost jobs and then had difficulties trying to find work.  It
seems that they either used up or did not have paid sick leave and/or vacation time to
recuperate from illness episodes.34  When Víctor Guerrero (age 43) had a heart attack
and was diagnosed with diabetes and high blood pressure, he lost his job.  After he
recuperated, he initially told potential employers about his conditions when he filled
out the application forms.  However, he rapidly sensed that they were filing his
applications in the trash.  So he decided not to tell potential employers about his
conditions, and he got a job installing air conditioning ducts.  After two years, his
employer wanted to make him a foreman.  Víctor then felt obligated to tell him about
his conditions.  The boss was accommodating, and even suggested that Víctor should
have the younger men do the heavy lifting.  I asked Víctor whether in retrospect he
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thought that this boss would have been willing to hire him if had he told him about the
conditions from the beginning.  Víctor’s answer was an emphatic no.

As just noted, Mario also did not tell his current employer about his back
problems.  Ann Vega said that she could not get a factory job, when she admitted on
forms that she had high blood pressure.  Many working class jobs require physical
examinations, so Jorge’s back problem was preventing him from getting a job.  It was
through annual physical examinations required by the work place that Frank Nieves
and Joe Fuentes were first informed that they had “high blood sugars.”  Robert Ríos’
employer was aware that he had diabetes, and even gave him in-town runs, so he could
attend appointments.  However, the change meant that he was earning less money than
when he did out-of-town runs, and his employer required him to show that he was
“under a doctor’s care” and that his diabetes was “under control.”

Víctor’s and Ann’s experiences help explain why several people were reluctant
to show any outward signs of health care practices at work.  Priscilla González went to
a “regular doctor” when she had lingering flu symptoms.  He detected sugar in her
urine, and suggested that she should get a blood test.  She waited two months so that
she could take a vacation day to go to the county clinic to get the blood test.  Robert
Ríos was reluctant to modify his eating habits in front of co-workers.  Joe Flores, who
was originally diagnosed as “borderline,” felt that such things should be kept “secret”
at work.  Joe Flores and Luz Romo were both involved in lawsuits related to
discrimination against minorities at work.  Consequently, Luz was wary of the
consequences of all “labels,” including illness labels.

These narratives also illustrate that several women and men were affected by
the physical demands of their work.  Rebeca Rocha hurt her shoulder trying to lift her
great aunt, and had to put her in a home before she died.  She felt that she could not
“work” with this injury, so instead she was taking care of grandchildren.  After Blanca
Macías’ husband died, she worked for three years at a nursing home, but lifting the
patients was too heavy.  Gilbert Suárez had to go on disability while he was laid up
with back surgery.  He worked for years as a warehouse manager for a beer
distributor, but was running his own restaurant/bar, which he sold when his back
problems got worse.  Ricardo Machado lost his janitor’s job when he had triple by-
pass surgery.  Joe Fuentes lost his janitor’s job when the diabetes was onsetting,
because he could not keep up with the lifting.  Juanita Sánchez sometimes felt bad due
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to the diabetes, so her husband actually did a lot of the house cleaning, but she needed
to be there, because the patronas hired her (i.e., a woman not a man).  When Pablo
Flores started losing his eyesight due to the diabetes, he lost his plumbing business and
his house.  Javier Peña stopped working for as retail store supervisor due to his
eyesight problems.  Then he tried working at a convenience store in Houston, but his
"vision was going" and he was making mistakes, so he quit, moved to San Antonio,
and applied for disability.  Luis Antonio Tovar was experiencing so much pain from
the neuropathy that he had difficulties keeping up with his job, and even when he did
work, the pain meant that sometimes he was an “irritable” cab dispatcher.  After Ruby
Chacón went on disability for the linens cart accident, she started to have problems
with neuropathy.  It was causing numbness in her arms and legs.  She was not sure she
could safely lift things at work or even at home, so she was reluctant to start applying
for jobs.  These examples illustrate how working class people who may have been
keeping their heads above water financially found their abilities to earn an income
severely limited by physical injuries and/or symptoms or complications from illnesses
like diabetes.  Their “health safety net” was the county clinic.

Several people we interviewed applied for Social Security and/or disability
benefits.  Daniel Celedón struggled for four and a half years to obtain benefits.  He
finally made his point by asking the judge to hire him, so that he could work.  It took
Manuel Obregón and his mother two years to obtain benefits for him.  Manuel tried to
shoot himself, which caused brain damage and blinded him in one eye.35  René García
was on disability for paranoia and heart palpitations, but was concerned that it might
not be renewed.  He was thinking about trying to get some nurse’s training.  Joe
Fuentes, Ann Vega, and Lucy Alvarez had all attempted to get Social Security
benefits, but were rejected.  Joe was appealing.  Joe Flores finally obtained benefits,
and Ricardo Machado was applying.

Luis Antonio Tovar talked about two contentious encounters with Social
Security officials.  When Luis Antonio’s grandmother and mother were still alive, they
helped him finance business ventures.  For a while, he had a repossession business, but
it collapsed when he hurt his back and couldn't work for a year.  At that time, he
applied for Social Security benefits, and the guy told him "you look in better shape
than I do, and I'm working," and that Luis Antonio had to "practically be crawling
yourself in here, and ready to die, to get something."  Luis Antonio told him, "I'm
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sorry that, you know, I got you in this kind of mood.  But don't worry, I won't be
coming back."  Because Luis Antonio was experiencing so much pain from the
neuropathy, his doctor suggested that he not work.  Luis Antonio did not want to apply
for Social Security, due to his previous experience and because he didn't think it would
be enough to pay the bills.  However, his wife sent in the paperwork anyway.  Luis
Antonio had to go down to the office to sign a release for his medical records, and had
yet another encounter with an official, who said, "Well, Mr. Tovar, you look real
healthy to me."36  Luis Antonio was so angry, he retorted, " Well, if I'm real healthy, I
think you know better than my doctor.  So what's the sense in signing the paper?"
Luis Antonio warned him that if his "advice" didn't work, and he dropped dead, his
wife would come back and sue him.  The official backed off and Luis Antonio finally
signed the form.

As Luis Antonio recounted these tales, he threw in the phrase “dumb
Mexican.”  It was humiliating enough to have to ask for help, much less be suspected
of malingering by officials who were in a position to evaluate him.  Interactions like
these add to the cumulating “hidden injuries” that affect working class and/or racial-
ethnic minorities in the United States.  In Chapter 6, I will discuss the unintended
effects of standardized practices that are part of doctor-patient interactions.  Doctors
also evaluate patients.  There appear to be similarities between the interactions with
the institutions of civil society that resonate at the level of “common sense,” and that
sometimes evoke explicit and perhaps also less conscious forms of resistance.

Household Budgets, Family Priorities, and Making Ends Meet
The preceding descriptions convey that with respect to health insurance and

other resources used to treat diabetes, one must consider the household.  As Stack
(1974), Selby, Murphy and Lorenzen (1990), Edin and Lein (1997), and others have
shown, households pool their resources to “make ends meet” and to deal with any
illnesses that might befall their members.  Many of these households had difficulties
meeting basic household expenses.  Low wages (and the constant threat of
unemployment) meant that people often had to make difficult choices between
different priorities in their lives.  Personal health was important, but their children's
welfare and education were more important, not to mention providing the family with
a place to live and food to eat.  Thus, for example, the Vega’s decided to send their
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son to a Catholic high school, but could not also afford the $75 a week health
insurance premiums.  Sometimes people’s “choices” included not attending
appointments or not purchasing medications.  Gilbert Suárez, for example, went
without his medications for a month, so that he could use the money to buy Christmas
presents for his children.

In term of these priorities, it is worth noting that in spite of their low incomes
and through years of hard work, about half of the interviewees owned their own
homes.  Most of the home owners were in their 50s and 60s, but a third were in their
40s.  All five interviewees under the age of 40 (most of whom were disabled or
unemployed), Toby Sifuentes (age 41, who was taking care of his father), and Frank
Nieves (age 51, who lost his home after he got divorced) lived with family members
who owned homes.  Luis Antonio Tovar and Pablo Flores lost their homes, so they
were renting.  Robert Ríos and Gilbert Suárez were renting homes.  It is not clear from
their interviews, but Jorge Ochoa and Blanca Macías also may have been renting.
Javier Peña, who was separated, and Joe Fuentes, whose wife had died, lived in rented
apartments, as did Martha Gámez and her son, and Nellie Holguín with her husband
and an adult daughter and her family.

In addition, several interviewees gave a high priority to their children’s
educations.  As just noted, the Vega’s were sending their youngest son to a Catholic
high school.  Priscilla González divorced her first husband around the time her
daughter was born.  She enrolled her daughter in a Catholic school for several years,
with no help from him.  Martha Gámez intentionally moved to San Antonio for her
son’s education.  Ricardo Machado and his wife were separated.  They sent their
youngest son to live with his older brother in California, for the sake of his education.
Joe Flores worked two full-time jobs and sacrificed on buying a house to make sure
that his daughters got good educations.  María Martínez’s husband gave up on his
dream to return to Mexico for the sake of their children’s education.  I did not find out
if their sons had attended college, but their daughter had just graduated from North
Texas State University and was working in Dallas.  When Lucy Alvarez and her
husband were first married, he worked in highway construction all around Texas and
New Mexico, and they lived in a trailer.  When their oldest son turned six, her husband
took a job with less pay in San Antonio, because they wanted a stable school
environment for their children.  Their strategy paid off.  The oldest son worked in San
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Antonio doing payroll for a home for mentally retarded adults, the middle son was a
lawyer working in North Carolina, and their daughter worked at a school in San
Antonio.  Francisco Cortes and his wife had 8 X 10 graduation photos of his children
displayed on the living room wall.  They all had graduated from high school, and
several attended college.  Rebeca Rocha’s father did not think that women needed an
education, so she dropped out in the tenth grade.  However, she wanted to show her
kids that education is important, so she got her GED in 1975.  Pablo Flores dropped
out in the fifth grade to do farm work and help his parents take care of the family.  He
tried several times to take his GED, but could not manage to pass it.  His youngest son
still lived with them.  He was going to college.  He had government loans and his
sister was helping him, because “everyone wants him to finish.”  Frank Nieves helped
fund the educations of several of his nieces and nephews.

In sum, the people we interviewed had busy lives with many priorities.  Over
the course of their lives, they had to respond to changes in jobs, family, and health.
They sometimes had to struggle to get and maintain jobs.  Some worked more than
one job.  They were striving to cover basic expenses and take care of their families.
This included providing financial and emotional support, as well as health care, to
family members in need.  They were also endeavoring to get ahead or superarse.  As
part of these efforts, half had managed to buy a home and several put a high priority
on their children’s education.  For Joe Fuentes and Luz Romo, their priorities in the
past included political activism.  For Luz and several others, church activities were
also important.

In addition, the people we interviewed wanted to enjoy social activities with
family and friends.  These activities involved eating and drinking, as did everyday
meals.  People implemented diet recommendations within the changing economic and
social priorities and constraints of their everyday lives.  Chapter 8 will describe their
strategies.  As part of their efforts to get ahead and/or enjoy life, when several men
were younger, they lived what could be described as a “fast life” or a “hard life,” that
for several entailed heavy drinking.  Doctors recommend that people with diabetes
quit drinking.  When Luis Antonio Tovar and Daniel Celedón were diagnosed with
diabetes, they continued to drink heavily for some time, but eventually quit drinking.
Other men cut back, or quit in response to the diagnosis.  Several had quit drinking
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before they were diagnosed with diabetes, while others never were heavy drinkers.
Their varied responses will also be discussed in Chapter 8.

I have not described the composition of the households and the social networks
of the people we interviewed in this chapter.  Work and family and health and well-
being were intertwined for men and women.  As already noted, several people lived in
complex multi-generational households.  Many had extended family living nearby.
They also interacted with friends, neighbors, and co-workers.  These social networks
were important in terms of information about diabetes, eating arrangements, and
socializing.  Taking care of children, grandchildren, and elderly relatives who were ill
was important.  Women shouldered most of this responsibility, but men also helped.
Gender roles within the household affected diabetes care.  Women were the main food
preparers, which means they faced frequent temptations to eat foods regarded as “bad”
for diabetes.  It also appears that men tended to have more power to change the diet of
the entire household.  However, there were exceptions to all of these trends, and
evidence that gender roles varied.  Chapter 8 will discuss examples of the composition
of various households and social networks and discuss how this affected the
circulation of knowledge about diabetes.  It also will analyze how low economic
resources and conflicting demands within households affected diabetes care.  This
chapter was intended to convey the socioeconomic context of the low-income
Mexican Americans we interviewed.  I now shift the focus to the biomedical discourse
that influences the ways that health care providers think about diabetes and low-
income Mexican Americans who have diabetes.

Notes for Chapter 3
                                                
1I am alluding to Limón’s (1994) discussion of the experiences of mexicanos within late capitalism,
which as he notes, Harvey (1989) has described as a transition from “Fordism to flexible accumulation.”
2This is the Río Grande Valley of South Texas.
3COPS stands for Communities Organized for Public Service.  It was community organization
organized along the lines of Saul Alinsky’s principles.  It was founded by Ernesto Cortés in the 1970s.
Their first protest focused on cleaning up the pollution caused by a slaughter house.
4We did not frame our question in terms of "race," but several people referred to race or raza.  María
Martínez noted that "ahora no hay razas," "now there are no races," Dolores Flores mentioned "the
Latin race" as a term of the past, and Joe Fuentes referred to “our race, Mexican.”  Some people were
referring to themselves and others.  Daniel noted that people of "distintos colores" went to the clinic.
One of the things Pablo Flores liked about the clinic was that "they don't care what color you are."  As I
will describe in the text, Blanca Macías, Luz Romo, and Joe Fuentes talked about race and/or color.
Lupe Tamayo was comparing two siblings and said, "uno blanco, uno prieto."  Juanita Sanchez's co-
workers called her "güerita ."
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To refer to others, the interviewees used terms like Cuban, Puerto Rican, Salvadorean, Indian,

blacks, black guy, negros, negritos, gente de color, afroamericanos, colored, judío, whites, white
people, Anglos, güeros, bolillos, bolillo blanco, gabachos, gringos, Oriental, Chinese, Japanese,
chinito, japonés, Indian, and Iranian.  One person apologized but used the "n" word to talk about co-
workers that she characterized as strong, lazy, and mean.  One veteran used "Gooks" when he was
talking about getting injured during the Viet Nam war.  Sometimes people did not mark the race or
ethnicity of others.  They simply stated their names and/or talked about them.  Sometimes people
speculated about the doctor's ethnicity, but they weren't always sure:  “Mexican or Salvadorean,” "from
uhm, I think, Puerto Rico,"“es americano, italiano, o algo” (something), "Iranian or something, I don't
remember, but no . . . kinda like Indian," and referring to the same doctor as chinito andjaponés.

Gilbert Suárez noted that his wife was "into Chinese," when Miguel commented on the
Oriental decor in their living room.  Gilbert and several other people said that they loved Chinese food.
The homes of Daniel Celedón's friend Carolina and Manuel Obregón's mother had Native American
decorations.   There were other references to "Indians," but in particular five people associated herbal
remedies with Indians.  They were Luis Antonio Tovar, Joe Flores, Lupe Tamayo, Nellie Holguín and
Toby Sifuentes.
5Meredith was present during the interview.  Neither Chis nor Meredith identified her as Anglo or used
any other label for her.  I never asked about her ethnicity, but I assume she was some combination of
European descent.  She had blonde hair and fair skin.  Her real first name and surname were common
Anglo names.  René García and Joe Fuentes apparently dated Anglo women for awhile too.
6The list of discourses that follows as well as the lives of the interviewees serve as yet another
illustration of the analytical utility of the concept of "Greater Mexico," that was developed by Paredes
(1958) and continues to be used by scholars such as Limón (1998).
7More recently scholars have begun to pay more attention to the historical contributions of people of
African descent to Mexican and Mexican American culture (e.g., Menchaca 2001).  None of the
interviewees talked about African heritage when discussing their own ethnicity.
8Daniel and Juanita told me about migrating without documentation.  I didn't specifically ask Víctor or
Francisco, and they never specifically said whether they initially entered the U.S. with or without
documentation.  Lupe met her husband while she was on vacation visiting her sister in San Antonio.
Her sister had initially migrated without documentation to Houston, but by that time had met and
married her husband, so her sister was a legal resident, when Lupe visited her.  María's husband had
been working in the U.S. for ten years, and met her in Mexico while he was on vacation visiting his
parents.
9For example, Francisco was born in Saltillo, and his family moved to Monterrey when he was a child.
His wife and her family were from (Nuevo) Laredo.  María and her mother were born in Allende,
Coahuila.  Her father was born in a small town in Nuevo León.  María grew up on a rancho until she
was 5, and then they moved to Allende.  Her husband's parents also lived there, but he was born in Vía
de Unión, Sinaloa.
10In Pequeño Larousse Ilustrado (1964), this expression was defined as "hasta más no poder," meaning
one could not do or be more.  Another definition of cachas is the rear end of a bull.  Daniel also
mentioned "latino" and "hispano" as options, but reasserted, "soy de México."
11As Lupe put it, "nunca me quería hacer ciudadana, porque mi esperanza es volver a mi país, yo
quiero morir allá," "I never wanted to become a citizen, because my hope is to return to my country, I
want to die over there."  Lupe then contemplated the possibility that, as sick as he was, she could die
before her husband.  Lupe’s husband had a debilitating respiratory illness.
12Because Jackie Pugh and Laura Lein did not understand much Spanish, they asked me to conduct the
interviews in English when possible.  Miguel Valenzuela's Spanish was rusty, so he did not feel
comfortable interviewing in Spanish.  I felt constrained by this request, but I tried to comply with it.  I
would have preferred to code-switch more, especially with the interviewees who felt inclined to do so.
When I lived in Honduras, most of my friends were bilingual, so we code-switched all the time.  In my
opinion, code-switching enables people to fully draw on all the languages they know.  However, it does
make tasks like transcription (by someone other than the interviewer) more difficult.  In particular, I felt
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that Mario might have felt more comfortable if we had used both languages.  Throughout the interview,
his answers to questions tended to be brief, without much elaboration.
13Mario Echevarría was separated from his wife and children, but when he was living with them, he also
intentionally used Spanish with his children so that they would learn it.
14 In a round table discussion by practitioners on "Non-Insulin-Dependent Diabetes Mellitus in Hispanic
Americans" in Dallas in 1987, Dr. Tulloch from Houston noted that they were "astonished" to find this
trend in Starr County, Texas (Davidson et al. 1987:18-19).  One reason was because people themselves
had learned to read English.  The other reason was that some people were not literate in either language,
but members of their households who were literate usually knew how to read in English and were
accustomed to translating institutional documents into oral Spanish.
15One exception seems to be Manuel Obregón, the youngest interviewee at age 29.  He said that he took
Spanish classes in high school.  Ironically, of all the interviewees, he is also the one who speaks Spanish
the least (both in terms of time spent speaking Spanish and his ability to do so).
16Indications of "stable bilingualism" were that almost all the Texas-born interviewees spoke (at least
some) Spanish, two men who were intentionally raised speaking English picked up Spanish, several
parents actively had taught or were teaching their children Spanish, and several people used Spanish at
work and at the clinic.  On the other hand, the interviews also show signs of "dynamic bilingualism,"
with splits between the informal and formal domains, as well as signs of the other two types of
bilingualism described by Sánchez.  In terms of "transitional bilingualism," several interviewees said
that they sometimes used English in the home and in recreational settings, particularly with younger
childen.  San Antonio must have examples of "vestigial bilingualism," which Sánchez used to describe
fourth, fifth, and sixth generation Chicanos who speak English and only retain symbolic Spanish words.
However, even Manuel Obregón who was the youngest interviewee (at age 29 in 1994) and said that he
could not "carry a conversation" in Spanish, still listened to older relatives speaking in Spanish.
Sánchez describes these four types of bilingualism as an evolutionary scale, however these four forms
of bilingualism seem to co-exist in San Antonio.
17For example Gigi Herrera's response to my question (that included a list of terms) was: "Hispanic,
mexicano, but we're not from Mexico, or tejano or whatever."
18Here is another example of the ways that people talked about their ethnicity.  Manuel Obregón
considered himself "Mexican American, . . . because my heritage comes from Mexico, and well, both
sides of my families, my mother and father, are both Spanish, well, they're both Mexican."
19For example, Joe Fuentes and Carmen Luján chose "American" first, but also stressed their identities
as "Texans."  Joe Flores expressed pride that his mother's family was "Tex Mex."  Blanca Macías said
"Tex Mex" was the term "we used to call us" and "Anglos used to call us" when she was in high school.
Ruby Chacón's husband called her "Tex Mex."  Ruby argued with him and did not claim the term then,
but later she used it to describe the language she speaks.  When I asked her, "Do you understand spoken
Spanish, very well...?"  She cut off my question, and responded, "Tex Mex."  Luz Romo was the only
person who used "Tex Mex" to talk about meals at Panchito's restaurant.  He and everyone else usually
used "Mexican" or "mexicana" to talk about food and restaurants.

When Joe and Dolores Flores were discussing all the terms, Dolores added, "Growing up there
was Latin American, the Latin race, Spanish.  And all of a sudden in the 60s, Hispanic, Chicano."
Ricardo Machado chose "Mexican American, or as we used to be called, Chicano" to answer the ethnic
question, but during the interview he talked about "us Latin people" and "us Spanish people."
20Some interviewees made generalizations using other terms.  For example, Gilbert Suárez used the
term Hispanic to make generalizations about diabetes (e.g., "it's mostly a genetic thing for Hispanics")
and to note that he was "the only Hispanic at the time" in his division, when he served in the Army
during the Viet Nam War.  However, overall negative generalizations were usually associated with the
term "Mexicans" or other more pejorative terms.
21These figures are based on the 1990 census.  For this section, I compared figures provided at
www.ci.sat.ux.us/planning/mapping/demographics/index.htm for San Antonio City Council Districts
based on the 1990 census to county medical system figures compiled for the year 1989 of 142,014
unduplicated patients for the entire medical system including the hospital and all out-patient clinics.  I
rounded the City Council figures off to the nearest 1% and $100.  The county medical system data were
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tallied by zip code.  I combined the zip codes to match the City Council Districts as closely as possible.
The overlap was not perfect, but the comparison provides a general idea.

The web site used the term "Hispanics."  This implies that the figures include not only people
of Mexican descent (including multiple-generation Texans and recent immigrants from Mexico), but
also other Hispanics, such as Lupe Tamayo's Puerto Rican husband or Priscilla González's Panamanian
mother.  I think it is fair to say that people of Mexican descent account for the majority of the numbers
represented by the term "Hispanics."  Because of that, in an early draft of this chapter, I substituted
"Mexican American" for "Hispanic."  However, upon reflection, I decided it was better to reproduce the
categorical term used by the census, because it does include Latinos who are not of Mexican descent.

In the text, I use the popular terms for the different areas of San Antonio.  Figures for the
"West Side" ar those for City Council District 5, the area north of the downtown is District 1, the East
Side is District 2, the South Side is Districts 3 and 4 combined.  The Far West is District 6 and the area
just northwest of the West Side is District 7.  The Northwest, North Central, and Northeast are Districts
8, 9, and 10.  The city council district boundaries more or less coincide with the popular terms.

20% of the county medical system patients and our sample lived on the West Side.  5% of all
patients and 8.5% of our sample lived north of the downtown.  15% of all patients and 8.5% of our
sample lived on the East Side.  10.5% of all patients and 31.5% of our sample lived on the South Side.
13% of all patients and 11.5% of our sample lived northwest of the West Side.  8.5% of all patients and
11.5% of our sample live in the Far West.

These areas account for 72% of all county medical system patients and 91.5% of our sample.
1.5% of all patients lived in northeast San Antonio.  One person we interviewed lived there.  The county
medical system data did not specify zip codes for 26.5% of the patients.  They probably lived in north
central San Antonio, the northwest, or outside the city limits but within the county.  We interviewed one
person in north central, one in the northwest, and no one in the outlying areas.  I met a potential
interviewee who lived outside the city limits, but he was so busy that we were never able to schedule an
interview time.

The county medical system figures included people of all races and ethnicities who attended
any county facility, whereas we interviewed Mexican Americans attending one large out-patient clinic.
Taking these differences into account, it makes sense that the proportions for the West Side are both
20%, since the West Side is 94% Hispanic.  The percentages are also close for the areas north of the
downtown and northwest and west of the West Side, which are 66% to 73% Hispanic.  The East Side
was 35% Hispanic, so it follows that a smaller portion of the interviewees lived there, 8.5% compared
to 15%.  Since the South Side was 73% Hispanic compared to 21-29% in northern San Antonio, it
makes sense that a larger portion of the interviewees lived on the South Side (roughly 30% compared to
10% overall) while an equivalently smaller portion lived in the northern and outlying areas (roughly
10% compared to 30% overall).
22For example, during the first phase of the research I recruited a "newly diagnosed" house painter.  He
was willing to do the interview, but the summer was his busy time, and his boss kept asking him to do
overtime.  Originally we had planned to meet after his first diabetes education class.  Well, he didn't
make it to the class.  After that, we kept in touch for two months, trying to arrange a time.  I told him
that I could meet him anytime during the weekend, but he was also working on weekends.  However, it
got to the point that I didn't want to impose on what little free time he did have to spend with his family
and friends.  Meanwhile, I was interviewing other people who had more time, and I fulfilled the goal of
twelve interviews for the first phase of the research.  Then we changed the criteria and decided to talk to
people who'd been diagnosed for one year or more.  I would like to have been able to interview more
men who were fully employed at the time of the interview, but their time constraints made it more
difficult.  The same thing applies to women who were working full-time or part-time.
23 According to Harris (1999), national health survey data (1988-1994) indicate that a substantial
proportion of Mexican Americans ages 20-64 did not have health insurance of any kind: 34% of those
with diabetes and 41% of those with no diabetes.  These proportions were much higher than those for
non-Hispanic whites (9% and 11%) and non-Hispanic blacks (11% and 17%).  The figures for no
private health insurance were higher: 54% of Mexican Americans with diabetes and 51% with no
diabetes, compared to 19% and 16% of non-Hispanic whites and 37% and 33% of non-Hispanic blacks.
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Harris did not provide figures that account for income differences within racial/ethnic groups, but it is
likely that most of the people who did not have insurance coverage were poor and/or working class.
Hence, the higher proportion of working class people among Mexican Americans probably accounts for
a large portion of the disparities among racial and/or ethnic groups.  That suggests that the proportion of
working class Mexican Americans with no health insurance was even higher.  Carrillo et al. (citing
Quinn 2000) note that in Texas and overall in the United States, 40% of Latinos under the age of 65 did
not have any health insurance (2001:57).  Again, these figures do not take class into account.  These
figures also suggest that the proportions would be higher among working class Latinos.
24They included Gigi Herrera, Joe Fuentes, Nellie Holguín and her husband, Mary Delgado, Francisco
Cortes, Víctor Guerrero, Daniel Celedón, Pablo Flores, and Gloria Hernández.  Brigette Bailey’s
husband and children also did farm work in Indiana and Ohio for years.  She took care of the children,
but did not work in the fields.  However, several of their children worked in the fields.
25Toby Sifuentes worked in the county medical system.  He chose to receive his medical services there.
He was recently diagnosed with diabetes.  I thought that he might have an interesting perspective.
Financially he could be regarded as lower middle class.  However, he was raised on the West Side, and
still lived there with his father.
26The five people with no income were Joe Fuentes, Frank Nieves, Ruby Chacón, Joe Flores, and
Ricardo Machado.  For example, Joe Fuentes was receiving $111 in food stamps and help from his two
children.
27The range of household income represents the least to the most per person.  Javier lived by himself.
28Brigette Bailey, Francisco Cortes, Mary Delgado, Gloria Hernández, and Pablo Flores were receiving
support from their adult children and vice versa.
29For example, Priscilla González's gross income was $1013 a month, and her net income was $840.
Priscilla's daughter was a 20-year old nursing student who worked part-time as a sales representative.
They both lived with Priscilla's mother.  Víctor Guerrero was earning $6.50 an hour.  He estimated his
take-home pay to be $240 a week, which amounts to $12,480 a year.  His wife cleaned houses twice a
week, earning about $40 a week or $2080 a year.  They still had one teenage daughter at home.
30Robert’s wife was in bus accident that damaged her pancreas.  In addition, Type II diabetes ran in her
family.  She had had diabetes for many years, and it was “difficult to control,” no matter what she did.
She was on dialysis.  Their daughter bought a policy to cover her, and her dialysis was being paid for
out of Robert's Social Security.  This implies that Robert’s policy at work did not cover her.
31María never mentioned that her husband had any health problems, so apparently he was in relatively
good health.  The 33-year old son who lived with them worked in dental supplies, and undoubtedly
contributed towards maintaining the household.  Their 29-year old son who was married and lived in
San Antonio, and their 23-year old daughter had just graduated from college and was working in Dallas.
32 Other examples include Mary Delgado and Ruby Chacón who worked for hospitals, Frank Nieves
who worked for a space shuttle factory in California, Joe Flores’ wife who did lab work for the city
health department, and Luz Romo who worked in accounting as a civilian for the Air National Guard.
33Nellie lived in a rented apartment with her husband, and her daughter, her husband and their teenage
daughter.  Nellie took care of the laundry, cooking, and other household tasks.  She was also taking care
of another daughter’s children.  Her husband gave her about $20 a week (or more, if she needed it for
medical expenses) and her daughter gave her $10 to $50 a week for babysitting.
34I say “it seems,” because people just told me that they lost their jobs.  At the time, I did not think to
ask for more details.
35Manuel’s mother and at least one of his doctors thought that he might have been experiencing the
onset of diabetes around the time that he shot himself.
36When I first met Luis Antonio and his wife, he was nicely dressed to attend his appointment.  There
were no obvious outward signs of the pain that he was experiencing.
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Chapter 4
Control and Regulation in Biomedical Discourse

Margaret Lock advocates that medical anthropologists should be “asking how
and why certain representations become dominant at specific times and then exposing the
hegemony they exert over everyday life and practices associated with health and illness"
(2001:480).  When I started doing field research at the clinic, I had read the work of
Gramsci and others on hegemony and I had read Foucault’s analyses of the clinic, power
and knowledge, and disciplinary practices.   As a result, I immediately noticed the talk
among doctors and nurses about patient compliance.  However, it took me longer to
notice their (and my own) uses of control to talk about diabetes, blood glucose levels, and
various patient behaviors or practices.  This is such a common way to talk about diabetes,
that it often seems difficult to talk about diabetes without referring to control.  Therefore,
I decided to explore how and why control became the dominant way to talk (and think)
about diabetes care.  Following the work of Emily Martin (1987), I decided to examine
the discourse about diabetes and metabolism in physiology textbooks, thinking that I
might find a few metaphors of control.  The uses of “control” and “regulation” in
these textbooks were more extensive than I had imagined.1

As part of their medical training, future health care professionals are taught that
“the human body has literally thousands of control systems in it” (Guyton 1986:5).  In
physiology textbooks, “homeostatic control” is a fundamental concept used to describe
every bodily system.  The authors of physiology textbooks introduce “homeostasis”
and “control” and “regulation” as “concepts” that comprise a “theory” about how
the body works.  However, this framing recedes as their narratives proceed and students
repeatedly read statements such as the one just quoted that represent control as a natural
and normal feature of the human body.  Control is so pervasive in the physiological
discourse used to train future health care professionals that I argue that it has become
part of medical “common sense” about the body.  In other words, the value of control as
an explanatory concept (or metaphor) is generally taken for granted by medical
researchers and practitioners and regarded as “scientific truth.”  This chapter describes
the ways that physiological discourse “educates the consent” of health care
professionals regarding the value of control and regulation.

Foucault’s work suggests that institutional discourses can have unintended
effects that go beyond the intentions of individual professionals who work in those
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institutions.  The predominance of the metaphor of control in physiological discourse
affects the ways that medical practitioners conceive of bodily processes, diseases,
appropriate treatments, and people who have illnesses.  Consequently, this discourse also
affects people who feel ill and seek medical assistance.  One effect appears to be
reinforcing the value of control as an element of common sense for practitioners and
patients.  Another effect appears to be the reproduction of negative stereotypes about
minorities who are medically defined as being "out of control.”

This chapter discusses the implications of the construction of the normal body in
terms of control for diabetes care.  In the physiology texts, measurements of insulin and
glucose are used to illustrate the utility of “control systems theory.”  Diabetes is
constructed as “a disease in which the hormonal control of plasma glucose concentration
is defective” (Vander, Sherman and Luciano  (1990:479).  This language is reproduced
in diabetes manuals.   Within this framework, the main goal of diabetes treatment is to
“control” blood glucose levels.   Diabetes care manuals also use the logic of control to
frame recommended patient behaviors.   For example, according to the Joslin Diabetes
Manual, “control of the type and amount of food ingested is still the basis of all
treatment of diabetes” (1989:34).  In Chapter 5, I will show how this discourse is linked
to biomedical concerns about “patient compliance” and the high rates of Type II
diabetes and/or (some) of its complications among low-income Mexican Americans (as
well as other poor and/or minority populations).   Chapters 6 and 7 will discuss how all
of this discourse affected doctor-patient interactions and the diabetes education classes.
Then Chapters 8 and 9 will focus on how the low-income Mexican Americans that we
interviewed responded to biomedical constructions of diabetes care.

The analysis in this chapter is based on the discourse in two human physiology
texts for undergraduates, three medical physiology texts, and the twelfth edition of the
Joslin Diabetes Manual.   I chose texts that were in use during or prior to the time I did
the fieldwork.  The Joslin Diabetes Manual was recommended by Dr. Jacqueline Pugh.
Most of the physiology texts were in multiple editions and had been translated into many
languages.  For example, William F. Ganong’s Review of Medical Physiology was in its
thirteenth edition.  The English version was being distributed in the United States,
Canada, the United Kingdom, Australia, and New Zealand.  It had been translated into
Spanish (printed in Mexico), Japanese, Portuguese (printed in Brazil), Italian, German,
Greek, French, and Indonesian.   In other words, biomedical practitioners around the
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globe have read these texts.  Future health care providers are exposed to this discourse as
undergraduates (if not before) and again in medical school.  They review physiology
texts for their certification examinations and as needed throughout their careers.  In
addition, the journal articles that they read take for granted many of the basic concepts
laid out in these textbooks.  Likewise, the diabetes manuals that they might consult
throughout their careers also use this language.

First, I want to give readers a sense of how the concepts of control and regulation
are grounded in history for future medical practitioners.  Then I describe the ways that
physiological discourse represents every bodily system in terms of control and
regulation, and uses insulin and glucose as an exemplar of “control systems” in the
body.  I discuss the work of Thomas Kuhn (1996/1962), Bruno Latour (1987), Donna
Haraway (1976, 1991) and others in relation to the power of the metaphor of control in
scientific discourse and how this metaphor is linked to paradigm shifts in the biological
sciences. As part of that discussion, I briefly call attention to alternative metaphors that
are “subjugated” yet present in physiological discourse.  Drawing on the work of
George Lakoff and Mark Johnson (1980), I describe the resonances between scientific
and popular uses of the metaphor of control.  I argue that these resonances serve to
reinforce the power of the social value of control.  Finally, I illustrate how the metaphor
of control is used to construct insulin and glucose, diabetes, and diabetes care.

Brief Histories of Control and Regulation
(and Balance and Homeostasis)

In the first chapter of their undergraduate text,  Human Physiology: Foundations
and Frontiers, Charles Schauf, David Moffett and Stacia Moffett provide a brief history
of the concepts of "internal environment" and "homeostasis," which they discursively
link to "control systems" and “negative feedback” without situating these historically:

The importance of the internal environment or milieu interieur,
formed by the extracellular fluid was emphasized in lectures of the
French physiologist Claude Bernard as early as 1859.  By maintaining a
relatively stable internal environment, complex multicellular animals are
able to live freely in changing external environments.  The American
physiologist Walter Cannon called this stable state of the internal
environment homeostasis, from the Greek words homeo ("same") and
stasis ("staying").  Homeostasis of the internal environment involves
control of actors such as the chemical composition and volume of
extracellular fluid, blood pressure, and body temperature.  Most control
systems in the body utilize the principle of negative feedback (Figure 1-
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5), described in more detail in Chapter 5.  In negative feedback, the
control system continuously compares a controlled variable (such as
body temperature or blood pressure) with a setpoint value.  Changes in
the controlled variable initiate responses that tend to oppose the change
and restore the variable to its setpoint value (1990:13-14).2

Readers may sense that the language of “control systems” was borrowed from
engineering, but that is not specified in this historical account. 3 Furthermore, in this
section, “control systems” was not marked in bold as a concept.

In Human Physiology: The Mechanisms of Body Function, another text designed
for undergraduates, Arthur Vander, James Sherman, and Dorothy Luciano provide a
similar account.  They highlight Bernard as “the first to recognize the importance of
maintaining a stable internal environment.”  They note that “this concept was further
elaborated on and supported by” Cannon “who emphasized that such stability could be
achieved only through the operation of carefully coordinated physiological processes,”
or in other words, “homeostasis” results from “compensatory regulatory responses”
(1990:141).4  They further observe that:

Each individual cell exhibits some degree of self-regulation, but the
existence of a multitude of cells organized into tissues, which are further
combined to form organs, imposes the requirement for overall regulatory
mechanisms to coordinate the activities of all cells (1990:141).

The authors discursively link their brief history of the internal environment and
homeostasis to “regulatory mechanisms,” but they never explain how or when the latter
concept was invented.  Instead, they inform readers that “a multitude of cells ... imposes
the requirement for ... regulatory mechanisms.”  Statements like this suggest to readers
that control and regulation are natural.

William F. Ganong’s Review of Medical Physiology does not mention Bernard,
but briefly refers to and quotes Cannon. 5 Arthur C. Guyton’s one-volume Textbook of
Medical Physiology credits Bernard for introducing “internal environment,” but defines
"the term homeostasis" without referring to Cannon.  However, Guyton lists Cannon's
book, The Wisdom of the Body, published in 1932, in the references at the end of the
chapter (1986:3,10).6  Like the human physiology authors, Ganong and Guyton discuss
"homeostatic mechanisms" in terms of "regulation" and/or "control systems," but neither
one provides any history about how “control systems theory” became an important part
of physiological thinking.
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Vernon B. Mountcastle's two-volume Medical Physiology provides more
"detailed discussions of experimental data" than Ganong, Guyton, and the authors of the
human physiology texts.7  Chapter 57, "Regulation and control in physiology," written
by J. A. J. Stolwijk and James D. Hardy, provides a history which is longer than those
provided by the other authors, but also "truncated" (as Kuhn 1996/1962 put it).  Stolwijk
and Hardy stress the importance of regulation and control and trace their origins to
ancient Greece:8

One of the problems of central interest to the physiologist and to
the physician is that of regulation and control of body function.  The
physicians of ancient Greece already had a conceptualization of
regulation, as indicated by the doctrine introduced by Empedocles of
Argrigentum (504 to 433 B.C.), who conceived of health as resulting
from a "balance," and diseases as resulting from an "imbalance" of
primordial substances in the body.  Many centuries passed before
enough factual data concerning the functions of various systems in the
body had accumulated to make the concept of regulation a fruitful focus
for research and teaching in physiology and medicine.  The French
physiologist Claude Bernard recognized the importance of the constancy
of the "milieu intérieur" and described several physiologic systems that
function to maintain this constancy.  He established the concept of
regulation as an important framework within which to evaluate
physiologic function.  The understanding of regulatory systems at that
time was limited and largely expressed in verbal models.  Progress has
since been made in identifying components of various regulatory systems
and their interaction.  Quantitative data describing characteristics and
relationships of the components of regulatory systems have been
accumulating ever since (1975:1343). 9

Stolwijk and Hardy subsume ancient Greek conceptions of “balance” within the current
paradigm of regulation and control.  Although Stolwijk and Hardy claim that Bernard
"established the concept of regulation as an important framework," the actual term may
have been added later.  Stolwijk and Hardy did not mention or cite Cannon in their
version of this history nor did they use the term homeostasis.  This omission is one
example of how the metaphor of control (which includes regulation) often supplants the
metaphors of balance and constancy (implied by homeostasis) in the discourse in these
physiology textbooks.

In the next two paragraphs, Stolwijk and Hardy highlight three historical
developments not mentioned by the other authors: the work of Otto Frank (Germany
1899), who developed a linear mathematical model of the cardiovascular system; "the
development, since 1940, of a body of theory dealing with control systems," which
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physiologists borrowed from engineering; and the "increasing availability and
accessibility of high-speed computers" which facilitated analysis of nonlinear equations
and has been important because "most biologic systems have essential nonlinearities"
(1975:1343).  Stolwijk and Hardy did not provide more details about how "control
systems theory" was introduced into physiology.10  However, for readers who take the
time to glance at their bibliography, they cite six sources published between 1963 and
1970 that "provide more comprehensive treatments of mathematical models of
physiological control systems" (1975:1344,1358).11  Guyton (1986:10) lists about eight
references published between 1966 and 1980 that have titles related to "control theory"
and "biological regulation."12  The one source listed by both is H.T. Milhorn, Jr.'s The
Application of Control Theory to Physiological Systems, published in 1966.  Milhorn's
book and the other sources cited by Stolwijk and Hardy and Guyton suggest that
"control systems theory" was well-established in physiology by the 1960s and 1970s.
By the 1980s and 1990s, these physiology textbook authors were representing control
and regulation as fundamental to the study of "complex physiologic systems."

These are the histories that health care providers read as part of their professional
education.  I will return to the implications of these truncated representations of the
history of control and regulation for the “education of consent” of the future health care
professionals.  Now I will describe how the physiology textbooks discussed virtually
every bodily system in terms of control and regulation.

Control And Regulation in the Physiological Body
In the physiology textbooks that I examined, "homeostatic control" was regarded

as a fundamental concept, and was consistently and repeatedly linked to the normal
functioning of chemical processes in individual cells and in every bodily system.  For
example, in Human Physiology: Foundations and Frontiers, Schauf, Moffett, and
Moffett state:

The human body is a self-controlling (homeostatic) unit.  The
principles of homeostatic control that are so important to physiology were
first worked out by engineers and physical scientists.  Biological
machines can be shown to follow the same control-system principles that
were put to use in the thermostat, the governor that regulated the speed of
primitive industrial engines, and the electronic amplifier.  What is most
striking about biological control systems is their formidable complexity
and the enormous range of size and time scales over which they operate
(1990:85).
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In his Textbook of Medical Physiology, Guyton proposes that every bodily
process, including reproduction, can be thought of in terms of control.  In his
introductory chapter, he states that "the human body has literally thousands of control
systems in it" and then discusses examples, including the liver and pancreas which
"regulate the concentration of glucose in extracellular fluid" (1986:5).  Similarly, in their
human physiology text, Arthur Vander, James Sherman and Dorothy Luciano observe:

When one considers the thousands of reactions that occur in the body
and the permutations and combinations of possible control points, the
overall result is staggering (1990:84).

These quotes illustrate several points that I want to highlight about the way that
the metaphor of control is used in physiological discourse.  In this discourse, control
supplants balance (or homeostasis) as the dominant metaphor.  For example, in the first
quote, homeostatic was put in parentheses after "self-controlling.”  Control and
regulation are used interchangeably throughout these texts.  Control and regulation are
used to describe bodily processes occurring at the cellular level as well as within and
among complex organ systems.  Control and regulation are linked to other key
metaphors and concepts in biomedical discourse: the body as a machine, the body as a
complex system (Martin 1994), and normal versus pathological (Foucault 1975,
Canguilhem 1991).  How are these metaphors linked?  What kind of machine is the
body?  What kind of complex system is the body?  One that is controlled and regulated
in its normal state.

These three physiology texts use insulin and glucose as an exemplar to illustrate
"homeostatic control," and in particular, control through "negative feedback."  Schauf,
Moffett, and Moffett cite insulin as an "excellent example of negative feedback"
(1990:99).  Vander, Sherman and Luciano define insulin as "the single most important
controller of organic metabolism" (1990:559), and blood glucose concentration as "the
most important control of insulin secretion." (1990:563).  Guyton uses the "insulin
control system" to illustrate a "more complex" control systems analysis (1986:9-10).
Within this framework, diabetes is defined as "a disease in which the hormonal control
of plasma glucose concentration is defective" (Vander, Sherman and Luciano 1990:479).

Schauf, Moffett and Moffett explicitly discuss the implications for practitioners
of conceiving of the body in terms of regulation and control.  In an insert, they inform
their readers, who for the most part are college undergraduates planning to work in health
care:
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Although many health care professionals may not formally recognize
their roles as control-system engineers, they nonetheless function in that
capacity (1990:89).

The rest of the insert spells out how they function as control-system engineers.13

Defining medical practitioners as engineers reinforces the body as machine metaphor.
The authors teach future practitioners that their role will be to decide which "surgical and
pharmacological procedures . . . are appropriate to reestablish normal physiological
control-system interactions" (Schauf, Moffett, and Moffett 1990:89).  Following this
logic, it is not surprising that practitioners tend to focus on blood glucose control as the
primary goal of diabetes treatment.

More Details on Physiological Representations of Control Systems
Basically the physiology textbooks use “homeostatic control theory” to describe

or explain endocrine and neural control and/or regulation of bodily systems and
processes, such as the circulatory system or metabolism.14  To reword this in lay terms,
these texts describe how hormones and the brain control the rest of the body.   This is a
common way of thinking about the body in Western and/or “modern” societies.  Before
future health care providers in the United States start learning the technical details of
“the thousands of control systems in the body,” they already have been exposed to
popular and institutional versions of this discourse, not to mention other discourses that
refer to control.  Consequently, I assume that the representations of control and
regulation in these texts “make sense” to most practitioners.   However, I would argue
that this physiological discourse reinforces the value of control, not only as an
explanatory concept in physiology, but also as a social and cultural ideal.

The authors of these physiology texts introduce “homeostasis” and/or "control
systems" and "regulation" as “concepts” that are part of a “theory.”  However,
throughout the texts, the authors use control and regulation (and other terms associated
with the metaphor of control) in the "matter-of-fact" rhetorical style that is typical of
scientific textbooks.  Statements like "the human body has literally thousands of control
systems in it" (Guyton 1986:5) or “a multitude of cells ... imposes the requirement for
... regulatory mechanisms” (Vander, Sherman and Luciano 1990:141) are only a few
examples of the discourse that naturalizes and normalizes control.   In this discourse,
control and regulation are continually linked to physical phenomena, such as insulin and
glucose, and/or the accumulating scientific data about those phenomena.
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As should be evident from the quotes provided earlier, these physiology texts use
a number of terms derived from “control systems theory” that were developed by
engineers to describe machines.  Particularly important are the concepts of negative and
positive feedback loops.  Terms used to describe a negative feedback loop include:
perturbing factors, controlled variable, sensor, setpoint, integrator, error signal, and
effector (Vander, Sherman, and Luciano 1990:86).  As previously noted, insulin and
glucose are used to illustrate a negative feedback loop.  Other terms associated with
control that evoke metaphors of machines and/or communications systems include
control center, circuits, messenger systems, and networks (e.g., Schauf, Moffett and
Moffett, Chapter 5).

The discursive emphasis on control and regulation can be seen in the way these
texts are organized.   For example, in Guyton’s Textbook of Medical Physiology,
Chapter 1 is entitled "Functional Organization of the Human Body and Control of the
'Internal Environment.'”  It introduces “the term homeostasis," and discusses
“regulation of body functions” and “control systems of the body."  Guyton also
illustrates how the “basic principles of control systems” can be used to mathematically
analyze "control of body temperature" and "the glucose control system” (1986:2-10).
Basically this chapter frames all of human physiology in terms of control. 15  The next
two chapters describe the cell—its structures, functions, and reproduction.  At the
beginning of the third chapter, Guyton notes that “genes control the reproduction and
the day-by-day function of all cells” (1986:27).  The rest of the text covers bodily
systems and processes.  One section, for example, discusses “Metabolism and
Temperature Regulation.”  Another addresses “Endocrinology and Reproduction.”  It
has a chapter on "Insulin, Glucagon, and Diabetes Mellitus.”  Typically in each section,
the first few chapters describe physical characteristics of the particular bodily system,
several chapters discuss the control or regulation of that system, and then a few chapters
cover diseases that affect the system.

The two undergraduate human physiology texts are organized along similar lines.
Both briefly discuss homeostasis and control systems in their introductory chapters.
Then they cover the structure, chemistry, and energy metabolism of cells.  Schauf,
Moffett and Moffett discuss “homeostatic control theory” in detail in Chapter 5,
“Homeostatic Control: Neural and Endocrine Mechanisms.”  Vander, Sherman and
Luciano dedicate Part Two (Chapters 7 to 12) to analyzing “the concept of the internal
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environment, the generalized components of the homeostatic control systems that
regulate this environment, and the properties and organization of the major specialized
cell types that comprise these systems” (1990:vii).  Then both texts have sections or
chapters on the various bodily systems.  As Guyton does, for each system, they discuss
physical characteristics, chemical processes, control and regulation, and diseases.16

Given this overall framing, readers of these texts frequently encounter the terms
control and regulation (and other terms related to the metaphor of control).  In the
introductory chapters of these physiology textbooks, the authors used control and
regulation an average of 120 times per chapter, or about 6 times per page.  In subsequent
chapters that focus on control and regulation, the average was about 60 times per chapter,
or 2 to 3 times per page. 17  Control and regulation or regulate or regulatory appear as
nouns, verbs, and adjectives.  In phrases, they are often linked to systems, mechanisms,
responses, homeostatic, and positive and negative feedback.  Examples include
“normally regulating systems,” “homeostatic control mechanisms,” ”compensating
regulatory responses,” and “negative feedback control systems” (Schauf, Moffett and
Moffett 1990:89,85 and Vander, Sherman and Luciano 1990:141,143).  “Down-
regulation” and “up-regulation” are common terms.  As I will discuss later, these terms
are used to describe decreases or increases in the number of insulin receptors on cell
membranes in reference to Type II diabetes.

In chapters that focus on control and regulation, the terms typically appear in
titles and subtitles and at the beginning and end of subsections.  Control and regulation
frame the descriptions of chemical processes, also called pathways, sequences of events,
or cascades.  In physiological descriptions of chemical pathways, hormones stimulate or
inhibit the synthesis or release of enzymes and other chemical substances.   Reaction
rates and blood concentrations of various substances are crucial elements of control.
Other linked and/or alternative terms include effects, responses, functions, factors, roles,
results, and processes.  All these terms (including control and regulation) are used to
describe events, such as the secretion, release, synthesis, breakdown, binding, transport,
or diffusion of a particular hormone, enzyme, protein, lipid, or glucose.   Verbs used to
describe activities (or effects) of a hormone or an enzyme include increases, decreases,
stimulates, inhibits, acts on, activates, catalyzes, triggers, mediates, facilitates, influences,
changes, or transforms.18  These activities are typically subsumed within a description of
a control system, but the terms can also be used in lieu of controls or regulates.  Control
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and regulation and these other terms are also discursively linked to concepts specific to
particular bodily systems, such as excitation and contraction in muscles, reabsorption and
excretion in kidneys, and metabolism, glycogenolysis, and gluconeogenesis.

The authors of these physiology textbooks use the language of control and
regulation to describe bodily systems and processes that help maintain a “stable” (or
normal) internal environment, i.e., homeostasis or balance.   However, the discourse
refers to control much more frequently than it does to balance.   For example, in Schauf,
Moffett, and Moffett's Chapter 5 on "Homeostatic Control: Neural and Endocrine
Mechanisms," which is 22 pages long, “control” is used 90 times and “regulation," 51
times.  Although the chapter is entitled “Homeostatic Control,” the authors only
explicitly refer to “homeostasis” or “homeostatic” 9 times (1990:84-107). Vander,
Sherman and Luciano cover the same material in their Chapter 7, entitled "Homeostatic
Control Mechanisms and Cellular Communication" (1990:141-166).  They use control
30 times and regulation 65 times.  They refer to homeostasis 63 times in phrases such as
"homeostatic control systems," "homeostatic responses," and "homeostatic
mechanisms."   In terms of sheer repetition, Vander, Sherman and Luciano stress
homeostasis more than Schauf, Moffett and Moffett.  However, their references to
control and regulation still outnumber their references to homeostasis.19

The discursive emphasis of control over balance becomes more pronounced in
subsequent chapters that address particular systems.  For example, in Schauf, Moffett
and Moffett’s Chapter 23 on "Endocrine Control of Organic Metabolism and Growth,"
which is 26 pages long and includes a short section on diabetes, they mention control 19
times and regulation 29 times.  They never refer to homeostasis (1990:588-615).
Vander, Sherman and Luciano discuss insulin and diabetes in Chapter 17, "Regulation of
Organic Metabolism, Growth, and Energy Balance" (1990:553-600).  In this 47-page
chapter, they use control 59 times and regulation 48 times.  They make 5 references to
homeostatic and 15 to balance or imbalance.

As already noted, control and regulation frame other terms used to describe
bodily systems and processes.   In addition to the texts’ explicit promotion of control as
an important explanatory model, I would argue that the continual repetition of control and
regulation also contributes towards the “education of consent” regarding the value of
control.  In this discourse, control and regulation usually appear more frequently than
other terms used to describe bodily processes.  For example, in Chapter 23, Schauf,
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Moffett and Moffett refer to control and regulation a total of 48 times.  Other terms were
used less frequently: effects (25 times), pathways (18), responses (8), and mechanisms
(4).  The distribution is equivalent in Vander, Sherman and Luciano’s longer Chapter 17.
They used control and regulation107 times, while the other terms were less frequent:
effects (53), pathways (20), responses (16), mechanisms (25), and events or sequences of
events (11).20

The diagrams that accompany the written descriptions of bodily processes in
these texts visually reinforce the pathway (or cascade) metaphor.  Quite often they also
reinforce the readers’ sense of systems, control points, and feedback loops.  Terms such
as “pathway” or “control system” appear in the legends.  The diagrams are intended to
help future health care providers and researchers remember the specific substances and
changes in a particular pathway or control system.  Typically the diagrams represent
“pathways” with “steps” of named substances that appear in boxes linked by arrows
that point in one or both directions.  At times the pathways form loops and the arrow
lines have pluses or minuses that symbolize increases or decreases.  The diagrams
appear frequently throughout chapters that discuss chemical processes.  The two
chapters discussed above have 24 and 18 of these diagrams, respectively.

In sum, the metaphor of control is central in physiological discourse and it is
pervasive.  In the last three sections, I described the ways that the metaphor of control
was represented in physiology textbooks.   In the next three sections, I use the work of
Thomas S. Kuhn (1996/1962), Donna Haraway (1976,1991), Bruno Latour (1987), and
George Lakoff and Mark Johnson (1980) as well as the theory on hegemony and
common sense laid out in Chapter 1 to discuss why the metaphor of control seems to
make sense and is taken for granted as the predominant way to think about the body by
physiologists and biomedical practitioners.

The Power of the Metaphor of Control
Stolwijk and Hardy briefly noted that “control systems theory” was borrowed

from engineering and became influential in physiological thinking after World War II.
The next three sections contemplate how and why control became and continues to be
such a dominant and common way to think about normal bodily processes.  Why did the
metaphor of control "make sense" to physiological researchers who adopted it as an
explanatory model?  Why does it continue to make sense to what appears to be a
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substantial number of biological researchers, authors of physiology textbooks,
epidemiologists, and medical practitioners?  Why does it seem to make sense to a
number of people who have diseases that are framed in these terms?  The first question
will only be partially answered here, and remains as a fascinating question for future
research.  This chapter mainly proposes to answer the second question.  The third
question will be taken up more explicitly in subsequent chapters.  However, the low-
income Mexican Americans we interviewed read medical literature (derived from
scientific textbooks and articles) that used the language of control, they heard about
control during appointments and in diabetes education classes, and several talked about
blood glucose control and other forms of control during their interviews.  Thus, the
rhetorical strategies in physiological discourse and the resonances with other institutional
and popular uses of control that help “educate the consent” of health care providers also
have the potential to influence people who seek medical care.

According to Thomas S. Kuhn, undergraduate and much of the graduate training
in the physical, chemical, and biological sciences is based on knowledge learned from
textbooks, and textbooks serve as “pedagogic vehicles for the perpetuation of normal
science” or the current paradigm (1996/1962:137).  Robbie Davis-Floyd observes that
the first two years of medical school focus on the “basic sciences,” which includes
physiology.  This coursework is also based on textbooks.21  Future health care providers
are expected to memorize an overwhelming quantity of information during those two
years.  Davis-Floyd proposes that all this work, combined with a competitive emphasis
on grades and tests, and the social isolation required to study for these courses contribute
towards a cognitive transformation that stresses technocratic and scientific values and
encourages “the practitioner’s systematic objectification of and mechanization of, and
alienation from, the patient” (1992:253, 257, 253-269).22  As I have illustrated, control is
a significant technocratic value that is explicitly and implicitly promoted throughout
physiology textbooks.

The undergraduate and medical physiology textbooks of the 1980s and 1990s
explicitly promoted “homeostatic control mechanisms” as “the most effective way” to
conceptualize complex bodily processes (e.g., Schauf, Moffett and Moffett 1990:85).
Throughout the texts, the authors used terms associated with “control systems theory”
to describe neural and hormonal influences on cells and on each organ system of the
body.  In so doing, I would argue that the discourse implicitly promotes the value of
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control through constant repetition.  Furthermore, although the authors introduced
“homeostasis” and “control systems” as theoretical concepts, throughout the texts
control and regulation were represented as being natural, universal, normal, and ideal.
Control also supplanted and/or subsumed balance as the dominant metaphor.

In the physiology textbooks, readers were provided with little or no information
about how or when “control systems theory” or “regulation” became part of
physiological thinking.  However, control and regulation were portrayed as emerging
from a progression that led from the ancient Greek concept of balance to Claude
Bernard’s concept of the internal environment (in France in the 1800s) to W.B.
Cannon’s concept of homeostasis (in the U.S. in the 1930s).  According to Kuhn
(1996/1962), this style of representing history is typical of most science textbooks.
Kuhn observes that scientific textbooks typically present only brief histories, with large
time gaps.  They refer to a few heroes and highlight the part of their work that is related
to the current paradigm.  According to Kuhn, these representations obscure the impact of
revolutions on scientific theories, methods and the constitution of “facts.”  Kuhn also
argues that these selective histories give students and future professionals the impression
that science is a linear progression of discoveries leading to the current paradigm and that
they are “participants in a long-standing historical tradition” (1996/1962:137-139).  I
would add that these histories of physiology specifically reproduce the trajectory of
“classic” histories of “Western Civilization.”23  Ana Alonso (1988) and James Brow
(1990) observe that representations of history are selective in hegemonic discourses
generated by national governments.  Like authoritative accounts of national history, the
physiology textbooks use the authority of cumulative objective scientific truth to
underwrite the current paradigm’s interpretations of the human body. These historical
representations combined with the aforementioned rhetorical practices reflect and help
reinforce the power of the metaphor of control as a scientific, medical, and cultural ideal.

The metaphor of control is so predominant in this discourse that it appears to
operate at the level of “common sense,” or as Pierre Bourdieu puts it, “doxa”
(1977:159-171).  In other words, the value of control is usually taken for granted (and
not debated) by scientists and medical practitioners who are trained in this discourse and
who reproduce it as they pursue their professional activities.  The historical
representations and several rhetorical strategies appear to reinforce both the power of the
metaphor of control and its taken-for-grantedness.  In addition, as I will discuss, the
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medical uses of control articulate with and help reinforce other institutional and popular
uses of control.  These articulations also appear to operate at the level of common sense.
The medical uses of control foster the sense that control is natural and normal and that
technology can and should be used to re-establish control.

Kuhn observes that scientists doing “normal science” make commitments to
(and therefore take for granted) concepts, theories, instrumentation, and methods related
to the current paradigm.  As a result, they do not need to continually justify the concepts
they use, they can pursue highly specialized research projects, and they can write
research articles to be read by colleagues who share the same vocabulary and
assumptions.  These commitments (including being able to take concepts like control for
granted) enable them to “solve puzzles,” or determine with increasing precision how
facts gathered about natural phenomena articulate with current theories (1996/1962:19-
20, 35-42).  The physiology textbooks typically presented “conclusions ... supported by
the bulk of the currently available evidence” without detailed discussions of the
experiments (e.g., Ganong1987:xi).24  Their descriptions of the conclusions suggest that
“homeostasis” and “control systems theory” have been fruitful for physiological
researchers who have been trying to “solve the puzzles” of chemical processes in the
body and define with greater precision how specific hormones, enzymes, and other
substances affect bodily processes.  This fruitfulness helps explain the power of the
metaphor of control.

Thomas S. Kuhn (1996/1962) and Donna Haraway (1976) both note the
"explanatory power" of metaphors and analogies in science.  Drawing on Mary Hesse's
Models and Analogies in Science (1966), Haraway observes that metaphors and
analogies enable scientists to talk about and visualize abstract concepts.  They serve as
didactic devices and they help scientists formulate theory.  Metaphors can set limits to
"acceptable theoretical accounts," but scientists also use them to generate new ideas and
new experiments.  Furthermore, in testing the limits of a metaphor, they may encounter
anomalies that could lead to changes in theories or paradigms (1976:8-10).25

According to Hesse (1966:46) as cited by Haraway (1976:9), metaphors used in
science are usually related to a sense object, such as a particular machine, a crystal, or an
organism.  Schauf, Moffett and Moffett were the only textbook authors who discussed
the use of metaphors in physiology.  In a two-page insert, they note that “scientists have
compared the workings of the body to other natural and artificial processes that were
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characteristic of their time” (1990:10).  They trace a history leading from the use of fire
during the pretechnological era to houses as people began to construct them to the use of
machines during the eighteenth and nineteenth centuries to the chemical, electrical, and
mechanical metaphors of the twentieth century including recent analogies to computers.
I would argue that metaphors in science can include abstract concepts, like control and
regulation, that have other associations in society.26  One could interpret control as a
dimension of the metaphor of body as machine.  After all, control systems theory was
borrowed from engineering and machines like thermostats serve as key examples.
However, it appears that control has persisted as a key metaphor (or an abstract concept)
even as the mechanical, chemical, and electrical metaphors have changed over time.27

Haraway observes that the "power" of metaphors lies in how fruitful they have
been to theoreticians.  A metaphor (or concept or theory) that has been fruitful in
producing scientific knowledge continues to be repeated in articles and textbooks.  As
Foucault (1980b) observes, power "doesn't only weigh on us a force that says no;" it
produces forms of knowledge.  As I just noted above, these textbooks suggest that
control and regulation have helped scientists understand and explain the electrical and
chemical details of bodily processes.  The articles cited in their bibliographies are replete
with references to control, as are many articles about diabetes.  This explains much of the
"power" of the metaphor of control.  However, within more positivist views of
“science,” the language of control systems is often not recognized as being
metaphorical or theoretical.  Instead, terms like control, regulation, and negative feedback
are regarded as part of the “neutral descriptive” language of science.  This also explains
some of the power of the metaphor of control.

Alonso (1988) identifies naturalization, departicularization (or universalization),
and idealization as techniques through which nationalist discourses attempt to establish
the legitimacy (or hegemony) of their versions of history.  Following Michel Foucault
(1975), normalization is another technique that characterizes many hegemonic
discourses.  All of these discursive techniques are at work in the physiological discourse
about control systems in the body.  In this discourse, control appears to be natural,
universal, normal, and ideal.  As I will discuss in detail shortly, control is naturalized in at
least two ways.  First, theoretical concepts are linked to physical phenomena, in discourse
and in experimental practices.  Second, in scientific discourse, theoretical interpretations
like control can become integral parts of unquestioned “facts.”  In physiological
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discourse, control is represented as a universal feature of “the body,” i.e., all bodies, and
specifically, all normal bodies.  Likewise, the chemical details of particular control
systems are portrayed as universal, despite variations in past experiments or in individual
bodies.  For Alonso, “idealization is the process through which the past is cleaned up,
rendered palatable and made the embodiment of nationalist values” (1988:45).  This
process is similar to Kuhn’s (1996/1962) description of the ways that the past is
selectively represented in science textbooks as leading to the values (concepts, theories,
methods, and facts) of the current paradigm.  In addition, the discourse in the physiology
textbooks portrays control (and/or balance achieved through control) as the ideal state for
the normal (and natural) body.

Kuhn (1996/1962) stresses that scientists do not learn the current paradigm in
the abstract.  Rather, they learn theories (and the terms, metaphors, and values associated
with them) in experiments with (or observations of) physical phenomena, which serve as
exemplars that illustrate the theories.  Likewise, medical students conduct experiments,
dissect animals and cadavers, and make (apparently direct) observations of bodily
processes in live animals and medical patients.28  I would argue that linking concepts like
control to physical phenomena implicitly reinforces the sense that they are natural.  In
addition, as noted earlier, insulin and glucose serve as the exemplar used to illustrate
control systems theory.

Bruno Latour (1987) describes how “discoveries” in science come to be
regarded as unquestioned “facts.”  He also shows how concepts (and/or metaphors) can
become intertwined with “facts.”  I would argue that some of the power of the metaphor
of control derives from its representation as an unquestioned given and/or “fact” in
physiological discourse.  Latour describes how "discoveries" gradually become "tacit
knowledge" through repeated citation in the research literature (1987:21-62).29  As
"more people believe it and use it as a black box," statements in research papers become
increasingly stylized.  Statements move from debates about how research results were
produced to "X (researcher) has shown that A = B" to "A = B" with no author or
qualifications to becoming "so well known" that it is not necessary to talk about it and it
is incorporated into instruments used in subsequent research (1987:42-44, 23).30  The
physiology textbooks basically re-present and summarize current scientific knowledge
about the body as "A = B."  The textbook authors occasionally refer to specific
researchers and describe how studies were conducted.  Those studies tended to be
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exemplars or relatively recent experiments.31  As noted earlier, the authors also note that
some “mechanisms” are "not (yet) well understood."32  However, the implication was
that when they were better understood, they too would confirm the paradigm.

Latour describes how researchers "position" or "stack" graphs, figures, numbers,
symbols, formulas, acronyms, and other forms of shorthand in order to "fortify" their
claims (1980:45-62).  The physiology textbooks had all these forms of shorthand.  As I
described earlier, the texts had many figures illustrating “pathways” and/or "control
systems."  They also had graphs showing "approximate insulin secretion at different
plasma glucose levels."33  As the authors intend, the figures and graphs seem to make it
easier to grasp the complex details of human physiology as well as the explanatory
models that organize these details.  They fortified the "A = B" statements about control.

Latour illustrates how "the control by the hypothalamus of growth hormone"
became "collectively stabilized from the midst of controversies" as "a fact."  He observes
that a "fact" can be disputed in principle, but in practice it becomes increasingly difficult
to do so after it has been incorporated as unquestioned fact in hundreds of papers
researching newer controversies (1987:41-44).  This describes the practices of what
Kuhn (1996/1962) calls "normal science."  Even researchers who do not regard
themselves as purveyors of facts typically take certain concepts and ideas drawn from
previous research for granted.  As Latour (1987:43) notes, "Who refers to Lavoisier's
paper when writing the formula H2O for water?"

I would add that when scientists and medical practitioners regard "the control by
the hypothalamus of growth hormone" as "a fact," they take for granted all the theoretical
and methodological assumptions embedded in the research (probably animal studies)
that demonstrated measurable changes in "growth hormone" levels or composition that
correlated with induced or observed measurable changes in the "hypothalamus," which
are defined and/or summarized as "control."  Furthermore, it seems that "growth
hormone," the "hypothalamus," and "control" were already in the "black box."
According to Latour, the "strength" of "facts" in science "is derived from any of the
papers that incorporate it" (1987:42).  As noted above, this source of strength can apply
to ideas that scientists recognize as metaphors, analogies, or theories.  However, "theory"
and explicit metaphors are at least presumed to be more open to question than "facts."
Latour's example suggests that "control" can cross the imagined border between "theory"
and "fact" on the coattails of the "natural" phenomena they explain.
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According to Bourdieu (1977) orthodoxy and heterodoxy constitute the realm of
knowledge in which ideas and opinions are consciously debated, while doxa entails
undiscussed or taken for granted assumptions.  As I observed in Chapter 1, Bourdieu’s
concept of doxa is analagous to Gramsci's (1971) notion of common sense.  According
to Kuhn (1996/1962), the paradigms of "normal science" also entail taking certain
assumptions for granted.  On the one hand, control and regulation can be regarded as
forming part of "orthodox" physiological thought.  However, except for brief references
to vitalism as an alternative view that was superseded by the mechanistic view, these
textbooks rarely present "heterodox" ideas regarding human physiology.  They rarely
discuss debates or alternative medical theories about the body.  As described earlier, in
most of the textbooks, the authors did not historically situate the introduction of control
systems theory, but they did portray the concepts of control and regulation as emerging
seamlessly from a brief selective history leading from balance to the internal environment
to homeostasis.  This style of historical representation combined with the rhetorical
strategies that naturalize, normalize, universalize, and idealize control suggests that the
concepts associated with control systems theory not only form part of orthodox theory
about the body, but they also have become part of medical “common sense” (or doxa or
taken-for-granted assumptions) about the body.  These textbooks tended to represent
control as a natural and normal part of bodily processes, rather than as a theoretical
model (and metaphor) that was introduced during the 1940s (if not before).

In the next section, I will make a few observations regarding the history of
control and regulation.  In the section that follows, I will discuss the resonances between
medical and other forms of discourse.  Robbie Davis-Floyd, for example, argues that the
technocratic values of the medical system reflect and reinforce core values of U.S.
society, including a strong need to feel in control of nature and the future (1992:46, 60).

A Few Asides on the History of Control
As I illustrated, the physiology textbooks provided very few details regarding the

history of how control and regulation entered the “black box,” that is to say, how
control and regulation went from being adopted and debated as new concepts to being
regularly incorporated into research and other medical discourse as a taken-for-granted
concept.  Working through the details of this history goes beyond the scope of this
dissertation, but this would be a fascinating topic for future research.  The brief histories
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in the physiology texts and the work of Foucault (1975), Haraway (1976, 1991) and
others provide some indications of where this research could lead.

Stolwijk and Hardy (1975) state that control systems theory was introduced into
physiology from engineering during the 1940s.  As described earlier, it appears that
terms like control and regulation were generally taken for granted as fundamental
concepts in physiology by the 1980s and 1990s (if not before).  Obviously, control
systems theory was developed in engineering some time before the 1940s.  In addition,
Haraway indicates that Paul Weiss was “one of the originators of systems thinking in
biology” (1976:150).  Weiss was trained in engineering and used systems theory to
analyze embryos in the late 1920s.

It is not clear from the brief textbook histories or from the analyses of paradigm
shifts in biological and medical sciences by Foucault (1975), Canguilhem (1991),
Haraway (1976, 1991), and Davis-Floyd (1992) whether terms like control and
regulation were introduced along with systems theory or whether they were already
present in the discourse.  Foucault's analyses (1975, 1979) suggest that in France during
the 1800s public officials, doctors, and researchers institutionalized disciplinary practices
that embodied notions of control.  In addition, it is possible that a discursive stress on
control and/or regulation in living organisms accompanied the paradigm shift away from
vitalism and towards more mechanistic views of the body that was taking place in
European thinking during the historical era that fascinated Foucault.  In other words,
control and regulation may have begun to appear or predominate in scientific and
technical discourse following the Enlightenment and the rise of mercantile capitalism and
colonialism in Europe.  It is also possible that vitalist discourse had references to control
and/or regulation.  Davis-Floyd, for example, observes that Enlightenment assumptions
that “the universe is mechanistic, following predictable laws” that can be discovered
through science and manipulated through technology fit well with Western society’s
“already ancient cultural belief in our right to dominate nature (chartered in Genesis)”
(1992:44).

Vitalists stressed that living organisms are wholes that have a “vital force,”
which distinguishes them from nonliving forms.  Following the work of Aristotle and
others, they believed that the whole is greater than the sum of its parts.  In contrast,
mechanists used various machines (such as clocks and pumps) as metaphors for the
body.  They tended to view organisms as divisible into constituent and relatively
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independent parts.  Thus, as Davis-Floyd notes, researchers could take apart, study, and
repair the body.  She stresses that mechanistic views depend on the conceptual separation
of mind and body promoted by Descartes, Bacon and others (1992:48-49).34  Haraway
(1976) notes the importance of Descartes’ theory that organic and inorganic matter is
made up of particles or corpuscles.  According to Haraway, the mechanistic biological
researchers of the 1700s and 1800s were also influenced by Newtonian physics,
discoveries in chemistry, and the political theories of their day.  As just noted, another
key idea was that the universe (or nature) follows predictable laws.

As Kuhn (1996/1962) observes, science textbooks tend to represent natural
phenomena in terms of the current paradigm.  In the two undergraduate physiology
textbooks, the authors briefly acknowledge the shift from vitalism to mechanistic
approaches.  They stress that the human body is now viewed as a complex machine, that
can be understood by studying its parts, and that “all phenomena, no matter how
complex, are ultimately describable in terms of physical and chemical laws” (Vander,
Sherman, and Luciano 1990:1; Schauf, Moffett and Moffett 1990:3).  Both texts
proclaim the predominance of mechanistic views, although Vander, Sherman and Luciano
concede that vitalism is “not completely dead,” particularly with respect to attempts to
explain brain physiology, thought, and consciousness (1990:1).  This is as close as these
textbook authors come to providing readers with any sense of alternative paradigms, or
explicitly acknowledging that the current paradigm is mechanistic.  The medical
physiology textbooks by Guyton and Ganong do not mention vitalism, nor do they
explain that current views are mechanistic.  These textbooks did not mention the term
“organicism” and did not regard systems theory as a separate paradigm.  Instead,
systems theory was represented as integral to current mechanistic approaches.

According to Haraway (1976), the paradigm of “organicism” emerged in
developmental biology during the first half of the 1900s.  Haraway’s analysis suggests
that organicism currently constitutes a minority view within biology, which co-exists
along with neo-mechanistic views.  Haraway uses “neo-mechanistic” to mark the
changes since the 1800s in the mechanical metaphors used to describe the body.  It
seems that regulation and/or control are associated with both paradigms.  Haraway links
several ideas with organicism including self-regulation, systems analysis, wholeness, and
concerns about structure, function, and hierarchical organization in nature (1976:33-63).
She asserts that the late nineteenth century forms of vitalism and “strict mechanism”
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were inadequate for explaining regulation in biological organisms (1976:26-28).35

According to Haraway, the power (and contribution) of organicism was that this
paradigm could explain regulation and wholeness in organisms (1976:31).36  Organicists
retained the vitalist emphasis on the whole, but not the proposition of a vital essence.
Instead, they conceived of living organisms as complex systems with multiple
hierarchical levels, with each level having its own laws.  Within this explanatory
framework, organisms could not be reduced to the laws of chemistry and (Newtonian)
physics.

Haraway observes that subsequently Einstein and others shifted theories in
physics away from particles towards equating matter with energy and electromagnetic
fields.  She also notes that the neo-mechanists adopted more complex views of biological
systems, and settled on the molecular structure of genes as the probable underlying
explanation for the structures and behaviors of organisms (1976:205).  Haraway
observes that there is considerable overlap between organicism and neo-mechanism, yet
argues that they are different enough from each other and from past trends to be
regarded as new co-existing paradigms in biology.  Haraway’s descriptions suggest that
both paradigms use “systems analysis.”  Likewise, it appears that regulation and/or
control are concepts used by proponents of both approaches.

Davis-Floyd’s (1992) description of the paradigms affecting biomedical
conceptions of birth is parallel to Haraway’s distinction between neo-mechanism and
organicism, except that she does not use those terms.  Davis-Floyd illustrates that
mechanistic approaches to birth predominate, but notes the existence of alternatives that
stress systems theory and/or wholistic approaches to birth, health, and illness (1992:294-
307).  Davis-Floyd demonstrates that control (especially institutional control) is an
integral aspect of mechanistic or technocratic approaches to birth.  Ideally, she proposes
an expansion of the biomedical model of birth “into a systems-based paradigm that both
emphasizes organic interconnectedness and makes practical use of models of
mechanicity and separateness” (1992:304).  However, she does not acknowledge the
extent to which systems analysis also has notions of control.  In addition, several of the
middle class and upper middle class white women (living in two cities in the U.S.) that
she interviewed objected to institutional controls, yet expressed desires to retain personal
control over the birth process.  As I will discuss in the next section, there appears to be
considerable overlap and mutual reinforcement of notions of control between the values
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and practices of biomedicine and upper and middle class white patriarchal value systems
in the United States.37

Most of the brief histories in the physiology textbooks cite Claude Bernard’s
concept of the internal environment and William Cannon’s homeostasis as key ideas that
contributed towards current notions of control and regulation.  Haraway also cites
Bernard and Cannon among several other researchers who all contributed towards an
"experimental focus on self-regulation" (1976:36).  Cannon did his research around the
time that control systems theory was introduced into biology, so he probably did use
terms like regulation or control.  However, it is not clear from these accounts whether
Bernard talked about control and regulation, or whether his work is being retrospectively
assessed as relevant from the perspective of current paradigms.  For this dissertation, I
did not attempt to read original works by Bernard and Cannon.  In future research, these
works and others could be re-examined to determine the extent to which they discussed
natural phenomena in terms of control and/or regulation.

Although none of the sources that I read clarified the extent to which Claude
Bernard talked about control or regulation, his work was regarded as significant for
several reasons.  As already noted, the physiology textbooks credit Bernard for
developing the concept of the internal environment.  In addition, along the lines of
Haraway’s quote above, Schauf, Moffett and Moffett cite Bernard as one of the
researchers who helped establish physiology as an experimental science.  His
experiments “showed that animals, like machines, could be studied by being taken
apart” (1990:10).  They link Bernard’s work to the metaphor of the body as machine,
and to early mechanistic approaches to physiology.  In The Birth of the Clinic (1975),
Foucault mentions that Bernard's work illustrates the shift in emphasis from "health" in
the 1700s to "normality" in the 1800s (1975:35).  However, Foucault does not discuss
Bernard’s work in any detail, or his concept of the internal environment.  In The Normal
and the Pathological, Georges Canguilhem provides a more detailed analysis.
Canguilhem describes and critiques Bernard’s efforts to argue that disease is only "the
disturbed, exaggerated, diminished or obliterated expression" of "normal function"
(1991:65-89).  Canguilhem also notes the similarities between Bernard's "constants of
the internal environment" and Cannon's work on "homeostasis" and "the theory of
organic regulations" and links their work to "norms" of "organic functioning" such as
"thermoregulation" (1991:259-261).38  In other words, Foucault and Canguilhem link
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Bernard’s work to the increasing importance of statistical norms in the practices of
modern medicine.  From the perspective of this dissertation, it is interesting to note that
the ideas promoted by Claude Bernard (or attributed to him) were based on his efforts to
understand diabetes and his experiments with glucose in the livers of live and dead
animals. 39

Foucault highlights significant changes that occurred between the 1700s and the
1800s, which still affect current medical practices and constructions of knowledge about
the human body.  These include defining illness as pathologized life, using physical
examinations to detect visible (or audible or palpable) signs of illness, using statistical
correlations of signs to diagnose illness, and using pathological anatomy for medical
research and training.  To this list, I would add the emergence of the metaphor of the
body as machine or mechanistic approaches to physiology, and research on live
mammals beginning to serve as an important source of knowledge about the human
body.  Schauf, Moffett and Moffett, for example, tell their readers:  "Had it not been
possible to use nonhuman mammals as experimental subjects, today's medicine would be
based to a far greater extent on speculation, trial, and error, and anecdote" (1990:3).
Many studies about the physiology of diabetes are based on studies on mammals, such
as rats, hamsters, rabbits, or dogs (or tissues or cells extracted from them).40  These
studies compare normal animals with animals in which Type I or Type II diabetes or
diabetes-like conditions have been induced, often by removing the animal’s pancreas or
administering toxins (Ganong 1987:279-280).  In the textbooks, it is not always clear
whether the conclusions they summarize are based on research conducted on mammals,
humans, or both.  Tracing the impact of mammal studies on current constructions of the
human body and/or diabetes could be fascinating topics for future historical research.
The summaries provided by the physiology textbooks suggest that much of what is now
“known” about normal metabolism was generated by research directly or indirectly
related to diabetes.

Finally, as I have discussed throughout this section, future historical research
could trace the degree to which physiological discourse stressed control and regulation
during the 1800s as well as in previous time periods.  One possibility is that the
discourse of the 1800s tended to stress the metaphor of balance and then researchers
began to emphasize control and regulation much more after the introduction of systems
theory.  The textbook histories tracing a progression from the ancient Greek concept of
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balance to Bernard’s internal environment to Cannon’s homeostasis as well as the
textbook discourse that describes cells and different organ systems all suggest that
control has supplanted and/or subsumed balance as the dominant metaphor.

In “The Biological Enterprise: Sex, Mind, and Profit from Human Engineering
to Sociobiology,” Donna Haraway proposes that "between the First World War and the
present, biology has been transformed from a science centered on the organism,
understood in functionalist terms, to a science studying automated technological devices,
understood in terms of cybernetic systems" (1991:45).  She compares psychobiology
prior to World War II and sociobiology after World War II (1990:43-68).  She links the
changes in biological conceptions of nature and the body to changes in the organization
of capitalist production, which have been summarized as the transition from "Fordism" to
"flexible accumulation" (Harvey 1989) or from "monopoly capitalism" to "late
capitalism" (Jameson 1991).

Haraway links the following analytical foci, theories, ideas, and influences
(among others) in psychobiology to their transformations in sociobiology (1991:44):

psychobiology sociobiology
organism cybernetic machine
person gene
superorganism (social life) population
organic functionalism technological functionalism
integrated hierarchical organization sensory channels and processing centers
human engineering communication control
physiology systems theory
homeostasis feedback and other control systems mechanisms
adaptivity optimization

Haraway indicates that these transformations apply to many subfields within biology and
other life sciences.  I selected ideas that pertain to physiology.  Haraway notes that both
psychobiology and sociobiology were influenced by engineering, and both had notions
of control (1991:44, 47).

According to Haraway, biological theories prior to World War II tended to view
the organism or human body (and society) as "a harmonious, balanced whole with
proper distribution of function," but also as a hierarchically organized whole controlled
by the integrative mechanisms of the nervous and endocrine (and/or reproductive)
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systems (1991:47).  As discussed above, in her earlier work, Haraway (1976) indicated
that organicists and neomechanists in developmental biology during the first half of the
20th century were all influenced by systems theory.  Nevertheless, her more recent
analysis suggests that systems analysis became increasingly prevalent after World War
II and that the body's systems (in various biological sciences) were increasingly
portrayed as "communications control systems."  Haraway notes that these trends were
influenced by war-time theories of "command control," technological developments in
communications and electronics (which became available for analogies and affected
research methods), and the increasing use of mathematical models and statistics.

As I have shown, the discourse in the physiology textbooks reflects this apparent
historical shift from balance (and homeostasis) towards control.  Nevertheless, in these
textbooks, the transformation was not complete.  Balance exists as a concept, but it is
subsumed by control.  In fact, the basic message is that control is the best (most rational)
means to "achieve" balance.  This is exactly what Guyton and Hall say in the preface to
the 9th edition of Guyton's text: "Fortunately, the body is endowed with a vast network
of feedback controls that achieve the necessary balances, without which we would not be
able to live" (1996:v).  They also state: "The beauty of physiology is that it integrates the
individual functions of all the body's different cells and organs into a functional whole,
the human or animal body" (1996:v).  In other words, the discourse in the physiology
textbooks of the 1980s and 1990s combined organic functionalism with control
systems.41  As I noted earlier, the textbook authors occasionally note that a "mechanism"
is "not well understood."  However, their comments imply that future research will
continue to reconfirm the theory of control systems in the body.  For this analysis, I
focused on texts that were available as references at the time I did the field research, but
this slightly newer text by Guyton and Hall emphasizes control and regulation at least as
much, if not more.  The newer descriptions based on technologies that have allowed
researchers to map the brain and decode DNA are also framed in terms of control and
regulation.42

In the 1960s, medical researchers began using radioimmunoassays to measure
metabolic clearance rates and secretion rates of hormones and to trace their precursors
and metabolic end-products (Guyton 1989:882-883, Ganong 1987:27, 287-288).  With
previous research methods, it was practically impossible to measure concentrations of
hormones in the blood, because most are present in very minute quantities (Guyton
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1987:882).  Schauf, Moffett and Moffett identify radioisotopes as a revolutionary
development that enabled researchers to trace movements of atoms and molecules in the
body, so that it "became clear that all structures in the body ... are subject to a continuous
turnover ... and are thus dynamic steady state."  They note that this meant that "it was no
longer possible to think of biological aging as the wearing out of a machine, and it was
clear that, in the absence of disease, aging and death were the result of a failure of
homeostasis" (1990:11).  In these quotes, they suggest a shift away from mechanical
metaphors and they stress balance.  However, it appears that radioisotopes also have been
used to further refine analyses of hormonal control systems.  Again, future historical
research could examine the links between key research methods and the metaphorical
and/or theoretical models that they helped reinforce.

Foucault urges researchers to pay attention to "subjugated knowledges."
Although the discourse in the physiology textbooks used to train future health care
providers is framed primarily in terms of control, there are "subjugated" terms that
suggest other ways of conceiving of the body.  As Davis-Floyd (1992) suggests,
"systems" can imply interconnectedness and interdependence.  "Homeostasis" stresses
balance.  "Channels" is associated with communications control theory.  However, like
pathways, channels can also evoke a transportation metaphor.  Chemical processes are
frequently portrayed as control systems, but they are also portrayed as "sequences of
events," "pathways," "cascades,” or “processes.” Within pathways or cascades, "rate-
limiting steps" are the equivalent of "control mechanisms."  "Control" is generally used
to try to pinpoint cause and effect.  Cause and especially effects were common terms in
these texts.  Cause and effect are fairly abstract concepts.  Other terms used to convey
cause and effect were results, factors, functions, mechanisms, roles, and responses.  The
first three seem relatively abstract.  However, perhaps "functions" and definitely
"mechanisms" imply a mechanical metaphor.  "Roles" implies personification and
"responses" implies communication.  Action verbs, such as stimulates, inhibits, releases,
activates, and acts on, can imply control, or at least they construct the hormone or enzyme
as an "agent" with the power to influence, change, or transform.  "Increases" and
"decreases" fall within the "up-down" metaphor, which Lakoff and Johnson (1980)
identify as one of the basic metaphors of English speakers in the United States.  Several
of the aforementioned action verbs also call to mind the "up-down" metaphor.
"Mediates" and "facilitates" can imply negotiation and cooperation.  "Triggers" connotes
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guns (a type of machine) and the war metaphor, which as Martin (1994) describes, is
pervasive in discourse about the immune system.   The war metaphor was only
occasionally used to describe metabolism or chronic illnesses like diabetes.43   Other
actions or events, such as catalyze, metabolize, secrete, excrete, and diffuse, seem to be
terms that originated in science and are now used in other ways.  "Excitation" appears to
be an electrical metaphor.  These are other metaphors that appear in physiological
discourse.  Many of these terms are linked to “control” and “regulation.”  On the other
hand, some could serve as alternative ways to conceive of the body.

Resonances with Other Institutional and Popular Forms of Control
As I have illustrated, the explanatory "power" and repetition of control within

physiological discourse enable its continued reproduction.  In this discourse, control is
represented as natural, universal, normal, and ideal.  These rhetorical strategies combined
with the brief histories that represent control as seamlessly emerging from a history of
ideas that dates back to ancient Greece help “educate the consent” of future health care
providers and encourage them to take control for granted as a “common sense” way to
think about the body.  In addition, resonances with other institutional and everyday
conceptions and embodied experiences of control help explain why the metaphor of
control made sense and continues to makes sense to many scientific researchers and
medical practitioners.  These resonances also help explain why the medical framing of
diabetes in terms of control seemed to make sense to some of the working class Mexican
Americans that we interviewed.  However, as described in Chapter 3, their "lived
experiences" include often being subjected to control.  Chapter 8 will analyze how they
talked about "control."

The scientific and medical uses of control articulate with uses of control in other
institutions in the United States, such as engineering, business, communications, the
military, and schools.  As already noted, control systems theory apparently originated in
engineering.  The effects of control systems theory are implicit in many modern
technological objects that most people use every day, such as light switches, toilets,
thermostats, washing machines, and the T.V. “remote control.” Control systems theory
is taught to future business managers and is used to guide business practices (e.g.,
Lewis, Goodman and Fandt 2001).44  Most people have experienced various forms of
social control in institutions like schools and the military, as well as within the family.  In
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the United States (when speaking English), people use control in everyday expressions,
such as "controlling your temper" or "he's a controlling person."  Of course, everyday
expressions reflect and express the "realities" of living in a society with a capitalist
economy and a long history of unequal power relations based on class, race/ethnicity,
gender, and sexuality.  Furthermore, it is likely that several expressions now regarded as
common have their roots in scientific and/or business discourses.

Lakoff and Johnson (1980) argue that "our ordinary conceptual system, in terms
of which we both think and act, is fundamentally metaphorical" (1980:3).45   This
conceptual system refers to everyday forms of speech and experience that seem
"normal," "natural," "automatic," and that "we are normally not aware of" (1980:3,
117).46  In other words, they are analyzing "common sense," as Lakoff later put it
(1996:4).  Metaphors enable people to understand one concept in terms of another.
However, that understanding is always partial and metaphors have entailments that
highlight some things and hide others (1980:52, 139).  I regard this insight as crucial for
analyzing metaphors (like control) that "have evolved in our culture over a long period"
and/or have been "imposed on us by people in power" (1980:159-160).

Lakoff and Johnson observe that concepts of scientific theory "are
often—perhaps always—based on metaphors that have a physical and/or cultural basis,"
which in part explains their "intuitive appeal" (1980:18-19).  Furthermore, they propose
that part of the appeal of any metaphor is based on the internal coherence of its
entailments, the coherence of its entailments with other metaphors, and its coherence with
physical and cultural experiences.  They do not sufficiently deal with the possibility of
contradictions that might be entailed in metaphors.  Nevertheless, Lakoff and Johnson
provide an interesting analysis of the "metaphors we live by" in "our culture," which I
interpret as an analysis of the metaphors often taken for granted by English speakers in
contemporary U.S. "mainstream" culture.  As noted above, this is a culture with a
capitalist economy, a history of unequal power relations, and a value system that reflects
the historical dominance of upper and middle class Anglos.  Lakoff and Johnson cite
"control" as one of the concepts that constitute "well-being" in this culture, and they
show how control and other concepts are metaphorically linked (1980:14-19).

Lakoff and Johnson identify three types of metaphors: structural, ontological and
orientational.  Structural metaphors are used to understand one concept (often abstract)
in terms of another, such as "argument is war" or "time is money."  This could include
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"the body is a machine” or “the body is a control system," even though the latter
contrasts with most of their examples, because it uses an abstract concept to understand
"the body."  Ontological metaphors enable English speakers to conceive of aspects of the
physical world, events, actions, activities, states, and abstract concepts as "substances,"
"entities bounded by a surface," and "containers" (which are used with the "in-out"
metaphor).  Lakoff and Johnson note that ontological metaphors are "so natural and so
pervasive in our thought that they are usually taken as self-evident direct descriptions"
(1980:28).  Thus, it is not surprising that physiologists conceive of cells, organs, and
bodies as entities bounded by surfaces.  Orientational metaphors "organize a whole
system of concepts with respect to one another" (1980:14).  They are also pervasive and
seem evident.  They include up-down, in-out, front-back, on-off, deep-shallow, and
center-periphery.

Lakoff and Johnson state that the "up-down" metaphor is particularly important
in English-speaking U.S. mainstream culture.  They add that "there are cultures where
balance or centrality plays a much more important role," but they never specify which
cultures (1980:24).  The system of concepts linked by "up-down" are "common"
dichotomies: happy-sad, conscious-unconscious, health-sickness, life-death, having
control or force (or power)-being subject to control or force, more-less, high status-low
status, good-bad, virtue-depravity, and rational-emotional.  "Future is up" is another,
though the past is not linked to down.  Examples of everyday expressions include: "my
spirits rose," "get up," "the peak of health," "he dropped dead," "under her control,"
"going down," "upper class," "looking up," "high standards," and "the discussion fell to
an emotional level.”

Lakoff and Johnson propose that the associations with "up" (and "down") are
grounded in physical and/or cultural experiences.  These include erect posture for happy,
conscious, health, and life.  The "physical basis" for "control" is that the victor in a fight
is typically larger and ends up on top.  Adding "more" to a pile makes it go up.  "Status
is correlated with (social) power and (physical) power is UP."  Happiness, health, life, and
control add up to well-being and what is "good" for a person.  "Virtue" is to act in
accordance with what society regards as good.  "Rational" is linked to the value placed
on "control over the physical environment," which places humans above animals.  Each
metaphor has internal systematicity or coherence (as in happy is always "up," not
"down").  Furthermore, there is coherence among the various "up-down" metaphors
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(1980:14-19).  Basically, most of the associations with "up" are regarded as positive by
mainstream U.S. culture, while most of the associations with "down" are regarded as
negative.47

This analysis suggests that happiness, health, life, control (or power), high status,
having more, being rational, and good are all metaphorically and coherently linked (and
positively valued) in a number of everyday expressions and experiences within the
"taken-for-granted" conceptual system of English speakers in mainstream U.S. culture.
Scientific theories emphasizing control would be "coherent" with these everyday
expressions and experiences (and contribute to them).  Increases and decreases of
substances in scientific experiments or medical tests "fit well" with "conventional"
notions of control.  This may help explain why control systems theory has been
"intuitively appealing" to many scientific researchers, medical practitioners, business
owners and managers, and other people in power.   These common sense links between
control and other concepts including “good” help create “intellectual and moral unity,”
which, as Brow stresses, is a crucial dimension of struggles for hegemony (1990:3).

For working class Mexican Americans and others who have been historically
subjected to control in the workplace, schools, and elsewhere, accepting the medical
model of control (which apparently has a number of metaphorical entailments, and the
tendency to focus on the "individual system" rather than social systemic issues) may be
an instance of "dancing with the devil" (Limón 1994).  It could be intuitively seen as the
imposition of yet another institutional means of control over their bodies, or as possibly
providing "an opportunity to control some aspect of their lives" (Limón 1994:165).  In
this case, it would be the possibility to "control" some of the devastating complications of
diabetes.

Lakoff and Johnson's list of metaphorically connected concepts can be regarded
as a list of what Chicano scholars have characterized as the "Anglo value system" that
historically has been used to create all the negative stereotypes associated with Mexican
Americans (Mirandé 1985:203 and Vaca 1970:45).  To the extent that these values have
some sort of "intuitive appeal" and are incorporated into scientific models of "the body,"
then those same theories run the risk of importing all the negative stereotypes associated
with Mexican Americans and other minorities, when these theories are extended or used
to discuss illness and "health behaviors."  In the section on epidemiology in this chapter,
I will discuss how this apparently has happened in some of this literature.  Despite the
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decades of Chicano scholarship dedicated to combating negative stereotypes, some of the
old assumptions about ignorance and fatalism continue to be reproduced.  In Chapter 5, I
will describe how notions of control and these assumptions affected the dynamics of
interactions between doctors and working class Mexican American patients.

Although the metaphor of "control" tends to predominate in current physiological
constructions of the body, this discourse contains other metaphors, such as "balance"
and “pathways.”  As the Gramscian and Foucauldian views of power relations suggest,
domination is never complete and subjugated themes remain within institutional
discourses.  Subsequent chapters in the dissertation will show that sometimes doctors
and nurses and the people we interviewed occasionally questioned the biomedical
emphasis on "control" and/or incorporated "balance" and other metaphors into their
discourses and practices.

Now I will describe how “control” is specifically linked to discourse about the
metabolism of food and diabetes.  As I observed earlier, insulin and glucose serve as an
exemplar to illustrate “control systems.”  In addition, Claude Bernard used diabetes and
experiments with glucose in animal livers to develop key concepts, such as the internal
environment, the body as machine metaphor, and disease defined as a quantitative
variation of normal physiology, which in current physiological discourse are all linked to
notions of control.

Insulin and Glucose: An Exemplary Control System
As described earlier, the two undergraduate physiology textbooks and Guyton’s

Textbook of Medical Physiology use body temperature and insulin and glucose to
illustrate "homeostatic control," and in particular, control through "negative feedback."
Schauf, Moffett, and Moffett state that "insulin regulates the entry of glucose and amino
acids into cells" (1990:590).  They cite insulin as an "excellent example of negative
feedback" (1990:99).  Vander, Sherman and Luciano define insulin as "the single most
important controller of organic metabolism" (1990:559).  Guyton's first chapter,
"Functional Organization of the Human Body and Control of 'Internal Environment'"
discusses the "'homeostatic' mechanisms of the major functional systems" (1986:2-3).
In the appendix of this chapter, Guyton lays out the symbols of "control system
analysis" and uses body temperature to illustrate how "a general analysis can be applied
to almost any negative feedback system in the body" (1986:8) and the "insulin control
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system for regulating glucose concentration in the extracellular fluid" to illustrate a
"more complex analysis" (1986:9-10).  The accompanying figures look like engineering
schematics.

In Chapter 5, Schauf, Moffett and Moffett use the engineering terms associated
with "control systems," which they introduced at the beginning of the chapter, to describe
the secretion and release of insulin:

Insulin was mentioned earlier in the chapter as an excellent example of
negative feedback (see Figure 5-9).  Insulin is secreted by ß cells are of
the islets of Langerhans, which compose the endocrine portion of the
pancreas.  The rate of secretion of insulin is controlled primarily by blood
glucose levels.  An increase in blood glucose is a consequence of
consuming a meal containing carbohydrates.  One important effect of
insulin is to stimulate glucose uptake across cell membranes.

Pancreatic ß cells are sensitive to the level of glucose in the blood
flowing through nearby capillaries.  Insulin is secreted at a low rate
during fasting, but an increase in blood glucose above the setpoint level
stimulates insulin secretion.  Circulating insulin binds with its receptors,
which are present on almost every cell type of the body.  An increase in
the rate of transfer of glucose from blood into the tissue results.  The
glucose is used for energy or it enters anabolic pathways, leading to
storage as fat and glycogen.  As a result of the insulin-stimulated
movement of glucose into cells, blood levels of glucose fall back in the
direction of the setpoint (Figure 5-15).  As the setpoint is approached,
insulin secretion diminishes.  The negative feedback circuit employs the
sensitivity of insulin-releasing cells as the sensor and the release of the
insulin as the effector that returns the variable (blood glucose level) to its
setpoint (Schauf, Moffett, and Moffett 1990:99).

In a later chapter, they use "regulation" to describe the same processes:
During the absorptive period, the hormone, insulin, regulates the entry of
glucose and amino acids into cells (Schauf, Moffett, and Moffett
1990:590).

In their chapter on "Hormonal Control Mechanisms, “Vander, Sherman and
Luciano use insulin and blood glucose levels to illustrate negative-feedback control,
noting that insulin “causes, by several actions, the plasma glucose level to decrease”
(1990:266).  In Chapter 17, "Regulation of Organic Metabolism, Growth, and Energy
Balance," they define insulin as "the single most important controller of organic
metabolism" (1990:559), glucagon as the most important of the "glucose-
counterregulatory controls," and glucose concentration of the blood as "the most
important control of insulin secretion" (1990:563).  Again, they stress “the feedback
nature of this system” (1990:563).
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However, Vander, Sherman and Luciano (as well as the other textbook authors)
also note that there are "numerous insulin-secretion controls."  One is "plasma
concentration of certain amino acids" which is "another negative-feedback control."
Others are “one or more of the hormones secreted by the gastrointestinal tract in
response to eating.” These provide “an 'anticipatory' (or feedforward) component to
glucose regulation during ingestion of a meal, that is, insulin secretion will rise earlier
and to a greater extent than it would if plasma glucose were the only controller”
(1990:563).  In addition, the autonomic (or parasympathetic) neurons to the islets of
Langerhans (in the pancreas) “influence insulin secretion.”  Their activation “during
ingestion of a meal  . . . constitutes a second type of anticipatory regulation” (1990:563).
They also note that:

In contrast, activation of the sympathetic neurons to the islets or an
increase in plasma epinephrin concentration, both of which occur during
exercise or stress, inhibits insulin secretion (1990:563).

At the end of these descriptions, Vander, Sherman and Luciano conclude:

To repeat, insulin unquestionably plays the primary role in
controlling the metabolic adjustments required for feasting or fasting, but
other hormonal and neural factors also play significant roles.  They all
oppose the action of insulin in one way or another and are known as
glucose-counterregulatory controls.  Of these, the most important is
glucagon (1990:563).

The authors insist on the "primary role" of insulin, yet they acknowledge and describe
that bodily processes are complex and that "other hormonal and neural factors" are
involved in metabolism. 48

In his Textbook of Medical Physiology, Guyton also explains that several
hormones besides insulin are involved in metabolism.  For example, he notes that:

The close interrelationships among these different cell types [alpha, beta,
delta, and PP cells] in the islets of Langerhans allow direct control of
secretion of some of the hormones by other hormones.  For instance,
insulin inhibits glucagon secretion, and somatostatin inhibits the secretion
of both insulin and glucagon (1986:923).

Guyton also explains that insulin circulates in the blood in unbound form and has a half-
life of about 6 minutes, so "it is mainly cleared from the circulation within 10 to 15
minutes."  A portion of the insulin "combines with receptors in the target cells" and the
rest is degraded in the liver and kidneys (1986:924).  Guyton then adds:
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This rapid removal from the plasma is important because at times it is
equally as important to rapidly turn off as to turn on the control functions
of insulin" (1986:924).

I would argue that using insulin and glucose as the exemplar to illustrate control
systems reinforces the uses of control to describe diabetes, the illness that affects insulin
secretion and glucose absorption (as well as other bodily processes).  The physiological
discourse focuses the attention of future health care providers on levels of glucose in the
blood.  These levels are measurable, or as Foucault would put it, visible to the medical
gaze.  According to the physiology texts, insulin's primary function is to control blood
glucose levels.  Conversely, blood glucose levels control insulin secretion.  The
discursive stress on control downplays insulin's function of binding chemically with
cells, which enables cells to absorb glucose, i.e., nutrients.  It also downplays the notion
of homeostatic balance.  Instead, the focus is on control and regulation.  Furthermore,
because this discourse focuses on insulin and glucose as the exemplars of control, it
tends to downplay the roles of other hormones and substances involved in the complex
processes of normal and pathological metabolism.  For example, these texts indicate that
insulin also plays a role in storing ingested fats and proteins, and that glucagon and other
hormones are involved in the processes that enable people (and other mammals) to have
access to circulating glucose for energy during times when they are not eating.

Glucose, Insulin, Metabolism, and Diabetes
One reason that physiological discourse focuses on glucose is because the brain

and other parts of the body continually need glucose for energy.  The textbooks describe
a series of chemical processes through which the liver and other tissues transform, store,
or utilize ingested carbohydrates, proteins, and fats.  When ingested foods are not
available, the body converts glycogen (a form of stored glucose), body fats, or body
proteins into glucose and other substances that all circulate in the blood.  Usually a small
amount of insulin circulates through the body, but “insulin secretion is stimulated during
eating and inhibited during fasting” (Vander, Sherman and Luciano 1990:559).
According to the textbooks, insulin facilitates glucose transport across cell membranes
(particularly in muscle cells), stimulates processes that store glucose, proteins and fats,
and inhibits processes that convert the stored substances into glucose.49  Conversely,
glucagon facilitates the processes that convert glycogen, fats, or proteins into glucose and
other substances.  As noted above, the textbooks describe the details of these chemical
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processes and show that many other hormones, enzymes, and other chemical substances
are involved.  These processes enable the body to maintain a minimal level of glucose
circulating at all times for use by the brain and other body parts.  Without this glucose, a
person would go into a coma and die.  Minimum and maximum levels of glucose in the
blood are part of what is envisioned as homeostasis and/or control.

Medical researchers and others have been discussing the connections between
high sugar levels and what is now known as diabetes for some time.  Long before current
technologies permitted scientists, physicians and diabetes patients to measure blood
glucose levels, medical writings in ancient China, the Middle East, India, and Greece
described a condition in which people passed vast amounts of sweet urine (Krall and
Beaser 1989:viii).  For centuries, researchers and practitioners have been seeking to
explain and cure or treat the causes and effects of these high sugar levels.

 It appears that the efforts to understand and treat what is now known as diabetes
eventually led physiologists and physicians to focus on insulin’s role in metabolism.  As
noted earlier, Claude Bernard’s experiments with glucose in animal livers were motivated
by concerns about diabetes.  At that time, researchers had not yet identified insulin as a
crucial substance produced by the pancreas.  Researchers in the late 1800s discovered
that they could induce diabetes-like symptoms in animals by removing the pancreas.  In
the Joslin Diabetes Manual, Leo Krall and Richard Beaser note that subsequent
discoveries continued to advance the knowledge of diabetes.  A crucial advance took
place in 1921 (in Canada) when Charles Best and Frederick Banting made insulin that
could be used for treatment.  Until that time, people who had what is now known as Type
I diabetes (whose pancreases produce almost no insulin) died of ketoacidosis and coma.
Those who had what is now known as Type II diabetes lasted several years (if their
pancreases were producing some insulin), but tended to die of infections, since
antibiotics had not yet been invented (1989:viii-ix).  Basically, with no or little insulin
(and/or insulin resistance) people are unable to fully metabolize the food they consume.

Krall and Beaser observe that insulin treatment enabled people with diabetes to
survive longer.  However, about 25 years after insulin use began, doctors found that
people with diabetes (especially Type I diabetes) were developing complications with
their eyes, kidneys, nervous system, and blood vessels.  According to Krall and Beaser,
“it took another 25 or 30 years for physicians to realize that tighter control (better stated
as an attempt to achieve normal physiology) was necessary” (1989:xii).  In other words,
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just giving patients insulin was not enough.  The right amount had to be given at the right
time.  Dr. Elliott Joslin (in Boston) and other physicians proposed that “the chances of
getting diabetic complications would be reduced if blood glucose levels could be kept as
close to normal as possible” (1989:xii).  This has become the primary goal of diabetes
treatment and is commonly referred to as maintaining “good blood glucose control.”

Krall and Beaser noted that there were “varying viewpoints” among physicians,
but accumulating evidence and “ongoing research projects seem to confirm the
association between better control and reduction of complications” (1989:xii).  In their
estimation, the evidence was “convincing” for pregnancy complications, nerve damage,
and prevention of limb loss, and “suggestive” for other complications (1989:xii).  At the
time, the Diabetes Control and Complications Trial, a long-term study conducted among
people with Type I diabetes, was underway.  Results of this study were released in 1993
around the time I did the field research.  They demonstrated correlations between “tight
control” (keeping blood sugar levels close to the normal range at all times) and lower
rates of several complications (American Diabetes Association 1996:201-202). 50

However, I would observe that rather than stressing control and compliance, the
results of this study can be reframed.  The group that maintained “tight control” used
insulin pumps that allowed them to inject insulin whenever they actually ate, as opposed
to taking one or two shots a day.  This treatment approach enabled people with Type I
diabetes to better approximate normal physiology by only having insulin circulating
when needed to metabolize ingested food.  This approach also enabled them to have
greater flexibility regarding when and how much they ate and/or engaged in physical
activities, because they could adjust the timing and the quantity of insulin injected.51

This contrasts with the more rigid eating and medication schedules often recommended
to diabetes patients, especially when they are regarded as having low levels of education.

Using the language of Kuhn (1996/1962), researchers doing normal science
continue to solve puzzles about metabolism and/or diabetes.  They have developed
increasingly complex portrayals of the chemical processes.  The discourse on diabetes in
the textbooks and manuals of the late 1980s and early 1990s stressed insulin and
glucose, but they also discussed other factors, such as glucagon and fat metabolism.
Schauf, Moffett and Moffett (1990) and Guyton (1986) described how glucagon
facilitates the conversion of glycogen, body proteins, or body fats into glucose in normal
metabolism, but they focused on insulin and glucose when discussing diabetes.  In the
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Joslin Diabetes Manual, Krall and Beaser stressed insulin and glucose.  However, they
briefly noted the role of glucagon in metabolism (1989:5, 8, 23) and discussed how
glucagon could be injected in order to quickly raise a person’s blood sugar during a low
blood sugar emergency caused by too much insulin, too little food and/or too much
exercise (1989:254-256).  Vander, Sherman and Luciano (1990:572) and Ganong
(1987:296) not only described normal metabolic processes involving glucagon; they
suggested that defects in insulin- and glucagon-secretion mechanisms both play a role in
dysfunctions caused by diabetes.  Ganong noted that “at any given blood glucose level,
glucagon levels are higher in diabetics than they are in nondiabetics” (1987:296).

Researchers in animal and human studies have measured high levels of several
by-products of the conversion of stored fats into glucose that are associated with a lack
of insulin.  These include triglycerides and ketones.  In untreated Type I diabetes, an
excess of ketones can lead to diabetic ketoacidosis, which is life-threatening (Guyton
1987:927-928).  Excess triglycerides eventually can cause heart problems.  Increasing
knowledge of the complex details of metabolic processes related to diabetes have led
researchers and practitioners to pay attention to other signs of dysfunction besides levels
of glucose and insulin.

The internal medicine doctors at the county clinic in San Antonio stressed blood
glucose levels and insulin, especially when talking to patients.  There was little mention
of glucagon (or other hormones) in the doctor-patient interactions and diabetes education
classes that I observed or in the conversations that I had with doctors about diabetes.
However, although the doctors focused on blood glucose levels, they also monitored
triglyceride and other cholesterol levels in the blood, blood pressure, and protein levels in
urine tests.  In addition, they ordered tests and gave referrals to specialists to detect the
possible onset of complications.

Basically, the doctors at the county clinic were following the guidelines laid out
by Krall and Beaser who state:

Good treatment . . . is more than simply keeping blood glucose
levels normal.  Ideal treatment means having adequate insulin available at
all times.  It also means normal lipids, electrolytes, proper storage and use
of glucose, proper nourishment to all the body cells, and many other
factors.  Diabetes is more than simply measuring blood sugar levels, but
that is still the most accurate way of knowing if sufficient insulin is
available (1989:xiii).
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In the next two sections, I will summarize the physiology and symptoms of diabetes, and
describe how diabetes treatment recommendations and patient behaviors are also framed
within the language of control.  As the earlier quote from Krall and Beaser on “tighter
control (better stated as an attempt to achieve normal physiology) “ (1989:xii) suggests,
sometimes the complexities of physiological processes remain parenthetical to the overt
rhetorical emphasis on control.

The Physiology and Symptoms of Diabetes
Diabetes is currently defined as a metabolic disorder characterized by inadequate

secretion and/or utilization of insulin.  (As discussed above, ongoing research suggests
that other factors besides insulin are involved.)  Basically, people who have diabetes are
unable to metabolize all the food they eat.  In the Joslin Diabetes Manual, Krall and
Beaser explain “what goes wrong” (1989:13-14).  I will paraphrase their description,
adding details extracted from the physiology textbooks.  These were current theories
about what goes wrong when Type I and/or Type II diabetes onsets or goes untreated
and/or blood glucose levels are high.  Due to a lack or relative lack of insulin and/or
insulin resistance, muscle cells (but not cells in the brain, gonads, blood, and a few other
body parts) are unable to absorb sufficient glucose and hence lack energy.  As a result,
the glucose remains in the blood stream and levels rise.  People often feel tired.  This
lack of energy “triggers” a sense of hunger.  To supply the needed energy, the body
also starts converting stored glycogen, fats, and proteins into glucose.  Glucagon and
other hormones facilitate these processes.  Blood glucose levels continue to rise.  Cells
still cannot absorb the glucose they need.  Meanwhile, blood levels of fatty acids,
triglycerides, ketones, and other by-products of the conversion processes rise.  The
kidneys normally retrieve and recycle glucose, but if blood glucose levels rise above
about 160 to 180 mg%, then glucose spills into the urine.  The kidneys attempt to dilute
the sweet urine, so people urinate frequently.  As they urinate, people lose glucose, water,
and electrolytes.  When this happens, they feel thirsty.  They can also lose weight, since
their bodies are drawing on stored fats and proteins to try to supply the needed glucose.
If these processes go too far (or go untreated), people with Type I diabetes can
experience ketoacidosis and go into a coma, while people with Type II diabetes can
experience a hyperosmotic coma.52
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The Joslin Diabetes Manual and the two medical physiology textbooks link these
“classic” symptoms of diabetes—frequent urination, thirst, hunger, feeling tired, and
weight loss—to descriptions of specific metabolic processes.  The diabetes manual also
briefly explains the chemical processes leading to various complications.  However, as I
will discuss in Chapter 5, the doctors tended to use symptoms to diagnose diabetes or to
confirm test results indicating “blood glucose control.”  In the doctor-patient
interactions that I observed, the primary care doctors focused on blood glucose levels,
prescriptions for medications, and assessing the need for referrals.  There was little
discussion of the patients’ ongoing experiences of symptoms and not much explanation
of the physiology of diabetes or the recommended treatments.

Currently biomedical researchers and practitioners have defined two general
types of diabetes.53   They began to distinguish these two types during the 1980s (Krall
and Beaser 1989:15).  In Type I or juvenile-onset or insulin-dependent diabetes, the
person’s pancreas generally produces little or no insulin, therefore he or she must take
insulin.54  In Type II or adult-onset or non-insulin-dependent diabetes, the pancreas is
not producing sufficient insulin and/or the body is not able to fully utilize the insulin that
is produced (Krall and Beaser 1989:17-18).55

Studies have shown that during the early phases of Type II diabetes, some people
(and animals) have hyperinsulinemia, or insulin levels that are higher than normal.
Current theories suggest that the body’s muscle cells are “insulin resistant” and the
pancreas compensates by producing more insulin (e.g., Bogardus et al. 1991).  The early
phases of Type II diabetes have also been referred to as borderline diabetes, prediabetes,
or impaired glucose tolerance.  Apparently some people with impaired glucose tolerance
do not develop diabetes and/or it may be possible to delay the onset.  For people who
develop Type II diabetes, eventually their pancreases do not produce sufficient insulin to
enable their bodies to metabolize ingested foods.  Nevertheless, in most cases at least for
some time after diagnosis, their pancreases produce some insulin.

Consequently, the treatment strategies for Type II diabetes vary.  Initially the
doctor may recommend that a patient use diet and exercise to try to “control” his or her
blood sugar levels.  Researchers propose that these activities help lower “insulin
resistance.”  Eventually (or perhaps from the beginning), the doctor may recommend
oral medications as well as diet and exercise.  Oral medications have helped many people
“control” their blood sugar levels.  Apparently over time a person’s pancreas can wear
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out, which means that he or she must start taking insulin.  By the early 1990s, doctors
had begun to prescribe insulin to people with Type II diabetes before their pancreases
had completely worn out, as part of their efforts to help patients achieve better blood
glucose control and/or prevent complications.

The oral medications available in the early 1990s were first-generation and
second-generation sulfonylureas.  The former includes chlorpropamide or Diabinese,
and the latter includes glipizide or Glucotrol and glyburide or Micronase and Diabeta
(Krall and Beaser 1989:98-99).  At the county clinic in San Antonio, the doctors usually
initially prescribed the first-generation drugs, because they were cheaper.  For example,
chlorpropamide cost $3.95 a bottle.  If chlorpropamide did not appear to be helping to
lower the person’s blood sugar levels, then the doctors would prescribe the second-
generation drugs, which were more expensive.  A number of the people we interviewed
were taking glipizide or gliburide.  At the time, researchers were not entirely sure how the
sulfonylureas helped lower blood sugar levels, but they believed that the sulfonylureas
stimulated the pancreas to produce more insulin, possibly increased the sensitivity of
insulin receptors on the cells, prevented the release of too much glucose from the liver,
and/or reduced insulin resistance (Krall and Beaser 1989:95).56

Type I diabetes typically onsets when a person is young.  Current research
suggests that Type I diabetes is caused by an autoimmune response that destroys the
beta cells in the pancreas that produce insulin.  Researchers speculate that the
autoimmune response may involve a genetic predisposition and/or have a viral cause
(e.g., Krall and Beaser 1989:19-22, Vander, Sherman and Luciano 1990:569).  Type I
diabetes also can onset in adults or when the pancreas is damaged in other ways.

Until recently, Type II diabetes was described as typically onsetting after the age
of 40.  However, people are being diagnosed with Type II diabetes at increasingly
younger ages.  Several people we interviewed were diagnosed in their 30s, while others
were diagnosed in their 60s.  Currently researchers believe that people have a genetic
predisposition to Type II diabetes, but obesity and possibly other environmental
stressors “trigger” the onset (e.g., Krall and Beaser 1989:19-25, Stern and Haffner
1990).  Epidemiological studies document that Type II diabetes often runs in families.
However, researchers have not yet been able to pinpoint a genetic cause.  Epidemiological
studies also indicate that a large proportion of people with Type II diabetes are
overweight when first diagnosed.  In particular, medical practitioners and researchers in
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the United States are concerned about the growing number of young children who are
overweight and are being diagnosed with Type II diabetes.  On the other hand, there are
overweight people who do not have Type II diabetes, and some people are not obese
when first diagnosed with Type II diabetes.

What do biomedical researchers mean when they talk about “insulin
resistance”?  Basically, they propose that overeating causes the over-secretion of insulin,
which results in a “down-regulation” or decrease of insulin receptor sites on cell
membranes.  Over time, it becomes increasingly difficult for the cells to use insulin to
absorb glucose.  The diabetes-prone person is unable to generate enough extra insulin to
compensate, and the unabsorbed glucose remains in the blood (e.g., Vander, Sherman
and Luciano 1990:570).  Because weight loss, reducing caloric intake, and/or increasing
exercise enable some people to lower high blood sugar levels, these activities are thought
to cause an “up-regulation” or increase in insulin receptor cells.   As noted above,
researchers also believe that the sulfonylureas may help increase the number or
sensitivity of insulin receptor cells.

Krall and Beaser stress that eating sugar does not cause diabetes.  However,
medical researchers speculate that overall increases in sedentarism and the consumption
of “Western” or “modern” diets that are high in refined sugars, simple carbohydrates,
fats, and/or low in fiber content are related to increases in the incidence of Type II
diabetes among various populations around the world (e.g., Stern and Haffner 1990).  As
I will discuss shortly, researchers have tried to identify genetic causes for insulin
resistance and/or weight gain and/or pancreatic dysfunctions, which might explain the
relatively high rates of diabetes among particular racial and/or ethnic groups.
Researchers also have noted that glucose tolerance tends to decline with age.  In addition,
problems with other hormones, some medications, other illnesses, and stress have all
been associated with elevated blood sugar levels (Krall and Beaser1989:22-25).

In the long run, Type I and Type II diabetes can result in similar complications,
such as amputations, blindness, kidney problems, nerve damage, circulation problems,
and heart problems.  However, the research suggests that people with Type I diabetes
have greater “risks” of developing complications, since they are typically diagnosed at
much younger ages, their pancreases produce little or no insulin, and they start to use
exogenous insulin from the beginning, and/or they may have more incidents of high and
low blood sugars.   In epidemiological studies, years of diagnosis strongly correlate with



157

rates of complications.57  Nevertheless, researchers and physicians generally believe that
“good blood glucose control” or near-normal blood sugar levels or attempting to
achieve near-normal metabolism may help prevent or at least delay the complications.
Furthermore, early detection of problems can help prevent complications.  For example,
laser surgery can be used to address blood vessel problems in the eyes and foot care can
help prevent amputations.  Medications are available to help address circulation, kidney,
and nerve problems.  All of this means that access to regular health care and affordable
medications are important for people who have Type I and Type II diabetes.

Metaphorically, if “normal” physiology is viewed as systems “in control,” then
diseased or pathological states like diabetes (and the people who have them) are viewed
as “out of control.”  As I will illustrate in the next section, in diabetes manuals, the
metaphor of control is extended from blood glucose to the patient behaviors that are
presumed to ensure “good blood glucose control.”  This discourse tends to stress the
need for compliance with disciplined treatment regimens.

Control in Diabetes Manuals
The metaphor of control appears not only in physiological texts, but also in

manuals for practitioners and/or patients that address care for Type I and/or Type II
diabetes.  In these texts, the metaphor of control is extended from metabolic processes to
"patient behavior."  I will provide examples from the Joslin Diabetes Manual, 12th
edition, by Leo P. Krall, M.D., and Richard S. Beaser, M.D. (1989).  This manual was
directed to people who had Type I or Type II diabetes as well as the physicians who
treated them.58

In Chapter 1, "What is Diabetes?," Krall and Beaser inform readers that:
evidence increasingly shows that good care and a sustained effort to
achieve blood glucose control that is as close to normal as possible can
make the course of the condition smoother and may also prevent
complications (1989:1).

"Good care" is linked to "a sustained effort to achieve blood glucose control " that is “as
close to normal as possible.”  Throughout the manual the authors mention care, but
overall the stress is on control.  This discourse advocates control as the best way to care
for diabetes.
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When Krall and Beaser explain "how the system normally works," they note that:
There is a careful balance between insulin and glucagon which is of
primary importance in maintaining the blood glucose level in the normal
range (1989:5).

This quote refers to balance and control in the form of "maintaining."  As noted earlier,
glucagon is mentioned, but the focus throughout most of the manual remains on insulin.
In general, Krall and Beaser explain "how the system normally works" and "what goes
wrong" without referring to control.  They make occasional references to "regulation"
when they talk about hormones (1989:23).  Otherwise, they use terms like functions,
secretes, releases, transports, circulates, signals, elevates or raises levels, triggers
reactions, stores, produces, and burns (1989:1-30).  They note that "like any machine, the
body ... needs fuel to provide energy" (1989:7).  (Later in Chapter 2 on treatment, the
authors concede that "humans are not machines" 1989:37.)  Other metaphors used to
describe the physiology of the body include insulin acting like a "key" to unlock
"receptors" on the body's cells (which was also used by the nurses who taught the
diabetes education classes at the county clinic in San Antonio), and "the kidney dam"
illustrating what happens when the kidneys’ capacity to recycle glucose is surpassed
(1989:8, 14).

Chapter 1 also describes the types of diabetes, possible causes, “the chances of
getting diabetes,” and "classic" and "less common" symptoms associated with high
blood sugar levels.  A section on making the diagnosis describes the glucose tolerance
test and urine glucose testing.  They define "normal blood glucose levels" as 60-100
mg% when fasting, and no higher than 140 mg% after eating.  A chart shows that
diabetes mellitus would be diagnosed if a person had multiple fasting blood glucose
samples of over 120 to 140 mg% or a level of 200 mg% half an hour to two hours after
being administered a glucose solution.

Chapter 2 covers "Treating Diabetes Mellitus."  They list the five treatment
"choices" as education, exercise, diet, oral medications, and insulin.  Krall and Beaser
note that "the treatment of diabetes must last a lifetime" and compare "treating diabetes"
to "waging a prolonged war" in which "it is possible to lose some battles, but the war
must be won" (1989:31-32).  The authors promise that:

With modern treatment, diabetes can be well regulated, and this state can
be maintained for many more years through constant attention and
“upkeep." (1989:32).
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They list two main "goals of treatment":
One is to restore the "physiology" (the chemical workings of the body)
of the person with diabetes to as normal a state as possible.  . . .  The
second goal is to have the person with diabetes live a life as close to
"normal" as possible (1989:32).

In the paragraphs that follow, Krall and Beaser redefine the first goal, "how close to the
normal physiology they can get" as "the degree of 'control.'"  They emphasize that "good
control" should enable people with diabetes to "feel better" and improve their "chances of
avoiding long term complications" (1989:32).

Then they link "control" to "patient behavior":
Good control is not achieved with just insulin or pills.  It is obtained by
following a carefully planned total program including balanced eating,
acceptable blood glucose levels, and activity (exercise!).  It takes effort,
but it is worth it (1989:32-33).

The authors acknowledge that:
For some people, maintaining a "normal" level of blood sugar at all times
is difficult.  This does not mean they should give up this goal, but it may
take a greater effort.  One can often achieve these objectives [of feeling
better and preventing complications] with other than totally normal values,
but the closer to normal (nondiabetic) levels, the better, provided, of
course, that you do not overeat" (1989:33).

These paragraphs illustrate how the logic of "control" is extended to "patient behavior."
Patients are expected to have "a carefully planned total program" of "balanced eating"
and "no overeating" plus "exercise!"

Krall and Beaser provide a table listing specific goals of treatment for "early" and
"later" in the course of diabetes.  Early goals "(or whenever needed)" are: "Avoid insulin
reactions.  Prevent ketoacidosis or coma.  Avoid dehydration.  Improve resistance to
disease.  Keep lipids normal.  Improved, happier life-style."  Later goals are: "Avoid or
improve complications.  Reduce chances of neuropathy.  Prevent early cataracts.
Maintain excellent control to have normal babies.  Prevent vascular complications.
Reduce chances of developing tiny blood vessel diseases."  Referring to this chart, Krall
and Beaser recommend that: "You and your physician and health care team should
decide exactly what your treatment goals are and how to achieve them" (1989:33).
Although this sounds like it's empowering the patient, the "rational" means/end framing
implies that patients can pick and choose between these goals.  This is not what happens
in practice.  The specific goals are interlinked.  The biomedical model asserts that all of
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these goals can be achieved through "good blood glucose control," which in turn is
achieved through "a carefully planned program" of medications, diet, and exercise.

During appointments at the county clinic, practitioners typically used the results
of clinical blood tests to make decisions about how to adjust medications, leaving the
details of diet and exercise up to the patient and/or diabetes educators.  They also
monitored the patients' eyes, kidneys, feet, and other body parts looking for early signs
of complications, in order to prevent or delay them as much as possible.  Thus, for
example, they might recommend laser treatments to prevent blindness by "stopping the
progression of diabetic retinopathy" (Krall and Beaser 1989:278).  What I want to
highlight is the language that this text uses to "educate consent" among practitioners and
patients.  It implies that all treatment "goals" can be "achieved" through rational
"choices."  The consequences of this framing become apparent when complications start
to happen.  "Obviously" if the goals were not achieved, then the patient must have made
irrational choices.  Among other things, this language obscures how inequalities in
society and its institutions limit the choices of particular patients.

With respect to the second goal to live a life as close to normal as possible, the
authors note that people with diabetes "cannot be said to live a 'normal' life" in the
conventional sense of "most people ... doing what they please without thought of
medicines, diet, or other restraints."  Nevertheless, "the life of someone with diabetes ...
can be extremely livable, useful, and enjoyable."  They advise readers "to develop a new
'normal' for you—a normal that includes the care of your diabetes."  They also tell
readers:  "You are not 'a diabetic.'  You are a person who has diabetes, but the good news
about diabetes is improving all the time" (1989:33-34).

In other words, although practitioners focus on blood glucose control, at some
level, they recognize that living a life as close to normal as possible is a concern or "goal"
for patients.  Chapter 5 will illustrate that this came up during appointments.  Chapter 6
will show that the nurses in diabetes education addressed this concern by giving patients
practical tips, such as eating smaller portions if they could not adjust the cooking of the
entire household.  Chapter 7 will show that feeling and acting “normal” were important
to the interviewees.

Krall and Beaser list and describe "the tools for treatment" (which invokes the
body as machine metaphor): education, activity, diet, oral medication, and insulin.  The
opening lines for the sections on activity and diet are framed in terms of control:



161

Exercise is one of the original ways of controlling diabetes—perhaps not
by itself, but it improves the effect of the other treatments.
Control of the type and amount of food ingested is still the basis of all
treatment of diabetes (1989:34).

They also advise readers that:
For people with Type II diabetes, the first-line treatments are diet and
exercise and perhaps the oral compounds.  Failure with these signals the
need for insulin (1989:36).

For readers wondering whether they will have to take insulin the rest of their
lives, the authors note that for those with Type I diabetes, "the answer is usually yes . . .
because it is needed for life itself!"  Then they observe:

For those currently making some of their own insulin, however, it is
difficult to predict whether a period of good control, coupled with some
weight loss if they are overweight, might allow a reduction or even
eventual cessation of insulin.

Some practitioners at the county clinic offered this possibility to their patients as one
means to get them started on insulin.  Rebeca Rocha and Daniel Celedón (who were
slightly overweight at the time of the interview, and were never that overweight before)
mentioned that their doctors had told them this.  They both hoped that it could be true,
but neither one really expected to be taken off of insulin.  On the other hand, Ruby
Chacón and her father had gone on and off and then back on insulin.  In any case, this
quote suggests that some benefits of "good control" may be somewhat elusive.  As I will
illustrate in Chapter 5, the doctors also proposed to patients that diet and exercise might
permit them to get off oral medications.

At the end of the chapter on treatments, Krall and Beaser conclude:
So the treatment of diabetes is a system of balances.  The triad of
variables—insulin or oral agents, eating, and activity—can all be
manipulated by the individual (1989:37).

However, there are "intangibles" that "effect any treatment program," such as daily
variations in stress, timing, and food absorption.  This is where they concede that:

Humans are not machines and do not live each day as if were a carbon
copy of the day before.  However, the more we pay attention to the
variables that can affect diabetes, the more we learn from and about them,
the more effective the diabetes treatment will be (1989:37).

As Chapter 8 will show, several people we interviewed had hectic lives with varying
schedules, not to mention special occasions.  They paid attention to how medications,
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herbs, various foods, alcohol, exercise, and other activities affected their diabetes.  They
also compared notes with relatives and friends, and were continually learning about
diabetes from various sources of information.  Chapter 6 will illustrate that doctors
tended to focus on “blood glucose control” and make assumptions about compliance
rather than openly discuss the patients’ lifeworlds and the variables affecting their
diabetes and its care.

The rest of the Joslin Diabetes Manual devotes chapters to each of the five "tools
of treatment" as well as "monitoring your diabetes," "conventional" insulin therapy, and
"intensive" insulin therapy for Type I diabetes (i.e., using the pump).  Then they discuss
Type II diabetes, diabetes in the young, pregnancy and diabetes, and diabetes and aging.
The final chapters deal with acute complications, long-term complications, "living with
diabetes," "a look ahead" that discussed current research and "hopes for tomorrow," and
"what to do until you can reach your physician" if you are experiencing conditions like
an acute illness, unconsciousness, or "a sudden blurring of my vision."  Throughout the
text, the authors talk about the benefits of "good control" for relieving symptoms and
preventing or delaying complications and the negative consequences of "uncontrolled
diabetes."

Krall and Beaser observe that diabetes was classified into two major types after the
previous edition of their manual was published, that is, between 1978 and 1989.  The
relatively recent distinction between these two types of diabetes mellitus, as well as the
overlap in experiences of symptoms, recommended treatments, and complications, may
explain why the discourse in this manual and other descriptions of diabetes often does
not distinguish between the two types.  Future research could trace the history of the
discourse about diabetes care.  One aspect that could be explored is the extent to which
research, discourse, and treatment practices related to what is now known as Type I
diabetes has influenced the research, discourse, and treatment practices for what is now
known as Type II diabetes.  I would suggest that it appears that the emphasis on control
and disciplined practices was developed primarily in reference to treating what is now
called Type I diabetes and then applied to recommendations for Type II diabetes.  On the
other hand, as I have just illustrated, the discourse on Type II diabetes emphasizes the
person’s ability to control their diets.  Furthermore, as already discussed, much of the
language of control used to describe normal metabolism was developed before the
distinction was made between the two types of diabetes.  (And it does appear that
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research on diabetes has played an important role in developing current scientific theories
about normal and pathological metabolism.)  In addition, as I described earlier, within
mainstream U.S. culture, there are intuitive resonances between “control” and “health”
and “good” that would make it easy to take for granted the uses of this language to
construct treatment recommendations for Type I and/or Type II diabetes.

In sum, the biomedical model tends to construct a “pathologized life” with
diabetes as a life of strict regimens, control, and compliance.  On the other hand, the
discourse in this diabetes manual illustrates that to some extent, medical practitioners
recognize that patients want to live “normal” lives.  The manual also occasionally
referred to balance.  In Chapter 5, I will discuss how the metaphor of control that frames
diabetes care is linked to representations of groups, such as low-income Mexican
Americans, who have high rates of diabetes.   As noted earlier, the {continual linking} of
control and normalcy means that populations who have high rates of diabetes can be
intuitively perceived as being “out of control.”

Notes to Chapter 4
                                                
1Originally I intended only to survey the chapters on diabetes and/or metabolism.  However, after I saw
that control systems theory was used to frame metabolism, I wondered if it was also being used to
describe other bodily systems.  So I examined how the textbooks as a whole were organized, and
discovered that this explanatory model (and metaphor) was being used to describe endocrine and neural
control of almost all other bodily systems and processes.
2Schauf, Moffett and Moffett discuss this history towards the end of the last section in Chapter 1.  The
section is entitled "Homeostasis—A Delicately Balanced State."  They began that section by noting
that:  "The English physiologist Lawrence Henderson defined an organism as "a stable structure through
which flow matter and energy" (1990:10).  Then they discuss the sensitivity of cells to chemical and
physical conditions, and extracellular and intracellular fluid in multicellular organisms.  They never
clarify whether Henderson preceded Bernard or not.  None of the other authors mention Henderson.
3Later in the text, Schauf, Moffett and Moffett note that the principles of homeostatic control “were first
worked out by engineers and physical scientists” (1990:85).  No further details regarding this history are
provided.
4 This history is provided in Chapter 7, “Homeostatic Mechanisms and Cellular Communication.”  In
Chapter 1, they only mentioned Bernard and the internal environment.   There they linked it to
homeostasis without citing Cannon.
5Ganong does not mention Bernard, but he does use the terms “internal environment” (1987:32-33).
6Ganong (1987:33) also lists Cannon's book in his references for the first section.  In their brief
references lists, Vander, Sherman and Luciano (1990:A-43) list the paperback version of his book
published in 1939 and Schauf, Moffett and Moffett (1990:15) list a "historic paper" by Cannon
published in 1929.  Stolwijk and Hardy in Mountcastle (1975:1358) do not mention or cite Cannon.

Schauf, Moffett and Moffett and Ganong do not list any references by Bernard.  Guyton
(1986:10) lists an English translation of Bernard's lectures published in 1974.  Vander, Sherman and
Luciano (1990:A-43) list C. Bernard's "An Introduction to the Study of Experimental Medicine," a
paperback published in 1957 by Dover in New York.  Stolwijk and Hardy in Mountcastle (1975:1358)
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list the orginal French publication, Introduction à l'étude de la medicine experimentale, published in
Paris by Balliere in 1865.
7Mountcastle's Medical Physiology is two volumes long, with 1851 pages and 73 chapters.  Most
chapters have at least 50 references.  Many have over 100.  Some have over 200.  Each bibliography
begins with a list of "general reviews" followed by a longer list of "original papers."  They used
numbers to the cite papers.  This style of citation is typical in medical research. They also provide
references for certain ideas without naming the studies in the text.  However, like the other authors, they
present some material without citations, which I assume they also view as "conclusions ... supported by
the bulk of the currently available evidence

Guyton's text is 1057 pages long and has 84 chapters.  He provides lists of about 25-50
references at the end of each chapter, but does not cite them directly in the text.  They are a mixture of
textbooks, general reviews and original papers.

Ganong's "Review of Medical Physiology" is 665 pages long and has 8 sections and 39
chapters.  He does not cite references in the text, but provides 40-80 references at the end of each section,
which are original papers and symposia.

Schauf, Moffett and Moffett's text is 771 pages long and lists about 4-15 "suggested readings"
at the end of each chapter.  Vander, Sherman and Luciano's text is 792 pages long and provides
"suggested reading" in an appendix, which includes "books covering wide areas of physiology" and 4-10
"suggestions for individual chapters" (1990:A-42-45).
8Vander, Sherman and Luciano as well as Ganong and Guyton did not discuss the ancient Greek origins
of physiology.   In general, these three texts provide readers with very little history regarding changes of
thought in physiology.

Schauf, Moffett and Moffett locate the origins of physiology in ancient Greece (1990:2), but
they did not specifically link this history to the work of Bernard and Cannon or the concepts of
homeostasis and control (1990:13-14).  In Chapter 1, they present several short references to history.
The first paragraph traces the origin of physiology back to a school of sixth and fifth century BC Greek
philosophers, called the physiologoi.  They mention Thales, Heraclitus, and Democritus without
specifying their contributions.  They do not mention Empedocles.  In the second paragraph, they jump
to the Renaissance as the time when modern physiology was reborn through the systematic study of
anatomy, which eventually was complemented with “experiments on living structures while they are
functioning” (1990:2).  The next section describes three examples of early experiments in physiology:
William Harvey’s work in 1628 on the heart, William Beaumont’s observations in 1835 of a patient’s
stomach through a permanent opening created by a gunshot wound, and Ivan Pavlov’s experiments with
dogs in the mid-nineteenth century (1990:3).

In the next section, Schauf, Moffett and Moffett explain that vitalism dominated physiological
thinking until the mid-nineteenth century, but physiologists now view organisms as complex machines,
which is the mechanistic approach (1990:3).  Vander, Sherman and Luciano also briefly explain the
differences between vitalism and the current mechanistic view in physiology “that all phenomena, no
matter how complex, are ultimately describable in terms of physical and chemical laws and that not
‘vital force’ distinct from matter and energy is required to explain life” (1990:1).  Guyton and Ganong do
not mention vitalism, nor do they explain that current views are mechanistic.

After their description of vitalism and the mechanistic approach, Schauf, Moffett and Moffett
discuss DNA, mutations, natural selection and the work of Charles Darwin.  Then they provide
overviews of single cells, organ systems in the body, and homeostasis.  As noted earlier, they begin the
section on homeostasis by referring to the English physiologist Lawrence Henderson, who defined an
organism as “a stable structure through which flow matter and energy” (1990:10), but they never specify
when he did his work.  Later they discuss the work of Bernard and Cannon (1990:13-14).

In this chapter, Schauf, Moffett and Moffett also provide an insert that discusses “metaphors in
the history of physiology—from the hearth to the computer.”  They are the only authors who explicitly
discuss the use of metaphors.  Like the other versions of history described here, their history of
metaphors has large (and similar) time gaps and cites some heroes.  Their references to early history are
vague.  They again note the beginnings of physiology as a science in the fifth century BC, which
alludes to their earlier description of physiology in ancient Greece.  They note that fire was used to
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describe the chemistry of body metabolism “during the pretechnological era.”  They observe that “as
people began to construct large dwellings and provide them with plumbing, heating, and ventilation
systems,” they compared the body to a house and these systems.  However, they never specify exactly
when or where or by whom the metaphors of fire and house were used.  Then they jump to the use of
clocks in the eighteenth century, without specifying place or researchers.  This serves as an example of
early uses of machines as metaphors.  They note that physiology as an experimental science began in
the nineteenth century.  For this, they cite the work of Claude Bernard, whose experiments with glucose
in animal livers “showed that animals, like machines, could be studied by being taken apart” (1990:10).
Then they discuss the use of chemical, electrical, and mechanical metaphors in the twentieth century.
Finally, they note that the newest metaphor is the computer and provide examples of computer
terminology that is also used in physiology (1990:11).
9For clarity, I omitted two footnotes from the Stolwijk and Hardy quote that referred readers to numbered
sources in the chapter's bibliography.
10 In the first quote provided in the next section, Schauf, Moffett and Moffett note that the principles of
homeostatic control “were first worked out by engineers and physical scientists” (1990:85).  This is
about as detailed as it gets with regards to this history.  Overall, these texts provide little or no history
to their readers about how and why control systems theory became so prevalent in physiology.
11Stolwijk and Hardy provide references for Bernard and Otto Frank, as well as these six sources:
Grodins, F. S. (1963) Control theory and biological systems.  New York: Columbia University Press.
Kalmus, H., ed. (1966) Regulation and control in living systems.  New York: John Wiley & Sons, Inc.
Milhorn, H. T., Jr. (1966) The Application of Control Theory to Physiological Systems.  Philadelphia,
PA: W.B. Saunders Co.
Milsum, J. H. (1966) Biological control system analysis.  New York: McGraw-Hill Book Co., Inc.
Riggs, D. S. (1970) Control theory and physiological feedback mechanisms.  Balttimore: The Williams
& Wilkins Co.
Yamamoto, W. S. and Brobeck, J. R., eds. (1965) Physiological controls and regulation.  Philadephia:
W. B. Saunders Co.
12Guyton (1986:10) provides references for Bernard and Cannon.  He lists several books which may
supply interested readers with additional history.  They could serve a starting point for a more detailed
historical analysis of the introduction of control theory into physiology:
Milhorn, H. T. (1966) The Application of Control Theory to Physiological Systems.  Philadelphia,
PA: W.B. Saunders Co.
Toates, F. M. (1975) Control Theory in Biology and Experimental Psychology.  London: Hutchinson
Education Ltd.

Other possibilities include:
Brown, J. H. U. (ed.) (1973) Engineering Principles in Physiology, Vols. 1 and 2.  New York,
Academic Press.
Bruni, C. et al. (eds.) (1979) Systems Theory in Immunology.  New York, Springer-Verlag, 1979.
Jones, R. W. (1973) Principles of Biological Regulation: An Introduction to Feedback Systems.  New
York: Academic Press.

Jones' title suggest that control and regulation were well-established concepts by 1973.
Stolwijk and Hardy state that "control systems theory" has been developing in physiology since 1940.
Milhorn's 1966 book appears to be important, but it may a comprehensive lay out of ideas that had been
developing for some time.  Guyton uses "control" and "regulation" in cited titles of his own work, e.g.,
Cardiac Output and Its Regulation (1973) and Dynamics and Control of the Body Fluids (1975).
13Schauf, Moffett and Moffett further explain:

Most of the signs and symptoms that cause a patient to seek medical attention are
indicators of malfunctioning control-system networks of one kind or another.  As
diagnosticians, health care professionals serve as control-systems engineers in
determining which components of normally regulating systems have malfunctioned.
As therapists, health care professionals make decisions as to the surgical and
pharmacological procedures that are appropriate to reestablish normal physiological
control-system interactions.  These decisions are made in similar ways regardless of
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whether one is dealing with cardiovascular, respiratory, renal, gastrointestinal,
endocrinological, or other control systems (1990:89).

14 Guyton and Vander, Sherman and Luciano also discuss the “genetic control” of protein synthesis in
cells.  Schauf, Moffett and Moffett use transportation metaphors to describe these processes and do not
refer to control.
15Ganong’s Review of Medical Physiology does not use the terms control and regulation as frequently as
Guyton and the authors of the human physiology textbooks.  Nevertheless, he frames a number of
bodily processes in terms of control or regulation.  So do the authors in Mountcastle's Medical
Physiology.  They also provide examples of precise mathematical models.  Here are a few examples
from the titles of the articles in the text: "feedback control of muscle," "autonomic and peripheral
control mechanisms," "the cardiovascular control system," "body temperature and regulation," and
"neurogenic factors in control of respiration."  There are eight other references to control or regulation.
One title refers to homeostasis, one to hemostasis, and one discusses "energy balance and food intake."
Other chapter titles use terms like mechanisms, functions, systems, organization, or transmission, or
they name the body parts or processes to be covered.
16 As one might expect, Guyton’s Textbook of Medical Physiology is more detailed than the
undergraduate texts, particularly with respect to diseases.
17I counted the number of times that control, regulation and other terms appeared in various chapters.  I
did the counts by hand rather than scanning the texts and entering them into a computer program,
therefore the counts mean that each word appeared at least X number of times, because I could have
missed some.  The totals for chapters include the number of times the words appeared in titles, subtitles,
figures, tables, introductions, summaries, chapter questions, and bibliographies, as well as in the text.
18 The different hormones and enzymes are generally idealized in the singular.  That is why I put the
verbs in third person singular.
19 To illustrate this point, I only compared the authors’ uses of “control,” “regulation,” to overt
references to “homeostasis.”  However, if I were to add other terms related to “control systems theory,”
such as “feedback,” “setpoint,” and “effectors,” then the relative discursive stress on control is even
greater than it appears in this comparison.   For example, Schauf, Moffett and Moffett use “feedback” 76
times in Chapter 5.

This section compares the two undergraduate texts.  However, Guyton’s Textbook of Medical
Physiology is similar.  In fact, his text uses control and regulation more frequently than the
undergraduate texts.  Chapter 1,"Functional Organization of the Human Body and Control of the
'Internal Environment,'" introduces the "basic theory" of "control systems of the body" (1986:2-10).  In
this 8-page chapter, Guyton uses control 96 times and regulation 25 times.  In the same chapter, he uses
homeostatic17 times and balance 1 time.
20 Because this analysis is concerned with the effects of this physiological discourse on health care
providers and patients dealing with diabetes, I used the chapters that deal with metabolism and diabetes
to illustrate the predominance of the metaphor of control.  However, as I have stressed, these physiology
texts use control and regulation to talk about virtually every bodily system.  Other chapters in these
texts also use control and regulation to frame descriptions of chemical processes.  In addition, the other
chapters also generally use the terms control and regulation more frequently than other terms.  Here is
one more example to illustrate.  As I noted earlier, Schauf, Moffett and Moffett have sections on each
bodily system.  Typically one or two chapters describe the system, followed by a chapter describing the
"regulation" or "control" of that system.  Section V deals with the "Kidney and Body Fluid
Homeostasis."  Chapter 19, "The Kidney," uses control 8 times and regulation 8 times.  It also uses
feedback (3), homeostasis (2), mechanisms (16), and pathways (5) to discuss the concepts of secretion,
reabsorption, filtration, and active- and mediated transport, as well as processes that stimulate or inhibit
secretion, or increase or decrease the plasma concentration of various substances.  Chapter 20, "Control
of Body Fluid, Electrolyte, and Acid-Base Balance," uses control 9 times and regulation 48 times, in
phrases such as "respiratory control system," "regulatory systems,” "regulation of blood pressure,” and
"regulatory cascade" (1990:520, 505, 510, 513, 514).  It also uses feedback 6 times.  It refers to
homeostasis 16 times and to balance 8 times.  Other terms include:  effects (29), responses (27),
mechanisms (5), functions (5), pathways (5) and routes (at least 4 times).  Systems appears 44 times,
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particularly in reference to buffer systems and regulatory systems.  There are also 27 references to
normality and abnormality.  Again, all of these terms are linked to terms such as secretion,
reabsorption, filtration, buffer, and active transport.

Guyton's Table of Contents illustrates that the relative frequency with which Guyton uses
control, regulation, and other terms to frame physiology (1986:vii-xxviii).  It lists chapter, section and
subsection titles.  There are 74 references to control, 53 to regulation, 3 to feedback, and 1 to
homeostasis.  There are also 64 references to systems (mostly in relation to the "nervous system"), 57
to functions, 26 to effects, and 26 to mechanisms.  As in the other texts, these terms are related to other
concepts, such as stimulation, inhibition, secretion, transport, storage, release, activation, facilitation,
diffusion, cycles, activity, actions, roles, factors, requirements, reactions, responses, synthesis,
metabolism, resistance, pathways, reflexes, excitation, contraction, and absorption.  The subtitles also
refer to normalcy, abnormalities, and disorders.
21 In the sciences and in medical school, students also conduct experiments, which serve as exemplars to
illustrate current theories.  In classes like geology or anatomy, they also examine physical phenomena,
and link scientific classificatory systems to those phenomena.  As I will discuss shortly, this linking of
abstract concepts and theories to physical phenomena helps reinforce the sense that concepts like control
are part of nature.
22 Davis-Floyd stresses the ritual aspects of medical training and compares the stressful workload in
medical school to hazing, which encourages future doctors to develop a kind of tunnel vision that
focuses on scientific models of the body (1992:255-257).  She also stresses that the rituals of medical
training encourage a heavy reliance on technology and disdain for anyone who does not rely on
technology (1992:269).
23 In other words, there are few if any references to medical traditions in Asia, Africa, Australia, the
Pacific Islands, or indigenous groups in the Americas.  Schauf, Moffett and Moffett’s brief history of
the use of metaphors in physiology also reproduces this classic Western trajectory (1990:10-11).  All of
these representations of history jump from ancient Greece to nineteenth-century Europe.    The history
of diabetes research presented in the Joslin Diabetes Manual shares most of these features.  It is also
brief with large time gaps and a few heroes.  The authors note that there were descriptions of diabetes
symptoms in ancient China, Arabia, and India.  From there the history follows a trajectory from ancient
Greece and Rome to named researchers in the late nineteenth and early twentieth centuries in Europe and
the United States (Krall and Beaser 1989:viii-ix).
24 Ganong also observes: “It has not been possible to be complete and concise without also being
dogmatic” (1987:xi).
25As Haraway notes, this is following Kuhn (1996/1962) who describes how anomalies that emerge in
the practices of normal science can lead to paradigm changes.  Haraway describes how Paul Weiss and
two other researchers working in embryology sensed the inadequacies of the machine metaphor for
organisms, and searched for newer metaphors, such as liquid crystals and fields.
26Originally, I began this sentence with "following Lakoff and Johnson (1980)."  However, it would be
more accurate to say that my argument was inspired by their analysis of metaphor.  One difference turns
on whether "control" should be regarded as an "abstract" concept.  Lakoff and Johnson (also) assert that
"we typically conceptualize the nonphysical in terms of the physical—that is, we conceptualize the less
clearly delineated in terms of the more clearly delineated" (1980:59).  Examples of abstract concepts are
love and time.  They recognize that "direct physical experience" takes place "within a vast background of
cultural presuppositions."  However, they maintain that it is possible to distinguish "experiences that
are 'more' physical, such as standing up, and those that are 'more' cultural, such as participating in a
wedding" (1980:57).  Within that framework, they stress the grounding of "control" in the "physical"
experience of fighting (1980:15).  They could be right that "common sense" interpretations of control
are (partly) grounded in the physical (and cultural) experience of fighting.  However, in physiological
discourse, "control" is an "abstract" (theoretically elaborated) concept used to explain (or delineate)
"natural" phenomena.  In any case, whether particular concepts are "more" or "less" physical, cultural,
abstract, and/or delineated, as Lakoff and Johnson observe, metaphors enable people to think and talk
about one concept in terms of another.  However, that understanding is always partial, and metaphors
provide a structure with entailments, that highlight some things and hide others (1980:52, 139).  I
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believe that this as an important insight, which (as Lakoff and Johnson put it) can be used to analyze
metaphors that "have evolved in our culture over a long period" and/or metaphors "imposed on us by
people in power" (1980:159-160).
27 It is not clear from the brief descriptions of history provided in the physiology textbooks or from
Haraway’s (1976, 1991) descriptions of the uses of systems theory and control during the twentieth
century whether control was (or is) also used when organic metaphors were (or are) used to describe the
body rather than machines.  Davis-Floyd (1992) proposes systems-based theory that emphasizes organic
interconnectedness as an alternative paradigm to the mechanistic and technocratic views of birth that
currently underpin hospital birthing practices.  I basically agree, but I would add the cautionary note that
it appears that control and regulation are taken-for-granted concepts in systems theory.  Future research
could investigate the nuances of the uses of these terms within different theoretical frameworks.
28 Kuhn states that even the types of observations made (or the constitution of what most researchers
regard as “facts”) are determined by the paradigm.
29Latour describes how specific ideas moved towards "fact" while others moved towards becoming
"artefacts" within scientific debates and the social tactics of article writing.
30 Latour observes that this process can be reversed when ideas that perhaps once were regarded as facts
are questioned and then become “artefacts.”
31 As Latour’s model implies, even when these authors discuss experiments, they usually discuss the
results, but not the methods (or instruments) used to obtain the results.  For example, Guyton provides
Figure 78-5 captioned  “Effect of removing the pancreas on concentrations of blood glucose, plasma free
fatty acids, and acetoacetic acid” (1986:926). The figure depicts three lines on a graph for the
concentrations (with no measures provided).   The lines are level at specific heights for three fourths of a
day prior to the pancreas removal.  This section is labelled “control.”  After the removal, the three lines
increase (following different patterns) over four days.  Guyton does not provide a reference nor does he
discuss how these data were gathered.  I assume that the graph is based on a study conducted on a rat or
some other mammal.  Occasionally other captions specified that the effects depicted took place in “a
depancreatized and hypophysectomized rat” (e.g., Figure 78-6, 1986:929).  In the text, Guyton tells
readers that this figure illustrates “the effect of insulin lack,” even though removing the pancreas also
removes the source of many other hormones and enzymes besides insulin.  In other words, there were
several unquestioned assumptions incorporated into the reporting of these research results.  Compared to
Guyton’s text, Ganong’s Review of Medical Physiology (1987) was more likely to specify that certain
conclusions were based on tests conducted on mammals.
32 These qualifications signal to readers (including future health care providers) that there are pieces of
the puzzle that science does not yet “know.”  The authors of all three textbooks occasionally provided
such qualifications.  My impression is that Guyton provided more qualifications than the undergraduate
textbook authors.   However, in the midst of qualifications, Guyton also claims that certain aspects are
facts.  For example, he notes that:

The manner in which insulin causes protein storage is not as well understood as the
mechanisms for both glucose and fat storage.   Some of the facts known are:  ...
(1986:928).

He lists five points.  In general, he uses matter-of-fact descriptive scientific language.  Yet, within two
of the points, he adds the qualifiers, “in some unexplained way” and “presumably” (1986:928).  Then he
concludes with a definitive statement followed by a qualified statement:

In summary, insulin promotes protein formation and also prevents the degradation of
proteins.  However, we still know very little about the basic chemical mechanisms
employed by insulin to achieve these ends (1986:928).

33For figures, graphs, and anatomical representations of bodily systems, the authors sometimes provide
a source in the captions, or they note that the representations were adapted from a specified source, but
sometimes they present these visual summaries without references.  One example is Figure 78-7 in
Guyton and Hall's text showing "approximate insulin secretion at different plasma glucose levels"
(1996:977).  It is not clear whether this graph is based on the results of a particular study, or whether
the research was done on animals or humans or both, or how measurements were obtained at different
plasma glucose levels.  The implicit assumption is that this graph describes insulin secretion in
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humans.  Actually, even in graphs that supply a source, readers might have to check the sources to
determine any of the above.  Apparently "approximate" is the key qualification that allows the authors
to summarize the results of various studies.
34 Davis-Floyd also traces definitions of the female body as defective versions of male bodies to the
Greek Aristotelian tradition (1992:49-51).
35 An important example was Driesch's 1891 experiment in which he cleaved an echinoderm egg,
expecting it to "behave like a good machine" and form two half-embryos, but two whole animals formed
instead.
36 Kuhn (1996/1962) observes that the paradigm defines the problems to be investigated.  Following
that reasoning, Haraway’s claim suggests that regulation was introduced along with systems theory
and/or organicism.

Haraway uses regulation to talk about organicism and/or systems analysis, but does not
explicitly state when regulation became a significant concept in biology (1976:34, 36, 38, 55, 57, 58,
60, 61, 66, 67, 73, 77, 79).  She briefly cites Bernard and Cannon among other researchers as
contributing towards an "experimental focus on self-regulation" (1976:36).  However, it appears that
regulation was such a “common” term by the 1970s that (like the textbook authors) Haraway applied it
retrospectively at least to the work of Bernard, and possibly even to Cannon.

Although Haraway referred to regulation frequently, she only talked about control a few times
(though it is clear that the terms are interchangeable).  She talks about control in reference to Paul
Weiss's work and to Michael Polanyi's (1968) "creative" argument that machines and organisms are both
"hierarchical systems of dual control" in contrast to inanimate nature (1976:26-27).
37 Davis-Floyd recognizes this overlap.  She discusses the ways that the current biomedical system
stresses the interests of science, technology, patriarchy, and institutions (which also are “core values” of
“our society”) over the interests of nature, individuals, families, and women (1992:45-47).
38 Like the other authors, Canguilhem seems to be retrospectively linking Bernard’s work to subsequent
work on regulation.
39Canguilhem, for example, not only critiques Bernard's attempts to define illness as being based on
quantitative variations of normal physiology (rather than being based on qualitative differences), but also
critiques his of use diabetes as the example.

One sees the impact of the notion of quantitative variations in the way that diabetes is currently
distinguished from “borderline diabetes” and “normal” in terms of ranges of blood glucose levels.  It is
also reflected in the medical theory that maintaining blood sugar levels in the normal range should
enable people who have diabetes to prevent (or at least delay) complications (or in other words, re-
establish normal physiological processes).  Canguilhem argues that diabetes causes changes that are
qualitatively different from normal physiology.
40 One example are the hundreds of studies discussed and cited in a 1989 three-volume summary of
Molecular and Cellular Biology of Diabetes Mellitus, edited by Boris Draznin, M.D., Ph.D., Shlomo
Melmed, M.D., and Derek LeRoith, M.D., Ph.D.  These volumes summarized the latest research on
insulin secretion, insulin action, and the physiology of the complications of diabetes mellitus.
References to control and regulation abound in these studies.
41 In keeping with theories of organic functionalism, these textbooks represent the cell, organs, and the
body as bounded entities that have membranes, cortexes or skin and parts.  Their descriptions stress how
these parts are involved in interactions within and between systems.  This contrasts somewhat with
Haraway’s descriptions of the post-World War II biological discourse that stresses communications
between interlocking cybernetic systems (1991:59).
42In Guyton and Hall's text, the cell membrane (particularly for nerve cells) is viewed as an "electrical
capacitor."  The membranes have potientials, electrogenic (ion) pumps, and (ion) channels.  Electrical
language abounds in the descriptions of the "control" exerted by nerves.  Of course, the text has many
chemical references.  However, the heart is still a "pump."

At the 2002 Society for Applied Anthropology meetings, I had conversation with Joan
Engebretson, a nurse who works for the University of Texas Health Sciences Center in Houston.  She is
working on an approach to diabetes care that would frame the body in terms of "information systems,"
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including the notion that the body sends "signals" to the patient.  In fact, this is the way that Ricardo
Machado, Luz Romo and several other people I interviewed talked about their bodies.
43 I only found a few metaphors related to guns and war used to describe metabolism.  Here are two
examples.  Vander, Sherman, and Luciano used “triple-, double- and four-barreled effect” to describe how
insulin stimulates membrane transport of glucose and stimulates enzymes that catalyze the glycogen
synthesis that stores glucose, and inhibits enzymes that catalyze gluconeogenesis that releases glucose
(1990:561-562).  They also referred to the rapid conversion of glycogen into glucose by the liver during
periods when a person has not eaten in awhile as “the first line of defense in maintaining plasma glucose
concentration”(1990:557).

In their explanation of possible causes, Krall and Beaser provide a summary in a box with bold
print and capital letters that uses the metaphor of war (1989:22):

IN TYPE II DIABETES, IT MIGHT BE SAID THAT HEREDITY
MAY LOAD THE CANNON, BUT STRESS AND OBESITY PULLS
THE TRIGGER.

44This business management textbook is distributed in Australia, Canada, Denmark, Japan, Mexico,
New Zealand, the Philippines, Puerto Rico, Singapore, South Africa, Spain, the United Kingdom, and
the United States.
45They argue that metaphors like "argument is war" affect not only the ways that we talk and think
about arguments (e.g., attack, defend, etc.), but also the ways we argue (1980:4-6).
46Their analysis is structural-functional.  They acknowledge the influences of Sapir, Whorf,
Malinowski, Lévi-Strauss, Turner, and Geertz, and others, but do not directly cite them in the text.
Although they explain that "natural kinds of experiences" include experiences of our bodies, and
interactions with our physical environment, and with other people and institutions in our culture
(1980:117), they overuse the word "natural" to refer to language and experience.  Their use of "natural"
and "normal" reflects how deeply embedded these terms are with any concept that is regarded as
"common sense" and "taken for granted."  They sometimes drift into what appear to be universal claims,
but they also occasionally remind readers that the uses of particular metaphors may "vary from culture to
culture."  There are only a few examples given from languages other than English.  They do not
acknowledge explicitly enough that "our culture" really refers to English speakers and/or "mainstream"
(predominantly white middle class) U.S. culture, and at times "Western" culture.  Nevertheless, they
provide an interesting analysis of that culture.
47I am somewhat oversimplifying their notion of coherence.  They point out that some associations
with "up-down" have experiential bases are different from the experiential basis of "more is up," which
underlies most of the associations listed in the text (and therefore is one of several sources of coherence).
They consider the example of "unknown is up" (e.g., "it's up in the air) and "known is down" (e.g., "the
matter is settled").  This does not share an experiential basis with "more is up," but it is coherent with
"up" and "down" when seen from the perspective of "understanding is grasping" (as in, it's hard to grasp
something that's up in the air).
48 Schauf, Moffett and Moffett describe the many hormones and neurons involved in metabolism in
Chapter 23, “Endocrine Control of Organic Metabolism and Growth.”  The figures and tables also show
the many factors that affect metabolism (e.g., 1990:590, 592).
49 In other words, these are the processes that occur after a person (or animal) eats and insulin levels go
up.
50 The Diabetes Control and Complications Trial followed 1441 people with Type I diabetes, ages 13-
39, from 1983 to 1993.  Half of the group followed the “standard treatment” for diabetes, taking the
same or similar dose of insulin at the same time each day.  The other half “adhered to an intensive
diabetes therapy plan to achieve tight blood glucose control,” which included 3-4 daily injections of
insulin or the use of a pump, testing blood glucose 4-7 times a day, and adjusting doses to match food
intake and exercise.  The results were “astounding.”  The tight control group developed less
complications or had slower progressions towards complications.  The results are reported as
demonstrating that tight control lowered the “risks” of eye disease by 76%, kidney disease by 50%,
nerve disease by 60%, and cardiovascular disease by 35%. The cardiovascular number was lower because
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most of the participants were too young to develop signs of heart disease (American Diabetes
Association 1996:201-202).
51 Krall and Beaser cite both of these points as advantages of the pumps or “intensive insulin therapy”
for people who have Type I diabetes (1989:164-169).  At the end of the chapter that describes the pump
and how to use it, they remind readers that:

Too many people mistakenly think that a pump will allow them to abandon their
diabetes disciplines.  This is not true.  Developing a proper routine for and methods of
intensive insulin therapy takes time and effort (1989:188).

52 Krall and Beaser observe that before the discovery of insulin in 1921, about half of the deaths of
diabetes patients at the New England Deaconess Hospital in Boston were due to diabetic comas, while
current rates were about 1%.  They note that comas are completely preventable with proper treatment
including insulin (1989:257-258).
53 These are the two types of diabetes mellitus.  In addition, there is an illness known as diabetes
insipidus, which occurs when the pituitary system secreting the antidiuretic hormone (or ADH) fails.
Within diabetes mellitus, other distinctions have been made.  These include gestational diabetes, which
appears during pregnancy.  Epidemiological studies suggest that about half of the women who develop
gestational diabetes are eventually diagnosed with Type II diabetes later in life.  Then there are the
conditions that have been called borderline diabetes, prediabetes, and/or  impaired glucose tolerance (e.g.,
Krall and Beaser 1989:18-19).
54 Currently, insulin is taken by injection.  Insulin is a hormone, so it cannot be taken orally, because
gastrointestinal enzymes would digest it (Vander, Sherman and Luciano 1990:569).  However,
researchers are currently trying to develop an inhaler.  There are several types of insulin, including
regular (or rapid-acting), lente (or intermediate-acting), and long-acting.  Some brands are derived from
pigs or cows and others are manufactured (Krall and Beaser 1989:117-118).

Researchers have developed an insulin pump, which the person wears.  The pump injects small
amounts of insulin as needed.  In 1989, pumps were being used by some people with Type I diabetes.
Krall and Beaser noted that most people with Type I diabetes could achieve “good control” through
conventional injections, but the pumps were particularly good for people who had hectic and varied
lifestyles or whose diabetes was “difficult to control” (1989:168).  They describe the advantages of the
pump and how to use it (1989:164-188).  In 1989, the pump cost $2500 to $3500, plus $20 to $30 a
week for supplies.  They informed readers that 80% of the pump “may” be covered by insurance
(1989:183).  All the people we interviewed had Type II diabetes.  They all had low-incomes and most
did not have insurance.  Of those who were taking insulin, none were using a pump.
55 Dr. Jacqueline Pugh explained to me that non-insulin-dependent refers to the cause (in that the
person’s pancreas usually produces some insulin) rather than the treatment, because eventually a person
with Type II diabetes might need to take insulin.
56 The medical literature on diabetes is huge.  A full review of that literature goes beyond the scope of
this dissertation.  I did not attempt to read the literature that deals with debates about the oral
medications for Type II diabetes.  However, Krall and Beaser indicate that both the first- and second-
generation sulfonylureas are relatively effective, have minimal side effects, and are generally free from
toxicity.  However, the second-generation drugs are more potent, more effectively decreases insulin
resistance, remain in the body for a shorter time,  cause less fluid retention, are less likely to interact
with other drugs, but also have greater potential for causing low blood sugar incidents, because they are
more effective (1989:101).  Krall and Beaser note that biguanides, such as phenformin, were no longer
available in the United States, although they were still being used in other areas of the world, and that
researchers were working on developing another methyl-biguanide (1989:97).
57 The strong correlation between years of diagnosis and complications is one reason that some doctors
have questioned the potential benefits of “tight control,” particularly because tight control means that
the person runs the risk of having low blood sugar incidents.
58 Jacqueline Pugh, M.D., cited this manual as an important reference on diabetes used by practitioners.
This edition was current at the time the field research was done.  Throughout the manual, the authors
usually address "you," a "person with diabetes" or they make third person observations about people
with and without diabetes.  Some chapters or statements address all people with diabetes (although it
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often seems that they have a person with Type I diabetes in mind), while others focus specifically on
people with Type I or Type II diabetes or other types of diabetes.  At times the authors seem to be
addressing practitioners.  This is partly because several chapters have other co-authors and reviewers.
This manual has been continuously updated, revised, and expanded by various medical practitioners.  The
first edition was written by Elliot P. Joslin, M.D., in 1918.

The Joslin Clinic in Boston was founded in 1898, and had served 160,000 patients from then
until the publication of the manual's 12th edition (1989:vii).  It seems that the Joslin Clinic primarily
has served people with Type I diabetes, though perhaps in recent years they have expanded their services
to include people with Type II diabetes.  I believe that the discourse on diabetes emphasizing "control"
was probably originally developed within the research and treatment for Type I diabetes, and then this
language was extended to Type II diabetes.  In future research, it would be interesting to further explore
the "archaeology" of this knowledge.
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Chapter 5
Control, Compliance and Culture:

Mexican Americans as a Population at Risk for Type II Diabetes

When I began the research for this dissertation, several doctors mentioned that
Mexican Americans (or specifically low-income Mexican Americans) were at greater
risk for Type II diabetes and its complications (when compared to Anglos).1  Initially,
I accepted this generalization at face value and reiterated it in proposals and papers.
This was and remains an important part of the rationale for conducting interviews with
working class Mexican Americans who have Type II diabetes.  However, after reading
several epidemiological articles, I learned that the statistical picture for diabetes rates
and for complications is more complex than this generalization.

This chapter has two purposes.  One is to describe the epidemiological
statistics that document the comparatively high rates of Type II diabetes and some of
its complications among working class Mexican Americans, as well as other low-
income and/or racial-ethnic minority groups in the United States.  The second is to
critically examine the ways that these statistics have been constructed and interpreted
by epidemiologists.  In particular, I will show how the analyses tend to emphasize
correlations based on race/ethnicity (and gender) over class.  This reinforces a
tendency to focus on the biological (i.e., genetic) and/or cultural characteristics of the
racial-ethnic minority population as the potential sources for causes of Type II
diabetes, rather than the broader structures of social inequalities that affect people who
have the disease as well as their health care providers.

It is important to examine the assumptions embedded in this research, because
epidemiological research is a crucial form of biomedical knowledge that influences the
ways that health care providers, policy makers, the general public, and/or people who
have Type II diabetes think about the illness, its care, and people who have the illness.
Epidemiological research suggests directions for clinical trials and other medical
studies.  These studies can affect funding for health research and health care (True
1996:325).  In particular, it appears that these studies influence the ways that health
care providers think about certain categories of patients.  Summaries of the results of
epidemiological studies are reproduced in policy reports, media presentations,
pamphlets, and guidebooks about diabetes. The summaries typically pick up on the
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major trends identified by researchers that are summarized in article abstracts.  Many
health care providers and policy makers may only have time to read the summaries,
rather than sort through the minutiae of qualifications, alternative interpretations, or
sampling methodologies in the articles.

As just noted, epidemiological research documents the burdens of Type II
diabetes being experienced by low-income Mexican Americans and other low-income
groups and/or ethnic minorities.  However, as Foucault (1975) suggests, the uses of
standardized statistical language can have effects that go beyond the intentions of the
individual researchers.  This chapter discusses the consequences of taking for granted
key concepts, such as control, compliance, and risk.  In statistical studies (and the
discourse derived from them), racial-ethnic minority categories are often constructed
as “risk factors” for Type II diabetes.  I will show how some epidemiological analyses
downplay the role of poverty and focus on genetic and/or cultural causes of the higher
rates of Type II diabetes and its complications among low-income Mexican
Americans.  This analysis has implications that go beyond Mexican Americans and
Type II diabetes.  The assumptions deconstructed here are embedded in descriptions of
statistics about various diseases that disproportionately affect low-income and/or
minority populations in the United States.
  This chapter discusses the logic that leads a number of epidemiological
researchers and biomedical practitioners to make assumptions about patients who
(presumably) lack control.  The biomedical model for diabetes care holds that
“compliance” with recommended diet, exercise, and medication (behaviors that
patients are expected to control) should result in “good blood sugar control” (or blood
sugar levels that are at or near the normal range), which might prevent or delay long-
term complications.  Within this logic, high blood sugars and the onset of
complications are usually interpreted as signs of “non-compliance” or “poor
compliance.”  This label is applied to working class (or low-income) Mexican
Americans (and others) as a population in relation to research statistics, and
individually in their medical records at clinics.  As I will discuss in this chapter, some
epidemiological researchers as well as a number of doctors interacting with working
class Mexican American diabetes patients (and other poor and/or minority patients)
attribute poor health outcomes conflated with presumed non-compliance to the
patients’ lack of knowledge and/or lack of motivation.  Such representations dovetail
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with and serve to reproduce stereotypes about the “ignorance” and “fatalism” of
working class Mexican Americans (and others).

As Paul Atkinson’s analysis in Medical Talk and Medical Work (1995)
suggests, health care providers weigh what they have learned from senior physicians,
textbooks, and journal articles in relation to clinical and other personal experiences.
Atkinson describes how doctors discuss journal research with each other in specialist
consultations and formal case presentations.  In general, doctors are expected to keep
up with journal research as part of their professional activities.  At the Internal
Medicine Clinic in the county clinic in San Antonio, when the residents consulted with
attending physicians about cases, they sometimes referred to journal research, citing in
particular studies that demonstrated the benefits or contraindications of particular
treatments. As I will discuss in Chapter 6, the doctors sometimes directly or indirectly
referred to journal research during their interactions with patients.  Their references or
allusions included epidemiological studies about risk factors as well as clinical studies
about medications.  As Foucault (1975) argues, probabilistic thought is integral to the
construction of modern biomedical knowledge.  Epidemiological (and other medical)
studies provide a backdrop of “pathological facts” (found in a preponderance of
patients) that practitioners use to interpret and guide their clinical interactions with
individual patients.  At the same time, doctors also interpret journal science in light of
their clinical experiences and those of their colleagues.  As Atkinson suggests, these
two forms of medical knowledge can reinforce or contradict each other.  In Chapter 6,
I will discuss how doctors’ experiences at the county clinic reinforce their impressions
that low-income Mexican Americans have high rates of diabetes and complications
and that their role is to provide patients with education and motivation.

Mexican American Ethnicity Defined as a Risk Factor
As described in Chapter 4, with respect to Type I diabetes, medical researchers

have considered genetic predisposition as a possible cause.  They also are looking at
possible viral causes of the autoimmune destruction of beta cells in the pancreas.
Type I diabetes currently accounts for about 10% of diabetes cases in the United
States.  It appears that the care is more complex and the risks of complications are
greater for people who have Type I diabetes than for those who have Type II diabetes,
mainly because it onsets when people are young and their pancreases produce little or
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no insulin.2  The epidemiological literature has shown that Type I diabetes affects
“non-Hispanic whites” at higher rates than it affects the various minority populations
in the United States.  However, “European heritage” is rarely listed as “risk factor” for
Type I diabetes (e.g., National Diabetes Data Group 1985, 1995).3

For Type II diabetes, Dr. Jacqueline Pugh (in one of our conversations during
the field research) speculated that there may be several "types" with different causes
grouped under this category that eventually will be distinguished from each other.
Some cases are “difficult to control,” no matter what patients and health care providers
try to do.  Some people who have Type II diabetes initially can “control” their blood
sugars by changing their diets and/or exercising more and losing weight.  However,
eventually most begin taking medications.  Others are put on oral medications and/or
insulin not long after they are first diagnosed.  In population-based studies, Type II
diabetes and impaired glucose tolerance have been statistically associated with weight
gain (especially weight gain distributed in the upper body) and/or aging.  Type II
diabetes tends to run in families, although researchers note that family members share
similar environmental factors (or life experiences) as well as genetics.  Researchers
have found hyperinsulinemia in people who have family histories of diabetes, are
overweight, have impaired glucose tolerance, and/or are in the early stages of Type II
diabetes (e.g., Bogardus et al. 1991 on research with Pima Indians in Arizona, Stern
and Haffner 1990 on Mexican Americans).  Consequently, as described earlier,
researchers currently hypothesize that Type II diabetes is caused by insulin resistance,
followed by pancreatic exhaustion.4   Studies also have shown that people and animals
with diabetes have high levels of glucagon.  Biomedical and/or epidemiological
researchers are engaged in attempts to determine the genetic and/or environmental
causes of (the hypothesized) insulin resistance, weight gain, and/or the pancreatic or
hormonal dysfunctions related to Type II diabetes.

Type II diabetes comprises 90% of the diabetes cases in the United States.
Epidemiological research has shown that Type II diabetes disproportionately affects
Native Americans, Puerto Ricans, Mexican Americans, and African Americans, in that
order, relative to Euro-Americans (e.g., Flegal et al. 1991).  In addition, a number of
migrant populations, such as Japanese Americans in the United States, Yemenite Jews
in Israel, and South Asians in Fiji, South Africa and England have relatively high rates
of diabetes.  Other groups affected by relatively high rates of Type II diabetes include
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"westernized" Pacific Islanders and upper middle class Indians in India (National
Diabetes Data Group 1985, 1995; Stern et al. 1991; Stern and Haffner 1990).  The
prevalence of Type II diabetes is apparently increasing in many countries, including
Mexico (e.g., Mercado 1996; Stern et al. 1992). At the same time, people of European
descent (in the United States, Mexico, Europe, and elsewhere) have Type II diabetes.
Basically, although prevalences in various populations vary, Type II diabetes affects
people in virtually every racial and/or ethnic category throughout the world.  However,
in contrast to the representations of Type I diabetes, biomedical discourse portrays
being Native American or being Mexican American as a “risk factor” for Type II
diabetes.

It is important to document the disproportionate burden of diseases born by
working class and/or minority groups (and women or men), and epidemiology does
that.  However, the epidemiological research on Type II diabetes generally uses racial
and/or ethnic categorizations (along with gender) as the primary categories for
comparing relative rates of the disease and its complications.5   For example, in their
compilations of statistics on Diabetes in America (1985, 1995), the National Diabetes
Data Group has chapters on African Americans, Hispanic Americans, Asian and
Pacific Islander Americans, and North American Indians and Alaska Natives.6  They
do not have a chapter on Euro-Americans or “non-Hispanic whites,” i.e., the racial-
ethnic majority.  They also do not have a chapter that focuses on poverty, even though
the statistics show correlations between poverty and high rates of Type II diabetes in
the United States (in all racial-ethnic groups, including Mexican Americans and non-
Hispanic whites) (e.g., Stern et al. 1984).  I would argue that one effect of this style of
reporting health statistics has been to downplay (or obscure) the role of poverty in
diabetes and diabetes care.

The representations of Type I and Type II diabetes also reflect a broader trend
in the epidemiological literature to represent racial-ethnic minority categorizations as
risk factors.  In contrast, the category of “non-Hispanic white” is rarely represented as
a risk factor, even when they have higher rates of a particular disease.  Differences in
overall socio-economic status (and historical legacies of oppression and
discrimination) between racial-ethnic groups remain implicit in many comparisons.
As race theorists have observed, the majority is unmarked, while minority categories
are repeatedly marked.  Non-Hispanic whites (who are mostly middle class) serve as
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the taken-for-granted norm, while racial-ethnic minorities (who are mostly working
class) are repeatedly linked to disease.

The Epidemiology of Type II Diabetes among Mexican Americans
Michael Stern and Steven Haffner (1990) discuss the epidemiological research

on Type II diabetes among Mexican Americans that was available for health care
providers (and others) to read at the time the field research for this dissertation was
conducted.   In my conversations with doctors and nurses at the county clinic in San
Antonio, they occasionally mentioned these studies.  I assume that most of the health
care providers at the county clinic were familiar with the results of this research.
Moreover, it is likely that they were particularly interested in articles based on data
gathered in San Antonio.7  Arguably, this epidemiological research influences the
ways that health care providers (and others) think about Mexican Americans who have
diabetes.8

Stern, Haffner, and others worked on the San Antonio Heart Study.  This was a
significant population-based prevalence and incidence study that compared “Mexican
Americans” and “Anglos” regarding heart disease, obesity, diabetes, and risk factors
associated with these conditions.  Stern and Haffner (1990) discuss the results of their
research in relation to other studies, including a study of “Hispanics” and “non-
Hispanic whites” in the San Luis Valley in Colorado conducted by Richard Hamman
and his fellow researchers.9  The San Antonio Heart Study was based on random
samples of Mexican Americans living in “the barrio” (i.e., the West Side) compared to
Mexican Americans and Anglos living in transitional neighborhoods and the suburbs
(Stern et al. 1984:834-840; Haffner et al. 1991:103-104).10  The Colorado researchers
attempted to interview all people diagnosed with Type II diabetes attending the
medical facilities in a two-county rural area.  They compared the diabetes sample to a
random sample of households in the two counties and randomly selected subjects who
did not have diagnosed diabetes but matched the age, gender, county, and ethnicity of
the Hispanic diabetics (Hamman et al. 1989:295-301).

 Stern and Haffner observe that the high prevalence of Type II diabetes among
Mexican Americans has been documented in several studies, including the San
Antonio and Colorado studies.  As is common in many summaries of these statistics,
they note that the prevalence is two to three times greater for Mexican Americans than
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for non-Hispanic whites (1990:29).  In some reports, these prevalences are rephrased
as Mexican Americans having two to three times the “risk” for Type II diabetes.  The
relative poverty of Mexican Americans in general and in the samples used for these
comparisons remains implicit, because the focus is on racial-ethnic differences in
rates.11  Stern and Haffner (1990) suggest that these higher rates of Type II diabetes
among Mexican Americans might be due to genetic susceptibility derived from their
Native American admixture and/or to environmental factors, particularly the diet and
sedentarism associated with “modern” life.12

Stern and Haffner assert that it is “natural to speculate that the predisposition to
diabetes observed among Mexican Americans derives from their Native American
ancestry,” since most Native American populations have very high prevalences and
the rates among Mexican Americans fall between those of Native Americans and non-
Hispanic whites (1990:32).  The Pima of Arizona are usually cited as the group having
the highest rate of diabetes in the world.  About half of the adults have Type II
diabetes (National Diabetes Data Group 1995).  According to an analysis of the
Hispanic Health and Nutrition Examination Survey (or HHANES) 1982-1984, about
24% of Mexican American adults and 12% of non-Hispanic whites have (diagnosed
and undiagnosed) Type II diabetes (Flegal et al. 1991).  These numbers are high and
the relative proportions are striking.  However, the National Diabetes Data Group also
indicates that prevalences of Type II diabetes among other Native American groups
range from 28% to less than 1% (1995:684-685).13  In addition, Native Americans
(especially those living on reservations) have very high rates of poverty, as do
Mexican Americans, when compared to non-Hispanic whites.

Stern, Haffner and their fellow researchers used proportions of genetic alleles
and/or variations in skin color (compared to Amerindian and Spanish Caucasoid
samples) to quantify the percentage of Native American admixture among different
groups of Mexican Americans in Texas (as well as residents of a low-income barrio in
Mexico City).14  They demonstrate that genetic markers and variations in skin color
correlate with socioeconomic status.  Based on the results, they propose that the
greater Native American admixture among working class Mexican Americans
compared to higher income Mexican Americans may help explain the relatively higher
rates of Type II diabetes among working class Mexican Americans.  They concede
that socioeconomic status is a “confounding factor,” but ultimately privilege Native
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American admixture as a probable cause of the relatively high rates of Type II diabetes
among all Mexican Americans (e.g., Stern and Mitchell 1995; Stern et al. 1992; Stern
and Haffner 1990; Gardner et al. 1986; Chakraboty et al. 1984).15  Yet Stern and
Haffner also noted that so far the search for a diabetes gene had yielded no conclusive
evidence (1990:33).  This stress on Native American admixture is repeated in many of
the diabetes manuals, reports, and pamphlets that draw on these studies.

Stern and Haffner (1990) emphasize that both genetic and environmental
factors have contributed to the Type II diabetes “epidemics.”  They observe that the
diabetes epidemics in several “underdeveloped” societies “have typically coincided
with a relatively rapid change from a traditional (hunter-gatherer or subsistence
farming) lifestyle to a modernized or westernized lifestyle” (1990:34).  They note that
the elements of “modernization” that “have received the greatest attention as possible
diabetes risk factors” are diets that are high in total calories, fats, and refined sugars,
and low in fiber and total or complex carbohydrates and decreased physical activity
(1990:34).  This constitutes a powerful critique of the health effects of modernization
and/or westernization, or in other words, the expansion of Western colonialism and
capitalism.  However, Stern and Haffner (1990) do not discuss the possible effects of
changes in agricultural production, industrial food processing, the unequal distribution
of food and other resources, and stresses on human physiology caused by poverty,
oppression and racism (based on skin color and/or Native American, African, Asian,
or Pacific Islander ancestry).

Since some physiological “mechanisms” involved in diabetes are not fully
understood, factors such as deficits of certain micronutrients, the use of pesticides, the
hidden consumption of preservatives, or the increased use of hormones in animal feeds
could be salient.16  In Sweetness and Power, Sidney Mintz (1985) describes how the
British working class began consuming more sugar and less complex carbohydrates
during the Industrial Revolution.  He also highlights the current hidden consumption
of sugar in processed and/or fast foods.  As an example, he noted that McDonald’s
adds salt and sugar to their french fries to make them taste better.  In Fast Food
Nation, Eric Schlosser (2002) describes how they also add beef flavoring.  And that’s
not to mention the oil in which they are fried.  Schlosser also discusses changes in
cattle rearing, such as the use of hormones and antibiotics in cattle feed.  In the United
States, grass-fed beef is available, but more expensive.  These and other changes in
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food production have occurred during the time period associated with increases in the
rates of Type II diabetes.  In Distinction, Pierre Bourdieu (1984) describes differences
based on social class in France related to foods, body image, and physical activity.  All
these works and others suggest that “modern” diet changes and patterns of physical
activity have taken different forms and had different effects for working class, middle
class, and upper class people.  As Cristiana Miewald observes, many low-income
populations historically have had to rely on low-cost foods that were high in calories
and fat.  She notes that low-income African Americans and whites in Lexington,
Kentucky who had Type II diabetes not only had tight food budgets, but also lacked
access to inexpensive grocery stores (1997:358-359).  As I will describe in Chapter 7,
food costs were a definite concern for the working class Mexican Americans we
interviewed.

Jo C. Scheder (1988) suggests that the psychosocial stresses of migrant farm
work may contribute to diabetes risk in Mexican Americans by activating hormones,
such as epinephrine and norepinephrine, which have been shown to elevate blood
glucose through various neurophysiological pathways.  Diabetes manuals and the
people we interviewed noted that stress can raise blood glucose levels among people
who already have diabetes.  The Joslin Diabetes Manual highlights obesity and
illnesses as the principal environmental stressors that may cause diabetes or elevate
blood glucose levels.  The manual authors discounted the importance of “chronic
mental stress” and viewed it as “an excuse or reason for not properly caring for the
diabetes” (1989:22-25).  However, in a summary of “major developments” in
“behavioral research” on Type I and Type II diabetes, Daniel Cox and Linda Gonder-
Frederick (1992) note that studies over the previous decade had shown that
psychological stress can affect diabetes and blood sugar levels, and that diabetes can
affect stress levels.  Some studies had shown that stress might contribute to or
accelerate the onset of Type I diabetes.  Cox and Gonder-Frederick observed that so
far there was “no direct evidence” of stress contributing to the development of Type II
diabetes, however a few studies had findings that were “suggestive” (1992:632).
Therefore, along the lines of Scheder’s argument, physiological responses to stress
caused by lived experiences of poverty and/or racism might be related to the higher
prevalences of diabetes among the poor and/or racial-ethnic minorities in the United
States.  This possibility was never discussed by Stern and Haffner (1990).
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Stern and Haffner observe that in developed countries like the United States,
higher socioeconomic status correlates with lower rates of diabetes and obesity.  They
propose that “as people become increasingly affluent they become aware of and
attempt to reverse some of the perceived maladaptive consequences of modernization”
(1990:34).  They refer to this as a “postmodernization” process (Stern et al. 1991).
Although they illustrate that this process is linked to affluence for Mexican Americans
and Anglos, they barely discuss the advantages of greater access to material resources.
Instead, they attribute the lower rates of Type II diabetes among higher income groups
to their levels of knowledge and attitudes about diet change and (for Mexican
Americans) “acculturation” to the values, attitudes, and behaviors of
“postmodernized” and/or “mainstream” American society” (Stern and Haffner
1990:36; Stern et al. 1991:649; Stern et al. 1984:834).  Based on their data (including
the figures presented here in Table 5.1), Stern and Haffner note a sharper drop in the
rates of Type II diabetes for affluent Mexican American women than for men.
Consequently, they suggest that higher income Mexican American women may be
adopting “more health-conscious lifestyles earlier than men” (1991:651).17

As illustrated in Table 5.1, Stern, Haffner, and the other researchers associated
with the San Antonio Heart Study clearly document that Type II diabetes rates
declined as socio-economic status rose for both Mexican Americans and Anglos.
Indeed, the apparent effects of socio-economic status were dramatic for both groups.
Nevertheless, Stern and Haffner (1990) highlight the racial-ethnic differences in rates.
Their statistics show that low-income Mexican Americans (living in the barrio) had
the highest rates of Type II diabetes of all the groups surveyed.  Furthermore, as Stern
et al. (1984) note, the rates among Mexican Americans were higher than those of
Anglos living in “similar neighborhoods.”

However, the San Antonio Heart Study researchers never interviewed low-
income Anglos.  As they note, few Anglos live in the barrio (Stern et al. 1984:835).18

Instead, low-income Anglos live scattered around San Antonio in various areas.  Yet
they were never sampled for this study.  As Stern and Haffner observe, numerous
studies have shown that low-income groups in the United States have higher rates of
Type II diabetes (1990:34).  That includes low-income Anglos.  In the articles I read,
Stern, Haffner, and the other researchers simply note the groups that they did survey
and analyze the data.  They did not discuss the statistical (and other) implications of
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Table 5.1
Mean Years of Education, Mean Monthly Household Incomes,

and Prevalences of Type II Diabetes by Sex, Ethnic Group, and Neighborhood:
San Antonio Heart Study, 1979-1982

Men Women

Barrio Transitional Suburbs Barrio Transitional Suburbs
Mean

Years of
Education 8.0 11.6 15.0 7.3 10.8 13.4

Mean
Monthly

Household
Income+

$875 $1600 $2850 $650 $1425 $2550

Mexican
Americans

Type II
Diabetes

Prevalence*
13.7% 14.6% 6.1% 14.8% 8.2% 3.7%

Mean
Years of

Education 13.2 15.2 12.6 14.2
Mean

Monthly
Household

Income
$2100 $2800 $1800 $2650

Anglos

Type II
Diabetes

Prevalence
7.0% 3.6% 7.3% 2.2%

Summarized from Tables 1 and 4 in Stern et al. 1984:837, 841.  Sample sizes for Mexican Americans =
178, 189 and 184 for men and 298, 243, and 196 for women.  Sample sizes for Anglos = 187 and 218
for men and 246 and 278 for women.
 + Income figures were originally presented as numerical categories, such as 8.5 or 11.2, which I
converted to dollars based on the scales they provided.  For example, $500-749 = 8 and $750-999 = 9,
therefore 8.5 = $750 + (5 X $25) = $875.
*The Type II diabetes prevalences are age-adjusted for ages 25-64.
For comparison, age-adjusted prevalences in other studies were:
San Luis Valley Diabetes Study (in Colorado) ages 30-69:  Hispanic men and women, 9.9% and 10.7%.
Anglo men and women, 4.5% and 3.5%.  Starr County, Texas, ages 25-64: Hispanic men and women,
7.7% and 7.6%.  NHANES II, ages 25-64: White men and women, 4.3% and 6.1% (Hamman et al.
1989:308).
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their omission of low-income Anglos.  They were careful about the claims that they
made based on these data.  For example, when they compare Mexican Americans and
Anglos in “similar neighborhoods,” they are only referring to transitional
neighborhoods and suburbs.  However, statements like these imply that the ethnic
differences apply at all income levels.  In addition, when the researchers made
comparisons using the full data set (as they did for overall prevalence, incidence and
complications), they were comparing low-income and higher-income Mexican
Americans to higher-income Anglos.  These comparisons were framed as “ethnic”
differences yet also entailed socioeconomic differences.

In addition, as indicated by the data in Table 5.1, the Mexican Americans in the
transitional neighborhoods had lower educations and incomes on average than the
Anglos in those neighborhoods.19  This might partially explain why the rates of Type
II diabetes were higher among the Mexican Americans.  In the suburbs, the average
education and income levels for Mexican Americans and Anglos were much closer,
and so were their rates of Type II diabetes.  Stern, Haffner, and the other researchers
stress the ethnic differences in these two neighborhoods rather than the substantial
decline in rates that correlates with class differences.20  Furthermore, when discussing
the ethnic differences within class categories, they did not address the possible effects
of class background during childhood.  It is likely that (compared to the Anglos) larger
portions of the Mexican Americans living in the transitional neighborhoods and
suburbs grew up in working class families.21  This could have affected their nutrition
during childhood, not to mention other hardships associated with poverty and/or racial
discrimination.  Racial (and other forms of) discrimination can occur at all income
levels.  Richard Sennett and Jonathan Cobb (1993/1972) observe that hidden injuries
of class are experienced by people who have achieved middle class status, but whose
parents are working class.  Furthermore, the interviews that we did suggest that the
Mexican Americans living in transitional neighborhoods or suburbs who grew up in
working class families might have been spending some of their household incomes to
help grandparents, parents, or siblings.

In essence, Stern and Haffner (1990) document correlations between rates of
Type II diabetes and differences based on class, ethnicity, and gender.  However,
analytically they stress differences based on ethnicity (and gender) over differences
related to socioeconomic status.  Their approach reflects and reinforces a general trend
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in epidemiology.  Their work also illustrates the tendency in epidemiological studies
to construct minority racial-ethnic categories (but not the racial-ethnic majority) as
“risk factors” for disease.  As a result, researchers tend to focus on trying to identify
the genetic and/or cultural characteristics of racial-ethnic minorities that might explain
their higher rates of disease.  Overall, the importance of socioeconomic status is
acknowledged, and yet downplayed.

When explaining the higher rates of Type II diabetes “observed” among low-
income Mexican Americans, Stern and Haffner (1990) discuss genetic and/or
environmental factors.  They attribute the (hypothesized) genetic predisposition to
Native American admixture, measured by distributions of gene alleles and/or skin
color, even though they concede that these differences correlate with (and therefore
cannot be completely disentangled from) socioeconomic status.  With respect to
environmental factors, they highlight the “modern” or “westernized” diet and lack of
exercise that leads to obesity.  However, they note that “there is as yet no proof from
clinical trails that modification of any or all of these environmental factors will in fact
prevent diabetes” (1990:41).  Stern and Haffner (1990) recognize that socioeconomic
status is related to diet and exercise patterns, but stress possible “cultural” factors. In
particular, they attribute the lower rates of Type II diabetes among higher income
Mexican Americans, especially women, to greater knowledge and/or acculturation.

It appears that one reason the effects of poverty are downplayed in the
literature on Mexican Americans and Type II diabetes is that the effects of poverty on
health and health care already have been well documented in the epidemiological
literature.  Furthermore, multiple regression analyses on data comparing Mexican
Americans and Anglos suggest that socioeconomic status does not explain all of the
variance in disease rates.  Thus, researchers seek to identify the salient genetic and/or
cultural characteristics that might help explain the rest of the variance.  In the process,
they seem to lose sight of just how much of the variance is explained by differences in
socioeconomic status.  In general, given the growing numbers of Latinos in the United
States and the current influxes of immigrants from Mexico and other Latin American
countries as well as from other countries around the world, medical practitioners have
grown increasingly interested in “culture.”  As one doctor put it to me, “We know
about poverty.  What about culture?”  In contrast to the effects of poverty, health care
researchers and providers view cultural factors as more amenable to change through
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education during individual appointments, diabetes education classes, and public
health campaigns (e.g., Stern et al. 1984:850).
 As I suggested earlier, other possible explanations for the variance related to
racial-ethnic differences, such as experiences of racism, received little or no attention
from Stern and Haffner (1990) in their overview article.  As I will elaborate in the
section on compliance and culture, Stern and Haffner and their fellow researchers
construct a rather static view of Mexican American culture.  They regard the barrio as
a place “where a highly traditional Mexican American cultural orientation has been
maintained” (Stern et al. 1984:835).  Mexican immigrants are also presumed to be
more traditional.  Mexican and/or Mexican American culture is constructed as a list of
traditional traits, that include fatalism and machismo.  The only avenue for cultural
change among Mexican Americans is “acculturation” to “modern” and/or
“postmodern” or “mainstream” and/or (middle and upper class) Anglo-dominated
values (which presumably do not overlap with Mexican traits).  This does not account
for cultural variations and changes in Mexico.  It does not account for cultural changes
that have taken place based on the Chicano Movement, not to mention other sources of
cultural change within the Mexican American community.  It does not account for
interactions with other Latinos, African Americans, and other non-Anglos.  Current
perspectives in anthropology that highlight power relations and (historical and current)
interactions among people offer the possibility of alternative interpretations. After all,
Mexicans and Mexican Americans of all social classes are participating in the modern
and/or postmodern global economy, and they have all interacted (though often under
unequal terms) with institutions, such as biomedical clinics.

Type II Diabetes Complications Among Mexican Americans
The epidemiological focus on genetic and/or environmental factors continues

when Stern and Haffner (1990) discuss the “increased risk of complications” in
Mexican American diabetics.  They speculate that this “increased risk” is due to “an
intrinsically severe biological process” (related to genetics and Native American
admixture) or “less satisfactory medical control” resulting from “barriers to adequate
medical care and/or poor compliance” (related to socioeconomic status and/or culture)
(1990:41).  They contemplate arguments that favor these factors, but conclude that the
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currently available research did not permit them to resolve which factors are the most
salient.  Thus, they recommended the need for prospective studies (1990:41).

Although Stern and Haffner are generalizing about the “increased risk of
complications” among “Mexican American diabetics” by the end of their article, the
bulk of the article explains that the statistical picture for complications is more
complex.  Tables 5.2 to 5.5 summarize the results of the San Antonio Heart Study and
the San Luis Valley Diabetes Study in rural Colorado.  Both studies compare
complication rates in Mexican Americans and Anglos who had Type II diabetes.
Basically, the San Antonio Heart Study found that Mexican Americans were more
hyperglycemic (or had higher blood sugar levels) and had higher prevalences of
microvascular complications (retinopathy and renal disease), but a lower prevalence of
self-reported myocardial infarctions (Stern and Haffner 1990:37).  In contrast, in the
Colorado study, “the level of hyperglycemia and the prevalence of microvascular
complications were similar in Mexican American and non-Hispanic white diabetic
subjects” (1990:37).  The Colorado study also found that “the prevalence of distal
symmetric neuropathy was lower in Hispanic diabetics than in non-Hispanic diabetics,
although this difference was not statistically significant” (1990:39).  The San Antonio
Heart Study did not gather data on neuropathy, and the Colorado study did not gather
data on macrovascular (or heart-related) complications.

With respect to complications, Stern and Haffner (1990) did not discuss the
implications of the socioeconomic differences embedded in the two ethnic samples in
San Antonio.  They also did not discuss possible socioeconomic differences between
the two ethnic groups in Colorado or between the Colorado and San Antonio samples.
Instead, they stress the “ethnic” differences in complication rates.  The results in
Tables 5.3 and 5.4 indicate that the proportions of people with Type II diabetes
affected by all types of retinopathy, proteinuria and microalbuminuria were roughly
equivalent for the Mexican Americans in San Antonio and the Hispanics and non-
Hispanic whites in Colorado, while the Anglos in San Antonio had lower rates than
the other three groups.  The rates of Type II diabetes among Mexican Americans in
San Antonio ranged from about 15% in the barrio to 5% in the suburbs (Table 5.1).
Given this weighting combined with their sampling methods, I estimate that two thirds
of the “Mexican Americans with diabetes” in San Antonio had low incomes.22  It
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Table 5.2
Blood Sugar Levels

in Mexican Americans and Anglos with Type II Diabetes
in the San Antonio Heart Study (SAHS), 1979-1982 and 1984-1988,

and the San Luis Valley (Colorado) Diabetes Study (SLVDS), 1984-1986

Blood Sugar Levels Study Mexican Americans Anglos
% with fasting blood
glucose > 200 mg/dl SAHS 30% 10%
% with 2-hour post-
load blood glucose

> 300 mg/dl SAHS 50% 13% to 24%

Mean
glycohemoglobin SLVDS 10.6% 10.3%

Summarized from Stern and Haffner (1990:37-38) and Hamman et al. (1989,1991).
I averaged and rounded off the figures for the San Antonio Heart Study.  Figures for the 1979-
1982 and 1984-1988 samples were similar.  Sample sizes for the two surveys were n = 135 and n =
229 for Mexican Americans, and n = 56 and n = 24 for Anglos.
The SAHS figures compare Mexican Americans in the barrio, transitional neighborhoods and
suburbs with Anglos in transitional neighborhoods and the suburbs.  No low-income Anglos are
included in these comparisons (unless they lived in the higher income neighborhoods).
The SAHS researchers classified these two measures as severe.  They provide percentages for mild
and moderate levels.  For fasting blood glucose, mild was < 140 and moderate was 140-199.
The glycosylated hemoglobin test is supposed to show blood glucose control over two or three
months.  Krall and Beaser (1989:136) compare these levels with fasting blood glucose levels:

     Glycohemoglobin     (%)      Average Blood Glucose     (mg%)    Interpretation
5.4-7.4 < 120 Nondiabetic
7.4-8.5 120-150 Excellent
8.6-10.5 150-200 Good
10.6-13.0 200-300 Fair
> 13.0 > 300 Poor

Using this classification, the mean glycohemoglobin levels of Hispanics (the term generally used
in Colorado) and Anglos were near the line between “good” and “fair.”  The means imply that
some people in their sample probably had blood sugars over 200.
The SLVDS researchers surveyed 343 diabetics, 216 Hispanics and 127 Anglos, who represented
about 80-90% of all diabetics attending medical facilities in a 2-county area (Hamman et al.
(1989:295, 302).  The statistical analyses compare 187 Hispanics and 92 Anglos with Type II
diabetes.  The differences in the means were not statistically significant.  I listed the figures
provided by Hamman et al. (1991:657).  Stern and Haffner cite an earlier report and list the
glycohemoglobin levels as 10.3 for Hispanics and 10.5 for Anglos.  It appears that they reversed
the figures, or maybe those figures were duration-adjusted.
Hamman et al. (1989) note that this rural area has a low per capita income, but did not discuss the
relative socioeconomic status of the Hispanic and Anglo diabetics surveyed.  However, they list
the educational levels for all 343 people who had Type II diabetes:  57 had < 8 years of education,
120 had 8-11, 97 had 12, and 69 had 13+ (1989:302).
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Table 5.3
Prevalence of Retinopathy

in Mexican Americans and Anglos with Type II Diabetes
in the San Antonio Heart Study (SAHS), 1979-1988

and the San Luis Valley (Colorado) Diabetes Study (SLVDS), 1984-1986

Retinopathy Study Mexican Americans Anglos
No Retinopathy SAHS 55% 68%

Background
retinopathy SAHS 20% 20%

Preproliferative
retinopathy SAHS 19% 7%
Proliferative
retinopathy SAHS 6% 5%

All grades of
retinopathy SAHS 45% 32%

All grades of
retinopathy SLVDS 42% 52%

Summarized from Stern and Haffner (1990:37-38) and Haffner et al. (1991:657-658).
Stern and Haffner (1991) draw on earlier reports and do not specify the years of the data. The
figures apparently were drawn from the 1979-1982 and 1984-1988 surveys.  Sample sizes were
257 for Mexican Americans and 56 for Anglos.  Stern and Haffner note the following: Duration of
diabetes, blood sugar levels, and treatment with insulin were significantly related to severe
retinopathy.  For severe retinopathy, ethnic differences were significant even after adjusting for
age, duration, blood sugar levels, blood pressure, and type of diabetes treatment.  Ethnic
differences were also significant when they compared their data for Mexican Americans to
Caucasian diabetics surveyed in the Wisconsin Epidemiological Study of Diabetic Retinopathy.
They also note the discrepancies between their data and the Colorado data.
The SAHS figures compare Mexican Americans in the barrio, transitional neighborhoods and
suburbs with Anglos in transitional neighborhoods and the suburbs.  No low-income Anglos are
included in the San Antonio comparisons (unless they lived in the higher income neighborhoods).
Stern and Haffner (1991) do not discuss the socioeconomic status of the Anglos surveyed in
Wisconsin.
The SLVDS figures are duration-adjusted prevalences that compare 166 Hispanics and 85 Anglos
who were tested with stereofundus photographs.  The ethnic differences for all grades of
retinopathy were not statistically significant.  Prevalances for proliferative retinopathy were about
6% for both groups (very similar to the SAHS data).  Prevalences for preproliferative retinopathy
were about 12% for Hispanics and 16% for Anglos.  Hamman et al. note that the “deficit among
Hispanics” in all grades of retinopathy was concentrated in background retinopathy. The Hispanic
prevalence was about 23% compared to Anglos with 33%.
Hamman et al. (1989, 1991) note that the per capita income was low in San Luis Valley, but they
do not discuss socioeconomic differences between Hispanics and Anglos in their samples.
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Table 5.4
Prevalence of Indicators of Kidney Problems (Nephropathy) in

Mexican Americans and Anglos with Type II Diabetes
in the San Antonio Heart Study (SAHS), 1979-1988,

and the San Luis Valley (Colorado) Diabetes Study (SLVDS), 1984-1986

Kidney Problems Study Mexican Americans Anglos
% newly diagnosed

with proteinuria SAHS 9.5% 0%
% previously

diagnosed with
proteinuria

SAHS 18.9% 10.3% to 13.2%

Microalbuminuria
≥ 30 mg/dl SAHS 26% 9%

Serum creatinine
≥ 123.6 uM SLVDS 5.2% 8.9%

Urine protein-
creatinine ratio > 1 SLVDS 9.2% 11.4%
Urinary albumin

> 25.5 ug/ml SLVDS 34.5% 34.3%

Summarized from Stern and Haffner (1990:38-39) and Haffner et al. (1991:659).
Stern and Haffner (1991) draw on earlier reports and do not specify the years of the data. The
figures apparently were drawn from the 1979-1982 and 1984-1988 surveys.  Sample sizes were 74
newly diagnosed and 243 previously diagnosed for Mexican Americans and 9 newly diagnosed
and 58 previously diagnosed for Anglos in San Antonio.  The 13.2% is for 476 previously
diagnosed Caucasians surveyed in the Wisconsin Epidemiological Study of Diabetic Retinopathy.
Stern and Haffner also cite Pugh et al. (1988) and note that the incidence for diabetes-related end-
stage renal disease is higher in Mexican Americans than in non-Hispanic whites in Texas.  They
also note that no ethnic differences in the frequency of clinical proteinuria were observed in the
Colorado data.
The SAHS figures compare Mexican Americans in the barrio, transitional neighborhoods and
suburbs with Anglos in transitional neighborhoods and the suburbs.  No low-income Anglos are
included in the San Antonio comparisons (unless they lived in the higher income neighborhoods).
Stern and Haffner (1991) do not discuss the socioeconomic status of the Anglos surveyed in
Wisconsin.
The SLVDS figures are duration-adjusted prevalences that compare 184, 187 and 145 Hispanics
and 92, 91, and 62 Anglos.  Hamman et al. (1989, 1991) note that the per capita income was low
in San Luis Valley, but they do not discuss socioeconomic differences between Hispanics and
Anglos in their samples.
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Table 5.5
Prevalence of Neuropathy (Nerve Problems),

Self-Reported Myocardial Infarction and Peripheral Vascular Disease
in Mexican Americans and Anglos with Type II Diabetes

in the San Antonio Heart Study (SAHS), 1979-1988,
and the San Luis Valley (Colorado) Diabetes Study (SLVDS), 1984-1986

Nerves and Heart Study Mexican Americans Anglos
Neuropathy SAHS No data No data
Neuropathy SLVDS 26.3% 31.5%

Self-reported
myocardial infarction

SAHS Men = 8.7%
Women = 3.3%

Men = 17.2%
Women = 8.1%

Peripheral vascular
disease

SAHS Men = 16.9%
Women = 14.7%

Men = 10.0%
Women = 8.6%

Macrovascular
complications

SLVDS No data No data

Summarized from Stern and Haffner (1990:39-40) and Haffner et al. (1991:657-662).
The SAHS did not gather data on neuropathy.  The SAHS data apparently are drawn from the
1979-1982 and 1984-1988 surveys.  Sample sizes were 140 men and 225 women for Mexican
Americans and 38 men and 42 women for Anglos.  Stern and Haffner note that: The differences in
self-reported myocardial infarctions are only of borderline significance.  Peripheral vascular
disease may be partly attributable to microvascular disease.  The “deficit” of myocardial
infarctions in Mexican American diabetics is consistent with the lower rates of heart disease
among Mexican American men in general.  Yet, this result is paradoxical since Mexican
Americans tend to have higher risk factors for heart disease.  They suggest that their unexpectedly
low rates could have a genetic basis, since Native Americans also have low rates of heart disease.
They do not discuss the possibility of other factors.  They speculate that if non-Hispanic white
diabetics are more likely to die of coronary disease, then Mexican American diabetics would tend
to live longer and have more time to develop the microvascular complications.
The SAHS figures compare Mexican Americans in the barrio, transitional neighborhoods and
suburbs with Anglos in transitional neighborhoods and the suburbs.  No low-income Anglos are
included in the comparisons (unless they lived in the higher income neighborhoods).
Apparently Mexican American diabetics have lower rates of heart problems in spite of (or perhaps
because of) class differences in the samples.
The SLVDS figures are duration-adjusted prevalences for distal symmetrical sensory neuropathy
comparing 186 Hispanics and 91 Anglos.  The differences were not statistically significant.  They
also note crude prevalences for neuropathy in nondiabetics (4.8% for Hispanics and 2.7% for
Anglos) and people with impaired glucose tolerance (12.5% for Hispanics and 9.8% for Anglos).
Hamman et al. (1989, 1991) note that the per capita income was low in San Luis Valley, but they
do not discuss socioeconomic differences between Hispanics and Anglos in their samples.
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appears that both Colorado samples included people with low incomes.23  In contrast,
the San Antonio Anglo sample did not include people with low incomes.

Stern and Haffner (1990) did not make the comparison that I just made.
However, they provided readers with two reasons why access to health care might
explain the ethnic differences in microvascular complication rates in San Antonio, as
well as the “discrepancies” with the Colorado results.  These explanations allude to the
potential impact of poverty on a person’s ability to care for Type II diabetes, but Stern
and Haffner do not make this connection for readers.

First, they suggest that access to health care and quality of care may have been
more equal among ethnic groups in rural Colorado than they were in urban San
Antonio.  In other words, extending off of their insight and assuming that better
outcomes are related to access to and quality of health care (which Stern and Haffner
stress at the end of their article), diabetes health care options such as access to
specialists or second-generation medications might have been somewhat limited in
rural Colorado for both ethnic groups.  The similar outcomes for the two ethnic groups
in rural Colorado and the Mexican Americans in San Antonio (most of whom were
low-income) suggests that on average these three groups had fairly equivalent access
to and/or quality of health care (with variations in all three samples), whereas the
Anglos in San Antonio (none of whom were low-income) had greater access to quality
care, as well as the ability to purchase medications, diet foods, and other resources
needed for diabetes care.24

Second, Stern and Haffner observe that their research indicated that diabetic
and non-diabetic Mexican Americans in San Antonio were less likely to have health
insurance, and those who did, tended to have less coverage (e.g., for outpatient
medications).  They also found “an inverse correlation between presence and quality
of health insurance and the frequency of diabetes complications” (Stern and Haffner
1990:40, Pugh et al. 1989).  However, they qualify this observation by noting that it
could mean that diabetics with no insurance are more likely to develop complications
or that diabetics with complications are more likely to lose their jobs and insurance.
Notwithstanding the latter possibility, their own results showed that non-diabetic
Mexican Americans also were less likely to have insurance.  More recent reports have
documented the large numbers of working class jobs (and increasingly, middle class
jobs) that do not provide health insurance in Texas (and the United States).  Stern and
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Haffner did not specify that the lack of health insurance disproportionately affects
Mexican Americans who are working class.

On the other hand, Stern and Haffner (1990) also contemplate how various
results tend to rule out differential access to health care and/or favor ethnic biological
differences.  These contemplations downplay the socioeconomic and/or cultural
differences between the two ethnic groups.  For example, Stern and Haffner suggest
that the greater Native American admixture among non-Hispanic whites in rural
Colorado compared to the Anglos in San Antonio could explain “the lesser ethnic
difference” in microvascular complications in Colorado.  They estimated Native
American admixture for these groups to be 18 to 28% and 7 to 11%, compared to 45%
for Mexican Americans in Colorado and the San Antonio barrio (1990:37).  Stern and
Haffner also propose that since studies show that Navajos and Pimas have lower rates
of heart disease, the lower rates of self-reported heart attacks in Mexican Americans
“could have a genetic basis” (1990:40).  They do not consider the possibility that
Native Americans and Mexican Americans (despite having higher levels of poverty)
might share “lifestyle” factors that favor lower rates of heart disease.  Yet later they
mention that Mexican American diabetics smoke less and have less hypertension than
Anglo American diabetics.

For Stern and Haffner (1990), the lower rate of self-reported heart attacks
among Mexican Americans with diabetes was “unexpected,” because in general
Mexican Americans have higher rates of several risk factors for heart disease,
including obesity and diabetes.  Nevertheless, they note that heart disease rates are low
for Mexican American men in general.  Their data show that rates were low for
women in both ethnic groups.  In other words, heart disease rates are highest among
Anglo males.  Stern and Haffner did not discuss why Anglo males might have higher
rates.  Instead, they offered explanations for the “deficit in coronary heart disease
among Mexican American diabetics,” which were genetic differences related to Native
American admixture and/or minor ethnic differences in lipids and lipoproteins, and
especially lower prevalences of hypertension and cigarette smoking.  Linguistically, it
is striking that they portray a comparatively favorable outcome for Mexican
Americans with diabetes as a “deficit.”  Although this is a standard way to talk about
statistics, it helps maintain a commonsensical string of negative associations with an
ethnic minority.  Stern and Haffner also add that the earlier onset and higher blood
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sugars noted among Mexican Americans would be more likely to affect microvascular
rather than macrovascular complications (1990:39-41).  Interestingly, they observe
that “if non-Hispanic white diabetics are more likely to die of coronary heart disease,
Mexican American diabetics would presumably survive longer and thus have a greater
opportunity to express the microvascular complications of this disease” (1990:40).
Most studies, including theirs, show that duration is significantly related to
complications.  This is another possible explanation for the “excess” in rates of
microvascular complications among Mexican Americans in San Antonio that is not
revisited in the conclusions.

Stern and Haffner cite other “arguments” that favor intrinsic biology and/or
suggest that the higher complication rates were not due to less access to medical care.
One was the more severe hyperglycemia found among previously undiagnosed
Mexican Americans in San Antonio.  Stern and Haffner reasoned that this represented
their biological condition “presumably prior to the time when factors associated with
medical care could have had an effect” (1990:41).  In addition, the lower proportion of
previously undiagnosed cases (48% compared to 60% for Anglos) and younger ages at
diagnosis suggested that Mexican Americans were getting access to biomedical care
(1990:41).  They note that data were sparse on quality of care, but they implied that
the greater percentage of Mexican Americans in San Antonio taking medications (68%
compared to 37% for Anglos) was one indication of quality care.  In other words, it
suggested that Mexican Americans were being prescribed medications as needed.

Stern and Haffner (1990) were contemplating ways that the data supported and
did not support the argument of differential access to health care.  In the article, the
arguments against access follow the arguments that favored access.  Although Stern
and Haffner stress the possible role of medical care at the end of the article, the
arguments against access could lead readers (including health care providers and
policy makers) to question whether access to health care is a cause of poor outcomes
among Mexican Americans.  Furthermore, Stern and Haffner did not contemplate
alternative explanations for these statistics.  For example, higher blood sugars at first
diagnosis could indicate delays in diagnosis or the person’s ability to “control” their
blood sugar levels with diet and physical activity prior to an official diagnosis.  Lower
proportions of previously undiagnosed cases, younger ages at first diagnosis, and
larger proportions taking medications certainly suggest that many Mexican Americans
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were receiving medical care for their diabetes.  However, taking medications is at best
a hint of quality of care (especially since being able to control blood sugars with diet
and exercise only is considered ideal) and these statistics do not indicate whether
Mexican Americans (especially the low-income people in the sample) had consistent
access to health care, specialists, medications (including particular types of
medications), and other resources needed to care for the illness.

For Stern and Haffner, perhaps the most compelling argument favoring ethnic
biological differences (and not differences based on access to health care, which they
believed were related to socioeconomic status) was “the observation that various
measures of socioeconomic status (e.g., education, income, and Duncan
socioeconomic index) were not correlated with either degree of glycemia or severity of
retinopathy” (1990:41, Haffner et al. 1989:128).  Given their sampling, the San
Antonio researchers ran separate statistical analyses on Mexican Americans and
Anglos.25  Haffner, Stern and the other San Antonio researchers note that the results
were contrary to their expectations (Haffner et al. 1989:128).

I am not sure what the lack of statistically significant differences based on
socioeconomic status within ethnic groups means.  However, for the 79 Anglos, the
sample was small and the socioeconomic variation was not great (80% transitional
neighborhoods and 20% suburbs).  They basically did not interview low-income
Anglos.  For the 343 Mexican Americans, (given the higher rates of Type II diabetes
in the barrio combined with their sampling methods) the sample was weighted towards
barrio residents.  I estimate that about 70% lived in the barrio, 25% in transitional
neighborhoods, and 5% in the suburbs.  This means that the group of Mexican
American diabetics with higher incomes and educations was small.  Perhaps the
results can be explained by statistical issues, such as the significance required when
samples are small.  In addition, as noted earlier, some Mexican Americans living in
wealthier neighborhoods could have been experiencing racism or helping relatives.
They also may have had less health insurance than their Anglo counterparts.  The lack
of statistically significant differences could also mean that in spite of the constraints
imposed by a relative lack of resources, low-income Mexican Americans with diabetes
were doing what they could to “control” their disease, and that on average, their
outcomes were not significantly different from those of higher income Mexican
Americans.  However, since the tests were run separately (and the Anglo sample did
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not include any low-income people), these results do not necessarily mean that there
were no significant socioeconomic differences between Mexican Americans and
Anglos that affected their relative abilities to care for Type II diabetes and/or
complication rates.

Stern and Haffner interpreted these results as supporting the argument of
greater intrinsic severity based on ethnicity. It appears that these results helped lead
them to downplay the relative impact of socioeconomic differences and differences in
access to and quality of health care in their text.  Nevertheless, their results show that
about 40% to 50% of the Mexican Americans in San Antonio and Colorado as well as
non-Hispanic whites in Colorado had some retinopathy, compared to 32% of the
Anglos in San Antonio.  About 10% of the first three groups had proteinuria compared
to 0% for the Anglos in San Antonio.  About 25% to 35% of the first three groups had
microalbuminuria compared to about 10% of the Anglos in San Antonio.  I would
argue that these results suggest that the middle class Anglos surveyed in San Antonio
had more access to quality health care (and other resources needed to care for
diabetes) than the Mexican Americans surveyed in San Antonio (two thirds of whom
were low-income) and the Hispanics and non-Hispanic whites surveyed in rural
Colorado (half of whom, when taken together, had less than a high school education).
This discussion illustrates how epidemiological results can be interpreted somewhat
differently if analysts consistently account for class as well as race/ethnicity (and
gender) throughout their explanations.

To recap, in their summary article, Stern and Haffner (1990) stressed possible
ethnic biological differences and the environmental factor of access to health care.
They identified the discrepancies between the San Antonio and Colorado data and the
lack of health insurance among Mexican Americans in San Antonio as favoring access
to health care as an important factor related to complications, but they also argued that
several results suggested that access could not fully explain ethnic differences in
complication rates.  Socioeconomic status and access to health care were linked in
their analysis, so much so that they regarded socioeconomic status as a proxy variable,
albeit imperfect, indicating possible differences in access to health care (Haffner et al.
1989:128).  Following their logic, if the results suggest that access to health care
and/or socioeconomic status do not fully explain the variance in “ethnic” differences
in blood sugar levels and complication rates (and the results cannot completely rule in
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or rule out biological differences based on ethnicity), that leaves “compliance” and
“culture” as possible explanations.

Culture, Class, and Compliance
As I have just illustrated, analyses of epidemiological statistics about Type II

diabetes can obscure the effects of poverty and highlight racial-ethnic minority status
as the main “risk.”  Because the biomedical model maintains that “compliance” with
regimens of diet, exercise and/or medications (i.e., discipline) should enable patients
to achieve “good blood glucose control.”  Then individuals or groups, such as low-
income Mexican Americans, who have “poor blood glucose control” (or high blood
sugars) and/or high rates of complications, are often presumed to be “non-compliant.”
Researchers (and health care providers) then search for socioeconomic and “cultural”
reasons to explain this noncompliance.  One approach has been to try to identify
characteristics of the minority culture that correlate with or seem to explain these
higher rates.  As I suggested earlier, these approaches tend to construct a rather static
view of culture and do not sufficiently take into account power relations.

In their summary article, Stern and Haffner (1990) note that “there are as yet
no data on possible ethnic differences in compliance, although one study indicated that
compliance with both insulin and oral antidiabetic therapy among Mexican American
diabetics was at best fair” (1990:41).  This statement assumes that compliance will
result in “good blood glucose control.”  It does not specify what is meant by fair
compliance and implies that compliance among Anglos is better than fair.  This
statement also focuses on ethnic rather than class differences in relation to compliance.
Stern and Haffner did not tell readers that the cited study was conducted among low-
income people, most of whom were Mexican American.

Andrew Diehl, Richard Bauer, and Nancy Sugarek (1987) conducted the cited
study.  They followed 77 patients at the county clinic in San Antonio for 24 weeks.
94% were Mexican Americans, 77% were women, the mean household income was
$450 a month, and the mean level of formal education was 6.7 years (1987:333).26

They measured medication compliance by counting pills and weighing insulin vials.
39 subjects, who took 80% or more of their prescriptions, were regarded as
“compliant.”  38 were classified as “non-compliant.”  19 took less than 80% of their
prescriptions and 19 missed three consecutive appointments and essentially dropped
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out of the study.27  There are many reasons that people might have dropped out of the
study.  The interviews we did suggest that the people who missed appointments could
have been taking medications.  If one omits the people who dropped out of the study,
then 39 of 58 or 67% of mostly low-income Mexican Americans (three fourths of
whom were women) were (at least 80%) “compliant” with medications.28  In other
words, this was the basis for suggesting that compliance is “at best fair” among
“Mexican American diabetics.”

In general, the medical literature on compliance suggests that it is difficult for
low-income patients in all racial-ethnic groups to comply with the ideal diabetes
regimens proposed by doctors.  Getting access to medical care and being able to pay
for appointments, medications and other aspects of diabetes care are issues for many
low-income people.  Increasingly, in the United States, many working class people
and even members of the middle class do not have access to health insurance through
their work.  The compliance literature also cites forgetfulness and experiences of
symptoms as factors.  In general, medical researchers and health care providers regard
compliance as a problem among many different patients.

Western biomedical discourse uses "compliance" (or “adherence”) to describe
patient behavior.  If patients are doing what the doctor recommends, they are viewed
as compliant.  James Trostle (1988:1299) argues that "compliance" serves as "an
ideology that assumes and justifies physician authority."  Within the medical field,
there has been some questioning of the concept of "compliance."29  In addition, Anne
Larme's (1995) analysis of health care providers in the Valley south of San Antonio
shows that not all medical care providers think about their patients in terms of
"compliance."  The doctors she interviewed ranged on a spectrum from some who saw
diabetes as challenging and interesting, and enjoyed working with patients to develop
creative ideas about how to adapt self-care behaviors to patient lifestyles, and rarely
described their patients as "non-compliant;" to others who saw diabetes as frustrating
and unrewarding, because it depended so much on patient behavior, over which they
had no control, and who then also would talk about the lack of patient compliance.
Nevertheless, Linda Hunt and Nedal Arar (2001), who also analyzed the interviews
done by Anne Larme (as well as some done by Ryan Buchholtz), concluded that most
of the doctors talked about noncompliance being a problem among their low-income
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Mexican American patients, and attributed that noncompliance to their lack of
knowledge and motivation.

Although compliance is not the only way patients are currently constructed in
Western biomedicine, it is very common.  Trostle (1988:1299) notes that medical
compliance researchers produced over 4000 scientific papers in English between 1960
and 1985.  This is much larger than the 22 articles published prior to 1960.  According
to Trostle, "compliance researchers have explained the growth of their literature by
linking it to the development of antibiotics in the 1950s and the subsequent wide
availability of these effective treatments" (1988:1300).  Trostle asserts that this
explanation is insufficient.  He insists that "rather than resulting solely from medical
advances in the past three decades, contemporary concern for compliance is also a
product of the growing monopoly of the medical profession over the past century"
(1988:1301).  He suggests that 18th- and 19th-century practitioners were also concerned
about compliance, and then describes how concerns about compliance increased
during the early 1900s (before the invention of antibiotics) as doctors achieved
increasing control over information about and the distribution of medications, infant
formulas, and nutritional supplements.  Trostle also proposes that the power of doctors
may be diminishing with the introduction of for-profit hospitals and drug companies
lobbying for the right to advertise directly to the public (1988:1303).

Trostle outlines how the rationales for physician concerns about compliance
shifted from paternalistic calls for patient education in the 1950s (based on portrayals
of patients as ignorant and misinformed) to more contractual conceptions of the
doctor-patient relationship as "therapeutic partners" in the 1960s and 1970s.
According to Trostle, although the rationales have changed, the underlying
assumptions continue to be that "the physician is the proper ultimate authority," that
"in exchange for a physician's services a patient owes fees, cooperation, and
compliance," and that "non-compliance is usually the patient's fault" (1988:1305).
Hence the causes for non-compliance are usually sought in patient behavior and
beliefs (1988:1306).

At the county clinic in San Antonio where I did the research, it was common to
see rankings in the patients’ medical files ranging from “good” to “poor” blood sugar
control and/or "very good" to "non" compliant.  The rankings illustrate Foucault's
observations about discourse disciplining the body through examinations, which
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combine "surveillance" (hierarchical observation) and "normalizing judgment” (1979:
170-194).  In diabetes care, doctors interpret the results of blood tests, and often make
judgments about patient compliance based primarily on the degree to which the
patient's blood sugar levels coincide with medically established norms.30

As Foucault observes, the effects of the links between knowledge and power
often go beyond the conscious intentions of the participants (e.g., 1980:186).  Doctors
base their judgment primarily on the blood sugar levels (viewed as objective truth).
They may combine this with their impression of the patients' self-reported behavior
(viewed as subjective, with the truth content affected by the possible reluctance of
patients to report that they have not followed “the doctor’s orders”).  Doctors have a
practical reason for wanting to figure out whether patients have been compliant with
medications.  If patients say that they have been compliant and the doctor believes
them, and their blood sugar numbers are high, then the doctor might decide to increase
the dosage of pills or start prescribing insulin.  If patients say they have not been
compliant, or they say they have been compliant but the doctor does not believe them,
then the doctor might not increase the medications, and instead stress the need to take
them as prescribed.  Doctors do not want to over-prescribe, and possibly lower a
patient's blood sugar too much.  For diabetes and other illnesses, file notes about
compliance also appear to be related to the doctors' need to protect themselves from
malpractice suits.  However, with diabetes, concerns about compliance are not limited
to medications.  Doctors also urge patients to comply with “strict regimens” for diet
and exercise.  Based on the patient’s weight and blood test results, doctors also may
make judgments about probable “compliance” with diet and exercise.

Epidemiological studies (following the logic of personal responsibility) often
focus on patient behavior and beliefs as (correlates and probable) causes of (presumed
and/or confirmed) non-compliance.  Diehl, Bauer and Sugarek (1987), for example,
sought to identify factors that could help clinicians “diagnose” medication
noncompliance.  Interestingly, they found that among low-income patients attending a
county clinic, most of whom were Mexican American, sociodemographic variables
such as sex, birth in United States or Mexico, and English fluency were not
significantly related to compliance.  Older age and greater education were significantly
associated with compliance, but Diehl, Bauer and Sugarek concluded that the
differences were small and therefore not that useful to clinicians.  Health care factors
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(such as frequency of appointments and minutes spent with the provider), “poor
glucose control,” and patient reports of symptoms also were not significantly related to
compliance.  However, patient self-reports of compliance were strongly associated
with the medication counts.  Therefore, Diehl, Bauer and Sugarek recommended that
“rather than attempting to predict compliance from sociodemographic characteristics,
symptoms, or glucose values, the physician should directly inquire about medication
taking in a nonthreatening manner” (1987:332).  In other words, they called on doctors
to have more open discussions with (low-income mostly Mexican American adult)
patients about how and why they take their medications.  Their conclusion is
noteworthy.  Furthermore, in general, questions about “compliance” need to be re-
framed as open-ended questions asking how and why patients take (or don’t take)
various medications and implement lifestyle changes recommended by health care
providers.

The Fallacies of Correlations: Acculturation and Fatalism
In their summary article, Stern and Haffner (1990) did not discuss cultural

differences in relation to complications and compliance.  However, they linked the diet
changes and sedentarism associated with “modernization” with high rates of diabetes.
Furthermore, a central hypothesis of the San Antonio Heart Study was that Mexican
Americans of higher socioeconomic status and/or acculturation (to postmodern and/or
middle and upper middle class Anglo values) would have lower rates of obesity and
Type II diabetes (Hazuda, Stern and Haffner 1988:688).  Based on their statistical
analyses, they proposed that affluent Mexican American women were more
“acculturated” to postmodern values than their male counterparts, which helped
explain the sharper drop in diabetes rates from the barrio to the suburbs for women
compared to men.  However, it is not surprising that affluent Mexican American
women appeared to be “more acculturated” than men, since the cumulative scores on
the researchers’ acculturation scale included a section that gave more points to people
who disagreed with statements favoring male dominance in the home.

As noted earlier, medical researchers have become increasingly interested in
attempting to account for the effects of culture on disease rates and health care.  One
approach to account for cultural differences among Mexican Americans (and other
racial-ethnic minorities) has been to construct acculturation scales and then correlate
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these quantitative measures of culture with disease outcomes.  For example, the San
Antonio Heart Study researchers developed their acculturation scale to answer the call
for more studies of the influence of “sociocultural” factors on disease outcomes in
Mexican Americans.  They noted that at the time there was “still no widely used and
commonly accepted measures of acculturation in Mexican Americans” (Hazuda, Stern
and Haffner 1988:687-688).  They wanted to run regressions that would allow them to
sort out the relative influence of socioeconomic status compared to cultural factors.

Based on Milton Gordon’s (1964, 1975) theories of minority group
assimilation, Helen Hazuda, Michael Stern and Stephen Haffner presupposed that
Mexican Americans (like other minority groups) tend to take over the characteristic
ways of living of the dominant group, i.e., “non-Hispanic whites.”  They also
hypothesized that taking over Anglo ways of living would be statistically associated
with better health outcomes.  Following Gordon’s model, they constructed a scale to
measure several dimensions of acculturation (which they preferred to the term
assimilation).  They envisioned that acculturation could take place at different rates for
different dimensions, and allowed for the possibility that “reciprocal acculturation”
could affect Anglos (1988:690-691).  The scale would also permit them to determine
which dimensions of acculturation were associated with various health outcomes
(Hazuda et al. 1988:1291).

Their initial acculturation scale included measures of use and proficiency of
English and Spanish, structural assimilation as children and as adults (whether
neighbors, friends, and schoolmates or co-workers were mostly Mexican American,
mostly Anglo, or about equal numbers of both), family interaction patterns (marriage
with Anglos), perceived absence of prejudice (which Gordon regarded as an advanced
stage of assimilation), preferred ethnic identity (Mexican vs. Mexican American,
Chicano, Hispanic, etc.), value placed on preserving Mexican culture, and attitudes
about life.  For preserving Mexican culture, respondents were asked how important it
was for their children to know something about the history of Mexico, to follow
Mexican customs, and to celebrate Mexican holidays, such as Cinco de Mayo.
Attitudes about life were assessed using five-point agreement scales for statements
that addressed male dominance within the home, obligations to family, the importance
of material success, factors affecting a person’s state in life (such as personal initiative
versus luck, planning ahead, and value of work and competitiveness), “fatalism or
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sense of lack of control” regarding health, death and interactions with others, and
religious orientation (Hazuda, Stern and Haffner 1988:691-695).  In other words, they
constructed a list of stereotypical attitudes presumably associated with “traditional”
Mexican or Mexican American culture.  Respondents who did not agree that sisters
should respect their brothers’ authority or that married children should live close to
their parents were given high scores.  Based on how much respondents agreed or
disagreed with each statement, they were assigned cumulative scores that classified
them on a continuum from low to high levels of acculturation to mainstream and/or
Anglo culture.

There are several problems with this model.  It constructs a static stereotypical
view of Mexican and/or Mexican American culture.  It presumes that use of English,
interactions with Anglos, and acculturation to Anglo attitudes, beliefs and behaviors
are the only sources of cultural variations and cultural changes among Mexican
Americans.  Metaphorically, it constructs Mexican culture as low and Anglo culture as
high.  It assumes that there is no overlap between Mexican and Anglo values.  Thus,
responses by Anglos agreeing that it is important to know your cousins, aunts, and
uncles and to have a close relationship with them or that luck determines your place in
life were regarded as evidence of “reciprocal acculturation” (Hazuda, Stern and
Haffner 1988:696).  As noted earlier, this model does not account for cultural
variations or changes in Mexico or within the Mexican American community (such as
those based on the Chicano movement).  It does not account for interactions with other
Latinos, African Americans, and other non-Anglos.  For example, among the people
we interviewed, Priscilla González’s mother was Panamanian, Lupe Tamayo was
married to a Puerto Rican and both of her children were married to African
Americans.  Quite a few people enjoyed eating out at Chinese restaurants, and they
mentioned interacting with doctors who were Indian, Honduran, and Japanese (among
other non-Anglos).  As has been discussed by a number of Chicano scholars and social
scientists, in general the concept of acculturation is problematic.

Yet, Hazuda, Stern and Haffner (1988) regarded their acculturation scale as a
way to account for possible cultural differences among people of Mexican descent,
and they wanted to develop a model of acculturation that could be used by other
epidemiological researchers.  They tested the initial model described above to
determine which items would distinguish between Mexican Americans and Anglos,



204

and at least two of the following three groups: first and third generation Mexican
Americans, Mexican Americans born and raised along the border versus in San
Antonio, and low-income Mexican Americans who had always lived on the West Side
versus those who were born in the barrio but had achieved middle class status and
moved to the suburbs (1988:692).  Thus, they presumed that Mexico, the border, and
the barrio represent havens of traditional culture, even though all these areas and the
people living in them have been affected by modern and/or postmodern social,
political, and economic changes.  Furthermore, their validation process required that
the acculturation items distinguish between Mexican Americans (many of whom were
low-income) and Anglos (none of whom were low-income) and/or low and higher
income Mexican Americans, which means that socioeconomic status was enmeshed
with acculturation in all of the items they retained.

As a result of their validity tests, they removed almost half of the original
items.  In the final version of the acculturation scale, they did not include Spanish
proficiency, because Mexican Americans living in the suburbs were more likely to
claim proficiency than Mexican Americans living in the barrio.  This result has to do
with a working class reluctance to claim proficiency, noted by Gloria Anzaldúa (1987)
and others.  It also suggests that people can be fluent in both languages and regularly
participate in multiple cultural contexts.31

Hazuda, Stern and Haffner also deleted the items measuring religious
orientation, factors influencing one’s state in life, and fatalism, because most of the
items “failed to measure variation within the Mexican American population.”  For
them, this failure suggested a “cultural tenacity” for Mexican Americans as a whole
regarding the importance of doing God’s will, an emphasis on luck and living in the
present, and fatalism regarding health and death.  Hazuda, Stern and Haffner did not
provide distributions to show how people answered these questions, but they asserted
that “no measurable degree of acculturation was observed” (1988:700-701).  However,
it is possible that the Mexican Americans of different generations, origins, and social
classes who were surveyed had such varied views that their answers to the fatalism
and religion questions failed to consistently correlate with the social distinctions.  It is
also possible that some respondents were so irritated by the attempt to elicit
stereotypical attitudes that they decided to strongly agree with them.  Even if most of
the Mexican Americans they interviewed agreed with the statements invoking fatalism
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about health and death, that still does not mean that they would not take action to cure
and/or control a disease.  The interpretation of these results by Hazuda, Stern and
Haffner as well as their inclusion of fatalism items in the initial survey illustrate that
they regarded fatalism as a possible explanation for disease rates and presumed
noncompliance among Mexican Americans.

Around the time I began doing the research in San Antonio, an Anglo doctor
(who had been talking about the high rates of complications among Mexican
American diabetes patients) asked me (an Anglo researcher), “So, do you think it’s
due to fatalism?”  Even though I had barely begun to conduct the interviews, because I
was familiar with the critiques of fatalism as an explanation for the poverty of
Mexican Americans (and other low-income and/or minority groups), I answered,
“No.”  However, as I noted above, Hunt and Arar (2001) clearly illustrate that a
number of the doctors working with low-income Mexican American patients in South
Texas (including some who were Latinos, as well as doctors from other non-Anglo
ethnic backgrounds) shared this doctor’s concerns about the possible effects of
Mexican American fatalism on health care behaviors.

I would suggest that one reason that the stereotype of fatalism persists among
at least some health care researchers and providers is the way that it dovetails with
elements in the Health Belief Model, which medical researchers (including
anthropologists) developed in the 1950s to help explain “patient behavior.”32  This
model has been used (and despite a number of critiques apparently is still being used)
to explain patient compliance and to formulate health education plans.33  Basically, the
Health Belief Model states that patient behavior is based on perceived threat
(perceived susceptibility and severity), outcomes expectations (perceived benefits and
negative consequences), and self-efficacy (the patient's perception of their own ability
to carry out the recommendation).  One way that self-efficacy has been
operationalized is through surveys that test whether or not a patient has an internal or
external locus of control.  This is the dimension of the Health Belief Model that
dovetails with societal stereotypes about “fatalism” (and what faith in God means)
among Mexicans and other poor and/or minority populations.

Byron Good criticizes the Health Belief Model for conceiving of human action
and culture too narrowly, that is, for assuming that people are rational actors who
weigh costs and benefits and are free to make voluntary choices, and for defining
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culture as a set of "health beliefs" which are evaluated "for their proximity to
empirically correct [biomedical] knowledge" (1994:41-42).  Good observes that the
Health Belief Model reproduces “conventional” values and understandings about
“how members of our society are thought to act” and “serves best when used to study
middle-class Americans who have health insurance and are seeking care for relatively
minor problems” (1994:43).34  According to Good, "anthropological studies of the past
two decades have sought to overcome the limitations” of this model, and yet some of
the revised models also reproduce assumptions about rational choice by focusing on
the care-seeking choices of individuals (1994:43-47).  Furthermore, as Good notes,
various versions of this model continue to be used in health education.

Larme notes that "Mexican American patients are frequently described in the
medical behavior literature as being fatalistic, or unwilling to take the actions
necessary to improve their health" (1995:1, citing Martinez, 1993).  Thus, within
conventional models of medical behavior, Mexican cultural beliefs (including
fatalism) are seen as barriers to compliance with the behavioral changes recommended
for diabetes care.  But as Larme (1995) observes, who has the power to define who is
fatalistic?  Based on conversations with Ronald Angel combined with some insights
from Greg Urban's (1991) approach to discourse analysis, I would also ask, who
defines what fatalistic statements might mean in relation to health care?

In her excellent critique of representations of the Mexican American patient in
the biomedical literature published between 1985 and 1991, Margaret Horn (1993)
observes that the biomedical literature tends to treat "ethnicity" as a "trait," an
independent variable that can be correlated with disease rates.  Furthermore, in the
case of Mexican Americans, "ethnicity" is constructed as having various "levels of
acculturation" in relation to "mainstream" (i.e., middle class Anglo) society.  Horn
notes that a number of studies have shown that lower levels of "acculturation"
correlate with higher rates of disease; and thus "ethnicity," which analytically has been
extracted from "the complicated web of poverty, undereducation, discrimination, and
prejudice in U.S. society," becomes associated with disease" and "ethnic qualities and
behaviors" come to be seen as "barriers"—or at best, possibly as "facilitators"— to
effective medical care.

Thus, "fatalism" is defined as a "barrier," and seen as characteristic of Mexican
Americans in general, or of relatively "unacculturated" Mexican Americans.  Either
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way, it constructs Mexican American culture negatively in relation to health.  In
survey research, or even in qualitative studies, this would become tautological,
because the questions that determine if a person is "fatalistic" would also define the
person as "unacculturated."

Despite the existence of a considerable literature in Chicano studies (in the
social sciences, literature, and history) which contests the labeling of Mexican
Americans as fatalistic as an explanation for their low socio-economic status by
drawing attention to unequal power relations, it seems that this stereotype persists in
other fields, such as biomedical research and practice.  This is an image that early
anthropology on Mexican Americans helped to create.  Ironically, in re-reading the
much-criticized Arthur Rubel (1966),35 I found that even he criticized his colleagues
and predecessors for portraying Mexican Americans as fatalistic in regards to health
care.  Rubel (although he did not get the jokes being playing on him and over-
emphasized Mexican American reliance on curanderismo) noted that despite the fact
that his informants made fatalistic statements, they vigorously pursued all medical
strategies available to them.

In contrast to earlier definitions of "culture" as a "shared abstract system of
meaning," proponents of discourse analysis, such as Urban (1991: 1) suggest "that
culture is localized in concrete, publicly accessible signs," a collection of "instances of
discourse," from which meanings are culled.  Thus, meanings are not necessarily
shared.  This formulation suggests that instances of discourse that comprise culture
may be contradictory.  This is similar to the way that Gramsci (1971) conceived of
"common sense," i.e., as fragmentary and contradictory.  As I will discuss in more
detail in Chapter 8, in our interviews, some people made statements, which we as
analysts could interpret as "fatalistic" (and I suspect that if these same people were
surveyed using the questions in an acculturation scale or some other list of
standardized questions, they would check boxes, which when tallied would classify
them as having an external locus of control or low self-efficacy).  However, as Rubel
suggested years ago, the people we interviewed also said other things and held other
beliefs.  For example, Nellie Holguín, who was newly diagnosed, made statements like
"espero que no se me ha pegado," and I pray to God that the diabetes will not stick to
me (which can be interpreted as having an external locus of control), and yet she also
believed that "God helps those who help themselves."  Consequently, Nellie was
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taking the diabetes education classes, walking more, and changing her eating habits,
by starting to cook more like her mother used to, using more vegetables and cooking
beans in a pot, instead of refrying them.36

As I will discuss in Chapter 8, all of the people we interviewed, including those
who made "fatalistic" statements, were pursuing a variety of treatment strategies,
based on their own assessments of information available to them (which was not
limited to Western biomedical information), various priorities, and "perceived"
economic and social constraints.  They also varied as to how much they perceived
themselves as "doing what the doctor said."  Linda Hunt and Jacqueline Pugh (1995),
in their analysis of these interviews, note that diabetes patients continually make
micro-decisions that affect self-care.  The people we interviewed often adapted
recommended treatments.  Some of the adaptations would be considered medically
acceptable, while others are not.  Hunt and Pugh identified several factors that affected
decisions about self-care:

• limited economic resources (e.g., a head of broccoli is much more expensive
than rice, beans, tortillas, and potatoes).

• the concept of the power of modern medicine (opting to let drugs control
their blood sugar levels instead of "watching their diet")

• desires to act and feel "normal" (which was frequently defined in terms of
Mexican American culture by the interviewees)

• attempts to avoid physical symptoms (especially low blood sugar symptoms)
• pursuits of life's pleasures (such as temptations to eat at social gatherings)

This list indicates that "fatalism" is clearly not an adequate explanation for high blood
sugars or relatively higher levels of complications among Mexican Americans, nor are
its correlates in the Health Behavior Model, i.e., having low self-efficacy or an
external versus an internal locus of control.  Linda Hunt, Miguel Valenzuela, and
Jacqueline Pugh (1995) provide an analysis of our interviews that bears this out.  They
used beliefs about the cause as proxy variables for what would be defined as having an
external or internal locus of control, and showed that these did not correlate with
levels of “blood sugar control.”  In addition, as Trostle (1988) suggests, the concept of
"compliance" is problematic.

Horn (1993) criticizes the movement in biomedicine for "more culturally
appropriate health care," precisely because it has tended to focus on trying to increase
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"compliance" and "control" in patients, particularly those viewed as relatively
"unacculturated" to mainstream society.  Anne Larme's (1995) analysis of clinics
treating diabetes in the Valley suggests that doctor's attitudes (including their relative
fatalism about the patients' abilities to care for themselves) and more importantly,
systemic issues, such as underfunded clinics and overworked doctors who only stay at
the clinics an average of two years, are also factors affecting effective diabetes care.
Focusing on "patient compliance" defines the privileged problem as the patients',
rather than investigating the limitations of the biomedical system itself, not to mention
the broader socioeconomic system in which both the clinicians and the patients
operate.  As Hunt and Pugh (1995:4) suggest, instead of asking "Why don't patients do
what they should and how can we get them to do it?" researchers and health care
providers should be asking, "What are patients doing and why do they do it that way?"
In this way, as Horn suggests, biomedicine can "expand the scientific script to include
and incorporate alternative views on health and healing" (1993:1).

In this chapter, I have discussed several assumptions underpinning the
epidemiological research that doctors read.  Control, compliance, and risk are
predominant within medical discourse and practices.  They affect the ways that
doctors think about individual patients and groups of patients, particularly those who
appear to be “out of control,” “non-compliant,” and/or “at higher risk” for diseases
like diabetes.  In the next chapter, I will discuss how control, compliance, and risk and
assumptions about the lack of education and motivation among low-income Mexican
American patients affected interactions between doctors and patients.

Notes to Chapter 5

                                                
1 In this chapter, I use parentheses to highlight embedded assumptions or alternative perspectives.
2 I suspect that that the rhetorical emphasis on control and disciplined regimens in the diabetes literature
was originally developed to address the condition now known as Type I diabetes, and then applied to
the increasing number of (apparently less severe) Type II diabetes cases.   The archaeology of this
knowledge could be investigated in future research.
3 In the sources I have read, the authors typically note that rates of Type I diabetes are higher among
“whites,” but they do not label being white as a “risk factor.”  However, this literature treats all
racial/ethnic categories (including whites) as possibly having innate genetic and/or biological
distinctions.
4 In contrast to Type I diabetes, researchers were not discussing possible viral causes for Type II
diabetes (in the literature that I read).
5 In the biomedical literature, it appears that categories of race and gender are regarded as possibly
having innate biological differences, while class is regarded as a culturally determined and/or achieved
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category that affects access to adequate health care and/or is related to environmental effects that may
cause diseases.
6 The chapters on Hispanic Americans were written by Michael Stern in 1985 and by Michael Stern and
Braxton Mitchell in 1995.
7 I also assume that the results of the San Antonio Heart Study and other research projects being
conducted in San Antonio were circulating through (formal and informal) exchanges among colleagues.
Several of the researchers were professors in the medical school, so these studies were probably
discussed in classes that the residents attended.
8 At the time I did not ask the doctors or nurses to reflect about how these studies (or other medical
research) had influenced their thinking about diabetes and diabetes patients and their approaches to
diabetes care.  This would be an interesting topic to address in more depth in future research.
Originally, I was planning to formally interview doctors.  I intended to ask about their approaches to
diabetes care, their experiences with diabetes patients, and their training.  Had I conducted the
interviews, perhaps they would have mentioned journal research.  However, at the time I did not have
specific questions about the influences of journal research in my draft of interview questions.   I read
Atkinson (1995) after I conducted the research.
In this chapter, I will discuss several analyses of doctors’ views about diabetes and low-income
Mexican American (and other poor and/or minority patients), particularly Larme (1995a, 1995b); Hunt
and Arar (2001); and Loewe et al. (1998).  They do not address the possible influences of
epidemiological research on the doctors’ views.  However, based on the data they present (and my own
observations), it appears that the doctors’ views about diabetes and low-income and/minority patients
were formed through their clinical experiences, as well as knowledge acquired by reading journal
articles (and textbooks).
9 The other studies included an early study done in Laredo, TX, and studies done in Starr County, Texas
and New Mexico on Mexican Americans as well as analyses of the 1982-84 Hispanic Health and
Nutrition Examination Survey (HHANES), that provided data on Mexican Americans, Puerto Ricans,
and Cuban Americans.
10 The transitional neighborhood was “ethnically balanced” with “upwardly mobile, young Mexican
American families moving in and Anglos moving out” since 1970, and the suburbs were predominantly
Anglo (Stern et al. 1984:835).
11 In the epidemiological literature on diabetes, rates among non-Hispanic whites (the racial-ethnic
majority) serve as the basis for comparison.   When comparisons are done on entire data sets, the
Mexican American samples often have larger proportions of low-income or working class people.  This
reflects the overall class differences between these populations, but the class differences are implicit in
the disease rate comparisons since the focus is on race/ethnicity.   For example, Stern and Haffner note
that the eight-year incidence ages 25-64 was 6.5% (or 39/597) for Mexican Americans and 2.0% (or
6/305) for Anglos, and so the relative risk for Mexican Americans was 3.3.  However, they do not
mention that these incidence figures compare Mexican Americans from the barrio (about half of the
597), transitional neighborhoods and suburbs to Anglos from transitional neighborhoods and the
suburbs.  As I will discuss shortly in the text, the San Antonio Heart Study researchers never
interviewed low-income Anglos (who live scattered around in various areas of San Antonio).  As Stern
and Haffner note, numerous studies have shown that Type II diabetes rates are higher among low-
income groups in the United States, including non-Hispanic whites.  In other words, it is likely that the
relative risk would be lower had they interviewed an equally large number of low-income Anglos.
12 Hamman et al. compare their prevalence data to the San Antonio Heart Study and other studies and
also conclude that studies consistently show higher prevalences of Type II diabetes among Hispanics.
They focus on the same factors as Stern and Haffner for possible causes.  For example, they state:
“Whether culture, diet, physical activity, or American Indian admixture in the rural San Luis Valley
setting are associated with non-insulin-dependent diabetes is under study” (1989:309).  Hamman et al.
note that “the study area is rural, with low per capita income, which is associated with increases non-
insulin-dependent diabetes mellitus prevalence” (1989:296).  However, other than this brief
observation, there is little discussion about associations between socioeconomic status and Type II
diabetes and/or possible socioeconomic differences between the Hispanics and Anglos they surveyed.
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It is likely that there were some differences.  Out of the 343 diabetics surveyed, 216 were Hispanic and
127 were Anglo.  In terms of education, 57 had less than 8 years of education, 120 had 8 to 11 years of
education, 97 had 12 years of education, and 60 had 13 or more years of education (1989:302).  In the
articles I read, they never discussed how these education figures (or income figures) related to
Hispanics and Anglos.  It is possible that they dealt with this other articles (that I could not obtain or did
not read), however given the overlap between articles based on one study, I presume that they would
have at least briefly referred to any previous analyses regarding the role of socioeconomic status.
Basically, like Stern and Haffner (1990), they focused on rates of disease and complications in relation
to race/ethnicity rather than socioeconomic status.  However, given the way they collected their data, (in
contrast to the San Antonio Heart Study) they probably had some low-income Anglos in their sample.
13 Many studies have been conducted among the Pima, including studies that support the theory of Type
II diabetes being caused by insulin resistance, followed by pancreatic exhaustion.  Studies about
diabetes among Mexican Americans often cite the 50% prevalence among the Pima as the primary
example of rates among Native Americans.  According to the figures provided by Flegal et al. (1991),
Mexican Americans have rates that are exactly half way between the rates for the Pima and non-
Hispanic whites.  Furthermore, the National Diabetes Data Group notes that several studies have shown
that full-blooded Choctaws and other Native Americans have higher rates of Type II diabetes than half-
blooded tribe members (1995:687).  However, age-adjusted or crude prevalences among other Native
American groups range from 28% to less than 1% (1995:684-685).  This is not to mention that the gene
comparison studies tend to treat all people of Native American descent (throughout the Americas) and
all Europeans (as well as Africans and Asians) as if they were genetically homogeneous within the
category and genetically distinct from the other categories.  Their interpretations of the data generally
downplay the considerable genetic similarities across these (racial) categories as well as the diversity
within categories.

The lowest rates of Type II diabetes among Native Americans are among groups living in the
Pacific Northwest, Alaska, and the Northwest Territories in Canada.  Researchers attribute these lower
rates to less disruption of traditional diets and activity levels (rather than a possible difference in genetic
susceptibility).  As with the research on Mexican Americans, the article on Native Americans in
Diabetes in America (1995) does little to highlight the relative poverty of Native Americans.  The
author, Dorothy Gohdes, MD who was the director of the Indian Health Services Diabetes Program in
Albuquerque, New Mexico, notes the “thrifty gene theory” and the disruption of traditional diets and
activity levels, but not the long history of oppression experienced by Native Americans.  However, she
does highlight diabetes education programs that involve the communities and a growing number of
anthropological studies that were starting to highlight Native American views regarding diabetes.
Researchers, starting with Neel (1962), have proposed the “thrifty gene” theory to explain the relatively
high rates of diabetes among Native Americans.  This theory proposes that due to the seasonal
fluctuations in food supply associated with hunting and gathering, Native Americans may have a
genetic adaptation that enabled them to store fat during times of plenty that could be used during food
shortages.  However, in situations with a steady food supply, this gene is now maladaptive (National
Diabetes Data Group 1995:689; Urdaneta and Khrehbiel 1989a:222).  Such a gene has yet to be found.
Other problems with this theory include the fact that many Native American groups have been engaged
in agriculture for centuries, not to mention a five hundred year history of oppression by European
colonizers.  Furthermore, in terms of genetic change, Europeans are not that much further removed from
an era of hunting and gathering and/or subsistence agriculture.
However, in the last 100 years or so, among many Native American groups there have been increases in
obesity apparently related to decreases in physical activity and shifts from diets high in carbohydrates to
“modern” diets that are high in fat.  In addition, Native Americans and others are living longer.  These
factors along with blood tests that now detect Type II diabetes at early stages may partially account for
the apparent “epidemic” among Native Americans.  Likewise, living longer and changes in testing may
also account for increases in Type II diabetes among other groups as well.  Epidemiologists recognize
and discuss these as possible factors that may explain some of the increases in diabetes rates over time.
Gohdes concludes that “the interaction between environmental changes and genetic susceptibility to
NIDDM [Type II diabetes] is not limited to Pimas but appears to be widespread in all indigenous North
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Americans, as well as other populations throughout the world” (National Diabetes Data Group
1995:689).  In other words, she maintained the basic notion of genetic susceptibility based on being
Native American, yet had to recognize that diabetes is widespread in many other populations.
14 They note that skin color is a proxy variable for Native American admixture, which in turn is a proxy
variable for genetic susceptibility to Type II diabetes.
15 Stern, Haffner and their fellow researchers note that the socioeconomic differences among Mexican
Americans may be a confounding factor, but they do not discuss the implications of the high rates of
poverty among Native Americans.
16 In recent news reports, medical researchers have hypothesized that there could be a link between
exposure to Agent Orange and diabetes.  Most of the soldiers who went to the Viet Nam War were from
working class and/or minority families.  Working class and/or minority neighborhoods are
disproportionately affected by other chemicals and toxins that are by-products of modern
industrialization.  Stern and Haffner (1990), who were summarizing the epidemiology on Type II
diabetes among Mexican Americans, did not mention any studies that addressed these kinds of
“environmental” factors.
17 In other words, they argue that men and women within ethnic and neighborhood (i.e., a proxy for
socioeconomic status) categories should have relatively equal access to material resources based on
socioeconomic status, therefore gender differences in Type II diabetes are probably related to cultural
factors that affect men and women differently.
Their hypothesis that affluent women may be adopting “more health conscious lifestyles” (which they
equate with acculturation to mainstream postmodern values) “earlier” than men presumes that affluent
Mexican American men and women “previously” had less health conscious lifestyles.  However, their
data was gathered during a single time period.  They do not present comparisons to previously gathered
data sets.  It appears that Stern, Haffner and their fellow researchers presume that working class
Mexican Americans (who are also living during modern and/or postmodern times and interacting with
modern and/or postmodern institutions) are more “traditional” and that their higher rates of Type II
diabetes represent the effects of this “earlier” less health conscious lifestyle.
The results of the San Antonio Heart Study show that for Mexican Americans living in barrios
compared to transitional neighborhoods and suburbs, obesity declined for women, not men.  There were
no trends in total caloric consumption, but neighborhood averages for physical activity increased for
women.  (For men, the averages for body mass index, total calories consumed per day, and minutes of
exercise per week were all highest in the transitional neighborhoods, which also had the highest rates of
diabetes.)   By neighborhood, the mean body mass indexes were 28.4, 29.0 and 27.4 for men and 30.4,
29.3, and 25.9 (Stern and Haffner 1990:35).  Women in the suburbs had the lowest body mass index
average of all the groups.  The averages also show that all of the neighborhoods had some people who
were overweight.
The San Antonio Heart Study data also show that population averages for sugar and fat avoidance
scales increased from barrio to transitional neighborhoods to suburbs for Mexican American men and
women, and that the average scores for women were higher than the averages for men in all three
neighborhoods.  The sugar avoidance scales by neighborhood for men were 1.82, 1.85, and 2.52,
compared to the women’s averages of 2.30, 2.67, and 3.11.  Fat avoidance averages were 2.57, 3.11,
and 3.50 for men, and 3.01, 3.60, and 4.11 for women.  (In this article, they did not provide the figures
for Anglos.)  The sugar avoidance questions asked whether individuals were using sugar substitutes and
the fat avoidance questions asked if they were avoiding visible sources of saturated fat by practices such
as choosing lean cuts of meat and trimming fat off meat (Stern and Haffner 1990:34-36).
Stern and Haffner do not note that sugar substitutes and lean cuts are more expensive (which could
explain the variations by neighborhood but not the variations between men and women).  However, they
mention that reports linking sugar substitutes and cancer could have affected people’s choices.  They
assume that these scale averages indicate more knowledge (which leads to action).  However, it is also
possible that people were aware of the reported health benefits of these practices, but were not
implementing them due to costs or choosing taste over the possible benefits (or perhaps for some other
reason).  Furthermore, choosing not to use sugar substitutes due to possible risks of cancer suggests
more knowledge of biomedical studies, not less.
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Stern and Haffner observe that the sugar and fat avoidance scales data confirmed their “postmodern
values” hypothesis, but that the results based on 24-hour dietary recalls were contrary to their
hypothesis.  Comparing barrios to transitional neighborhoods to suburbs, they note that sucrose
consumption declined minimally for women and not for men.  Fat consumption failed to decline in
women and rose in men.  In addition, consumption of complex carbohydrates (regarded as a favorable
trend) declined (1990:36).  They do not note that their numbers also show that the mean percentages of
total calories for sucrose, fat, and complex carbohydrates for men and women in each neighborhood
were not that different.
Stern and Haffner contemplate that the discrepancies between the sugar and fat avoidance scales and the
24-hour dietary recalls could indicate that the scale questions only measured factors that had a minor
impact on consumption patterns or that the scale responses indicate wishful thinking.   However, Stern
and Haffner conclude that even if the scales represent wishful thinking, “they at least indicate that with
rising affluence and acculturation, level of knowledge and attitudes about diet change in a favorable
direction which may ultimately result in favorable health effects” (1990: 36).
18 This statement was the implied rationale for not sampling low-income Anglos, especially since their
study was neighborhood-based and their focus was on Mexican Americans.
19 The mean educational levels were below high school for Mexican Americans and above high school
for Anglos.  Many studies have demonstrated the importance of a high school education for income
earning potential in the United States.
20 For example, Stern et al. suggest that “cultural factors exert a stronger influence on diabetes and
cardiovascular risk factors in Mexican Americans than do purely socioeconomic factors,” based on their
results which show that “’obesity-related’ risk factors were generally higher in Mexican Americans of
both sexes than in their Anglo neighbors who were of similar socioeconomic status” (1984:834).  They
suggest this in the abstract, which might be the only part of the study read by busy practitioners.
I agree that cultural factors are important, but it is not clear why they concluded that the influence of
culture is “stronger” than socioeconomic status.  This claim is different from the observation that they
make in the text itself that ethnic and sex differences in obesity-risk factors within socioeconomic (or
neighborhood) categories “argue against a purely economic explanation” (1984:849).
Basically, their logic is that men and women of different ethnic groups within neighborhood categories
should have equal ability to purchase expensive foods.  And yet they have different rates of Type II
diabetes, so the differences cannot be due solely to socioeconomic status.  Ethnic differences within
neighborhood categories could be due to genetic and/or cultural differences.  Their data show no
significant differences between men and women based on Native American admixture (or skin color)
within neighborhood (or socioeconomic) categories.  And yet men and women have different rates of
Type II diabetes.  Therefore, genetics cannot fully explain the differences.  This implicates cultural
factors that affect men and women (and ethnic groups) differently (Stern et al.1984:849).
In this early article, Stern et al. proposed that acculturation scales, which they developed and used in
later articles, would enable them to more clearly delineate the role of culture.  They also regarded diet,
physical exercises, cigarette smoking, alcohol consumption, and use of oral contraceptives and
postmenopausal estrogens as “culture-dependent health habits” that could influence obesity-risk factors
(1984:849).  However, most of these activities have socio-economic as well as cultural dimensions.
Apparently another reason that epidemiological researchers tend to highlight cultural factors (over
socio-economic factors) is that they view those as (more) amenable to change based on health-education
campaigns (e.g., Stern et al. 1984:850).
21 At the same time, some affluent Mexican Americans probably did grow up in affluent families.  As
Urdaneta and Khrehbiel (1989a) describe, there is considerable cultural and socioeconomic
heterogeneity among Mexican Americans.
Stern et al. (1984) lays out the argument proposing that the sex differences within socioeconomic
neighborhoods suggest that cultural factors exert a stronger effect on diabetes rates than socioeconomic
factors.  In a brief critique following the article, Vicki Zunzunegui and Joe Selby note the possible
“residual effects of earlier, lower socioeconomic status” (1984:355).  They also note that Table 1
indicates that Mexican Americans were behind Anglos on the measures of socioeconomic status in each
neighborhood.  As I stated earlier, this was particularly true for the transitional neighborhoods.
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Zunzunegui and Selby also note that the same sex difference varied by class for Anglos.  They question
Stern and Haffner’s privileging of cultural factors and argue that this association favors the importance
of socioeconomic status. Zunzunegui and Selby do not note the lack of poor Anglos in the San Antonio
data set.
Michael Stern and Helen Hazuda replied to the criticism.  They conceded that the same variation takes
place among Anglos.  They concurred that Mexican Americans “lagged behind” Anglos in the
transitional neighborhoods, but not in the suburbs.  However, they basically reasserted the importance
of acculturation, noting that they had subsequently performed multivariate analyses that confirmed its
importance.  They also agreed that Mexican Americans may not have occupied a particular
socioeconomic status as long as Anglos, but they focus on what this means in terms of “incomplete
socialization into the lifestyle of that particular socioeconomic status,” rather than the possible effects of
deprivations based on poverty (and racism) in childhood (1984:355-356).
22 Because Type II diabetes rates were higher in the barrio, their sample of Mexican Americans with
diabetes was weighted towards barrio residents and/or people with low incomes.  In addition, for this
analysis they combined data from Phase 1 and 2.  The combined data weighted their samples even more
towards people living in the barrio and transitional neighborhoods.
Haffner et al. (1989) describe the samples.  Most of the comparisons were more or less based on the 343
Mexican Americans and 79 Anglos described by Haffner et al. (1989).  The data were gathered in two
phases.  Phase 1 corresponds to the data presented in Stern et al. (1984).  According to Haffner et al.,
these included 191 people with diabetes found in their household survey of the three neighborhoods
conducted with 2217 people between October 1979 and November 1982 (1989:128).
Based on the sample sizes (for each ethnic group, neighborhood and gender) provided in Table 5.1
multiplied by the rates of diabetes, I calculated that there were probably about 179 people with diabetes.
This is a little less than their figure of 191, but the proportions calculated here should be similar.
According to my calculations, of 134 Mexican Americans with diabetes, about 68 (or 51%) lived in the
barrio, 48 (or 36%) lived in transitional neighborhoods, and 18 (or 13%) lived in the suburbs.  In
addition, as discussed earlier, the median income and educations were lower for the Mexican Americans
than for the Anglos living in transitional neighborhoods.  Thus, it is likely that some Mexican
Americans in the transitional neighborhood sample had low incomes.  According to my calculations, the
Anglo sample had about 45 people.  31 (or about 70%) lived in transitional neighborhoods and 14 (or
about 30%) lived in the suburbs.
To this they added 231 people from 1617 households surveyed starting for Phase 2 in October of 1984.
For this sample, they surveyed one census tract in a transitional neighborhood, and two census tracts in
the barrio (1989:129).  Therefore, this survey added two samples of low-income Mexican Americans in
the barrio, and one sample of Mexican Americans and Anglos in a transitional neighborhood.  Based on
their descriptions of Phase 1, again it is likely that the Mexican Americans in the transitional
neighborhood had lower incomes and educations on average.
Using my estimate that Phase 1 supplied about 45 Anglos, then Phase 2 added about 34 Anglos.  This
means that about 197 were Mexican Americans, and most lived in the barrio.  Not taking into account
differences in rates between the barrio and transitional neighborhoods, I estimate that 160 were from the
barrio and 37 were from the transitional neighborhood (i.e., 2 samples of 80 + 1/2 sample of about 40).
Taking Phases I and 2 together, I estimate that for the 343 Mexican Americans, about 234 (68 + 6 +
160) lived in the barrio, 89 (48 + 4 + 37) lived in the transitional neighborhoods, and 20 (18 + 2) lived
in the suburbs.  (6, 4, and 2 are a proportional distribution of 12 = 191 – 179.)  For the 79 Anglos, 65
(31 + 34) lived in the transitional neighborhoods, and 14 lived in the suburbs.
In other words, for the 343 Mexican Americans, 68% lived in barrio, 26% lived in transitional
neighborhoods, and 6% lived in the suburbs.  To simplify, I would round these estimates off to 70%,
25% and 5%.  In other words, over two thirds of the “Mexican Americans with diabetes” were low-
income Mexican Americans.  For the 79 Anglos, about 80% lived in the transitional neighborhoods and
20% lived in the suburbs.
Haffner et al. supply median income and education figures for the 343 Mexican Americans and 79
Anglos.  These figures illustrate the socioeconomic differences between these two samples.  The
average monthly household income for Mexican American men was about $1425 a month, and for
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women, $950.  For Anglo men, it was about $2400 a month, and for women, $2050.  Again, I calculated
the monthly incomes based on the numbers provided (Haffner et al. 1989:130) multiplied by the code
(Stern et al. 1984:837).  In terms of formal education, for Mexican Americans, about 60% of the men
and 80% of the women had less than 12 years, compared to 16% and 10% for Anglo men and women.
For Mexican Americans, about 20% of the men and 7% of the women had some college or greater,
compared to 50% and 44% for Anglo men and women.  The rest had a high school diploma (Haffner et
al. 1989:130).
23 Hamman et al. (1989, 1991) note that the per capita income was low in San Luis Valley, Colorado,
but do not discuss socioeconomic differences between the Hispanics and non-Hispanic whites in their
sample.  They attempted to interview all people diagnosed with diabetes in a two-county rural area and
did a general household survey.  1980 census data showed that the median family income was $10,000
to $15,000 a year for the two counties.  Total population was about 44% Spanish origin, 55% non-
Spanish white, and 1% other.  The proportions of Hispanics and non-Hispanic whites in their general
survey were similar (1989:298).  They interviewed 127 Anglo diabetics and 216 Hispanic diabetics
(with an 80% to 90% response rate).  They interviewed 353 Anglos and 254 Hispanics in the household
surveys (with a 60% to 70% response rate).  They provided education figures for both ethnic groups
combined:
     Education        Households People with Type II Diabetes
Less than 8 years 10% 17%
8-11 years 20% 35%
12 years 33% 28%
13 or more years 37% 20%
Both the household survey and people with diabetes had a range of educational levels, so both samples
include people from various socioeconomic strata.  However, about half of the people with diabetes had
less than 12 years of education compared to 30% of the household survey.  This suggests that the people
with diabetes probably also had larger proportions of people in low-income households.  The
households sample was 42% Hispanic while 63% of the people with diabetes were Hispanic.  Studies
indicate that Type II diabetes disproportionately affects low-income Hispanics and low-income non-
Hispanic whites.  Therefore, it seems likely that the Colorado sample of people with diabetes includes a
large proportion of low-income Hispanics and some low-income non-Hispanic whites.  About half of
the people with diabetes had 12 or more years of education, therefore the sample probably also included
some people from both ethnic groups with higher incomes.
24 Right before suggesting that health care in a rural area might be more nearly equivalent for the two
ethnic groups, Stern and Haffner observe that the discrepancy between the San Antonio and Colorado
results indicates that “worse outcomes in Mexican American diabetics are not universal” (1990:40).  In
other words, they may not be based on biological (or cultural) differences based on ethnicity.  In this
sense, I regarded this as a positive insight.  However, Stern and Haffner are so focused on the task of
identifying ethnic differences that they did not highlight the similar outcomes for Mexican Americans in
San Antonio and Colorado and for Anglos in Colorado, that contrasted with the lower blood sugar
levels and rates of microvascular complications among (middle class) Anglos in San Antonio.
25 Haffner et al. (1989) discusses the details of how they constructed the variables and the statistical
comparisons.  As described in an earlier footnote, these comparisons were done on a sample of 343
Mexican Americans (apparently about 70% barrio, 25% transitional and 5% suburbs) and 79 Anglos
(80% transitional neighborhoods and 20% suburbs).  For Mexican Americans, they did a multiple linear
regression analysis for the blood sugars, and an odds ratio analysis for the retinopathy.  The odds ratio
analysis compared differences between Duncan’s SEI 42 vs. 67, income between $12,000 and $36,000,
and no high school education vs. some college or greater, which they note “represent 25th and 75th

percentile for socioeconomic status variables” (Haffner 1989:131).  Apparently only 20 of the 343
Mexican Americans with diabetes lived in the suburbs and probably had the higher incomes and
educations.  It could be that these results were not significant because of the small numbers for the
higher income Mexican Americans.  The Anglo sample had the opposite problem, i.e., very few people
in the low-income categories.  In fact, they probably did not use the comparisons noted above.  For the
Anglos, they note that the numbers were small, and the statistical power was low, so they did not
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present the data, but “SES was not related to level of glycemia or degree of retinopathy in this ethnic
group either” (Haffner et al. 1989:132).  They also note another study that failed to find an association
between SES and retinopathy for non-Hispanic whites.
26 65% spoke fluent English, 22% spoke some English, and 13% spoke no English.
27 Subjects were not informed that compliance was being measured (Diehl, Bauer, and Sugarek
1987:333)
28 Diehl, Bauer and Sugarek provide a chart noting the percent compliant by sex, current marital status,
living alone or with others, smoking status, and (for Mexican Americans only) birth in the United States
or Mexico, and speaking no, some, or fluent English.  None of these variables were associated with
statistically significant differences in compliance.  Their calculations probably included up to four
people who were classified as noncompliant due to dropping out of the study (depending on the data
gathered before they dropped out).  Sample sizes ranged from 57 to 62.  The percent compliant for each
variable ranged from 43% to 76%.
29Trostle (1988: especially 1303-1305) discusses some of the critiques from within biomedicine.  One
of the diabetes education nurses at the clinic in San Antonio was aware that the concept was
problematic, so critiques also must be appearing in the literature commonly read by medical
professionals.
30 There are several types of tests that check blood sugar levels: the accucheck (done right before the
appointment at the clinic, which is affected by whatever food or medications the patient has taken
recently, and so conceivably patients could "behave" the day of the appointment, but not on other days),
the fasting blood sugar (drawn one week before the appointment at the lab), and/or the HbA1c (or
glycosylated hemoglobin) test which enables the doctor to see the patients’ "pattern of control over the
past three to four months" (American Diabetes Association 1982:36).  There are also urine tests for
glucose and/or ketone levels.  In all these tests, the patient's levels are compared to ranges medically
defined as "normal."  "Normal" blood sugar levels are usually defined as ranging from 70 to 110, or 80
to 120.  At the county clinic in San Antonio where I did the research, it was not uncommon for Type II
diabetes patients to have blood sugars in the 300s, and sometimes higher.  The diabetes education
nurses at this clinic encouraged people to try to at least get their blood sugars under 200.
31 Although Hazuda, Stern and Haffner (1988) did not comment much on it, apparently they deleted the
question about perceived absence of prejudice (because most people believed that Mexican Americans
had to work harder than Anglos to get ahead) and the question about marriage (since most people were
married to people of Mexican rather than Anglo descent).  Likewise, it seems that they eliminated the
identity question.  Our interviews suggest that most Mexican Americans born in the United States
would not pick Mexican when being interviewed in English, but would use mexicano to describe
themselves in Spanish.  As described in Chapter 3, all of the people we interviewed used various terms
to describe themselves.
32 Byron Good states that the Health Belief Model was developed by social psychologists (influenced
by Kurt Lewin) working with public health specialists in the 1950s in order to increase utilization of
preventive measures for infectious diseases, such as "tuberculosis—and later, rheumatic fever, polio,
and influenza" (1994:39-41).  For this description, Good cites Rosenstock (1974).  Good (1994:41)
observes that although Health Belief Model theories continue to be used in health education, "the
leading figures in the field" Janz and Becker (1984:45) concluded that additional work using Health
Belief Models was unlikely to "yield important new information."
33 For example, I found a version described by William Oeschsler 1991, who outlined the model by
Rosenstock 1990, noting that Bandura 1977 introduced self-efficacy into the model, which Oeschsler
states is "perhaps the most influential component" (1991:13).  Oeschler (1991) incorporates the Health
Belief Model (without critique) into a model that he proposes for educating Mexican Americans about
diabetes.  He proposes that "public health communication campaigns will more effectively change
knowledge (K), attitudes (A), and behaviors (B) of targeted publics when they are 1) based on the
theories of social marketing (SMT) and social learning (SLT); 2) cognizant of the health-belief model
assumptions (HBM); and 3) implemented with an evaluation feedback loop in place" (1991:20).
34 Citing a study done by Lin et al. (1978), Good also notes that:
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The ability of the individual to appraise symptoms, review available resources, then make voluntary
choices is simply a myth for many in our society and in other societies.  The model of the rational,
autonomous care-seeker (or even the therapy management group) organizing treatment choices to
maximize perceived benefits to the sufferer is hardly a value-free model (1994:43).
35See Paredes (1968, 1977) for critiques of Rubel (1966) and Madsen (1964).
36Nellie Holguín statements and health care practices be interpreted two ways.  On the one hand, people
can make seemingly contradictory statements.  Hence, the belief that "God has the most control over a
person's fate" (which could be regarded as "common sense") does not necessarily preclude taking
personal actions to cure, prevent, or deal with an illness, particularly if the person also believes that
"God helps those who help themselves."  On the other hand, should we assume that these beliefs and/or
practices are contradictory?  These beliefs and practices may not be contradictory to the person.
Instead, they only seem contradictory when compared to a model that hypothesizes that an external
locus of control and/or low self-efficacy (e.g., a belief that God or luck controls one’s fate) correlate
with lack of action, while an internal locus of control and/or high self-efficacy correlate with action.
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Chapter 6
“It’s important to get it all under control”

Diabetes care in doctor-patient interactions

This chapter discusses the effects on doctors and low-income Mexican
American diabetes patients of the standardized discourse and practices of doctor-
patient interactions.1  The analysis also highlights variations that are specific to
diabetes care and to health care in public clinics with low-income and/or minority
patients.  I will describe processes that constitute the “education of consent” for
doctors and patients to the technological values of biomedicine, institutional control,
and existing social inequalities.  For doctors, the interactions typically reinforce their
power as experts.  During the interactions, doctors use concepts, such as control,
compliance and risk, that they have learned through textbooks, other doctors, journal
science, and repeated interactions with patients.  The doctors use standard protocols
when interacting with patients.  This includes the traditional format for interactions
learned in medical school, which in practice is modified (usually shortened) to fit the
circumstances of each appointment.  With every appointment, doctors learn more
about the practice of medicine, the human body, various diseases and treatments, and
their patients.  These experiences can confirm or possibly call into question
information that doctors learned during their training and continue to learn from the
latest journal research.  Patients receive diagnoses, advice, and prescriptions, but are
also educated in the routines of medicine and the values underpinning those routines.
This analysis focuses on the subtle ways that doctor-patient interactions help reinforce
existing social inequalities, based on class, race/ethnicity, gender, and sexuality.

Although the analysis focuses on power dynamics, I do not want to reduce
diabetes care to a series of practices that only serve to reproduce existing power
relations.2  Howard Waitzkin points out that:

[P]articipants in medical discourse also obtain gratifications that can
overshadow in consciousness whatever ideologic reproduction and
social control occur.  All that doctors have to offer contributes to the
gratification that patients experience in medical encounters.  These
offerings include technical intervention, advice, emotional support
expressed through words or nonverbally through the laying on of
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hands, and so forth.  Further, doctors gain innumerable sources of
gratification from interacting with patients.  Among other things, these
rewards include experience of technical mastery, money, prestige,
gratitude, and the pleasing though complex sensations of helping those
in need.  It would be a great mistake to underestimate such
gratifications, since they comprise so much of the conscious experience
of medical encounters.  Yet, these undeniable gratifications of medical
discourse also tend to obscure its less pleasurable and much less
obvious characteristics (1991:40-41).3

In addition to these gratifications, there were practices at the Collins-Lambert Clinic
that affirmed human dignity, ameliorated existing social differences, and provided
quality health care to the poor, which were appreciated by the working class Mexican
Americans and others who received services there.  I will highlight these practices as
well.

For the analysis, I will focus on two interactions to illustrate how doctors and
patients talked about the ongoing care of diabetes.  In all, I observed fourteen doctor-
patient interactions.  I also heard residents talk to attending physicians about “cases.”
The people we interviewed talked about their interactions with doctors.  I will add
observations based on these data.  The two interactions were first-time encounters
between the doctors and the patients.4  Both patients were recently diagnosed with
diabetes.  Both also were diagnosed with high blood pressure and high cholesterol,
which is not uncommon among people diagnosed with diabetes.  As the analysis will
show, the doctors used similar concepts and practices to address all three conditions.
In one interaction, Sra. Ann Vega consulted with Dr. Harold Nielsen, a hypertension
specialist.  In the other interaction, Sra. Rosario López consulted with the primary care
physician assigned to her in the Medicine Clinic, Dr. Selma Harsa.5  Although I use
first and last names or first names without titles in other sections of the dissertation,
here I use the Spanish title Señora (Sra.) to maintain a discursive parallel with the
English title Doctor (Dr.).  My intention is to convey the type of respeto that Dr.
Rodríguez conferred to “Sra. Luján” during their interaction.6  Dr. Armando
Rodríguez was a contract doctor who spoke fluent Spanish and had years of
experience working in private practice with Mexican American diabetes patients.
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Mishler and Waitzkin on the Power Dynamics of Doctor-Patient Interactions
Elliot Mishler in The Discourse of Medicine: Dialectics of Medical Interview

(1984) and Howard Waitzkin in The Politics of Medical Encounters: How Patients
and Doctors Deal with Social Problems (1991) discuss the subtle ways that power is
exercised in doctor-patient interactions and how the discourse tends to reinforce U.S.
mainstream values and encourage consent to existing social inequalities.  They
observe that medical interactions typically focus on technical solutions to individual
biological problems.  Mishler describes how doctors often gave little attention to
“lifeworld” concerns, while Waitzkin focuses on how the discourse encourages
consent to social inequalities that affect the health and health care of patients.

Mishler’s concepts of the "voice of medicine" and the "voice of the lifeworld"
have been influential in medical anthropology.  As Mishler (who drew on Silverman
and Torode 1980, Schutz 1962, and Habermas 1970, 1971, 1973) describes it, the
normative order underpinning the voice of medicine consists of objective, affectively
neutral and context-free observations, standard (and hence universal) norms, abstract
logic and theories, rationality, functional specificity, technical rules, technical control,
efficiency, and problem-solving (1984:122-125).  Mishler’s general conception of the
“voice of the lifeworld” as being based on “orientations grounded in the concerns of
daily life” (1984:6) and “common sense” is useful.  However, his specific formulation
does not adequately account for cultural differences within U.S. society or for power
relations in everyday life.7  As a result, in his analyses, Mishler does not acknowledge
that discourse in the “voice of the lifeworld” by either the doctor or the patient can
express values such as control and/or can reinforce existing social inequalities.8

The interactions at the Collins-Lambert Clinic in San Antonio illustrate that
“the voice of medicine” reinforces all of the aforementioned values.  However, there
are variations within the “voice of medicine.”  As discussed in Chapter 4, “control”
was the dominant way to conceive of bodily processes in the physiology texts, but
there were other “subjugated” terms within the discourse, such as “balance.”  Doctors
differ in their approaches to patients, health care, and in their interpretations of the
“objective data.”  There are specialties and hierarchies of power among health care
providers.  Diabetes patients typically interact with primary care doctors, several
specialists, diabetes educators, dieticians, lab technicians, nurses, and nurse’s aids, not
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to mention the lab analysts, attending physicians, and others who may be consulted
regarding their “cases.”

Paul Atkinson, who analyzes interactions among doctors in Medical Talk and
Medical Work (1995), proposes that there are several “voices” of medicine.  These
include the “voices” of “advice and maxims,” “textbook science,” “journal science,”
and “personal (clinical) experience.”  Atkinson shows how doctors of various ranks
and specialties used these voices to discuss “cases” and train residents.  He notes that
these voices can reinforce or contradict each other.  In the interactions that I will be
analyzing, the doctors used all of these voices with the patients.

Nevertheless, Mishler’s basic distinction between the “voice of the lifeworld”
and the “voice of medicine” is analytically useful.  He shows how doctors generally
controlled the content of medical interactions, and repeatedly returned the discourse to
the voice of medicine.  They accomplished this by asking close-ended questions on
topics defined as medically relevant.  Sometimes they used questions to cut patients
off and change the topic.  In general, their questions focused on technical details, such
as greater specification of symptoms.  When patients made comments about their
lifeworlds, the doctors generally did not ask them to elaborate.  Mishler also illustrates
how doctors reframed elements of the “voice of the lifeworld” into the “voice of
medicine.”  For example, when one patient mentioned that she had been drinking
heavily and had been in and out of jobs since she had been married, the doctor did not
ask about her lifeworld problems.  Instead, he asked her to specify the number of years
she had been drinking, and the types and quantities of drinks, and thus reframed her
experiences in terms of universal objective quantitative measures.  From the
theoretical perspective that I laid out in Chapter 1, these are examples of how
institutional discourse can “reshuffle the elements of common sense.”

Mishler also shows that patients persisted with their concerns.  They added
information that they regarded as relevant to their conditions.  They made causal links
to lifeworld concerns.  Mishler did not stress it, but in the interactions he analyzed, the
patients also asked questions, and occasionally shifted the topic.  Mishler tended to
classify most of the patient discourse as the “voice of the lifeworld,” unless it was a
short answer to a doctor’s technical question.  He did not sufficiently recognize the
“education of consent” based on previous interactions that sometimes led the patients
to focus on technical matters.  As Mishler’s work suggests, in the interactions that I
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will be analyzing, the doctors asked mostly close-ended questions and focused on the
technical aspects of diabetes care.  The doctors did not address several lifeworld issues
raised the patients.  In addition, they sometimes bypassed medical questions posed by
the patients.  As I will illustrate, the patients asked questions and persisted with their
concerns.  They also demonstrated that they were already familiar with the routines of
medicine and diabetes care.

Mishler observes that the doctors usually did not explain the logic of their
questions, which he argues makes the discourse seem fragmented.  Mishler describes a
“structure” in which the doctor asks a question, the patient answers, and then the
doctor assesses the answer with a “good,” “O.K.,” or “hm hm,” pauses briefly, and
asks the next question.9  He observes that this structure appears in other institutional
settings where professionals elicit information for assessment or selection, such as in
schools or in work interviews (1984:68).  Following Gramsci and Foucault, this
overlap with the discourse in other institutions helps explain why power-laden
practices like these “make sense” to professionals and to clients, or as Mishler puts it,
why such interactions can be “unremarkable,” or relatively free of explicit conflicts or
misunderstandings.

According to Mishler, these practices typified most of the interactions he
analyzed.  However, he highlights the practices of an exceptional doctor who was
“relatively more attentive” to the “voice of the lifeworld.”  That doctor asked more
open-ended questions throughout the interaction, empathized several times with the
patient, and provided more information and reasons for questions and procedures.
Nevertheless, even this interaction had large sections that used close-ended questions
and/or dealt with technical matters.  Furthermore, as I noted earlier, Mishler did not
acknowledge that comments in the “voice of the lifeworld” by doctors or by patients
can reinforce existing social inequalities.  Waitzkin, on the other hand, demonstrates
how this happens.

According to Waitzkin (1991), the discourse in doctor-patient interactions
encourages consent to existing social inequalities through ideological statements by
the doctor that promote mainstream values, the doctor’s lack of criticism of the
“contextual issues” underlying the patient’s “personal troubles,” professional
surveillance and control exerted over “self-destructive behaviors” and “potentially
troublesome emotions,” and biomedicine’s focus on technical solutions to reified
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individual biological problems.  Waitzkin drew on the work of Gramsci (1971),
Lukács (1971), Foucault (1975, 1977), Derrida (1976), Jameson (1981) and others to
formulate this model.  Waitzkin illustrates how what was said and not said reinforced
social inequalities based on class, gender, and age.  His approach could be used to
address inequalities based on race, ethnicity, religion, and sexual orientation, but he
did not pursue these in his own analyses.  In The Politics of Medical Encounters,
Waitzkin analyzes seventeen interactions that took place in private clinics in or near
Boston during the late 1970s between six (white middle-aged male upper middle class)
internal medicine doctors and working class and middle class men and women of
various ages.  One patient was black, and the others were white from various ethnic
and religious backgrounds.10

Like Mishler, Waitzkin observes that the doctors tended to suppress the
“troubling social issues” raised by patients with “dominance gestures like
interruptions, cut-offs, and de-emphases” to “get the discourse back on a technical
track” (1991:47).  He also notes that some “humanistic” doctors encouraged patients
to talk about their troubles.  However, Waitzkin concludes that whether personal
troubles were expressed or suppressed, ultimately the “discourse” (which implies
statements by the doctors and patients) tended to accept the social context as a given.
Possible social changes or collective efforts to effect changes were rarely discussed.
Instead, the doctors generally offered individual technical solutions, such as
medications or referrals to counseling (1991:46-47).

Waitzkin highlights examples of the doctors espousing the benefits of hard
work, individual responsibility for one’s working conditions and family life, and
stoicism in the face of aging and adversities.  He also shows that the doctors (and most
of the patients) reinforced and/or did not question traditional gender roles for women
and men.  The discourse on drinking and smoking emphasized “moral rectitude and
individual control,” rarely explored the social contexts of the behaviors, and advocated
support networks based on professional surveillance (1991:189).  The doctors (and
patients) devoted little attention to the social causes of depression and instead focused
on negotiating dosages of psychotropic medications.  I have added the patients in
parentheses, because Waitzkin himself did not sufficiently acknowledge that the
patients as well as the doctors made ideological statements, and that at times, the
doctors were simply affirming the values of the patients.
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Waitzkin also describes what happened during four interactions with middle
and upper middle class (white) women and men who had few “personal troubles” and
who were relatively healthy for their ages (which Waitzkin did not stress enough).11

The interactions included check-ups for a 13-year old girl, a middle-aged woman, and
an elderly woman (who all had very few health problems), and a brief unscheduled
appointment with a male college student whose acute symptoms apparently were
caused by gonorrhea (which is curable).  As Waitzkin observes, these patients seemed
to be enjoying the benefits, pleasures, and opportunities of their social class positions.
They did not mention financial insecurities and indicated that they had integrated
social networks.  They were adhering to “mainstream” expectations, which as
Waitzkin notes, are more lenient for middle class youths, as long as they fulfill
“normal” milestones (1991:255-256).12  The ideological statements and lack of
criticism of social inequalities in these interactions reinforced the values and lifestyles
of the patients and encouraged consent to the status quo (which tended to benefit these
patients and the doctors).13  The conversations about their “lifeworlds” or “social
contexts” took for granted the advantages of middle class social status.  The middle-
aged woman and her doctor, for example, had a lengthy conversation (initiated by the
patient) comparing her family’s ski vacation to his family’s vacation in the Caribbean.
Furthermore, the privileges of being “white” went unspoken.  What was said and not
said implied different role expectations for men and women and took for granted the
norm of heterosexuality.14  Like the other interactions, these interactions also focused
on the technical aspects of medical care.  The doctors generally controlled the content
with their questions and sometimes cut the patients off.  The young man needed
penicillin and the elderly woman was taking hypertension medications, but otherwise
few technical solutions were required given their relatively good health.

Waitzkin suggests that the doctors exerted less surveillance and less social
control in these interactions than in the other interactions.  For example, the doctor did
not monitor or criticize the young teen’s experimentation with marijuana or the young
man’s participation in casual sex (during this pre-AIDS era).15  In contrast, another
doctor used an appointment for a premarital blood test to monitor the previously
diagnosed excessive drinking and smoking of a 39-year old white Irish Catholic
working class man.  The middle-aged woman and the elderly woman did not talk
about personal troubles that required medical intervention.  Their cases contrasted with
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the examples of working class and middle class patients who were taking medications
for depression or anxiety related to job insecurity, loss of a spouse, or a hectic
schedule.  I agree with Waitzkin that the lesser degree of professional surveillance and
control was related to the class and age of the patients and their relative lack of
personal troubles.  However, race, ethnicity, gender, and sexuality may also be linked
to the degree of surveillance.

In addition, I would highlight the (perhaps too obvious) links between health
status and levels of medical surveillance.  All four patients were relatively healthy for
their ages, except for the college student’s “acute physical problem” that could be
cured.  Most of their “clinical indicators” were “normal” or “not terribly high.”  As
Waitzkin notes, one of the potential benefits (though no guarantee) of middle and
upper middle class status is good physical health (1991:248).  Compared to higher
income “non-Hispanic whites,” larger proportions of low-income Mexican Americans
and other poor and/or racial or ethnic minorities have illnesses like diabetes, high
blood pressure, and/or high cholesterol.  On the one hand, even check-ups for
relatively healthy people entail some medical surveillance in the form of standardized
questions and “technical” tests.  For example, the middle-aged woman, whose main
concern was an ear wax problem that the doctor had not yet addressed, got “a bit
piqued” about “all these crazy questions” (1991:247).  Doctors evaluate (or judge) the
results of physical examinations and clinical tests.  If the clinical indicators are
“normal,” doctors may explicitly affirm the patient’s current lifestyle or implicitly
affirm it through a lack of probing questions and criticism.  In Waitzkin’s examples,
the elderly woman’s doctor alluded to his power to pass judgment when he told her,
“we won’t, uh, criticize you for that” (1991:254).

For relatively healthy patients, medical surveillance and technical tests
generally confirm their “normalcy,” and with that comes less additional surveillance.
Waitzkin’s analysis suggests that interactions dealing with acute physical problems
also entail less surveillance and criticism than interactions dealing with diabetes and
other diseases defined as having causes linked to lifestyle choices.16  As I will discuss
in more detail shortly, the concept of “normalcy” as measured by “clinical indicators”
is a crucial dimension of the “voice of medicine” or the “technical” aspects of medical
care.  For many low income Mexican Americans (and others) with diabetes and other
chronic illnesses, the “goal” of normal clinical indicators can be elusive, and with that
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comes increased surveillance, including repeated questions and/or advice about the
person’s diet, exercise, drinking, smoking, and other activities.

All of the patients in the interactions analyzed by Waitzkin attended private
clinics, which means that they had health insurance or the means to pay for private
care.  The working class Mexican Americans we interviewed in San Antonio had very
low incomes and were attending a public clinic.  Most did not have health insurance.
In the interactions analyzed by Waitzkin, there was little mention of concerns about
“compliance.”  In contrast, as I will discuss shortly, many of the doctors interacting
with low-income Mexican American diabetes patients at public clinics in South Texas
expressed concerns about “patient compliance.”

In the analyses of the interactions at the Collins-Lambert Clinic, following
Mishler and Waitzkin, I will discuss the effects of the doctors’ relative inattention to
lifeworld concerns and social inequalities.  I also will examine the ways that doctors
and patients discussed the “technical” matters that comprise most of the discourse in
medical interactions.17  The analysis will highlight the effects of standard practices
used to address the ongoing care of diabetes and other chronic illnesses.18  I also will
consider the specific effects that standard practices had for working class Mexican
Americans attending the county clinic in San Antonio.19  In particular, I will highlight
the effects of assumptions about the patients’ lack of knowledge and motivation
embedded in the biomedical construction of health care in terms of control and
compliance and/or taken for granted by health care providers.  I would suggest that
these assumptions also affect interactions between other working class and/or racial or
ethnic minorities and doctors in public clinics in the United States, not to mention their
interactions with professionals in other institutions.

The Collins-Lambert Clinic of San Antonio
and Daily Clinical Experiences of Race-Ethnicity (and Class, Gender, and Age)

The Collins-Lambert Clinic was an out-patient clinic run by the county and a
medical school.  It cared for poor patients, particularly the unemployed and working
poor who did not have health insurance.  It was a teaching clinic, where a number of
medical research projects (including ours) were being conducted.  Unlike many of San
Antonio's medical facilities (including the county hospital) that were clustered near the
medical school in the middle and upper-middle class neighborhoods of northwest San
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Antonio, the beige four-story brick building that housed this clinic was located on the
West Side of San Antonio. The facility used to be a full hospital, but was converted to
an outpatient clinic.20  The Collins-Lambert was subdivided into various clinics.
These included the Walk-In Clinic, the (Internal) Medicine Clinic, where many
diabetes patients saw their primary care physicians, and Diabetes Education.  During
the field research, I met and talked with the health care providers in these three clinics
and observed their interactions with patients.

Because the Collins-Lambert Clinic was a teaching clinic, it had a high
turnover of doctors.  At the time I conducted the research, some of the clinics were
beginning to hire contract doctors, but the residents and interns and their supervisors
still constituted the majority of the doctors.  Residents stayed at the clinic for about
two years.  Consequently, diabetes patients and their doctors frequently experienced
the more extensive questions typically associated with first-time encounters.

At the Collins-Lambert, the attending physicians and directors of the clinics
tended to be Anglo men and women in their 40s or 50s.  However, a number of the
contract doctors and residents were from other racial and/or cultural backgrounds.
Several were Latinos.  For example, of the thirty or so residents rotating through the
Medicine Clinic when I began the field research, most were in their 20s or 30s and
almost half were women.  Ten were “Hispanic.”  Most of them spoke Spanish.  Six
were from the U.S., including two Mexican Americans and two Puerto Ricans.  The
others were from Latin America.  One resident was African American, eleven
residents were Anglos of various ethnic backgrounds, and eleven were of Asian or
Middle Eastern descent (including several born and raised outside the United States).
Some of the Anglo doctors also spoke Spanish.  Thus, when needed, some doctors at
the Collins-Lambert Clinic could speak in Spanish with patients.  The rest relied on
nurses or the patient’s family members to interpret.  The nurses, clerical staff,
janitorial staff, and security staff were mainly Mexican Americans of various ages.
Most spoke Spanish and English.  Several of the nurses had worked at the county
clinic for years.

As discussed in Chapter 3, most of the clinic's patients had low incomes and/or
no health insurance.  They lived in various areas around town, not just the West Side.
Most were Mexican Americans, but African Americans, Anglos, and others also
attended the clinic.  In 1993, 900 to 1000 patients were seen on any given day at the
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Collins-Lambert Clinic.  The diabetes education nurses estimated that 25% of those
patients had diabetes.  The Walk-In Clinic served over 200 patients a day.  A two-
week count there indicated that 20 patients a day or 10% of their patients had diabetes.
Most adults with diabetes were assigned to the Medicine Clinic for their primary care.
The Medicine Clinic served about 100 patients a day.  According to their counts, 51%
of their patients had diabetes.  In addition, the Collins-Lambert Clinic held a specialty
clinic once a week for “difficult to control” diabetes cases, and some adults (who had
families with young children) received primary care for their diabetes in the Family
Health Clinic.21  Diabetes patients also attended appointments in clinics, such as
Diabetes Education, Nutrition, Podiatry, Ophthalmology, Cardiology, and the Renal
Clinic.  And they consulted with health care providers regarding conditions not
directly related to diabetes.  Rebeca Rocha, for example, was receiving physical
therapy after an operation on a twisted tendon.  In short, diabetes patients typically
visited the Collins-Lambert Clinic several times a year, and comprised a substantial
portion of their case load.

As described in Chapter 2, the Walk-In Clinic diagnosed at least one “new”
diabetes patient a day, and frequently saw other patients who walked in with high
blood sugars.  Diabetes Education estimated that 30-40% of the people attending
classes had "uncontrolled" blood sugars, defined as anything over 200.  The Medicine
Clinic's three-day survey indicated that 47% of their patients, had "uncontrolled" blood
sugars, defined as anything over 140.

Basically, on a daily basis in the Medicine Clinic, about half of the (low-
income mostly Mexican American) patients had diabetes, and half of those had blood
sugars defined as “uncontrolled.”  In other words, the doctors and nurses spent about
one fourth of their workday attending patients whose blood sugars were “not under
control.”  Thus, their clinical experiences coincided with the statistics indicating that
“Mexican Americans” have high rates of diabetes, high blood sugars, and
complications.  However, their case loads did not just include diabetes patients
scheduled for regular appointments.  Their case loads were biased towards people
having problems, including patients whose last appointment showed a high blood
sugar, because they are typically scheduled for more frequent appointments.
Furthermore, Ronald Loewe et al.’s (1998) analysis of doctors working with low-
income diabetes patients in Chicago and Paul Atkinson’s (1995) research on talk
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among doctors suggest that doctors tend to focus on extraordinary or problematic
cases.  As Mishler noted, “problem-solving” is a key aspect of medicine.  Hence,
doctors (and nurses) would be more likely to focus on the “uncontrolled” cases than
the other half of their diabetic case load whose blood sugar numbers (and other clinical
indicators) were in the normal range (who also were low-income Mexican Americans
and others).  As I will discuss shortly, these biases towards problem cases help explain
why several doctors working at this public clinic (and others like it) expressed
concerns about “non-compliance” among their low-income and/or racial-ethnic
minority patients.

As described in Chapter 5, epidemiological studies focus the attention of their
readers (doctors and nurses) on the correlations between race-ethnicity and disease,
rather than class.  The practitioners at the Collins-Lambert Clinic knew that they were
working with low-income patients, and recognized the limitations imposed by poverty.
Nevertheless, the epidemiological focus on race-ethnicity was reinforced by several
clinical practices.  The patients’ hospital identification cards and their files highlight
race-ethnicity.  Typically, when residents discussed “cases” with the attending
physicians, they specified the patient’s race-ethnicity, gender, and age (often without a
name), and then discussed the details of the case.  These practices reinforce the
“common sense” assumption that all three categories represent biological (or genetic)
and/or cultural distinctions that are medically significant.  These daily practices
combined with the epidemiological stress on race-ethnicity (not to mention the general
trend in the United States to stress racial-ethnic differences more than class
differences) may help explain why doctors, when asked about the causes of patient
non-compliance, tended to cite “barriers” related to Mexican American culture more
than they mentioned “socioeconomic barriers.”

Services at the County Clinic from the Perspective of Patients
Of the thirty-five low-income Mexican American men and women we

interviewed, twenty-two did not have health insurance.  They were going to the county
clinic primarily because, as Carmen Luján put it:

It's a cheaper place to go and for us when you go, I mean you go to a
private doctor, they charge a lot [hm hm] the Collins Lambert, you go
and you don't have to have the money right away to pay.
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Patients paid for visits on a sliding scale, based on their incomes.  Clinic fees ranged
from $5 to $30.  Additional expenses included the doctors’ fees, lab fees, medications,
and other services.  The Collins-Lambert pharmacy had a special plan to reduce
medication costs.  Consequently, some people we interviewed who were receiving
Medicare chose to attend the county clinic to get access to their cheaper medications.
The Collins-Lambert Clinic also instituted an HMO-like plan through which patients
could pay $17 a month and receive unlimited services, not including doctors' fees and
prescriptions.  This plan was intended to benefit patients with chronic illnesses like
diabetes and was appreciated and used by them.22

Most of the people I interviewed paid $5 to $8 the day of their appointments.
If they didn’t have the money, the nurses asked them to pay “whatever you have.”
One nurse told me that if people did not have money, they would not be denied
service.  The county hospital system billed patients later for other fees.  During the
interviews, no one talked about how much they were being pressured to pay these
bills.  No one mentioned constant calls or harassment.  Some people owed several
hundred dollars, and a few owed several thousand.  However, they were all making
efforts to pay their bills by sending $20 a month or whatever they could afford.  The
appointment costs, as well as the costs of medications, blood glucose monitoring
equipment and strips, and diet foods low in fats, sugars, and salt were considerable for
people with low incomes.  In addition, people had to pay for transportation costs to get
to the clinic, and many of the working poor had to forego wages for a day or half a day
to attend appointments.

The overall assessment of the Collins-Lambert Clinic among the people we
interviewed was relatively positive.  They liked the clinic's low-cost plans and their
apparent "pay what you can" approach to patients.  Despite the high turnover of
doctors and the repetitious medical routines that were characteristic of this teaching
clinic, most people said that they were getting good quality care.  Some also thought
that the students were more up-to-date than “regular doctors.”  They also spoke
favorably about the nurses, especially the ones who worked in Diabetes Education.
Several commented that "they treat people nice," regardless of how much money you
have or what color you are.  A number of people had gone to this clinic for the entire
time they had lived in San Antonio.  Five women gave birth to their children there and
one man was born there, when it was still a full hospital.
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However, this public clinic did have long waits.  The Medicine Clinic, for
example, had a policy of scheduling all appointments for 1:00 p.m.  They had high no-
show rates, so this policy ensured that the doctors would be kept busy.23  However,
this meant that some patients ended up waiting until late in the afternoon to see the
doctor.  In general, the waits at the pharmacy were also long.  I sat and talked with one
woman for an hour and a half while she waited to have her prescriptions filled.  Walk-
In patients were scheduled on a triage basis, so they could have long waits.  On the
other hand, the Walk-In Clinic scheduled follow-up appointments for specific times.
One man I interviewed was called in for his appointment about five minutes after he
got there.  Some people also talked about difficulties trying to schedule appointments.

Two thirds of the people we interviewed criticized the long waits.  However,
they usually cited this as the one thing that they did not like about the clinic.  In
addition, several people said that they "understood" that the clinic had to serve a lot of
people.  As one example, Ruby Chacón had this to say about the clinic:

Well, it it's OK.  Nomás que híjole, es una vida eterna allí, [mm hm]
you know, I mean yo no digo que they don't give you the best of care,
you know, que no sirven, nada de eso, because hasta ahorita, you know,
they've helped me and what have you [mm hm], pero the system, que
duran mucho, you know.   I can understand que son mucha gente, que
no nomás soy yo, [mm] you know, pero, y las, como allí en el Medicine
Clinic, nunca me han hecha mala cara ni nada.
Well, it it's OK.  It's only that, man, you could spend a lifetime there,
[mm hm] you know, I mean I'm not saying that they don't give you the
best of care, you know, that they're no good, nothing like that, because
until now, you know, they've helped me and what have you [mm hm],
but the system, they take a lot of time, you know.   I can understand that
there are a lot of people, that it's not only me, [mm] you know, but, and
the ones, like there in the Medicine Clinic, have never treated me bad
[or looked at me with scorn] or anything like that.   

The doctors and nurses at the county clinic wanted to help their patients prevent or
delay the long-term complications associated with diabetes.  The patients recognized
their good intentions.  However, as the analyses of Mishler and Waitzkin suggest, the
aspects of doctor-patient interactions that help reinforce existing social inequalities
and promote technical-rational social values often operate at the level of “common
sense,” and are barely noticed by health care providers or by patients.
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The Basic Elements that Frame the Ongoing Care of Diabetes
and Particular Effects for Patients and Doctors in Public Clinics

The basic elements of the “voice of medicine” that constitute diabetes care
include constructions of “disease” as “pathologized life,” definitions of diabetes, high
blood pressure and high cholesterol and their ongoing care in relation to medically
established “normal” ranges of “clinical indicators,” constructions of diabetes
treatment as a series of “disciplinary” practices, rhetorical emphasis on “control,”
concerns about patient “compliance,” and constructions of patients in terms of “risks”
based on statistical studies on populations.  Basically, these are elements that Foucault
(1975, 1979) identifies as constituting biomedical and other forms of institutional
knowledge and practices.24  Although there has been some questioning of these
constructs in medical anthropology and among biomedical researchers and
practitioners, I would argue that they are frequently taken for granted as components
of “standard” clinical practices.  This analysis will highlight how doctors explicitly
and implicitly represented these basic elements of the “voice of medicine” to patients
and how patients responded to those representations.

As the interactions with Sra. Vega and Sra. López will illustrate, these basic
elements are also used to talk about high blood pressure and high cholesterol (as well
as other ailments).  I would argue that biomedicine’s repeated uses of normalcy,
control, compliance, and risk reinforce the processes by which these forms of
knowledge “achieve moral legitimacy and appear to be part of the natural order”
(Lindenbaum and Lock 1993:xiii).  At the same time, this discourse seems to take a
particularly stringent form with respect to diabetes.  Medical discourse about (Type I
and Type II) diabetes often stresses the need for a strict diet and discipline in
coordinating medications with eating.  The long-term complications of diabetes, such
as blindness, amputations, and kidney dialysis, can be devastating.  As a result, doctors
feel “considerable urgency” to “control” diabetes (e.g., Larme 1997:7).  The doctors
interviewed by Anne Larme noted that diabetes treatment is difficult because blood
sugars constantly fluctuate, the medications available are not as effective as those
available for high blood pressure and other chronic illnesses, and diabetes medications
can cause low blood sugar symptoms if not properly coordinated with food and
exercise (1997:3-4).  As Sue Estroff has observed, high blood pressure, heart diseases,
and many other chronic conditions are generally constructed as “I have” illnesses,



233

233

while diabetes tends to be constructed as an “I am” illness along with mental illnesses,
disabilities, and addictions—e.g., diabetic, schizophrenic, paraplegic, and alcoholic
(1993:257-258).  This suggests that people who have diabetes are expected to identify
with the illness and its “pathologized life” to a greater degree than people who have
high blood pressure and high cholesterol.  

Estroff suggests that the “I am” illnesses “tend to include those where
attributions of blame for the condition rest with the individual" (1993:258).25  For
people with Type II diabetes, that blame is linked to being overweight and/or
“noncompliance” with the regimens.  Moral judgments stemming from the
construction of chronic illnesses in terms of control seem to be applied more
frequently or strongly to diabetes than to high blood pressure or high cholesterol.26

Citing Kirmayer (1988), Larme (1995b) suggests that patients are blamed when the
limits of biomedicine’s technical abilities are challenged.  The doctors that she
interviewed, who worked with low-income Mexican American patients in public
clinics along the U.S.-Mexico border, extended that blame to the patients’ “culture,”
socioeconomic status, and/or low levels of education (1995b:9-10).  Lakoff and
Johnson’s analysis of everyday metaphors (discussed in Chapter 4) suggests that the
oppositions used to talk about diabetes—high/low, uncontrolled/controlled,
compliant/noncompliant—have commonsensical links with good/bad.  Hence, the
moral judgments associated with diabetes can be taken for granted as common sense.

In general, from the biomedical perspective, a ”pathologized life” with diabetes
includes regularly scheduled interactions (or “monitoring” or surveillance) with health
care providers.  At the county clinic, the standard minimum for optimal diabetes care
was once every three months with a primary care physician and once a year with the
ophthalmologist and the podiatrist.  Patients also were asked to come in one week
before scheduled appointments for a fasting blood test in the clinic’s laboratory.
Newly diagnosed patients were given appointments with diabetes education and/or a
nutritionist.

Treatment recommendations for diabetes are often constructed as “regimens”
of “strict” diets, “regular” exercise, and eating meals and taking medications at set
times every day.  According to the biomedical model, “compliance” with the regimens
should enable patients to achieve the “goal” of “normal” clinical indicators and/or
“good blood glucose control,” and thus hopefully prevent (or delay) complications.
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During interactions, the doctor evaluates (or judges, or interprets) the patient’s clinical
indicators by comparing them to medically (and statistically) established normal
ranges.  High blood sugars and the onset of complications are interpreted as signs of
poor control, and are often also assumed to be signs of non-compliance or poor
compliance with recommended treatments.  Based on their evaluations of the clinical
indicators and assumptions or inquiries about compliance, doctors propose changes in
medications as the technical solution to bring the clinical indicators closer to the
normal range.  As Hunt and Arar (2001) suggest, they also try to “educate” and
“motivate" patients to make lifestyle changes.  As part of these efforts, doctors convey
information about "risks" and long-term complications.  In addition, if patients have
poor control or signs of complications, doctors generally recommend more frequent
appointments.

The intention is to help prevent or delay complications, but patients with high
blood sugars and/or complications then also experience increased surveillance and the
potential for assumptions about their lack of control and compliance and their lack of
knowledge and motivation.  More frequent appointments also mean more chances for
the patients to hear and experience the rhetoric and practices of control and
compliance.  For low-income patients attending public clinics, such as the Collins-
Lambert, this also meant more potential to experience long waits.  As mentioned
earlier, patients at clinics with high doctor turnovers are also likely to experience the
more extensive questioning that is typical of a new encounter.  The doctors’ intentions
are to get to know new patients and to ensure adequate care for their diabetes.
However, as the interactions between Dr. Nielsen and Sra. Vega and between Dr.
Harsa and Sra. López will show, the close-ended questions that are typical of medical
encounters convert the diabetes care questions into a check-list of compliance.

In other words, the model of diabetes care based on control and compliance has
particular effects for health care providers working in public clinics and low-income
Mexican Americans and others who attend those clinics.  Christiana Miewald (1997)
analyzed a diabetes education program that gave personal attention to low-income
African Americans and whites in Lexington, Kentucky.  Although this program
stressed “patient empowerment,” it was framed in terms of compliance with strict
regimens to achieve control.  Dieticians and nurses worked with patients to enhance
their “knowledge” of the relationships between eating certain foods, exercise, stress,
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and “objective” measures of their blood glucose and blood pressure.  Nevertheless,
Miewald observes that the discourse entailed “white, middle class assumptions” about
individual responsibility and “knowledge” leading to “wise consumption.”  These
assumptions led to “cycles of guilt and blame” as patients tried to “do the right thing”
(but could not fully comply) within a social system in which they had less access to
resources and more stressors than middle class whites.

As discussed in Chapter 5, the San Antonio Heart Study documents that larger
proportions of working class Mexican Americans have Type II diabetes, high blood
sugars, and some complications, compared to wealthier Mexican Americans and
Anglos.  This means larger proportions of working class Mexican Americans were
likely to be experiencing surveillance by doctors (assuming they had access to health
care).  Furthermore, people with low incomes and/or minorities experience similar
surveillance in other institutions.  As Edin and Lein (1977) and others have shown,
people with low incomes in the United States often have to submit to surveillance by
social workers and other professionals to obtain resources needed to make ends meet.
As described in Chapter 3, several people we interviewed applied for disability or
Social Security.  Some obtained it after years of struggling, but others were denied.  In
the clinic and other institutional settings, they interact with middle class professionals
who evaluate them and may make assumptions about their knowledge, motivation, and
“lifestyle choices.”  At the Collins-Lambert Clinic, if patients decided to explain any
difficulties to doctors, they were addressing doctors who were financially better off
and had higher educations, and usually were younger and healthier.27

A Brief Summary of Diabetes Care
from the Perspective of Low-Income Mexican Americans

As described in Chapter 3, the people we interviewed earned low wages, had
experienced periods of un- and under-employment, and had little or no access to health
insurance.  They had difficulties meeting basic household expenses.  They often had to
make difficult financial choices.  Those choices sometimes included not attending
appointments or not purchasing medications.  Family “obligations,” such as caring for
grandchildren or sick relatives, also affected their ability to attend appointments.
Several people said that they could not afford to fully implement diet
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recommendations.  Implementing diet changes was difficult for women who were
cooking for large households.

Most of the people we interviewed had low levels of formal education.  They
ranged from less than one year in Spanish to two years of junior college in English.
They also had varying levels of ability to speak Spanish and English.  However, this
did not mean that they lacked knowledge (including biomedical knowledge) about
diabetes or the ability to understand basic physiology and “complex regimens.”  Most
of the people we interviewed had knowledge of the experiences of family members,
in-laws, or friends with diabetes.   In particular, they were aware of the possible
complications.  They actively sought information about their illnesses, particularly
after they were first diagnosed.  Several had attended or were attending the diabetes
education classes.  As Hunt and Arar 2001 put it, they also used their own
“observations and experiences” (which for several, included home blood glucose
monitoring) to “evaluate” what to eat and when to take medications.

As I will discuss in Chapter 8, in terms of motivation, some people admitted
that at first they “did not take it seriously.”  Others said they got tired of the diet and
gradually fell off of it.  However, eventually they got back on “the diet.”  Some people
said that the “fear” of complications motivated them.  They also talked about desires
to act “normal” and enjoy life’s pleasures.  They mentioned “temptations” at parties,
during holidays, or when cooking.  At times, they chose not go to parties to avoid
temptations.  Others found ways to avoid temptations while at the parties.  After their
initial diagnoses, several men who drank heavily and/or smoked started to gradually
cut back.  Some eventually gave up these “habits.”

As Hunt and Arar put it, over the course of their illnesses and their lives, the
people we interviewed did not “fully” comply with what I would observe is an
idealized strict regimen (2001:362).  However, all the people we interviewed had
made and were making attempts to change their lifestyles.  They were taking care of
the diabetes within the priorities and constraints of their everyday lives.  The details of
their self-care activities will be discussed in Chapter 8.  Hunt and Arar note that the
all-or-none conceptualization of compliance is too simplistic for complex long-term
treatments.28  As they observe, people who have diabetes make many
“microdecisions” every day (2001:362).29  Furthermore, as most diabetes manuals
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observe, illness episodes and stress can elevate blood sugars for someone who has
diabetes (e.g., Krall and Beaser 1989:24).

Most of the people we interviewed went in and out of periods of “good” and
“poor” blood glucose “control” over the long run.  However, because we recruited
people at the clinic, our research was affected by the same bias that affects clinicians’
everyday experiences of diabetes.  That is to say, on any given day, we were likely to
be recruiting people who were currently experiencing problems.  Furthermore, we
intentionally selected people who were “newly diagnosed” and then people who had
“poor blood glucose control” but were not yet experiencing major complications.30

Like clinicians, medical researchers also have a tendency to focus on problems and
take for granted those who are doing well.

Doctors’ Perceptions of Low-Income Mexican Americans Who Have Diabetes
Linda Hunt and Nedal Arar (2001) analyzed interviews that were conducted by

Anne Larme and Ryan Buchholz with health care providers working with low-income
Mexican Americans (and others) in various public clinics in South Texas.31  They
observe that:

Providers uniformly cited noncompliance as the central problem they
face in managing diabetes, which they generally attributed to patients’
lack of understanding and motivation (2001:355).

To explain this noncompliance, the providers often mentioned “cultural”
characteristics that they believed to be “typical” of the Mexican American population
they served (2001:355).32  Hunt and Arar provided quotes from health care providers
who were Anglo, Filipino, East Indian, Mexican American, and Colombian.  Here is
what a Mexican American family practice doctor had to say:

It boils down to education . . . .  Unless the population is made aware of
it, they aren’t gonna change.  One of the biggest barriers is the
Mexican-American diet, sedentary lifestyle, socioeconomics,
sometimes families.  A very common notion is, “Well, I have diabetes,
what the hell, I’m gonna die anyways.”  So the men keep on drinking,
the women keep on gaining weight, and the hell with it all.  It’s sort of
an attitude, but it’s not with everybody.  But there is a fair percentage
of that here (Hunt and Arar 2001:356).

The other quotes were similar.  Hunt and Arar observe that the health care providers
tended to focus on the patients’ lack of knowledge and/or motivation.
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As I will describe, the doctors’ assumptions about the patients’ lack of
compliance, knowledge, and/or motivation affected the dynamics of the interactions
with Sra. Vega and Sra. López.  However, it is important to try to understand how and
why a number of doctors reached these conclusions about their patients.  How do their
clinical experiences reinforce apparently enduring societal stereotypes about Mexican
Americans as well as other racial-ethnic minorities and/or people with low incomes?
At the same time, as illustrated in the quote above, several doctors also regarded
socioeconomics and other factors as health care “barriers.”  In addition, Anne Larme
(1995a) notes that a small minority did not stress the noncompliance of patients.

At the county clinic in San Antonio, I heard residents and attending physicians
discussing whether or not they thought particular patients were compliant with
medications or diet.  I also had conversations with doctors who talked about “poor
compliance” among low-income Mexican American diabetes patients.  As Hunt and
Arar suggest, they focused on the patients’ lack of education and/or motivation.  One
doctor cited diet, alcoholism, smoking, obesity, and younger age of onset as problems,
and wondered if “fatalism” might explain the high rates of complications.  Another
cited factors like “ignorance” and a “lack of education.”  One noted, “A lot depends on
how motivated the patient is.  Many have a poor understanding.  They do not care
about their health.”  A month after first diagnosis and “a teaching process,” “the highly
motivated might get theirs down,” but “most do poorly.”  This doctor estimated that
six out ten did poorly, and cited “intelligence level” and “cultural differences” as
possible reasons for the poor outcomes.  All of these doctors were Anglos.

Ronald Loewe and his colleagues observed interactions between doctors and
low-income diabetes patients (who were mostly African Americans or Latinos) in
public clinics in Chicago.  A “recurrent theme” among the physicians and physician
assistants was “the difficulty of getting asymptomatic patients to see the long-term
consequences of uncontrolled diabetes.”  According to one physician assistant, “they
don’t see that the changes they make really affects their life and keeps their kidneys
and eyesight and everything.  It’s too far along, in the future to see any immediate...”
(1998:1271).  This remark echoes stereotypes about the poor and/or minorities who
live in the present and do not plan for the future.  (The sacrifices that several people
we interviewed made to help their children get quality educations are but one example
of practices that belie this stereotype.)  Larme also notes that the health care providers
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she interviewed felt that diabetes was hard to treat because “its symptoms are an
unreliable guide to the severity of the disease for patients” (1997:5).

Several doctors at the Collins-Lambert Clinic talked about the problem of no
symptoms or mild symptoms, which they linked to education and motivation.  One
Anglo doctor attributed poor compliance to the patients’ inability to “concretize.”  To
illustrate, she portrayed her patients this way: “If I don’t feel bad, can’t be that much
wrong.  And even if they feel bad, they don’t connect all that.”  Another noted that “a
lot of them don’t see a doctor unless they feel sick.”  A doctor from Colombia
explained the patients’ “resistencia para cumplir” along similar lines: “Se niegan.  Es
la cultura hispano.  Tú no crees que te hayas enfermado, sin molestia.”  “They deny
(they have it).  It is the Hispanic culture.  You do not believe you are sick, without
bothersome symptoms.”  He noted that people would attribute the symptoms to
something else, like being tired due to work or feeling thirsty due to the heat.  They
would delay going to the doctor, or not take the medicine, and the consequences were
disastrous with an illness like diabetes.  Later he added that "El Anglo interpreta el
dolor como algo pasó.  El hispano, el dolor no es nada.  Es la cultura, y el grado de
educación."  "Anglos interpret pain as (a sign that) something happened.  (For)
Hispanics, pain is nothing.  It's the culture, and the level of education."

As I will discuss in Chapter 8, several people we interviewed were familiar
with the symptoms of onset of diabetes, or had relatives or friends who suggested that
their symptoms might be caused by diabetes.  However, some people did not have
much knowledge about diabetes when they started experiencing symptoms.  As the
doctor from Colombia suggested, they attributed the symptoms to work, the heat, or
depression, and some did delay in going to see the doctor.  However, the doctor was
quick to attribute differing interpretations of symptoms or pain to “culture” and the
person’s “level of education.”  Their interpretations of pain also may have to do with
the physical nature of most working class jobs, rather than Hispanic culture per se.
People of all educational levels may not be familiar with the symptoms of onset of
Type II diabetes unless they happen to know someone affected by the illness.  In
addition, factors like the lack of health insurance and being busy at work were related
to delays in consulting with a doctor about these symptoms.

The Colombian doctor also observed:  "No se puede curar, pero sí se puede
controlar.  Requiere disciplina.  No están dispuestos a cambiar los hábitos de
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alimentos."  “It cannot be cured, but it can be controlled.  It requires discipline.  They
are not inclined to change their eating habits."  His solution was education.  "Necesitan
información."  One need not scare them,"pero hay que mostrar las complicaciones a
los hispanos," "but one has to show the complications to hispanos."  He concluded
that with "con los recursos que hay ahora para controlar, el paciente tiene que
hacerlo" with the resources that there are now available for controlling (diabetes), the
patient has to do it."

The rhetoric of discipline, control, and compliance permeates the discourse of
this doctor.  This rhetoric affects not only doctors who are Anglo, but also doctors
from various racial-ethnic backgrounds, including Latinos.  The basic elements and
logic of the diabetes care model, combined with medical models that stress patient
behaviors and beliefs (especially self-efficacy or locus of control), the ideology of
individual responsibility, the clinical orientations towards problem-solving and
problem cases, and the trend in medicine to focus on correlations between disease and
race-ethnicity, may help explain why many doctors thought that noncompliance was
the central problem in diabetes care among low-income minority patients, and then
linked that non-compliance to “cultural” characteristics.  The health care providers’
assumptions about the patients’ lack of knowledge and motivation correspond to
persistent stereotypes about the “ignorance” and “fatalism” of Mexicans, Mexican
Americans, the poor, and/or other minorities in the United States.  Furthermore, these
assumptions dovetail with similar stereotypes about the poor, indigenous people,
and/or people of color in Mexico, the rest of Latin America, and elsewhere.  These
stereotypes reflect the legacies and hegemony of racist colonial ideologies.  These
legacies also may help explain why the stereotypes “make sense” to medical
professionals from different cultural backgrounds who share similar class positions.  In
particular, the interaction between Dr. Harsa and Sra. López will illustrate how it is
possible for middle class professionals in clinics and other institutions to interpret a
client’s resistance to questions that imply these stereotypes as confirming the person’s
lack of knowledge and motivation.  As Americo Paredes’ (1977) work suggests, they
can miss the joke, or misinterpret sarcasm.

However, there were variations in the views of health care providers.  The
Mexican American doctor quoted earlier also mentioned “socioeconomics, sometimes
families,” as well as “the Mexican American diet” and “sedentary lifestyle.”
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Furthermore, he noted that “not everybody” had “the attitude.”  According to Larme,
the providers cited poverty and low education as the greatest “patient barriers”
(1995a:7).  Several doctors recognized that their patients could not afford
appointments and had difficulties getting transportation to the clinics.  In another
analysis of these interviews, Hunt, Arar and Larme (1998) note three variations in the
providers’ comments about socioeconomic barriers to recommended treatments.  A
few denied that poverty was a serious barrier and viewed it as an excuse.  Others
thought that cultural practices, such as reluctance to change eating customs, were more
important than socioeconomic factors.  Some recognized the importance of
socioeconomic factors, but could not find ways to integrate it into their treatment
approaches, so they also “repeatedly referred to the need to better educate and
motivate the patients” (1998:667).

In addition, according to Larme (1995a, 1997), when the health care providers
were asked to compare diabetes care to other chronic illnesses, they cited factors like
less effective medications.  Furthermore, apparently they also talked about barriers
related to types of medications carried by the pharmacies, administrative pressures to
see 20 to 25 patients a day (which meant they spent an average of about 10 minutes
with each patient), and limitations placed on referrals to specialists by Medicaid and
Medicare.  Nevertheless, Larme indicates that most of the health care providers
thought that diabetes care was “frustrating,” because it depended on patient lifestyle
changes over which they had no control, and they talked about high rates of non-
compliance.  On the other hand, a few providers (who were mostly younger and/or
Spanish-speaking) thought that diabetes care was “challenging” and worked with
patients on adapting self-care behaviors.  They rarely described patients as non-
compliant.  Apparently, they were the ones who could name “facilitators” in the “local
culture.”  These included family bonds that facilitate self-care behaviors, respect for
authority which doctors could use to convince family members to be more supportive,
a strong social orientation that could be used to develop support or exercise groups,
favored local foods that are healthy (such as corn tortillas, nopalitos, calabacitas,
lettuce, and tomatoes), and faith in God, which when viewed positively, could be used
to encourage patients to take care of themselves.  However, even this small group of
“creative” doctors also saw their role as “educating” and “motivating” patients.
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Educating and Motivating the Patients
The physicians in Loewe et al.’s study wanted patients “to realize that they can

be sick without feeling ill” and “to recognize the progressive nature of the disease
(without becoming fatalistic).”  At the same time, they did not want to convey any of
their own ambivalence regarding the efficacy of “tight control” or weight loss, or their
own pessimism about the prognosis (1998:1274).  Their ambivalence and pessimism
were based on their beliefs that diabetes would “move forward toward a more or less
predictable future,” either because biology and genetics would supersede the patient’s
attempts to “self-regulate” or because “the patient is unable or unwilling to regulate
him or herself” (Loewe et al. 1998:1270-1271).33  Loewe et al.’s examples suggest that
these beliefs were based on journal science research (e.g., studies that stress
correlations with duration) and clinical experiences (which included training in public
hospitals with amputations and “uncontrolled” diabetes as well as the “locker room
talk” about memorable cases) (1998:1271, 1273).  Loewe et al. conclude that “the
unstated key” for doctors was to find “the balance between fear and hope.”  They
regarded using fear to motivate patients as “often necessary or inevitable,” but also
valued providing hope, as long as it was not “false hope” (1998:1273).

Loewe et al. observe that “educating the patient” was “the phrase most
commonly used by physicians to describe what they do in the context of a diabetes
consultation” (1998:1272).  In particular, this meant educating patients about the
“risks” of diabetes.  Their “rhetorical strategies” included “graphic descriptions of
patients in advanced stages of the disease, references to scientific reports, or entreaties
to observe shared cultural ideals such as personal responsibility” (1998:1274). 34  For
example, one doctor used a “visceral tale” about amputations to stress why diabetics
should “check their feet every single day.”  (The patient apparently did not appreciate
the tale, and responded, “O.K. in real life you see what the reading is today.”)  One
resident used “numbers” to persuade non-compliant patients, because they were
“scientific” and would convey “respect for them, that they have some intelligence and
that you’re not talking to them uh, not in glittering generalities.”  Some physicians
described education as “presenting information to poorly educated diabetics” and
“reminding patients of the things they repeatedly forget (e.g., proper nutrition).”
Although some physicians stressed “the importance of negotiating with patients to get
them to eat fewer sugary treats” and one spoke of a “therapeutic alliance,” several saw
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themselves as authority figures, expounding on nutrition, even when they admitted
that they had learned little about it in medical school (1998:1271-1273).

In the interactions with Sra. Vega and Sra. López, both doctors listed “risks”
for the patients.  They did not resort to “graphic descriptions” of complications.
However, a young doctor of Vietnamese descent who worked in the Walk-In Clinic,
used a variation of this tactic to educate his newly diagnosed patients.  He observed,

You try to point out the complications.  . . .  The ones who listen
usually are very good.  After you show them what the disease can do.
Blindness, amputation.  I take them over to see the patient in the next
room.  There are always plenty of examples.  . . .  Once I show them
examples, they start to comply.  [I asked him to elaborate.]  I show
them a real example.  I ask the patient to talk to the patient.  Bilateral
amputations in the next bed, high sugars.  I ask her, tell him how you
got this way.  Then she would tell him, “Well, I eat a lot of candy that’s
soft.”

This doctor thought that about one third of the patients were “non-compliant,” which
was lower than the estimate of his Anglo colleague.  He also observed that, “It’s not
appropriate to assume that Hispanics do not comply.  I do have patients who comply.
The poor are less compliant.”  I asked, “Why?”  “Less education.”  That is why he
showed them “a real example.”  I asked him what he did when patients were non-
compliant.  He answered, “I tell them to stay the best you can, and I give them a
higher dose of insulin to compensate.  Everyone I see, I send to the dietician.”

Loewe et al. imply that the resident who used “numbers” was fairly unique.  As
the interactions with Sra. Vega and Sra. López will indicate, the practice of reporting
numbers along with the assessments of clinical indicators was fairly routine in the
interactions I observed.  However, numbers were not consistently provided, especially
when the numbers were “fine.”  The resident in Loewe et al.’s study also felt that it
was important to “write down things, then people can see for themselves.”  In the
interactions that I observed, the doctors did not write numbers down for patients.35

Loewe et al. observe that a “good part of the diabetes consultation” was
devoted to discussing diet (1998:1272).  In most of the interactions I observed, the diet
discussions were brief and general.  One of the doctors interviewed by Loewe et al.
said that he tried to tell patients “some of those things the dietician is going to tell
them ... because some of them takes what we tell them as the gospel truth”
(1998:1272).  Dr. Nielsen and Dr. Harsa offered general advice that reinforced the
basic messages taught by Diabetes Education.  They also made sure that the patients
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had appointments with the dietician.  Neither one asked what the patients were eating.
On the other hand, as I will discuss later, some of the doctors I observed did briefly
discuss diet information that specifically related to their patients.

Loewe et al. quote a female doctor who thought it was “a real bummer to be
asking people to change their lifestyle” (1998:1273).  The emphasis on discipline and
control in diabetes care can lead doctors into the roles of “parent” or “teacher,” which
puts their adult patients in the roles of “child” or “student.”  In addition, as Paul Willis
(1977) and Douglas Foley (1990) have shown, school officials typically exert stricter
versions of discipline towards students who are working class and/or racial/ethnic
minorities.  Several people I interviewed mentioned that they felt like the doctor was
“scolding” them.  Luis Antonio Tovar, for example, said:

I have no complaints with the doctors I’ve seen, they’ve you know,
showed a lot of interest in it.  [mm hm]  [He cleared his throat.]  All of
my health, matter of fact, they’re always getting after me, because they
feel sometime that I don’t put enough efforts to it, but sometimes
finances has a lot to do with it, you know, to keep, you know, the
necessary things at home.

When Sra. Vega told Dr. Nielsen she had not taken the medications because she
“couldn’t afford it,” he ordered her, “Don’t let that happen again.”  Dr. Harsa spent
most of the interaction telling Sra. López what she “needed” to do.

Interestingly, despite the emphasis that several doctors placed on the relative
lack of symptoms and the patients’ supposed inability to detect subtle changes, during
the interactions I observed little attention was paid to high blood sugar symptoms.
The main focus was on the “objective” data, i.e., the results of the clinical blood tests.
In general, the doctors did little to explain the pathophysiology of diabetes or connect
the patients’ experiences of minor symptoms with their blood sugar levels, the
medications, or early signs of the onset of complications.  However, the doctors did try
to ensure that patients on medications were not experiencing low blood sugars.

Control and the “Goals” of Diabetes Care
Loewe et al. affirm that “control” was “the centerpiece” of many physicians’

narratives.  They report that doctors used control both as a “measure of metabolic
functioning” and as a “cultural ideal.”  They observe that the emphasis on control “is
part of a larger social discourse in which disease (as poverty and homelessness) is
considered the result of the individual’s failure to achieve autonomy” (1998:1274).
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Like Miewald (1997), they conclude that the framing of diabetes care in terms of
control and personal responsibility can lead practitioners to “blame the patients,” even
though they “privately acknowledge” doubts about the benefits of current treatments.
Furthermore, although several physicians they observed encouraged patients “to take
control” of their diabetes, when the patients’ blood sugars were “not controlled,” they
re-exerted professional control by scheduling more appointments (1998:1271, 1274).

Hunt and Arar propose that from the doctor’s perspective the “goals” of
diabetes care are to ensure “blood glucose control” and to “induce patients to ‘control’
their self-care behaviors,” or in other words, to ensure compliance with recommended
treatments (2001:352-355).  The doctors evaluate control based on the clinical
indicators, and try to ensure control by using strategies to educate and motivate
patients.  Hunt and Arar also propose that patients share the “goals” of “control over
the disease and health behaviors,” but have to adapt treatment recommendations to
“the complex context of their everyday lives,” and evaluate treatment strategies based
on their own experiences and observations (2001:353-354).  As I will discuss in
Chapter 8, most of the people we interviewed used “control” to talk about diabetes
and/or their blood sugar levels.  However, in the analysis of these doctor-patient
interactions, I want to illustrate how this language is reinforced, or in other words,
how the “education of consent” takes place.  The interactions between Sra. Vega and
Dr. Nielsen and between Sra. López and Dr. Harsa illustrate how the slippage between
blood glucose control, control of the disease and its symptoms and complications, and
behavior control can be taken for granted by health care providers and patients.

At the same, it is important to recognize that doctors and patients share another
“goal,” which is to prevent or delay complications.  For doctors, “blood sugar control”
is the primary means to accomplish this goal.  However, the doctors I observed also
monitored the patients for early signs of any complications.  After all, biomedicine can
offer treatments, such as medications for the kidneys and laser treatments for the eyes.
Furthermore, as already mentioned, another important goal for doctors and patients
was to prevent acute low blood sugar symptoms for people taking medications.36

These goals were addressed during the interactions with Sra. Vega and Sra. López.
The Joslin Diabetes Manual lists two other “goals” of diabetes care: “to restore

the ‘physiology’ (the chemical workings of the body) of the person with diabetes to as
normal a state as possible” and “to have the person with diabetes live a life as close to
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‘normal’ as possible” (1989:32).  Another way to think about the first goal is that
treatment recommendations are intended to help patients metabolize their food, since
their bodies either are not producing enough insulin or cannot effectively use the
insulin that their pancreases produce.  This goal frequently gets lost in the focus on
“blood glucose control.”  The second goal illustrates that health care providers are
aware of patients’ desires to live a “normal” life.  The manual adds that life cannot be
normal “in the strictest sense,” meaning that people with diabetes cannot do “what
they please without thought of medicines, diet, or other restraints” (1989:33).  Dr.
Nielsen articulated a version of this goal in his interaction with Sra. Vega when he told
her, “we are trying to reduce the risks . . . without the quality of life being bad.”

Basic Structure of Interactions for the Ongoing Care of Diabetes
Mishler and Waitzkin analyzed interactions leading to a diagnosis, follow-up

appointments, annual physical examinations, physical examinations required by other
institutions, and routine appointments to monitor chronic illnesses.  They identify
structural similarities shared by all these interactions that are “typical” in outpatient
clinics.  As Mishler describes it, in a “typical” medical encounter:

Patients describe their symptoms and complaints, occasionally
surprising physicians by their particular concerns.  Physicians ask a
variety of detailed questions, evaluate patients' accounts, comment on
their general state of health, and suggest reasons for their problem and
possible courses of action (1984:5).

According to Waitzkin, the “traditional format” taught to medical students is: chief
complaint, present illness, past history, family history, social history, systems review,
physical examination, other investigations (e.g., lab tests), diagnosis, and plan
(1991:27).  A doctor at the Collins-Lambert described an abbreviated version of this
format, using the mnemonic “SOAP”: symptoms, objective data, analysis, and plan.

The interactions for ongoing care of diabetes that I observed more or less
followed these formats.  However, routine chronic illness interactions deal with
conditions that are already diagnosed, and they are typically scheduled based on the
doctors’ recommendations.  Hence, the interactions usually did not entail a discussion
of symptoms or complaints leading to a diagnosis, unless the patient came in with a
new problem.  Yet doctors often began these interactions with the standard questions
that presume the patient initiated the appointment and has complaints.  Ruby Chacón,
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for example, noted that it was “frustrating” and “kind of stupid” that doctors give you
an appointment within three months and then ask, “Why are you here?  What’s your
problem?”

In contrast to interactions leading to a diagnosis, in the routine chronic illness
interactions that I observed, little attention was paid to symptoms.  Instead, the doctors
mainly discussed the results of lab tests (and to a lesser extent, physical examinations),
i.e., the "objective data."  I will argue that more attention should be paid to symptoms.
Symptoms were part of the patients' ongoing experiences of diabetes, and they used
symptoms to help make “microdecisions” about what to eat and drink.

Waitzkin observes that doctors usually gather more detailed histories and do
more extensive systems reviews during first encounters with patients, and that doctors
in training usually ask more questions than experienced physicians.  As noted earlier,
patients attending public clinics have more encounters with doctors in training and
more first encounters due to high doctor turnover rates.  They frequently experience
the repetition of these questions.  For example, Ruby observed:

Y luego que te vuelvan a preguntar lo mismo que ya has contestado
quien sabe que tantas miles de veces.  [oh]  I mean, que te cuesta leer el
chart, y luego háblame.  [mm]
And then they keep asking you the same questions that you have
answered who knows how many thousands of times.  [oh]  I mean, how
much does it take for you to read the chart, and then talk to me.  [mm]37

Dr. Harsa (a resident who apparently did not have much time to read the file) asked
Sra. López several questions about her medical history and her family's medical
history.  Dr. Nielsen (who was more experienced and spent some time reading the file)
questioned Sra. Vega about when she was first diagnosed with diabetes.

Neither Mishler nor Waitzkin discuss the role of the medical file during doctor-
patient interactions.38  Although the doctors changed frequently at the Collins-
Lambert, the patients' medical files contained records of all previous appointments and
lab tests (grouped separately).  These records included summaries of interactions at the
county hospital.  The inside cover the files had a list of the patient’s conditions that
ideally included time of first diagnosis.  This list was a new practice intended to make
it easier for doctors to review the files, which were often quite thick.  However, some
files did not yet have all conditions or times listed.39  The doctors read from or wrote
in the files throughout the interactions I observed, so much so, that they often did not
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look up at patients.  Several interruptions or cut-offs occurred when the doctor noticed
something in the file and decided to ask about it.

According to Foucault, the medical file represents an “ideal of exhaustive
description,” with doctors recording what is “said” and “seen” (1975:113-117).  In
practice, it seemed to be regarded as a record of “objective” observations by other
doctors.  However, doctors write their summaries using guidelines like SOAP.  They
record what patients “say” about symptoms, what is “seen” (and analyzed) from tests,
and the “plan.”  At the county clinic, the patients’ records included evaluations of
“control” and “compliance.”  As Mishler observes, doctors record the information that
they regard as relevant.  They do not record everything that was said and not said,
perceived, or understood (1984:10).  Dr. Nielsen questioned and seemed to doubt Sra.
Vega's version of when she was first diagnosed with diabetes based on information he
had read in the file.  However, eventually he backed off from trying to determine “the
truth” and focused on ensuring adequate care (and compliance) in the future.

As Waitzkin observes, the doctors’ questions about social histories typically
amounted to a “perfunctory listing of demographic data” (1991:29).  Good and Good
observe that doctors are trained in medical school to think of "social data" as
"indicators" of potential pathologies and lifestyle dimensions, i.e., as "risk factors"
(1993:90).  Waitzkin notes that patients usually raised contextual or lifeworld concerns
when discussing present illnesses.  Sra. Vega and Sra. López also raised them in
relation to treatment recommendations.

In the interactions for ongoing care for diabetes (and/or high blood pressure
and high cholesterol) that I observed, the doctors focused on covering the standards of
care (which can be seen as a type of systems review) and “analyzing” the “objective
data” in order to suggest a “plan” or, as Hunt and Arar (2001) put it, “evaluating” the
“clinical indicators” to make treatment recommendations.40  Ruby Chacón
summarized the routine interactions with her primary care doctor and how they made
her feel:

it's just like a, like a Wham, Bam, Thank You Ma'am, [mm hm]
because, you know, she she checks on me and she tells me how am I
doing, and you know, and I tell her, and she goes, OK, and she starts,
all she does is ever, write, write, write, write, and that's about it, she
goes, “Well, just keep taking insulin,” and you know, I mean I'm not a
baby for her to be checking on me, and you know, but uh, maybe she
doesn't understand what I'm trying to tell her.  I mean she she's from El
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Salvador.  She should know.  [mm hm]  She's Mexican or Salvadorean,
she understands Spanish [mm hm], 'cause I talk to her (in) both
languages.  [you do?]  Yeah.  “Ay, Ms. Chacón, you need to get in a
diet.”  I go, “I know that, you don't have to tell me.”  [She laughs.]

“Checks on me” is the doctor covering the standards of care.  “Tells me how I am
doing” is reporting evaluations of the clinical indicators.  “Just keep taking insulin” are
the doctor’s recommendations for medications, and “you need to get in a diet” are
other treatment recommendations.  These are the basic activities that took place during
the interactions I observed.

An Aside About Language Use During the Interactions
Ruby’s description raises the issue of language.  At the Collins-Lambert Clinic,

the doctors, nurses, and patients spoke varying levels and types of Spanish and
English.  I will not be analyzing the details of the effects of language differences, but
this is an important topic for future research.  Briefly I would note that the clinic
offered diabetes education classes in English and Spanish.  Whenever possible, they
attempted to schedule people who apparently were “Spanish-speakers only” with
Spanish-speaking doctors, and they had several doctors who were native speakers of
Spanish.  However, as Ruby’s comments indicate, this did not always ensure smooth
communication given the variations in Spanish throughout “Greater Mexico” and the
rest of Latin America.  In addition, a number of doctors were not native speakers of
English, or spoke different variations of English.41  Some Latino doctors raised in the
United States and several Anglos spoke varying levels of Spanish, but since most of
their formal education had been in English, some could not fully explain the
technological aspects of medical care to patients.  The same was true for some nurses
who spoke “el español de la casa,” but were not familiar with technical terms in
Spanish.  In one interaction I observed, the nurse who was interpreting did not know
the numbers above 20 in Spanish.  Of course, other nurses were experienced at
interpreting and had the necessary vocabulary.  Sometimes family members served as
interpreters.  At the same time, some Spanish speakers had learned relevant terms in
English related to their illnesses.  As far as I know, the Collins-Lambert did not have
“professional” medical interpreters.  Both the doctors and the patients commented that
a lot of information got lost in translation.



250

250

Many of the working class people of Mexican descent who attended this clinic
had low levels of formal education (or less than high school).  Some did not speak
“standard” or “educated” English or Spanish.  The work of Labov and other
sociolinguists suggests that the linguistic “abilities” of the patients probably reinforced
the doctors’ assumptions about their “lack of knowledge.”  It seems that all of the
language differences favored a reduction of the doctor-patient interaction to its most
basic elements and the tendency for doctors to advocate treatment practices without
explaining why they were important or how to implement them.  Nevertheless, the
doctors, nurses, and patients were doing their best to communicate, and usually
managed to communicate at least the basics.  Several of the Spanish-speakers, such as
María Martínez and Lupe Tamayo, said that they could understand doctors speaking in
English and usually they could make themselves understood.

Other Structural Features of the Interactions
In the routine chronic illness interactions that I observed, the doctors tended to

focus on the decisions about medications, since they are authorized by the current
medical system to write prescriptions.  As primary care doctors, they also sought to
identify potential problems and refer patients to specialists.  The latter was a key
component of covering the “standards of care.”

The “standards of care” were intended to monitor possible complications and
ensure optimal diabetes care.  They were operationalized as a series of close-ended
questions, with a focus on the need for referrals to diabetes education, to specialists,
and for lab tests.  During flu season, the doctors promoted flu shots.42  They also asked
women if they had had recent mammograms and pap smears.  When the doctors cut
off certain lifeworld or medical discussions, they returned to the standards of care.

As part of the standards of care, the doctors asked and/or gave advice about
“patient behaviors” regarded as the means to ensure good diabetes care and/or good
health.  In the interactions that I observed, the doctors addressed some (but often not
all) of the following: diet, exercise, smoking, drinking, home blood glucose
monitoring, and foot care.  The doctors also reported any test results related to
potential complications to the patients.

The doctors usually covered the standards of care first, and then turned to the
evaluation of clinical indicators, which led to treatment recommendations.  Typically,
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the doctors reported clinical indicators for blood glucose, blood pressure, and
cholesterol to the patients.  When the evaluations were "normal" or "fine," they
sometimes mentioned the numbers, but often did not.  When the evaluations were
"high," they usually reported the numbers.  The doctors often gave evaluations that
were variations of high, such as "a little high," "not super high," or "pretty high."

Diabetes, high blood pressure, and high cholesterol are all diagnosed based on
clinical indicators.  Doctors may use symptoms to propose a diagnosis, but the clinical
indicators confirm it.  As the interaction between Sra. Vega and Dr. Nielsen will show,
there are ambiguities related to evaluations (or interpretations) of clinical indicators
when the patient's numbers are "a little high" or "borderline" or just above the
(medically and statistically defined) "normal range."  These ambiguities affect
diagnoses as well as treatment decisions for ongoing care.  This interaction illustrates
that different health care providers can interpret the same numbers as "high" or "not
that high."  Sra. Vega questioned Dr. Nielsen about these discrepancies and their
meaning, but he sidestepped this medical question.

The doctors typically provided their evaluations of the clinical indicators, and
then immediately (or sometimes later) gave their recommendations for treatment.
Along with this, they advocated the “goal” of “getting the numbers down” and/or “the
normal target” and/or framed this “goal” as “getting it under control.”  Dr. Nielsen
stated both goals.  Dr. Harsa talked “lowering” blood pressure and “controlling”
diabetes and cholesterol.

The doctors proposed recommendations for treatments, referrals, tests, and the
timing of the next appointment, but sometimes negotiated the final "plan" with the
patients.  Dr. Ted Millner, an Anglo attending physician, explicitly framed this process
as a negotiation by prefacing (or appending) his suggestions with “Can I talk you into
...,” “if it’s O.K. with you,” or “si Ud. está de acuerdo.”  Other doctors, such as Dr.
Harsa, used more commanding language to inform patients of their recommendations.
When patients expressed concerns, the doctors had to negotiate.

The interactions that I observed tended to focus on the decisions about
medications.  Little attention was given to diet and even less to exercise, even though
these are regarded as important for addressing all three illnesses.  Treatment options
for diabetes, high blood pressure, and high cholesterol include “diet” (i.e, no
medications), starting the patient on oral medications, taking them off medications,
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maintaining or decreasing or increasing dosages of current medications, or changing
medications.  Diabetes has several types of oral medications, but there are more
variations available to treat high blood pressure and high cholesterol.  Thus, Dr.
Nielsen and Sra. Vega spent some time discussing the pros and cons of different
hypertension medications.

In diabetes care, the recommendation to switch to insulin is the change that
generates the most discussion and negotiation between doctors and patients.  This did
not apply to the "cases" of Sra. Vega or Sra. López.  For patients on oral medications
or insulin, doctors often articulated the "promise" that diet and/or weight loss might
enable them to get off the pills or insulin.  Dr. Harsa proposed this to Sra. López.  For
patients whose numbers were "high" and who were on "diet only" or oral medications,
this promise could be articulated as a "threat.”  In other words, if the clinical indicators
were not down by the next visit, then the patient might have to go on medications or
insulin.

Another important (yet often implicit) dimension of these interactions revolved
around questions of “compliance.”  Dr. Nielsen and Dr. Harsa did not ask what
patients were doing.  Instead, they tended to assume compliance and noncompliance
based on the clinical indicators.  As described earlier, doctors thought it was important
to “educate” and “motivate” the patient.  However, as Mishler and Waitzkin suggest,
overall the doctors’ explanations in the interactions I observed tended to be minimal.
The doctors did not explain much about the physiology of the illnesses, medications,
other treatment recommendations, and symptoms.  Instead, they focused on explaining
the “risks” of complications.  To explain the risks, the doctors made brief statements
(stated as “facts”) that alluded to journal science research (and/or their own clinical
experiences).  Then they related the patient’s “case” to the observed trends.

As Mishler and Waitzkin suggest, the discourse in the interactions focused
primarily on the technical aspects of medical care.  The doctors covered the standards
of care, discussed clinical test results, and made (and/or negotiated) treatment
recommendations.  The patients raised lifeworld concerns, but the doctors did not
attend to their concerns and/or did not address them very effectively.  Furthermore,
they did not attend some of their medical concerns.

As Waitzkin observes, the doctors did not express any criticism of the social
inequalities underpinning the patients’ concerns.  In addition, the doctors tended to
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give general advice (that implied noncompliance) about treatments like diet, rather
than openly discuss what the patients were doing.  This would have required more
discussion of their lifeworlds and the social inequalities that affected their abilities to
implement treatment recommendations.  The doctors did not ask about the daily
schedules and obligations of the patients.  Instead, they tended to give advice that
presumed the patients should adapt their lives to medical care activities.

As Mishler observes, Dr. Nielsen and Dr. Harsa frequently controlled the
content of the interactions by asking questions that covered the “standards of care.”
They did not ask many open-ended questions.  They asked mostly close-ended
questions.  Several questions implied that the patients lacked knowledge and/or
motivation.  The doctors sometimes cut the patients off by asking another question.

When asking questions, the doctors assessed some medically appropriate
answers with “good.”  In particular, both doctors gave marked approval when the
women indicated that they did not currently smoke.  However, in general they focused
on what they had evaluated as problems and/or noncompliance, and gave little
attention or overt approval to clinical indicators that were “fine” and apparent
compliance.  The doctors also tended to control the interactions when they were
evaluating the clinical indicators and making treatment recommendations.

Nevertheless, as Mishler and Waitzkin note, the patients persisted with their
concerns.  They raised lifeworld concerns and causally linked them to their illnesses
and to recommended treatments.  Sra. López, in particular, insisted on their
importance.  They asked medical questions, either directly or implicitly through
comments.  Some of their questions addressed taken-for-granted aspects of the
biomedical model.  When the doctors did not answer their questions, they raised them
again.  Sometimes they got an answer.  Sometimes they did not.  As these interactions
will show, the patients wanted to know test results.  They were actively seeking
information about their conditions.  They compared what current doctors said to what
other health care providers had said in the past.  They had to sort through any
contradictions.  They were familiar enough with some of the routines of medical care
that they occasionally anticipated the doctor’s next question.  In addition, Sra. López
“resisted” the doctor’s questions and statements that implied she lacked knowledge
and motivation.
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The Routines of Waiting for an Appointment
From the perspective of patients, the chronic illness appointments that I

observed entailed a number of routinized practices and a lot of waiting before, during,
and after the actual interactions with the doctors.  As already noted, the Medicine
Clinic typically scheduled all patients for appointments at 1 p.m., so that if some
people did not show up for appointments, the doctors would be kept busy.  This meant
that some patients, such as Sra. López, did not get to see the doctor until much later in
the afternoon.  Meanwhile, the patients sat in rows of hard plastic chairs in the waiting
room, where they chatted with family or friends who had come with them to the
appointment, watched the TV in the corner, read, did word puzzles, ate food that they
had bought with them or had purchased from an ambulatory food cart, listened to other
people talking, or talked to researchers like us.

When patients first arrived, they checked in with a nurse sitting behind a
counter.  Then they waited.  Within the next hour, a nurse called each person back to a
small room near the consultation rooms.  There the nurses took their blood pressure,
asked them to step on a scale and recorded their weight, and did an accucheck blood
test that involved pricking the person’s finger to obtain a drop of blood, and recording
the measurement shown by the clinic’s glucometer.  The patients returned to their
seats and waited to consult with the doctor.

Eventually a nurse called out their names and guided them to a consultation
room, where they waited for the doctor.  If their doctors were interns or residents,
towards the end of the interaction they left the room to consult with the attending
physician who listened to their assessments and either approved or guided them to
modify their treatment recommendations.  The patients waited until the residents
returned and finished discussing the “plan” with them.  Then they returned to the
waiting room, and waited to be called up to the front desk, where a check-out nurse
went over all the prescriptions and future appointments, and asked if they had any
questions.  These conversations often took place in Spanish, even when people had
consulted with the doctors in English.
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Sra. Ann Vega and Dr. Harold Nielsen:
Interpreting Clinical Indicators and the Possibilities of Control

I originally met Ann Vega (age 46), her daughter Lucía, and two grandchildren
at a Diabetes Education class.  She agreed to do an interview, but was constantly on
the go.  Finally, she suggested that I meet her at the clinic while she waited for her
appointment.  We had arranged to talk before and after the appointment, since she was
planning to wait around to attend another diabetes education class.  Ann's appointment
was "a follow-up to see how my pressure is."  The nurse took her blood pressure, so
Ann knew that "It's still high.  She didn't tell me the figures."  After Ann was called in
for consultation, Lucía and her 7-year old son and I continued to talk in the waiting
room.  However, Ann was gone so long that Lucía went to check on her.  The
grandson and I talked about his dog, his chores, using his allowance to buy his
girlfriend ice cream, and a trip that their family took to Mexico.  Eventually he began
to wonder about his grandmother and mother, so I took him back to the consultation
room.  Ann was still waiting for the doctor.  She invited me to stay.

About that time Dr. Nielsen came in.  He was a hypertension specialist in his
40s.  During the interaction, he indicated to Sra. Vega that he was originally from
Europe and had practiced medicine there.  I wanted to introduce myself, but he
immediately began to talk to Sra. Vega, so it was awkward to interrupt them.  I was
waiting for an appropriate moment.  At first, he thought I was a member of the family.
Eventually, he looked up from his chart and realized that I was taking notes.  He asked
who I was.  I explained the study, and offered to leave if he preferred it.  He was a bit
upset, but said that it was no problem for me to stay and observe, although he would
have preferred it if I had asked him first.

When Dr. Nielsen first came in, he introduced himself to Sra. Vega and shook
her hand.  He apologized for running late, and explained, "I spent about fifteen
minutes looking at your chart.  I see that you have seen one of us before," referring to
another hypertension specialist.  Reading from her chart, he listed out the medications
she was taking, and asked, "I see here you have diabetes.  When was it diagnosed?"
Sra. Vega said, "Two weeks ago."  Her daughter Lucía amended that, "Three weeks to
a month ago."  Dr. Nielsen checked the chart, and asked, "Years ago, were you not
told that you had diabetes?"  Sra. Vega was silent.  He continued:  "Way back in 1982,
your blood sugar was listed as 113 to 130.  It is possible that you had it way back then.
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...quite common."  He talked about a fractioned blood test, and noted "High blood
pressure, weight, add up to diabetes.  Did you follow up at the internal medicine
clinic?"  Sra. Vega told him she had just received a letter for an appointment.  The
doctor was still looking at her chart and asked, "What about in 1990?  It looks like
you've had diabetes at least since 1990."  Sra. Vega replied, "Well, I was never told."
The doctor wrote some information in her chart.  Up until then they had made little or
no eye contact.  This is when he noticed that I was in the room.

This exchange illustrates the ambiguities that can arise when different doctors
interpret blood sugar numbers that are “borderline” or “a little high.”  Dr. Nielsen first
questioned Ann’s report of when she was first diagnosed based on the clinical
indicators in her file.  113 to 130 are generally regarded as “borderline” numbers.
Given the way that doctors tended to report test results, it is possible that the doctor in
1982 never told her the numbers were slightly high, or told her that her sugar was “a
little high,” or told her she was “at risk for diabetes,” or told her that she had
“borderline diabetes.”43  Perhaps the doctor made a note in the file to keep an eye on
her blood sugars, but then subsequent numbers dropped below the “borderline”
range.44  That doctor may or may not have given her diet advice.  As these interactions
suggest, at most the advice would have been general, like “avoid foods with a lot of
sugar.”  Dr. Nielsen apparently only saw the numbers at the back of the file, and not
the appointment sheet from 1982.  He apparently also recognized the various ways that
those numbers could be interpreted.  Thus, he asked, “Were you not told?”  And he
qualified his assertion, “it is possible you had it way back then.”  “Quite common”
was a vague allusion to research statistics that show that people can have slightly high
numbers and/or go “undiagnosed” for years.  It implied that her “case” was one of
many.  Dr. Nielsen also alluded to journal science research by listing the “risk” factors
that “add up” to diabetes.

Dr. Nielsen questioned Sra. Vega’s version of events a second time, with the
qualified observation, “it looks like...”  He either saw clinical indicators from 1990,
the appointment sheet, which would have been closer to the top of the pile, and/or the
date summarized on the front cover list.45  Sra. Vega’s response was adamant, “Well, I
was never told.”  Dr. Nielsen retreated from this quest to ascertain “the truth,” and
focused on Sra. Vega’s hypertension and ensuring proper medical care for the
diabetes.46  Before the interaction, Lucía told me that in 1990 “they told her she was
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borderline, but they didn’t give her any special diets.  They just said you’re
borderline.”

After this exchange, Dr. Neilsen got out his stethoscope and said, "Let's listen
to your tummy."  He explained that he was checking whether she had "narrowing
arteries in the kidneys."  As he examined her, he also explained that one of her lab
tests for "over-activity of the glands" came back “fine,” and eventually concluded,
"Your kidneys sound fine."

He returned again to her diabetes:
Dr. Nielsen:  This clinic is the high blood pressure clinic.  That's why I
was asking who's looking after your diabetes?  Have you been to the
dietician?
Sra. Vega:  I'm going today.

She was referring to the diabetes education classes, which includes segments led by a
dietician, and an individual meeting with the dietician.  He probably was referring to
individual counseling with a dietician in Nutrition, which was also common at this
clinic.

Dr. Nielsen:  How about the ophthalmologist?
Sra. Vega:  No, but I've been to the one for feet.
Dr. Nielsen:  Have you had any problems with your feet?
Sra. Vega:  No, just routine.
Dr. Nielsen:  Today I will schedule you for ophthalmology.
In this exchange, Dr. Nielsen dropped into the role of a primary care doctor to

ensure that Sra. Vega was at least getting proper “medical” care for her diabetes.  As a
hypertension specialist, he left a more extensive review to the doctor looking after her
diabetes.  His questions were close-ended and focused on whether she “needed”
referrals.  Sra. Vega “passed” the education question.  When he asked about the
ophthalmologist, she anticipated his next question.  This shows that even after a few
appointments, she already was familiar with the routines of diabetes care.  In addition,
I would argue that she was subtly asserting, “Yes, I am taking care of the diabetes.”  In
this exchange, Dr. Nielsen asked about possible “problems.”  He went on to the next
topic when she assured him it was “just routine.”

Sra. Vega shifted the topic back to hypertension.  She wanted to talk about
tests they had done two weeks ago at the county hospital's intensive care, noting that
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after the treadmill test, "my blood pressure is still high when I get out."  He didn't
discuss the tests, and instead enquired whether she had “education” about
hypertension.

Dr. Nielsen: What about education?  Have you been given anything to
read?  Let me see if I can lay my hands on some information.  Well, let
me just ask you.  You've had this for many years, you've seen lots of
doctors.  Do you know what the risks (of high blood pressure) are?
Sra. Vega:  Heart attacks, strokes.  Those are the main ones that I know
of.
Dr. Nielsen:  The other thing is kidneys.  Your cholesterol is high.  Did
you know that?  It's just over 220.  That's marginally...  Taken
together...  It's important to get it all under control.  You don't smoke?
Sra. Vega:  No.
Dr. Nielsen:  Good, I'm delighted.  You have a couple of issues.  High
blood pressure causes changes in the blood vessels.  The longer you
have it, the harder it is to bring it down.  Ten years ago, maybe we
could get it back to normal.  ...  (Now) it may not actually be possible to
do it.  ...  It's not just age, but the length of time (you've had high blood
pressure).  ...  It's not just you.
Sra. Vega:  25 years and it's never been controlled.  Even in the
hospital, so it couldn't be the diet.  In the hospital, you have to go by the
food served.  I'm just one of those persons.  Anything lower and I might
collapse.
Dr. Nielsen:  All the same, to get it down is our job.  Your blood
pressure is 180/100.  The normal target is 140/90.

Lucía wanted to write that number down, and asked about checking your blood
pressure at the drug store.  The doctor talked about problems if people are overweight,
and the cuffs don't fit, and that some machines are not very accurate.  He also
discussed the quality of the machines in his country.  Then he observed, "In an ideal
world, we should get some readings at home" (implying that a person would be most
relaxed there).  "At the clinic, all of your blood pressures are high."  Sra. Vega
responded, "I'm scared."  He talked about the white coat effect, but discounted it
"because yours is always high."

Then Sra. Vega indicated that she had not taken her medications, because "I
couldn't get an appointment.  I can't afford it.  I tried to get a job.  But they found high
blood pressure in the exam.  I have no insurance.  And my husband just now got his
raise."  The doctor responded, "This is the County.  We can get you the medications.
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...   Let's not let that happen again.  We're here every Tuesday.  Don't let that happen
again."

Then Sra. Vega asked, "So I have this for life?"  He said, "Yes, for life.  It's not
curable.  We are trying to reduce the risk of heart attack, strokes, kidney problems, and
eye problems.  With medication and diet.  Without causing the quality of life to be
bad.  So you cough with the Visitec?  May be good for blood pressure, but if you
cough, then that's not good."

In these exchanges, Dr. Nielsen tested Sra. Vega on her “education.”  She
“passed” by naming two “risks.”  He added the kidneys, which implicitly explained
why the tests were done, though he did not reiterate that her results were “fine.”  Later,
he repeated these three risks, and added the eyes.  Dr. Nielsen told Sra. Vega that her
cholesterol was “high” and provided the number, 220, adding “that’s marginally...,”
but he never explained what that meant.  Towards the end of the appointment, he told
her that “the dietician needs to address ... the cholesterol too.”  This implied but did
not explictly state that his recommendation for “marginally high” cholesterol was
“diet.”  It also presumed that changes were needed.

Dr. Nielsen advocated the “goal” that “it’s important to get it all under
control,” implying all three conditions and possibly her weight.  He explained that
“high blood pressure causes changes in the blood vessels” and alluded to journal
science research to explain that getting her blood pressure back to “normal” might not
be possible.  He situated her “case” within the epidemiological research by adding,
“it’s not just you.”  One segment later, he said that “to get it down is our job.”  Then
he provided the “normal target,” with numbers.  In other words, he set up a “goal” that
he had just told her might not be possible.

Sra. Vega reframed his observations about “getting back to normal” as
“control,” indicating that she was well-versed in this language.  She expressed her
frustration that this “goal” had remained elusive.  She offered two reflections on why
her blood pressure had “never been controlled”: “it couldn’t be the diet” and “I’m just
one of those persons.”  Dr. Nielsen did not respond to these comments.  Instead, he
asserted the goals of “getting it down” and the “normal target.”  Sra. Vega noted, “I’m
scared,” which he interpreted as another explanation for her “always high” blood
pressures.  He explained the “white coat effect,” but then discounted it.47  Then she
said that she had not taken her medications.  Dr. Nielsen did not address her
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implication that this might explain why her blood pressures were “always high.”
Instead, he focused on ensuring future compliance.  He did not offer any other
explanations for why her blood pressures were “always high.”  The efficacy of the
medications and the recommendations to lose weight and avoid salt were taken for
granted.

Following the biomedical model, Dr. Nielsen probably was inclined to assume
noncompliance with the medications and/or the diet based on her “high” blood
pressure numbers, the onset of diabetes, her “marginally high” cholesterol, and her
excess weight.  His attempts to ensure future compliance suggest that.  Sra. Vega’s
“confession” about the medications and her remark that implied noncompliance with
“the diet” at home (compared to the strict diet in the hospital) would only reinforce the
notion that noncompliance explains why her blood pressures were “always high.”
Hearing that she couldn’t afford it would reinforce his clinical experiences of the
difficulties of ensuring compliance (and/or adequate health care) among poor
patients.48  Yet, Dr. Nielsen never asked her how long she went without the
medications, how often this had been a problem, or whether she anticipated that it
could be a problem in the future, although she implied that her circumstances had
improved with her husband’s raise.  He also never asked what she was doing for diet
or for exercise.

If he had asked, he might have learned about her efforts to “comply” with
recommended treatments.  On the one hand, as Hunt and Arar (2001:362) suggest,
over the course of the 25 years she had had high blood pressure, Sra. Vega had not
“fully” complied with the ideal “regimens” of taking medications on a regular
schedule, a “strict diet,” and “regular” exercise.  She was about 40 pounds over the
“ideal” weight for her height.  Nevertheless, her kidneys and other test results were
“fine.”  I did not ask her how long or how many times she had had to go without
medications either, but she indicated that in general she was “drinking” her medication
and “trying to drink it at the same time.”  Clearly she took the Visitec long enough to
experience the common side effect of a cough.  In the past, she had not cut much salt
out her diet, because her family wouldn’t eat without salt and cooking separate meals
was too difficult.  She noted that it was “hard,” because she too thought salt made food
more “tasty.”  She had made several attempts to lose weight in the past.  She had been
walking for exercise for the past two or three years.  She was frustrated that all these
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efforts did not seem to lower her blood pressure.  Based on information from the
diabetes education classes and her daughter’s encouragement, Sra. Vega was
implementing even more changes in her diet, including cutting out salt.

Sra. Vega mentioned several “lifeworld” concerns related to her illness and its
care.  Dr. Nielsen did not attend to her concerns about not being hired due to the high
blood pressure and having no insurance.  He focused on one aspect of her account—
“noncompliance” with medications.  He did not note that she said she could not afford
the appointment.  The solution he proposed did not take into account that even at “the
County,” Sra. Vega had to pay for the appointment (at least $8 paid then), the doctor’s
fee (over $20 billed later), and the medications.49  Dr. Nielsen stressed the need for
“compliance,” by issuing a “Let’s” command, and then shifting to a direct command,
“Don’t let that happen again.”  Yet, he did not explain why it was important to
“comply.”  For example, he did not explain the physiological effects of starting and
stopping hypertension medications.  His approach precluded a more open discussion
of possible strategies in case she had more financial troubles in the future.

Then Ann asked, “So I have this for life?”  Dr. Nielsen answered with a
common biomedical perspective on “pathologized life” with a chronic illness: “We are
trying to reduce the risks ... With medication and diet.  Without causing the quality of
life to be bad.”  This acknowledges that the lifeworld is important and implies some
recognition that recommended “regimens” may affect the quality of life.  I think that
Ann posed this question because she wanted to hear what this doctor would have to
say.  However, it is possible that he interpreted this question as a “sign” of her “lack of
knowledge.”  Without pausing, he switched to the topic of her hypertension
medication.

They discussed the pros and cons of different high blood pressure medications,
in order to arrive at a new medication for her.  The doctor took her blood pressure a
second time, and observed that her blood pressure was "still as high as the last time.”
He noted that "over the course of a week, it can vary a lot, your heart beats 9 million
times."  Sra. Vega then wondered, "At the classes, they tell me it's not that high."
Lucía backed her up, "They just say it's not too high."  The doctor started checking her
chart.  I interfered a little here, and mentioned that Diabetes Education records blood
sugars and blood pressures for each visit.  He found one of their sheets and noted,
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"180/118.  It's still pretty much the same.  Now, do you have an appointment with the
dietician?"  Sra. Vega again said, "This evening."

Dr. Nielsen “saw” that the numbers recorded by Diabetes Education were not
lower, and concluded “it’s ... the same.”  Tacitly, he reasserted his interpretation.
Then he cut this discussion off, by asking a “standards of care” question he had
already asked.  He was moving towards making his recommendations and ending the
appointment.  It is possible that Dr. Nielsen thought she was still pursuing the “white
coat effect,” so he wanted to “see” if their numbers were any lower.  However, Sra.
Vega raised the issue that different health care providers can interpret the same
numbers as “high” or “not that high.”  She was trying to suggest that maybe her
numbers were “not that high.”  It seems that she was seeking an explanation for why
her kidney and other test results were “fine” and yet her blood pressure was “always
high” and/or “never controlled.”  Dr. Nielsen sidestepped all of these implied
questions.

Dr. Nielsen proceeded:  "I'm going to assume that the dietician is going to help
you take care of the diabetes.  The dietician needs to address the blood pressure and
the cholesterol too.  The main things are bring the weight down, and avoid salt.  Avoid
foods that are high in salt.  I know that tortillas, refried beans are popular in this part of
the world.  I'm going to write a consult note to the dietician (to make sure he/she is
aware of the blood pressure and cholesterol).

As already noted, Dr. Nielsen did not ask about Sra. Vega’s diet.  Instead, he
gave advice that presumed she needed to make diet changes.  His general advice
reinforced the basic message for hypertension, “avoid salt.”  He did not add the
standard advice for diabetes and high cholesterol.  Then he implied that two “popular”
(Mexican) foods were high in salt and should be avoided.  Dr. Nielsen (who was from
Europe) apparently was trying to demonstrate that he was familiar with Sra. Vega’s
“lifeworld.”  However, statements like this, especially when underpinned with the
authority of a doctor, can give patients the impression that they have to avoid
“Mexican” foods to properly treat diabetes, hypertension, and high cholesterol.  Corn
tortillas, flour tortillas, and refried beans do contain some sodium (Urdaneta and
Kanter 1996).  However, the amount of salt used to prepare these can be varied.
Furthermore, Dr. Nielsen’s advice presumed that these foods were the highest sources
of salt in her diet.  This overlooks the presence of salt and/or sodium in processed
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foods and in other Mexican and non-Mexican foods.  For example, the McDonald’s
hamburger and french fries that she ate right after this appointment were probably
much higher in salt content.  Fortunately, the Diabetes Education classes gave more
nuanced advice that addressed all three conditions and discussed specific ways to
reduce fat, salt, and sugar when preparing Mexican and other types of food, when
purchasing foods, and when eating out.

After Dr. Nielsen wrote the consult note, they discussed Sra. Vega’s
hypertension medication.  Dr. Nielsen wanted her to take two a day.  Lucía asked what
time she should take the second pill.  He recommended, "2 to 3 p.m.  The exact minute
is not important."  He proposed to bring Sra. Vega back in two weeks.  Then she
mentioned, "They did give me blood work."  He checks the chart.  "Yes, Dr. Smith
ordered it.  Let me check the computer.  Don't run away."  He left the consultation
room.  Ann explained to me, "25 years I've been going to hospitals, and they always
release me with the same blood pressure."  I asked why she was changing her
medication, and she explained that the coughing kept her up at nights.  Dr. Nielsen
returned, and said, "O.K., the lab tests are fine, your kidneys, your potassium.  Refills,
have you got enough?”  Sra. Vega replied, “Yes.”

Dr. Nielsen did not ask what Sra. Vega’s daily schedule was like or when she
ate her meals before he recommended “2 to 3 p.m.,” nor did he explain why he
suggested this timing.  Sra. Vega asked about test results at the beginning of this
appointment.  Dr. Nielsen did not respond to her request then.  Before this
appointment ended, she asked again for those results.

After the interaction, Sra. Vega described her experiences at the Collins-
Lambert:

You usually don't see the same doctor.  Last time it was Osborne.  It's
kind of hard.  The other one, tell me this, tell me that.  You get
comfortable with a doctor, tell him your problems, and then all of a
sudden, they change you.  It's true that they write things down, but
some things you just say.

She was alluding to the way Dr. Nielsen questioned her version of events and to the
ways that different doctors can give patients different evaluations of the “same”
numbers.

Dr. Nielsen framed the “goal” of Sra. Vega’s medical care as “control,” but her
use of “control” suggests that she was already well-versed in this language.  However,
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she was frustrated by the elusiveness of this “goal.”  Past doctors had assured her that
“control” was possible, but now this doctor said it might not be possible.  Furthermore,
she noted, “Right now he says it (the hypertension) could have been controlled (10
years ago).  Why didn't they do it?  How come it wasn't, if it could have been.”
Because Sra. Vega had been turned down for factory jobs due to her high blood
pressure, she decided to apply for Social Security.  She observed, “But they won't give
it, because high blood pressure is not a disability.  It can be controlled.  Right there
you heard him say it cannot be controlled.”

When we discussed her diet, Sra. Vega noted, “I know I am overweight.  I try
so hard.”  She was alluding to the doctor’s recommendation that she lose weight, and
asserting knowledge and motivation.  I would interpret this as an inchoate response to
the assumptions embedded in the doctor’s recommendation.  I asked Sra. Vega what
motivated her to make the recent diet changes.  She said, “I was scared.  I don’t want
to have a stroke, not be able to walk, just be there, and not be able to do anything with
the kids and my grandchildren.”  In other words, previous education about risks had
had an effect on her.

The interaction between Sra. Vega and Dr. Nielsen illustrates how assumptions
about lack of compliance and lack of knowledge and motivation were embedded in
“standard” questions and advice.  It also shows how the patient’s efforts to push for
explanations and/or question the limits of biomedical knowledge may end up
reinforcing these assumptions.  Sra. Vega passed Dr. Nielsen’s questions about
education, by indicating that she was seeing a dietician and naming two risks of
hypertension.  In the next interaction, Dr. Harsa started the interaction assuming that
Sra. López as a newly diagnosed patient lacked knowledge and needed education.
This assumption was reinforced when Sra. López posed the “why me?” questions (and
appeared to be questioning the diagnosis) and said that she had not yet attended the
diabetes education classes.  The assumption was so entrenched that Dr. Harsa ignored
Sra. López’s two attempts to tell her that she had read a book.  Dr. Harsa’s
assumptions about Sra. López’s lack of knowledge, her inattention to Sra. López’s
lifeworld concerns, her use of generalizations based on journal science research to
explain medical questions, and her tendency to give little attention to clinical
indicators or practices that were “fine” and focus on “problems” and “noncompliance”
all affected the dynamics of this interaction.  Sra. López began to “resist” the questions
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and statements that implied she lacked knowledge and repeatedly insisted on the
importance of her lifeworld, while Dr. Harsa continued to insist that she “needed” to
drop everything and take the classes.

Sra. Rosario López and Dr. Selma Harsa
Questioning Knowledge and Motivation and Inattention to the Lifeworld

Sra. Rosario López (in her early 60s) had been diagnosed with diabetes for
about seven months and already had attended several appointments in the Walk-In
Clinic and Podiatry.  The Collins-Lambert Clinic assigned newly diagnosed diabetes
patients to a primary care doctor in the (Internal) Medicine Clinic, but there was often
a delay of several months before the first appointment.  As a result, doctors in the
Walk-In Clinic often took care of referring the patients to their first appointments with
the ophthalmologist, the podiatrist, and Diabetes Education.  This was Sra. López’s
first encounter with her assigned primary care physician, Dr. Selma Harsa.  Dr. Harsa
was a resident of Middle Eastern descent, in her late 20s or early 30s.50

The examination room had several chairs, a small desk-like table, and a yellow
examining table.  On the wall, there was a Mexico poster and a bulletin board with
notices, including one advising patients to let their doctors know if they had had any
tests done recently so they would not have to be repeated.  During the appointment,
Dr. Harsa was writing notes in the file, and rarely looked up to make eye contact.

Dr. Harsa:  Have you ever been to our clinic before?
Sra. López:  Yes.
Dr. Harsa:  I see you were here in March and had all sorts of blood
work done.
Sra. López:  Yes, and urine, in a bottle for 24 hours.
Dr. Harsa:  How long have you known you have diabetes?
Sra. López:  I just found out.  I just retired.  I just found out now.
Dr. Harsa:  Do you take pills?
Sra. López:  One a day.
Dr. Harsa:  Your blood pressure is high.  154.  Your sugar is 232.
That's not super high.  You probably have diabetes, no, you do have
diabetes.  But you can control it with medication.
Sra. López:  I went down so bad.  97 pounds.  After I retired in 1990.
Dr. Harsa:  Were you not eating?
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Sra. López:  I missed my job, I got depressed, got sick.  I worked at the
Memorial Hospital for 17 years.  I didn't want to be at home.  [(She
worked in housekeeping.)]
Dr. Harsa:  How old are you?
Sra. López:  65.
Dr. Harsa:  Any other other medical problems?

As Mishler (1984) observes, Dr. Harsa used close-ended questions to elicit
information that she regarded as medically relevant.  When Sra. López brought up
how badly she felt after retiring, a statement in the “voice of the lifeworld," Dr. Harsa
focused on the quantifiable information, her age, and steered the consultation back to
"the voice of medicine."

In this exchange, Dr. Harsa told Sra. López her blood pressure number,
labelling it "high," and her "sugar" number, which was "not super high."  The doctor
started to say "you probably have diabetes," and then immediately corrected herself,
"no, you do have diabetes."  Undoubtedly, she remembered that it was marked on the
file and that she had just asked Sra. López about her diagnosis and the pills.  Dr.
Harsa's hesitation probably was related to the possible categorization of "borderline
diabetes" when blood sugar levels are "not super high."  At this point, she assured Sra.
López, “but you can control it with medication.”  Later, she articulated the “promise”
that Sra. López “may even be able to get off the pills if” she (attended the classes and)
implemented “a diet.”

Dr. Harsa asked a few brief questions about operations and medications.  She
learned that Sra. López had a hysterectomy in 1963, kept her ovaries, and was not
taking estrogen, to which Dr. Harsa noted, "We might have to think about that."  Sra.
López also indicated that she was not taking any medications other than the
chloropropamide for the diabetes.  Then Dr. Harsa asked about her family’s medical
history.

Dr. Harsa:  Any diabetes in your family?
Sra. López:  No, it happened to me.  None of my family has it.  I don't
understand it.  I've never been to the hospital in my life and now all of a
sudden, I go for something else and this.
Dr. Harsa:  It sometimes happens to people later in life.  That's one
type.  It's easier to control.  Usually there's a family history.  Maybe
your aunts or uncles have it.  What about heart attacks?
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In this exchange, Sra. López posed the “why me?” question.  Kleinman
(1988:20) and other medical anthropologists have observed that scientific explanations
generally do not provide very satisfying answers to this question.  Sra. López’s doubts
were based on always having been healthy before and “none of my family has it.”  The
latter implies that she was familiar with biomedical and/or popular knowledge that
“usually there’s a family history.”  Dr. Harsa attempted to address both propositions
with generalizations based on journal science research and/or her clinical experiences.
“It sometimes happens to people later in life” alludes to the later ages on onset for
“one type” of diabetes.  “It’s easier to control” was a vague contrast with “Type I”
diabetes.  This would not be very reassuring to a previously healthy person.  Then Dr.
Harsa asserted, “usually there’s a family history,” and suggested, “maybe your aunts
and uncles have it.”  This was the first time that she questioned Sra. López’s
knowledge of her family’s medical history.

Dr. Harsa cut the discussion off with the heart attack question, followed by
questions about her parents' medical histories.  Sra. López told Dr. Harsa that her
father died of a heart attack and her mother died in childbirth.

Then Dr. Harsa asked about smoking.  Sra. López smoked three cigarettes a
day (one after each meal) from age 19 until she was 35.  Dr. Harsa told her, "That's
probably what kept you out of the hospital."  She asked about alcohol.  "No."
Children?  "Six.  They're all in good health.  Thank God."  Dr. Harsa let her know,
"This is just background information."  Sra. López noted, "I went down in weight.”
This was a bid to get more information about her disconcerting weight loss.  Dramatic
weight loss can occur when Type II diabetes onsets, but the doctor never discussed
this.  Dr. Harsa again bypassed the “weight loss” and asked a “standards of care”
question.

Dr. Harsa:  Have you been to the diabetic education classes?
Sra. López:  I read a book.
Dr. Harsa:  The nurse will teach you how to check your blood sugar
levels, teach you about complications, from the small blood vessels,
they can affect your eyes, your kidneys and your heart.  Your father,
that could have been the cause of of his heart attack...
Sra. López:  I don't know.  He's always...
Dr. Harsa:  As a new diabetic, you need to come in and go to the eye
doctor.
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Sra. López:  I don't think so.  I have other things to do.  Recreations
with old people like me.
Dr. Harsa:  This is not a recreation.
Sra. López:  I don't know how this thing got started.  This appointment,
that appointment.  I've never been to a hospital that much.  The hospital
doctor at Memorial would check us.  Blood work, urine, everything, it
never came out.
Dr. Harsa:  I know it's a surprise, and it's not nice to go to the doctor.
But this may come along at any age.  It's like a broken wrist.  You
probably had the genes.  You do have it.  Initially there are lots of
appointments, but it's important to set you up.  I see that you have an
appointment at the eye clinic.  You already have an appointment on
June 15th for the eye clinic, and June 16th for the feet.  Any problems
with your feet?
Sra. López:  No, they were checked last March, and I have an
appointment again.  (At this point she was getting pretty angry.)  I have
'em here.  (She pulled the appointment slips out of her purse.)
Dr. Harsa asked if Sra. López had attended the diabetes education classes in

order to decide if a referral was needed.  When Sra. López responded that she had read
a book, the doctor did not ask what she had learned by reading the book.  Instead, she
informed Sra. López what she would learn at the classes.  Dr. Harsa returned to the
pending question of no family history and suggested that maybe her father's heart
attack was caused by diabetes.  The doctor made this suggestion based on her
knowledge of medical studies that statistically link these two conditions.  Dr. Harsa
cut Sra. López off when she started to express doubts based on her knowledge of her
father's health.  At the time, from a medical standpoint, I was thinking that maybe Sra.
López's mother who died in childbirth could have developed diabetes if she had lived
longer, but the doctor never discussed this.  Sra. López was a child when her mother
died, so she might not have known details about her mother's health.  However, she
was an adult when her father died.  As I will discuss in Chapter 8, some interviewees
(particularly when newly diagnosed) did not know details about the health of family
members, but many knew quite a bit, and several were involved in their daily care,
especially the care of parents.51

Dr. Harsa's remark implied that Sra. López did not know much about her
father's health.  Furthermore, she cut off Sra. López’s protest to insist that she
“needed” to attend an appointment she already had set up.  Sra. López responded
sarcastically.  The doctor apparently interpreted Sra. López's retort about being busy
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as yet another patient who was not taking his or her diagnosis of diabetes seriously.
She later described Sra. López as "very resistant" when she called Diabetes Education.
Although Sra. López appeared to be upset about this new and unexpected illness that
was taking up so much time, I would suggest that she was getting angry for two other
reasons.  First, the doctor did not acknowledge that Sra. López already knew
something about diabetes (as well as her family’s health history) and had already had
taken various actions to address it.  Second, the doctor did not acknowledge the
importance of her "lifeworld" concerns.  This will be even more apparent in the next
part of their interaction.

In these exchanges, Sra. López reiterated the theme that she had always been
healthy.  Dr. Harsa made one more attempt to address this theme as well as the
question of no family history.  “I know it’s a surprise and it’s not nice to go to the
doctor” were attempts at empathy.  The second comment tacitly acknowledges the
inconvenience and/or surveillance entailed in doctor visits.  “But this may come along
at any age” was a slightly different generalization derived from the statistical links
between aging and Type II diabetes.  The doctor also could have had in mind the
recent statistics showing younger ages of onset.  The analogy to a “broken wrist” was
inappropriate.  Although a broken wrist can occur at any age, it usually has an obvious
and accidental cause.  Furthermore, its biomedical treatment is short-term and usually
offers the hope of full recovery (or a cure, so to speak).

Then Dr. Harsa questioned Sra. López’s knowledge of her family history a
third time, and placed her squarely within the research: “You probably had the genes.”
The doctor did not explain (and apparently did not even consider) that there are always
exceptions to statistical norms established in population-based research.  She did not
discuss the uncertainties within biomedical research regarding possible causes of Type
II diabetes.  Genetic research has identified a few genes that may play a role, but the
research is far from conclusive.  Her assertion takes for granted that genetics is a
cause.  It also equates genetics with family history, when family history also could
indicate common nutritional, environmental, or possibly even viral factors.

Dr. Harsa apparently interpreted Sra. López’s “why me?” questions as a
possible “denial” of the diagnosis, so she insisted, “You do have it.”  She used that
declaration to cut off any further discussion, and shifted the discourse to future care.
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This is when she finally “saw” in the file that Sra. López already had eye and foot
appointments set up.

In the next segment, Sra. López reiterated that she had a book and noted that
other doctors had explained what she needed to do.  Dr. Harsa continued to indirectly
cite statistics about diabetes and to try to "motivate" and "educate" her:

Dr. Harsa:  (while checking the chart)  Any changes in the nails?  I see
you had a fungal infection.
Sra. López:  Only one.
Dr. Harsa:  But seriously you know, people with diabetes tend to get
infections easier.  You have to be careful.
Sra. López:  I have a book.  The doctor, he explained it to me, he even
trimmed it off.
Dr. Harsa:  The eye clinic, once you get it done, they will take a
picture, so that we know in the future, what's new and what's old.  And
the classes, they are only for 5 days, for an hour or two.
Sra. López:  I can't do it.  I take care of my grandchildren.  They go to
my house, now that school's off.
Dr. Harsa:  Well, you can go to the morning classes.
P:  That's when they're there.
Dr. Harsa:  You need to get a week off.  They will teach you.
Dr. Harsa cited research statistics on infections and told Sra. López that "you

have to be careful."  Sra. López again noted that she had a book, that the doctor had
taken care of her one infection, and that he had explained foot care to her.  In other
words, she was asserting, “I am being careful.”  Again, Dr. Harsa did not ask about the
book.  Instead, she continued to promote the classes.

Even though Sra. López had read a book, she probably was willing to attend
the classes to obtain more information.  (Later she said, “I’ll try.)  However, the doctor
did not start with an open-ended question about her schedule.  Instead, she seemed to
be assuming that she only needed to convince Sra. López to give up her “recreations.”
Because Dr. Harsa did not ask about Sra. Lopez’s problems with retirement, she never
learned that Sra. López volunteered to take care of her grandchildren as a means to
deal with the depression and loneliness she felt after retiring.  Dr. Harsa’s first strategy
in this exchange was to minimize the time commitment.  That did not acknowledge the
time it would take Sra. López to get ready and the time and costs of transportation to
and from the clinic.  Sra. López informed her, “I can’t do it.  I take care of my
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grandchildren.”  Dr. Harsa did not pick up right away that it was June.  She thought
the grandchildren would be there “when school’s off” in the afternoons, so she
suggested mornings.  Again, she assumed that Sra. López would not be busy then.
Sra. López corrected her.  Then Dr. Harsa told her, “You need to get a week off.  They
will teach you.”  This did not acknowledge the difficulties and/or expense of making
alternative childcare arrangements.  Later, she told her, “Ask your family to give you a
few days off.”  Dr. Harsa imposed this solution on Sra. López rather than working
with her to find a viable alternative.  One option could have been to wait until the fall.
In addition, Dr. Harsa did not know how the classes were organized.  They were
scheduled one day a week for five weeks, not as five classes in one week.

The interaction continued.  Dr. Harsa stressed, "You need to know how to
check your own blood sugars.  Do you know how?"  Sra. López responded, "No, every
time I come, they check them."  Dr. Harsa explained that she wanted her to check it
before every meal, not all in one day, but over a period of two weeks.  Sra. López
hesitated, "Well, I don't know."  The doctor explained, "It's very easy.  It's just a
matter of pricking your finger, and then putting the blood on a paper and comparing
colors."  She did not have any materials on hand to demonstrate.  This educational task
was typically delegated to nurses.  So the doctor repeated, "Ask your family to give
you a few days off, so you can take the classes."  The nurses in Diabetes Education
probably could have shown Sra. López how to test her blood sugar that day, but Dr.
Harsa did not seem to be too familiar with how they operated.  Sra. López responded,
"I'll try, but I don't know."  Dr. Harsa warned her, "You know how it is in the Collins-
Lambert.  If you do not do it now, it may not get done in a year.  Otherwise it will be
five months.  Any chest pains?"

As Mishler (1984) notes, tag questions like this enabled the doctor to move the
consultation on to other medical topics.  Just when Sra. López started to concede, “I’ll
try,” the doctor threatened her with the difficulties of getting an appointment.  In
promoting home blood glucose monitoring, Dr. Harsa did not explain what Sra. López
could learn by checking her own blood sugars, or why only two weeks, or what she
wanted her to do after the two weeks.  Dr. Harsa tried to stress that it was “easy” (as in
not complicated), but it cannot be pleasant to prick yourself daily.  Furthermore, Dr.
Harsa did not acknowledge the financial costs of implementing this practice.
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Sra. López answered "no" to chest pains and to shortness of breath.  Then Dr.
Harsa asked about exercise.  Sra. López said, "Only walking.  I walk four blocks, long
blocks to the HEB."  Dr. Harsa asked whether she experienced any shortness of breath.
When Sra. López said “no,” Dr. Harsa moved on to the next question.

Sra. López’s “only” implied that she wanted to do more exercise and/or felt
that she should be doing more according to medical standards for diabetes or good
health.  Dr. Harsa could have acknowledged her efforts to do exercise, and discussed
them in more detail, but she did not.  Instead, she checked for potential problems.  She
did not explain why she asked about this symptom.  Such an approach could implicitly
convey the message that exercise has the potential to cause problems.

Dr. Harsa asked more close-ended questions about specific symptoms:
swelling in her legs, thirsty, and urinate a lot.  Sra. López said that she used to urinate
two or three times a night, and feel thirsty, but with the pills, "now it's gone."  Dr.
Harza asked about her feet again, and if she had any other problems, and then moved
on to diet.  "Did they give you a diet?"  "No."  Dr. Harsa used this to promote the
classes again.  "They will tell you stay away from fatty foods and a lot of sugar.  You
may even be able to get off the pills if you do that."

Then Dr. Harsa checked Sra. López's blood pressure.  "Your blood pressure is
a little high."  Sra. López responded, "Every time I come."  The doctor explained that
"diabetes affects your kidneys, so it can affect your blood pressure."  She checked the
medical record, noting "each time it's been pretty high.  180s, 190s.  I'm going to put
you on high blood pressure medicine, a very small dose to lower your blood pressure."

Dr. Harsa again asked about her appointments and the times, and offered to
"call and see if you can't get a class" on those two days.  That was an attempt to
accomodate Sra. López’s schedule, but Dr. Harsa really did not know how Diabetes
Education scheduled appointments and when they offered classes.

Then Dr. Harsa noted, "Your cholesterol is also high.  That can be controlled if
you are on a good diet for diabetes."  She briefly talked about blood sugar numbers,
citing 100 to 140.  She “saw” that Sra. López had one blood sugar recorded at 73, and
asked if she felt shaky then.  She said no.

Mishler (1984) observes that when doctors asked questions about symptoms in
order to arrive at a diagnosis, they often did not explain the logic of their questions.  In
other words, they did not explain the tentative diagnosis or what they were trying to
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rule out as they asked the questions.  In these exchanges, Dr. Harsa also asked
questions about symptoms without explanations.  She asked about chest pains and
shortness of breath as quick systems review of Sra. López’s heart and lungs.  She
checked for one potential problem while exercising.  She asked about three high blood
sugar symptoms and one low blood sugar symptom to verify that Sra. López’s sugars
were neither too high nor too low.  Essentially, Dr. Harsa was checking for potential
problems.  She asked if there were any other problems.  However, there are other
symptoms associated with high and low blood sugars that she did not cover.
Furthermore, Dr. Harsa did not explain why she asked these questions.  She could
have discussed high and low blood sugar symptoms.  She did not use Sra López’s
experience of the symptoms being “gone” with the pills to provide education about the
physiology of diabetes.

Dr. Harsa’s advice about diet presumed that Sra. López was not on “a good
diet for diabetes.”  Yet, she never asked what Sra. López was eating.  She articulated
the “promise” that Sra. López “may even be able to get off the pills if” she stayed
away from fatty foods and a lot of sugar (and took the classes).

Dr. Harsa explained some physiology related to diabetes and blood pressure.
She evaluated Sra. López’s blood pressure as “pretty high,” cited two diastolyic
numbers, and said “I’m going to put you on ... a very small dose to lower your blood
pressure.”  She did not leave room for negotiation.  She did not discuss how the
medication works, potential side effects, or the timing of the dose.  She evaluated Sra.
López’s cholesterol as “high,” with no number, and advocated “a good diet for
diabetes” to achieve “control.”  Dr. Harsa noted Sra. López’s recent blood sugar
numbers, “100 to 140,” and then “saw” that “one was 73.”  She did not acknowledge
that these numbers were “good” or “near normal.”  However, for the doctor, these
numbers and Sra. López’s observations that two symptoms were “gone” with the pills
confirmed that she was taking one pill a day.  She renewed the prescriptions with very
little discussion.

After that, Dr. Harsa discussed scheduling a mammogram.  Sra. López
indicated she had several done at Memorial, including one right before she retired.
The doctor noted, "We'd like to get your records from San Saba."  Sra. López
corrected her, "No, it was the Memorial.  That's where I worked."  They exchanged a
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few more comments, as the doctor wrote out her prescriptions, and the appointment
ended.

After the appointment, I briefly accompanied the doctor, and then talked to Sra.
López out in the waiting room.  The doctor stopped off to call Diabetes Education.  As
she was dialing the number, she told me, "We try to get all the patients in the first
class."  She told Diabetes Education, "I got a lady who is very resistant.  I need a first
class for either the 15th or the 16th."  As she was waiting for them to check, she told
me, "Sometimes I've had them do nutrition.  Because she won't come otherwise."
They responded, and she said, "Hmm, I'll suggest it to her.  An evening group."  This
was a new time they had started offering, which perhaps could fit Sra. López's
schedule.  To me, she commented, "I'll give her the next available.  I don't want to
bombard her with appointments."  This suggests that the doctor was listening to some
of the frustrations expressed by the patient, but I also knew that the nurses must have
explained to her that the first class in the evening sequence did not start on the 15th or
16th.  Dr. Harsa did not discuss this scheduling with Sra. López.  She could have had
activities on certain evenings, problems with transportation, or safety concerns.  This
style of scheduling may be one reason the clinic had a problem with “no shows.”
Instead, the check-out nurse reviewed the prescriptions and future appointments with
her.  They included the classes, a follow-up in the Medicine Clinic for July, and "they
will want to do a fasting a week before."

Afterwards, I talked with Sra. López.  She talked about getting depressed,
lonely, and upset after retiring from her housekeeping job at Memorial Hospital.  Her
$366 a month in Social Security was not enough to pay the rent and the bills.  She
even tried to get her old job back, but they would not rehire her.  I asked her about the
book.  The clinic gave it to her.  She noted, "I read it over and over again.  It says a lot
about the feet."  She also indicated that she had talked to the nurses she used to work
with about diabetes after she was diagnosed.  I asked, "So no one else in your family
has diabetes?"  She noted that her brother-in-law and his brother and Dad have it, "but
those are my in-laws, not us."  She added, "I used to give him a hard time about it.
Well, now I got it."

In other words, Sra. López may have been wondering “why me?” but she had
accepted the diagnosis.  She already had some knowledge of the illness and was
actively gathering more information.  She had taken several steps to take care of the
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illness.  My general impression of Sra. López was that she was not “resistant” to
taking care of her diabetes or to taking classes to learn more about diabetes.  Instead,
during this interaction, she was “resistant” to the doctor’s assumptions about her lack
of knowledge about diabetes and her own family’s medical history (especially her
father’s), not to mention the doctor’s expectation that she should drop everything to
attend the diabetes education classes.

Dr. Harsa noted that Sra. Vega’s recent blood sugar numbers ranged from 100
to 140.  These numbers are at or near the “normal” range.  In addition, Sra. Vega told
the doctor that the frequent urination and feeling thirsty were “gone” with the pills.  In
keeping with the biomedical model, apparently taking the pills and whatever else Sra.
Vega was doing had enabled her to lower her blood sugars into the “normal” range.
However, Dr. Harsa did not start with open-ended questions to find out what Sra.
Vega was doing to take care of the diabetes and how that was going.  Instead, she
asked mostly close-ended questions to address the “standards of care” for diabetes,
and then focused on the activities that Sra. López had not yet done, i.e., the classes,
home blood glucose monitoring, and presumably “a good diet.”

As she ran through this check-list, Dr. Harsa did not acknowledge or affirm to
Sra. López the things that she already had done to take care of her diabetes.  She had
read a book, she had attended several appointments, she had future appointments for
her feet and eyes set up, and she was walking for exercise.  Given that her brother-in-
law and several of his family members had diabetes and that she had already consulted
with nurses at Memorial, it is likely that she had already started to implement diet
changes, not to mention that she could have been eating a “healthy” diet before the
diagnosis.  The doctor never asked.  Instead, she asked “Have you been to the diabetes
education classes?” and “Did they give you a diet?”  Because Sra. López was newly
diagnosed and she had not been to the classes and she was not given “a diet,” Dr.
Harsa assumed that she was not on “a good diet for diabetes.”

Basically, in this interaction, Dr. Harsa followed the protocols for diabetes
care.  She was attempting to provide thorough care and identify any potential
problems.  However, Dr. Harsa apparently started the interaction with the assumption
that Sra. López as a newly diagnosed diabetes patient would have little or insufficient
knowledge of diabetes, and (lacking that knowledge) was not yet doing much to
address her diabetes other than taking the pills.  These assumptions were also
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embedded in the closed-ended questions that Dr. Harsa used to cover the standards of
care.  Then the assumptions were reinforced by Sra. López’s “why me?” questions.
Dr. Harsa seemed to interpret these questions as the patient doubting the diagnosis or
“being in denial” (which could affect the patient’s motivation).  Dr. Harsa tried to
address the questions by reiterating (current) “truisms” (or maxims) about diabetes.  In
the process, she implied that Sra. López did not know much about her family’s
medical history or diabetes.  During these explanations, Dr. Harsa did not critically
reflect on the limits of biomedical knowledge regarding the causes of Type II diabetes.
Dr. Harsa’s assumption that Sra. López lacked knowledge was further reinforced when
she indicated that she had not taken the diabetes education classes.  However, Dr.
Harsa ignored Sra. López’s two attempts to tell her that she had read a book.  Sra.
López’s sarcastic comment about the eye appointment and her subsequent “resistance”
regarding (the scheduling of) the diabetes education classes caused Dr. Harsa to
further question both her knowledge and her motivation.  As Hunt and Arar (2001)
suggest, Dr. Harsa spent the rest of the interaction trying to “educate” and “motivate”
Sra. López by telling her what she would learn in the classes and what she “needed” to
do.  Sra. López continued to “resist” the doctor’s questions and statements that implied
she lacked knowledge and motivation as well as statements that ignored her lifeworld
concerns.

Unfortunately, this “clinical experience” only reinforced the doctor’s
cumulative impression that many new diabetes patients at this clinic (who tended to be
poor and Mexican American) were “resistant” or “noncompliant” with “all the
appointments” and “requirements” of diabetes care (many of which are “easy”).
Meanwhile, the patient felt that the doctor never really listened to her answers or paid
attention to what she was already doing to address the diabetes, not to mention
continually (implicitly) questioning her knowledge and motivation to take care of
herself.  This interaction illustrates how it was possible for health care providers to
conclude that many low income Mexican American patients were “noncompliant” and
lacked knowledge and motivation, while most of the patients were gathering
information about their illness and attempting to implement recommended treatments
within the priorities and constraints of their lifeworlds.52
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Reflections on Clinical Indicators and Symptoms
To recap, in these interactions and in others I observed, when test results were

“fine” or “normal,” the doctors generally did not provide numbers.  When numbers
were “high,” the doctors usually provided the numbers, but not always.  This trend
may be more common when doctors interact with patients perceived to have low
levels of education.  In these interactions, the doctors did not provide patients with
written test results, nor did they encourage patients to write the numbers down.
Furthermore, the doctors tended to assume compliance or noncompliance with
medications and/or diet based on the numbers.  The interaction with Sra. Vega
illustrates that there can be some confusion associated with interpretations of the
numbers, particularly when the numbers are “borderline.”  In Chapter 8, I will discuss
experiences of people who were initially diagnosed with “borderline diabetes” or a
“high sugar.”  Some, like Sra. Vega, were not provided with much information.
Others had doctors who explained diabetes and the recommended treatments.

In addition, because the interactions tended to focus on the analysis of clinical
indicators, in several interactions little attention was paid to the patients’ home blood
glucose monitoring.  Dr. Nielsen, whose specialty was hypertension, did not discuss
home blood glucose monitoring with Sra. Vega.  Dr. Harsa did talk about home blood
glucose monitoring.  She wanted Sra. López, a recently diagnosed patient, to start
testing her blood glucose at home.  She wanted Sra. López to check her blood glucose
before every meal, but not all in one day, for two weeks.  When Sra. López hesitated,
Dr. Harsa tried to explain how to do it and that it was “easy.”  However, she never
explained why it was important, or what Sra. López could learn by doing it.

Dr. Harsa also did not address the costs with Sra. López.  At the time I did this
research, Medicare, Medicaid, and most insurance plans did not cover home blood
glucose monitoring.  In addition, most of the people we interviewed did not have
health insurance.  For many of the county clinic patients, the costs of the lancets,
strips, and perhaps a glucometer, were considerable in relation to their household
budgets.  Those who did blood glucose monitoring found ways to economize, such as
sharing materials with relatives or only checking it when they were concerned that
their blood sugars might be high or low.  Nevertheless, despite the costs, several
people were keeping track of their blood glucoses at home, and recording the results in
little logbooks distributed by Diabetes Education.  Some doctors may not have
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enquired about home blood glucose monitoring because they knew or assumed that
particular patients could not afford it.  In addition, the doctors faced time constraints.
Nevertheless, the doctors tended to focus primarily on the clinical test results as the
basis for their treatment recommendations.

One exception was an interaction between Dr. Ted Millner, an Anglo attending
physician, and Sra. Lucy Alvarez, whom he had seen before.  Dr. Millner noticed that
Sra. Alvarez was keeping track, and thanked her “for taking your sugar so good.”  Sra.
Alvarez then replied, “Yeah, but I’m not doing too good.”  They discussed the details
of her blood sugars compared to what she ate for breakfast one day.  As I will discuss
shortly, this was one of the few interactions where specifics of the patient’s actual diet
were discussed.  Dr. Millner concluded that “you’re eating more than we’re giving you
insulin,” so he proposed that they slightly raise her morning and evening doses.
Clearly, doctors can learn about the patients’ day-to-day experiences of diabetes by
discussing the numbers that they are recording at home.

Similarly, because doctors regarded the clinical indicators as the reliable signs
of “near normalcy” or “pathology,” little attention was paid to the patients’ ongoing
experiences of symptoms.  In general, at most the doctors asked close-ended questions
(without explanation) to “diagnose” potential problems with high and particularly low
blood sugars.  Some, such as Dr. Millner, also tried to ensure that patients had
knowledge of low blood sugar symptoms.  As described earlier, several doctors
expressed concerns that their (low-income poorly educated) patients were unable to
detect small changes or make connections between minor symptoms and high blood
sugars or the early onset of complications.  However, in the interactions that I
observed, the doctors did little to help patients make these connections.  For example,
although Sra. López mentioned that several symptoms were “gone” with the pills, Dr.
Harsa did not reinforce this connection.

Obviously, Sra. López made the connection based on her own experiences.
Furthermore, as I will discuss in Chapter 7, the Diabetes Education classes discussed
symptoms and connected them with high and low blood sugars.  Patients also can
tacitly learn about the connections based on the questions that doctors repeatedly ask
or from the physical examinations they perform.  For example, during a first encounter
between Dr. Armando Rodríguez (an experienced contract doctor of Mexican descent)
and Sra. Carmen Luján, who had been diagnosed with diabetes for about ten years, Dr.
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Rodríguez asked about her medical history, during which she described some
symptoms.  He also examined her teeth, feet, reflexes, eyes, and ears, in addition to the
more usual examinations of blood pressure, heart, and breathing.  Dr. Rodríguez did
not explain why he conducted these physical examinations, but Sra. Luján understood
that they were all related to the diabetes.  In fact, she was impressed, because no one
had done such a thorough examination in quite some time.53

On the other hand, some doctors began their interactions with open-ended
questions to encourage patients to talk about symptoms and raise their concerns.
However, even in these interactions, the connections between symptoms, high blood
sugars, and treatments tended to be implicit rather than explicit.  For example, Dr.
Millner asked Sr. Luz Romo (age 44, who had been diagnosed with diabetes for 4
years, and had seen Dr. Millner before) how everything was going.  Sr. Romo reported
a past episode with “pneumonia,” which they discussed.  Then Dr. Millner posed the
question a second time, and Sr. Romo mentioned that his eyes were blurry and “I can’t
focus.”  He wondered whether it was age or the diabetes.  Sr. Romo was scheduled for
an eye test right after this appointment, so Dr. Millner deferred the questions to the
ophthalmologist to be answered after the tests.  He did not connect the blurry vision to
Sr. Romo’s “high” glucose, which they discussed later in the interaction.

Dr. Judy Gray (an Anglo attending physician), through a nurse-interpreter,
began her interaction with Sra. Olga Campos (a new patient, who had been diagnosed
for sometime and was taking insulin) by asking, “How are you?”  Sra. Campos
mentioned feeling hunger, and gaining weight.  Dr. Gray asked her if she thought it
was related to the insulin changes.  The patient responded that she would leave that up
to the doctor.  Dr. Gray asked about her urination at night and in the day.  Sra. Campos
said she went once at night and that it was “normal durante el día.”  The connections
of these symptoms to diabetes or the insulin changes were implied but never made
explicit.54  Dr. Gray proposed a change in the insulin that would spread it throughout
the day and have it last longer in her body.  She did not explain why this was
important, or how it should be coordinated with meals.  Like Dr. Millner, Dr. Gray
appended her recommendation with, “But is this a problem, problema?”  Sra. Campos
said no.  Dr. Gray asked, “You sure? ... O.K.”  Then she told Sra. Campos that
changing the insulin would “possibly” be “better,” but asked the nurse to explain, “I
don’t think she will feel any differently,” which was translated, “No va a sentir nada
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diferente.  Va a sentir igual más o menos.”  Dr. Gray was alluding to the symptoms
mentioned at the beginning of the appointment.  Thus, to some extent the patient’s
ongoing experiences were addressed in this interaction.  However, Dr. Gray either
assumed that the patient’s feelings of hunger and weight gain would continue, or that
the symptoms were so minor that she would not feel any differently.

Lupe Tamayo talked about her encounters with an African American doctor
who took her experiences of symptoms into account.  She was resisting taking insulin
based on an article that she had read in the Harvard Medical Newsletter that said that
long-term use of insulin was associated with a higher rate of heart attacks.  She
double-checked this information with her niece’s husband, who was a doctor in
Monterrey, Mexico.  Both of Lupe’s parents had died of heart attacks, so she was
reluctant to take insulin.  Her doctor negotiated with her.  He asked her to humor him
and try it for a month.  She could see how she felt, and then after a month, she could
decide whether to continue or not.  She felt so much better (as in less tired) that she
decided to continue taking the insulin.  Lupe noted that she had refused her previous
doctor’s recommendation to start taking insulin.  However, this doctor convinced Lupe
to try insulin by taking into account her experiences of symptoms, respecting her
knowledge and motivation, encouraging her to experiment with treatment options, and
openly sharing decision-making power with her.

Diabetes Care as a Check-List of Compliance
and Resistance to Professional Control

As just noted, the doctors tended to assume compliance and noncompliance
with medications and/or diet based on the clinical indicators.  In addition, the close-
ended questions used to cover the standards of care essentially functioned as a check-
list of “compliance.”  Notwithstanding the value of diabetes education (since they did
explain why and how to implement and adapt recommended practices) and the need
for referrals to specialists (to help prevent complications), the close-ended questions
tended to implicitly question the knowledge and motivation of patients.  When Sra.
Vega and Sra. López answered these questions, they both tried to subtly assert to the
doctors, “Yes, I am taking care of the diabetes.”  Perhaps for the sake of efficiency, the
doctors focused on determining whether referrals were needed.  They never asked
what the patients actually were doing for diet or foot care.
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With respect to diabetes education, both doctors asked, “Have you been to
diabetes education (or the dietician)?”  Sra. Vega passed by indicating that she was
seeing a dietician that day.  Sra. López responded, “I read a book.”  Dr. Harsa ignored
this response, even after Sra. López mentioned it a second time.  Instead, Dr. Harsa
spent the rest of the interaction trying to convince an apparently “resistant” newly
diagnosed patient to take the classes.

This interaction might have gone differently if Dr. Harsa had asked about the
book or asked more open-ended questions about what Sra. López was already doing to
take care of her diabetes.  For example, Dr. Leena Rao, a contract doctor of Indian
descent (in her 40s), through a nurse-interpreter, asked Sra. Martha Gámez (age 55) if
she had attended the classes.  She said no.  However, Sra. Gámez elaborated and the
doctor and the interpreter asked more questions.  Through that process, the doctor
learned that she was eating vegetables, chicken, and white meat, and that the father of
a friend had sent her a book, so she knew what diabetes was and she knew about the
complications.55  Dr. Rao checked her knowledge again when she asked if Sra. Gámez
knew how to take care of her feet.  She responded that it was important to dry them
well and pay attention to socks and shoes.  Twice during the interaction, she stressed
that she was taking her medications, “así como dice,” as recommended.  Sra. Gámez
had been diagnosed with diabetes for four years, but her most pressing health problem
was an enlarged heart.56  This was a first encounter between doctor and patient.  Dr.
Rao also was collecting information, asking close-ended questions, and monitoring the
patient’s “self-care behaviors,” but Sra. Gámez managed to convey appropriate
compliance, knowledge and motivation.

With first-time patients who had been diagnosed for several years, several
doctors wanted to ensure that the patient had received adequate (biomedical) education
in the past.  After all, the five-class diabetes education program had only been offered
at this clinic for the last three years, and several people who had been diagnosed for
some years took the classes.  One approach was to ask if patients had taken the classes.
Another approach was to test the patient on their (biomedical) knowledge of the
illness.  Dr. Nielsen, for example, tested Sra. Vega’s knowledge of the “risks” (of
possible complications) associated with hypertension.  As observed earlier, the
embedded assumption is that the knowledge of risks (or perceived threat in the health
belief models) motivates patients to implement treatment regimens.
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However, from the patient’s perspective, this repeated questioning of their
knowledge and motivation can be irritating and demeaning.  As I will describe in
Chapter 8, Gilbert Suárez (who was 50 and had been diagnosed about 4 years) told a
story about his (first) encounter with a doctor who tried to be “overpowering.”  She
tested his knowledge by asking, "What do you know about diabetes?"  He decided to
confront her with the limitations of biomedical solutions, “there’s no cure, only
control,” and then advocated the philosophy of “live quick, and die young,” even
though he had implemented a series of diet changes, and was “controlling” his
drinking and smoking.  He was interested in living longer for the sake of the children
from his third marriage.  He already had taken diabetes education classes at a private
clinic, not to mention the knowledge of diabetes he had based on the experiences of
his grandmother and other relatives and friends.  Yet, after this interaction, the doctor
referred him to Diabetes Education, and probably concluded that she had yet another
patient who was “not taking it seriously.”

The doctors’ intentions are to provide thorough diabetes care.  However, the
close-ended questions (which seem efficient, and are typical of most encounters, but
especially first encounters, which is a frequent experience in public clinics) can imply
that patients are not taking care of their diabetes and/or that they lack knowledge and
motivation.  These interactions illustrate how the questions can be demeaning to
patients who are taking steps to address their diabetes and other chronic illnesses
within the priorities and constraints of their daily lives.  Ironically, the patients’
resistance to the power-laden implications of these questions ended up confirming the
doctors’ assumptions about their lack of education and motivation.  As Mishler
suggests, open-ended questions that encourage discussions would be one way to move
doctor-patient interactions towards an ideal of more egalitarian communication that
respects the dignity of patients and addresses their medical and lifeworld concerns.

The Focus on Problems and/or Non-Compliance in Diabetes Care
 As the doctors reported the clinical indicators and ran through the standards of
care questions, they generally gave little attention to numbers that were fine and
practices that were assumed or confirmed to be compliant.  In keeping with the
technical-rational norm of efficiency, they moved on to the next question.  As
problem-solvers, the doctors focused on the clinical indicators defined as pathological
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and the practices assumed or confirmed to be noncompliant.  Anne Larme observes
that the current biomedical system (including conceptual frameworks, doctors’
training, and insurance coverage) focuses on acute rather than chronic illness care
(1995b:3-4).  This also may help explain the tendency for doctors to focus on
problems during chronic illness interactions.

In particular, the focus on problems did not enhance the communication
between Dr. Harsa and Sra. López.  Dr. Harsa focused on the problems: one fungal
infection in the past, no to classes, no to being given “a diet,” and no to home blood
glucose monitoring.  She ignored or gave little attention and no marked approval to the
care Sra. López took in addressing the fungal infection, the book she had read, the
walking for exercise, and the pills she was taking.  Good and Good quote a medical
student who described how physical examinations had become “routine” for him:
“You are thinking about findings, . . . you are concentrating, because you know you
are looking for certain things, . . .” (1993:101).  This seems to describe the way that
Dr. Harsa was thinking about patient’s answers to her questions.

The other doctors that I observed also ran through version of the standards of
care.  They also tended to ask close-ended questions.  However, as noted above, Dr.
Millner started his interaction with Sr. Romo with an open-ended question, and thus
elicited Sr. Romo’s concerns (or “complaints”) about a past episode with pneumonia
and blurry vision.  Dr. Millner also explicitly marked “good” indicators.  For example,
when Dr. Millner reported the clinical indicators, he noted that Sr. Romo had lost four
pounds.  Sr. Romo responded, “I’m trying.”  Dr. Millner also observed, “Your
cholesterol is down.  That’s big.”  Then he expressed concerns about Sr. Romo’s
“high” glucose, 293.  In this interaction, the doctor and the patient focused on
problems.  However, the open-ended question “allowed” Sr. Romo to raise his
concerns first.  Then Dr. Millner followed up with the standards of care, and began to
discuss Sr. Romo’s “high” glucose.  Dr. Millner acknowledged good or improving
clinical indicators.  Although marking practices as “good” or “bad” still reinforces the
doctor’s prerogative to evaluate the patient, at least Dr. Millner’s approach enabled Sr.
Romo to express that he was “trying.”
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Medications, Diet and Exercise: Negotiating the Doctor’s Orders
Hunt, Pugh and Valenzuela observe that several people we interviewed relied

on the “power of medications” as a “safety valve” in case they went “overboard eating
something that I shouldn’t” (1998:209-210).  They note that this reflects “the broader
cultural tendency in the United States to heavily rely on technological solutions” and
speculate that “physicians may unintentionally reinforce this perception by focusing
clinical visits on reviewing and revising prescriptions and medication instructions, to
the near exclusion of other aspects of self-care” (1998:213).  On the one hand, the
hierarchical division of labor in the current medical system (in which doctors write the
prescriptions) combined with time constraints (due to institutional needs to generate
income and/or serve large numbers of patients) tend to reduce chronic illness
appointments to the medications decision.  On the other hand, the standards of care
meant that doctors generally at least briefly addressed other aspects of diabetes care.

In the interactions with Sra. Vega and Sra. López, little attention was paid to
diet, and even less to exercise.  Neither doctor asked what the patients were doing for
diet.  Instead, they gave cursory advice towards the end of the interactions, such as
“avoid salt” or “stay away from fatty foods and a lot of sugar.”  The advice implied
that the patients were not already implementing these practices.  These “maxims” of
diabetes care were framed as commands.  They reinforced the basic “avoidances”
suggested for diabetes, high blood pressure, and/or high cholesterol.  Dr. Nielsen’s
advice also implied that two “popular” (Mexican) foods were high in salt and should
be avoided.  This advice did not acknowledge that the salt content in tortillas and
refried beans can be adjusted, or that these foods (and Mexican food in general) might
not be the highest sources of salt in her diet.  Dr. Nielsen did not ask Sra. Vega about
exercise.  Dr. Harsa asked about exercise, and found out that Sra. López was walking
four long blocks to the HEB.  Dr. Harsa did not explore these efforts to do exercise.
Instead, she tried to ensure that the patient was not experiencing shortness of breath
while walking.  Ironically, in the absence of explanations, this question could have
implied to the patient that exercise is not beneficial for diabetes.

For doctors to address diet and exercise, they need training in these areas, and
they need to address the person’s lifeworld.  Addressing diet and exercise might take
more time.  There also is the conundrum of medical surveillance.  All of these factors
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may help explain why some doctors addressed diet and exercise in general terms, and
left it to the patients and/or dieticians and diabetes educators to work out the details.

On the other hand, I observed some interactions where the physicians briefly
addressed specific details of the patients’ diets.  Dr. Ted Millner, an attending
physician, and Sra. Lucy Alvarez, a patient taking insulin whom he had seen before,
looked at one of her home blood glucose readings and talked about the pancakes, no-
sugar syrup, and butter that she ate for that meal.  Later they talked about eggs and
butter in relation to her cholesterol.  However, they did not talk about exercise.  Dr.
Armando Rodríguez, an experienced contract doctor, asked Sra. Carmen Luján, a first-
time patient (who had been diagnosed for ten years and weighed over 200 pounds), to
describe her eating habits.  Afterwards, he gave his assessment, “Parece que sigue su
dieta,” “It seems that you follow your diet.”  Then he advised her that she needed to
do exercise.  Although Dr. Rodríguez asked open-ended questions about her diet, it
seems that he assumed (given her weight) that she must not be doing exercise.  Later,
he asked if she walked.  She explained the physical difficulties she had when walking.
They never discussed specific exercise strategies.  Dr. Rodríguez told me that he “puts
a lot of emphasis on diet and exercise, you are what you eat.”  His father and one of
his brothers had diabetes, so he was personally and professionally familiar with the
illness.  Open-ended questions and discussions about diet and exercise could help
“educate” patients and doctors about everyday efforts to balance eating, drinking,
physical activities, medications, and the effects of diabetes and other illnesses.

The Focus on Technical Concerns
and Little Attention to the Lifeworld and Social Inequalities

As discussed earlier, Dr. Nielsen did not adequately deal with Sra. Vega’s
inability to pay for appointments.  He did not respond to her observations about her
lack of health insurance and the difficulties of finding a job when you are diagnosed
with high blood pressure.  Likewise, Dr. Harsa did not pay attention to Sra. López’s
problems with retirement.  Both doctors did not sufficiently take into account the
patients’ schedules or budgets when making recommendations for medications and
future appointments.

Some of the doctors I observed did address aspects of the patients’ lifeworlds.
As Mishler observes, the comments mainly served to establish rapport.  Nevertheless,
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these conversations enabled the doctors to learn more about their patients’ everyday
lives.  For example, Dr. Millner talked with Sr. Romo about his Mariachi music.  Dr.
Millner expressed his own fascination with this music, and gave Sr. Romo the
opportunity to talk about an area of his expertise.  Dr. Millner apparently also had
noted in Sr. Romo’s file that his father was ill, so he enquired about his father, and
learned that Sr. Romo’s father had died since their last appointment.  Dr. Judy Gray
briefly asked one patient how everything was “en la casa.”  She encouraged another
patient to talk about troubles related to her son who had had an accident.  Dr. Gray
checked for possible suicidal tendencies, and related the patient’s experiences to those
of a friend whose son also had been in an accident.  However, as Waitzkin’s analysis
suggests, the solutions offered by the doctor were the number of a social agency in
case the patient ever felt suicidal and a drug that might help her get more sleep.

Doctors need to listen to the lifeworld concerns of patients, and take into
account how social inequalities affect their ability to care for chronic illnesses.  These
factors affected patients’ abilities to attend appointments, purchase medications, take
the medications, and implement changes in diet and physical activity.  On an
individual basis (under current social conditions), doctors could work with diabetes
patients to experiment with treatment strategies to see what will work to help patients
metabolize the food they consume and not have excess glucose (and other substances)
circulating through their bodies.  However, diabetes care also must be addressed at the
level of societal changes.  This should include ensuring equitable access to health care
for all people and examining the health effects of practices in the production and
distribution of food and other resources.

Medical Concerns Raised by the Patients and Not Addressed by the Doctors
In the two interactions just analyzed, the doctors did not address several

medical questions raised by the patients.  Some of these questions entered into areas of
medical uncertainty.  Dr. Nielsen sidestepped Sra. Vega’s question about why her
blood pressure had “always been high” or “never controlled.”   He also never
addressed her implied question about the differences between “high” and “not that
high” and the possibility that different practitioners may have different interpretations
of the same numbers.  Dr. Harsa attempted to answer Sra. López’s “why me?”
question, but was only able to respond with generalities about diabetes.  Furthermore,
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she questioned Sra. López’s knowledge of her family’s medical history, rather than
acknowledge the limits of biomedical knowledge with respect to the role of genetics in
diabetes.  She also never addressed Sra. López’s lingering questions about the large
weight loss she experienced around the time she retired.

Particularly with chronic illness patients, doctors may need to be more willing
to discuss the uncertainties entailed in biomedical knowledge, and acknowledge that
the patients also have knowledge based on their attempts to deal with the illnesses.
For example, Sr. Romo questioned Dr. Millner’s standard recommendation for a flu
shot based on a bad experience during his army days.  Dr. Millner listened to his story
and then conceded that study results were mixed regarding the benefits of flu shots and
that other treatment options were available if Sr. Romo should start to experience any
flu symptoms.  In addition, as noted earlier, doctors may need to have more open
discussions with patients regarding the physiological effects of illnesses, various
medication options, and other treatment recommendations.

Pathology, Discipline, Control, Compliance, and Risk
The Education of Consent

The discourse in these doctor-patient interactions reinforced the basic elements
of a “pathologized life” of disciplined practices, “control” of clinical indicators,
diseases (and symptoms), and “treatment behaviors,” and “patient compliance.”  The
doctors also tried to ensure that the patients knew the (statistically determined) “risks”
of the illnesses.  Standard practices helped reinforce the doctors’ assumptions that
abnormal clinical indicators were due to patient noncompliance, and that the
noncompliance was primarily due to the patient’s lack of knowledge and motivation.
Although the standards of care are intended to ensure thorough diabetes care, when
asked as close-ended questions, they functioned as a check-list of compliance and
implicitly questioned the knowledge and motivation of patients.  Attempts by the
patients to resist the implications of these questions or to gather information were
interpreted by the doctors as confirming their lack of knowledge and motivation.

With respect to a pathologized life, the doctors generally expected the patients
to adapt their meal times and lives to the rigid timing of medications, rather than work
with them to adapt medication consumption to their daily activities, as well as possible
variations from day to day.  It appears that doctors may propose rigid time schedules
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for medications particularly to patients perceived to have low levels of education
(and/or the ability to speak English), because it will be “easier” for them to implement.
And yet, as I will discuss in Chapter 8, the people we interviewed had busy lives, and
didn’t always eat meals at the same time every day.  This is the type of “education”
that patients need, rather than continual reminders about the risks of complications.
Doctors also need to consult more with patients when setting up future appointments.

On the other hand, the doctors were not unaware of the difficulties entailed in
trying to care for a chronic illness.  Dr. Nielsen presented a view of “pathologized life”
that was similar to the constructions in the Joslin Diabetes Manual, when he noted that
“we are trying to reduce the risks … without having the quality of life be bad.”  Dr.
Harsa tried to empathize when she told Sra. López, “I know it’s a surprise and it’s not
nice to go to the doctor.”  However, overall Dr. Harsa vacillated between telling Sra.
López that she should drop everything to take care of her diabetes and trying to
convince her that the recommended changes would be “easy” to implement.  Neither
of these strategies was very effective.

In both of these interactions, the doctors used “control” to talk about diabetes,
high blood pressure, and high cholesterol.  Dr. Nielsen stressed that “it’s important to
get it all under control.”  Sra. Vega was so familiar with this language that when Dr.
Nielsen talked about the possibility that “normal” might not be possible, she noted that
her blood pressure had “never been controlled.”  Despite his explanation, Dr. Nielsen
set up the goal of the “normal target” anyway.  Not surprisingly, Sra. Vega was
frustrated regarding the elusive goal of control.

Sra. López did not use the language of control as readily as Sra. Vega did.
Although Sra. López had worked as a nurse’s aid for years, she had been relatively
healthy until her recent diabetes diagnosis.  During their interaction, Dr. Harsa used
“control” three times to refer to diabetes and high cholesterol.  The uses of control in
doctor-patient interactions combined with their repetition in conversations with
relatives and friends who also have diabetes (and have attended many appointments)
appear to contribute towards the education of consent of people who have diabetes
regarding the value of control, both in terms of technological solutions to biological
problems and the hegemonic cultural ideal for behavior.

On the other hand, in some interactions I observed, the doctors never talked
about control.  Instead, they focused on the numbers being high or normal.  In other
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words, discursively it is possible to bypass notions of control.  Nevertheless, control
remains as an implicit part of much of the discourse about diabetes.  As I will discuss
in the conclusions, one alternative would be to focus on balance and care rather than
control.  However, this discursive shift does not entirely extract diabetes care from the
moral implications associated with the ideology of individual responsibility.  In other
words, high numbers could still be interpreted as signs of “poor care” by individuals.

During the interactions, both doctors implied that the risks of complications
should provide the motivation to comply with recommended treatments.  Sra. Vega
confirmed that these risks had motivated her to try to lose weight, exercise more, and
change her eating habits.  However, she was aware of the complications before she
attended the appointment.  Reminders of the complications can be experienced as
scolding rather than educating, especially when patients are trying to take care of their
chronic illnesses within the constraints and priorities of their lifeworlds.  Factors such
as lack of health insurance, difficulties finding work due to her chronic illness, the
household’s low income, shared meals, and an acquired taste for salt (as well as the
hidden consumption of salt, sugar, and fat in processed foods and fast foods) also
affected Sra. Vega’s ability to take care of her health.

The doctors occasionally made comments that situated the patient within the
trends noted in journal science research and/or observed by doctors in their clinical
experiences.  For example, Dr. Nielsen informed Sra. Vega that her “case” was “quite
common,” and Dr. Harsa told Sra. López that “Diabetes usually runs in families.  . . .
You do have the genes.”  Furthermore, as observed in Chapter 5, epidemiological
discourse constructs “ethnicity” as a “risk factor” for Type II diabetes.  Several clinical
practices helped reinforce the epidemiological emphasis of race-ethnicity.
Conceptions of risk appear to be part of the doctors’ medical “common sense.”  In
other words, they often take notions of risk for granted.  At the same time, statements
like the examples above (tacitly) educate patients to think of themselves in terms of
statistical correlations with disease.  

In both interactions, the doctors tried to ensure that the patients had attended
diabetes education classes and/or been to see the nutritionist.  In other words, much of
the task of educating patients about daily treatment practices was delegated to nurses.
The interaction between Sra. López and Dr. Harsa illustrates what can happen when
doctors make assumptions about the patient’s lack of knowledge (and motivation).
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Again, doctors might not make these assumptions if they had more open discussions
with patients about their practices, and if they begin from the premise that they do
have other priorities and constraints in life that are important.  Ironically, although the
doctors said they saw themselves as educating and motivating patients, the doctors I
observed provided minimal explanations at best.  Nevertheless, Dr. Nielsen and Dr.
Harsa did explain some things.  For example, Dr. Nielsen explained that normal might
not be possible, and Dr. Harsa attempted to explain why the classes and eye tests were
important.  Patients pick up information in bits and pieces during every interaction.
Sra. López and Sra. Vega were seeking information.  They wanted explanations.

Interactions that use open-ended questions might allow doctors to circumvent
the discourse of compliance.  Furthermore, this approach would show respect for the
patient, their knowledge of diabetes, and the decisions they make about treatment
practices.  More open-ended discussions would enhance the construction of doctor-
patient interactions as negotiations.  Doctors could learn more about how social
inequalities affect health care.  This approach contrasts with the model in which
doctors give orders, and then patients either accept the orders (which later they may or
may not implement) or they confront the doctors during the interactions, which then
forces the doctor to negotiate.  The people we interviewed wanted to hear test results.
They respected the expertise of doctors and wanted their advice.  However, as I will
discuss in Chapter 8, that does not mean that they “fully” implemented all of the
doctors’ suggestions.  They reserved the right to make judgments about what could
work within their lifeworlds and how treatments affected them, both in terms of
symptoms and in terms of test results.

In conclusion, I should note that although this analysis draws attention to the
taken-for-granted aspects of doctor-patient interactions through which power relations
are subtly reinforced, this is not an argument for less interactions.  I also believe that
diabetes education is important.  As I will describe in Chapter 7, the people we
interviewed appreciated several aspects of the classes.  The classes at the Collins-
Lambert Clinic helped patients adapt treatment recommendations to their lifeworlds.
It was a relatively new program, and at that time the classes were free.  That is one
reason why the doctors were asking previously diagnosed as well as newly diagnosed
patients if they had been to the classes.  Access to adequate medical care and diabetes
education is crucial for people who have diabetes.  Lack of access appears to be one of
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the main reasons that low-income Mexican Americans and others have higher rates of
some complications.  Laser treatments and other timely care can prevent (or at least
delay) complications.  The purpose of this analysis is to recognize the unintended
effects of certain practices that are typical of many doctor-patient interactions.  As
Larme (1995a) observes, not all doctors make judgments about “compliance” when
treating low-income Mexican American diabetes patients.  As I have tried to describe,
there are alternative ways of framing clinical practices and the basic elements of
biomedical discourse.

Notes for Chapter 6
                                                
1I will reproduce the hierarchy inherent in term “doctor-patient interaction” to reflect the relative power
of the doctors in the interactions and the specificity of doctors.  Diabetes patients also interact with
other health care providers, such as diabetes educators, nutritionists, and nurses.
2I believe the focus on power is important, but I have to concede that it is also based on theoretical
discussions in my "discipline."
3In his footnote to this passage, Waitzkin adds:  "Similarly, Buroway has clarified how the gratifications
of "lived experience" in the labor process help achieve consent; see Buroway, Manufacturing Consent,
especially pp.13-30, 193-203 (1991:285).
4Throughout the dissertation, I have tried to avoid using “patient” to describe the people we interviewed
in order not to reproduce the tendency in much of the literature dealing with medical topics (including
social science analyses) to portray people with illnesses using this term that already situates them within
a “clinical-world point of view.”  However, since this section deals with interactions in which people
are placed in that role, I will be using the term.
5Ann Vega was one of the “newly diagnosed” people I interviewed.  Rosario López agreed to allow me
to observe this interaction, but decided that she did not want to be interviewed.  All names used in this
chapter and throughout the dissertation are pseudonyms.
6This patient was Carmen Luján.  Several doctors speaking in English also conveyed this respect by
addressing patients as Ms. or Mr.
7 For the specific formulation of the “voice of the lifeworld,” Mishler draws on Schutz’s “natural
attitude of everyday life” and Habermas’s “symbolic interaction,” (1984:122-124).  Schutz’s “natural
attitude” is based on assumptions that the world is the way it appears, the self is the center of events,
and motives are pragmatic.  Mishler does not acknowledge that these values are culturally specific.
These are the values that are typically taken for granted in U.S. mainstream (or Anglo-dominated or
Euro-centric) capitalist culture.  Furthermore, Schutz’s “natural attitude” and Habermas’s “symbolic
interaction” both assume “reciprocity” among speakers.  This reflects an ideal rather than an actual
description of everyday non-institutional communication.
8 For example, Mishler praises the doctor who was “relatively more attentive” to the “voice of the
lifeworld” for telling an elderly female patient: “You don’t look seventy six at all.  You’re still pretty”
(1984:157-158).  Mishler interprets this as a “direct response” to an “important aspect” of her lifeworld,
i.e., her aging.  He said that it was “reassuring” and “unusual in its personal quality,” and therefore
could contribute towards establishing a “less hierarchical” doctor-patient relationship.  I thought that the
doctor’s comment was sexist and agist.  It assumes that women are worried about their looks and that
older people should strive to look young.  Furthermore, although the doctor “complimented” the patient
in the “voice of the lifeworld,” he did not address her concerns about the “medical” effects of aging.
Mishler was so focused on highlighting instances when doctors did or did not attend to (or did or did not
use) the “voice of the lifeworld” that he did not note instances when the doctors did not attend to
“medical” questions raised by the patients.  In contrast to Waitzkin, Mishler did not discuss how social
differences in everyday life affected the interactions he analyzed.  He provided very little demographic
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information about the doctors or the patients.  Instead, he focused on the power differences between
doctor and patient.
9However, later in the analysis, Mishler observes that there are variations in this general structure, and
that it can be “disrupted.”  As I mentioned, he notes but does not stress that patients also ask questions.
Nevertheless, as Mishler observes, through this structure and other means, the doctors generally retain
control over the direction and content of interactions.
10 Waitzkin noted the race, ethnicity, and religion of the patients and doctors, but did not explicitly
address how these inequalities were reinforced by the discourse.  He did not address sexuality, but
implied that all the doctors and patients were heterosexuals.  He did not comment on how the discourse
also reinforced heterosexual norms.

Waitzkin and his research team originally analyzed 50 interactions, which were drawn from a
larger set of interactions recorded in public and private clinics in Boston and Oakland.  The seventeen
examples discussed by Waitzkin were all conducted in private clinics in Boston.  Waitzkin never
discussed the relative advantages of having health insurance or being able to attend a private clinic.
11 Waitzkin notes that these four interactions represented 30% of the fifty interactions (originally
analyzed) during which people expressed few personal troubles.  These cases contrasted with the
thirteen interactions discussed in the book that exemplified 70% of the fifty interactions.  As already
described, in these interactions, working class and middle class people experienced “personal troubles,”
such as depression or symptoms that interfered with paid work or housework, which Waitzkin links to
“social” or “contextual issues,” such as economic difficulties and gender role expectations.

Waitzkin constructs these four examples as “negative cases” to which the elements of his
model do not apply.  However, I would argue that his model can be used to describe these cases.  As I
note in the text, the doctors and patients in these interactions also made ideological statements and did
not criticize the status quo.  However, the effects were different for these patients, because what was
said and not said reinforced their social privileges.  Then, as Waitzkin points out, the doctors exert less
surveillance and social control.  As I will discuss shortly, there was also less need for “technical
solutions,” because the patients are upper middle class and relatively healthy for their ages.
Nevertheless, even in these interactions, there was some surveillance, and the doctors and patients did
discuss technical matters.
12By “mainstream” expectations, Waitzkin is referring to “success” in school or work and moderation in
“self-destructive behaviors.”  In general, the values espoused in the interactions analyzed by Waitzkin
are middle class and/or “white” (or Anglo-Saxon and northern European) and “Protestant.”  I agree with
Waitzkin that in general U.S. society grants some leniency to indulge in “self-destructive behaviors” to
middle class youths, but I would argue that it is granted in largest measure to young upper class and
upper middle class “white” heterosexual males.
13I say “tended,” because the ideological statements and lack of criticism were not always beneficial to
women.  For example, doctor’s remarks to the 13-year old girl did not question societal standards of
beauty for women.
14The observations about race, gender, and sexuality are mine not Waitzkin’s.
15 It is also possible that the doctor cut off the young teen’s confession that she had tried marijuana and
did not ask many questions about the college man’s sex life, because the interviews were being taped.
Waitzkin did not consider this as a possible explanation for the apparent lesser surveillance.
Nevertheless, I still agree with Waitzkin that it appears that the doctors exerted less surveillance based
on the class and age of the patients.
16Venereal diseases are generally seen as being related to lifestyle choices, but the interaction with the
college student suggests that there may be differences in surveillance related to the particular type of
venereal disease.
17Mishler (1984) focuses on the early phases of interactions when doctors and patients were discussing
symptoms, current illnesses, and medical histories.  He discusses exchanges when patients mentioned
“lifeworld” concerns in relation to their symptoms.  The doctors did not ask or comment about their
lifeworlds.  Instead, they asked close-ended questions calling for further specification of the physical
and quantitative details of the symptoms.  Mishler did not analyze the content of the doctors’ analyses
and treatment recommendations.  I will be addressing the key concepts that frame that discourse.
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Waitzkin (1991) highlights ideological statements and the lack of criticism by doctors that

referred to aspects of the patients’ lifeworlds, such as work or family, and promoted mainstream values,
such as individual responsibility and traditional gender roles.  He observes that technological solutions,
such as prescribing psychotropic medications for reified conditions like “depression” or “anxiety,” do
not address the social inequalities underlying the personal troubles causing physical symptoms.
However, Waitzkin does not analyze the ideological content of the “technical” discourse.  The analysis
of the interactions with Sra. Vega and Sra. López will focus attention on that discourse.
18Mishler and Waitzkin analyzed a variety of “typical” medical interactions.  Mishler does not discuss
any differences.  Analytically he focuses on the early phases of interactions and the doctor’s task of
diagnosing.  Waitzkin notes the purposes of the seventeen interactions he analyzed, but does not discuss
any differences.  He focuses on structural similarities.  His model assumes that “clients come to medical
professionals with complaints” (1991:46).  This applies to interactions with clients seeking a diagnosis.
However, clients who attend physical examinations may or may not have “complaints.”  One could say
that complaints are an implicit component of routine chronic illness appointments, since complaints
often (but not always) led to the original diagnosis.  However, as I will discuss, specific complaints may
or may not be addressed during these appointments.  Furthermore, chronic illness interactions are
usually scheduled based on medical standards and/or recommendations by doctors.  Doctors are obliged
by the standards of their profession.  People who have chronic illnesses have to attend these interactions
to obtain medications and preventive care for complications.  In other words, chronic illness interactions
differ somewhat from interactions in which patients experience symptoms and seek a diagnosis and
treatment recommendations from the doctor.
19Mishler and Waitzkin based their analyses on samples drawn from a data set of 500 interactions taped
in public and private clinics in Boston and Oakland in the 1970s.  Mishler originally analyzed twenty-
five.  In the book, he discusses excerpts from four.  He does not provide background information on the
doctors.  He notes the gender of all four patients, and the age of two.  He does not specify their social
class, race, or ethnicity.  He notes that all participants understood and spoke English well.  He does not
state whether the interactions took place at a public or a private clinic.  Thus, his analysis of power is
limited to the roles of doctor and patient.  One could say that his objective was to highlight discursive
practices that occur in most doctor-patient interactions, regardless of the lifeworld statuses of the
patients or doctors.

Waitzkin and his research team originally analyzed fifty interviews.  In the book, he presents
detailed analyses of seventeen.  As noted in the text, although Waitzkin describes several
sociodemographic characteristics of the doctors and patients, his analyses focus on inequalities based on
class, gender, and age.

All seventeen interactions took place in private clinics in or near Boston.  The doctors were
middle-aged “white” males.  Most were of English or German heritage.  One was Russian.  One was
Protestant, one was Episcopalian, one was Mormon, one was Jewish, and two listed no religion.  The
patients were middle class or working class men and women, ages 13 to 80.  Sixteen were “white.”  One
was a “black” man who worked as an assistant food operations manager in a hotel.  Most were
Protestants, but some were Catholic, Jewish, or practiced no religion.  One was Eastern Orthodox.  Most
had ethnic heritages, such English, German, Irish, and Italian.  They all had at least a high school
education and appeared to understand and speak English well.  One working class man was on disability
and his union was about to go on strike and one middle class woman (who was about to get a divorce)
said that she could not afford to go to a psychologist.  However, no one talked about having difficulties
paying for medications.  Although Waitzkin highlights class differences, he does not discuss differences
between medical care at private and public clinics or differences in the social and economic
circumstances of their patients.
20 When it was converted into an out-patient clinic, it stopped offering emergency care and birthing
services, despite the efforts of COPS (Communities Organized for Public Service) to have these
services continue.  COPS is a West Side community organization that was founded by Ernie Cortes, and
is based on the principles political organizing of Saul Alinsky and the Industrial Area Foundation.  It
has been active in San Antonio politics for decades.
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21 The head nurse of Diabetes Education did not have numbers for Family Health, but estimated that
about 50% of their adult patients might be diabetic, since they got a lot of referrals from them.
22It is my understanding that this plan started shortly before I began the research, but was discontinued
some time after I finished the research.
23 Apparently one of the reasons there were so many no-shows was precisely because people had to wait
so long for the appointments, that they might decide they couldn’t afford to take the whole day or
afternoon or morning off.  The nurses were aware of the problem, but clinic officials had not devised an
alternative plan.
24As discussed in Chapter 1, Foucault (1975, 1979) identifies several key elements of biomedical and/or
institutional discourse: “disease” as “pathologized life,” the “gaze” reading the body for “visible” signs
of pathology, institutional definitions of “normal” and “pathological,” forms of power embedded in
discourse and practices, disciplinary practices targeted at the body, institutional surveillance that
combines hierarchical observations and normalizing judgments, and the constitution of the individual as
an “endlessly reproducible pathological fact” within statistically based knowledge.
25Estroff, whose own research focused on schizophrenia, also observes:
It appears that compared to “I have” conditions, “I am” illnesses are more mysterious and more
stigmatized, entail more disruptive, disapproved expression, and are more likely to be centered in the
brain or to involve cognitive function.  They are also more offensive to moral convention regarding
individual restraint and responsibility.
It is interesting to note that diabetes falls in this group of conditions that are mainly mental illnesses,
disabilities, and addictive conditions.  The other two “ic” conditions on the list that seem more
analogous to diabetes, are hemophelia and epilepsy.

The existence of the adjectival forms may reflect the fairly long history of these illnesses.
Type I diabetes was more life-threatening prior to the development of insulin treatments.  There is still
some mystery regarding the causes of diabetes, but there are also mysteries regarding the causes of
many of the “I have” illnesses.  However, Western assumptions about “will power,” commonly used to
talk about addictive conditions, can be applied to eating and drinking for people who are “diabetics.”
The long-term complications of diabetes can be “disabling” and “disrupt” the lives of the affected
person and those around them.  “Acute” complications, such as diabetic comas, can affect the brain.
However, in general, there are substantial ways that diabetes, and especially Type II diabetes, differs
from many of the “I am” conditions listed by Estroff.  However, its inclusion on the list reflects the
pressures put on people who have diabetes to “fully” identify with their illness.  This is why I chose to
use phrases like “have diabetes” or “diagnosed with diabetes” in the dissertation, rather than “diabetic.”
26This is a hypothesis, since this research does not systematically compare diabetes, high blood
pressure, and high cholesterol.  However, this is my general impression.  The “strict” diet and
devastating “complications” may be factors.  Following Larme (1995b), perhaps it is because
medications can resolve high blood pressure and high cholesterol more easily.  Other possibilities
include the longer history of diabetes as a diagnosed illness, the conflation of Type I and Type II
diabetes (juvenile- and adult-onset conditions), and the construction of “sweets” as luxury food items.
Interestingly, all three illnesses are reputed to “lack bothersome symptoms,” which is presumed to
motivate people to take care of themselves.  However, people who have diabetes experience high and
low blood sugar symptoms.  It seems that people who have high blood pressure may also experience
certain symptoms.  High cholesterol may be the least noticeable.
27 The interactions could also be affected by gender or racial-ethnic differences.  As noted earlier, at this
clinic, there were male and female doctors.  Many were Anglos, but several were Mexican Americans,
other Latinos, and people from various other racial, ethnic, and/or national groups.  The doctors spoke
varying levels and types of Spanish as well as variations of English.
28Hunt and Arar actually said treatment “regimens.”  I intentionally omitted the use of this term.
29Microdecisions” was also used by Hunt, Pugh, and Valenzuela (1998) and Hunt, Arar, and Larme
(1998) to analyze the day-to-day diabetes care of the low income Mexican Americans we interviewed.
30Given the small sample size, Dr. Pugh wanted to exclude “cases” that were “difficult to control,” but
we also excluded “cases” that appeared to have “very good” control.  Dr. Pugh was also interested in
recording the views of people who had not yet begun to experience complications. As noted in Chapter
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2, it turned out that some people had eye and nerve complications.  Furthermore, after examining their
medical records, Dr. Pugh evaluated several people as having “good blood glucose control” at the time
of their interviews.
31 Hunt and Arar (2001) analyzed interviews with 35 health care providers, including 26 physicians, 5
physician assistants, 2 nurse practitioners, and 2 staff nurses, who estimated that 50-60% of the patients
they saw daily were Mexican Americans with Type 2 diabetes. Anne Larme conducted 31 of those
interviews in five clinics along the U.S.-Mexico border.  Anne Larme’s sample represented 91% of the
practitioners working with adult patients in the border clinics.  Apparently, Ryan Buchholz conducted 4
interviews, probably with practitioners at the county clinic in San Antonio, or possibly in Laredo.  This
research was funded by MERECE and these interviews were conducted around the same time that we
were interviewing patients.
32Hunt and Arar do not explicitly acknowledge that the health care providers were asked to contemplate
“patient barriers” and “facilitators” in the “local culture” (Larme 1995b).  However, Larme observed
that while all the providers were quick to cite a number of “patient barriers,” "only a few providers
could think of positive aspects of the local culture and lifestyle that could be enlisted in diabetes self-
care” (1995b:8).  In other words, it appears that the interview questions also may have led the health
care providers to focus on “culture.”
33Loewe et al. do not make it clear how many of the physicians with whom they talked shared this
pessimism, but they give the impression that it applied to many of them.  Similarly, it is not clear how
many physicians were “ambivalent” about the benefits of “tight glycemic control” and weight loss.  In a
footnote, they noted that the Diabetes Control and Complications Trial Research Group (1993) “has
shown that nephropathy, neuropathy and retinopathy can be slowed or prevented by good blood glucose
control (in Type I diabetes), but the benefits of tight control for Type 2 diabetes remain questionable”
(1998:1271).  Actually, Ronald Loewe, Anne Larme, and I conducted our research during the time that
these results were being released.  Up until that time, doctors were less sure about the benefits of “tight
control.”  However, in general these results confirmed their suspicions of what “made sense.”

As I explained in Chapter 4, “tight control” meant that people with Type I diabetes used insulin
pumps or injected insulin as needed when they ate.  Thus, they were better able to maintain their blood
glucoses within the “normal” range, and they did not have excess glucose or excess insulin circulating
in their systems (not to mention the other nutrients and hormones involved in metabolic processes).
34Loewe et al. describe where the physicians worked, but do not explicitly consider that some of the
“rhetorical” strategies they discuss may be specific to the context of physicians working with poor
and/or minority patients in public clinics.
35 The resident interviewed by Loewe took her penchant for scientific numbers further.  She would tell
patients, “you have to exercise this many times a week, this many minutes, with your heart rate at such
and such” (1998:1272).  I did not observe any physicians using numbers this way.
36The Joslin Diabetes Manual (Krall and Beaser 1989:33) lists more detailed “goals” that can be
subsumed under the two goals of preventing long-term complications and acute low blood sugar
symptoms, such as “reduce chances of neuropathy” and “prevent ketoacidosis or coma.”
37This quote continues:
That's how I feel, lee, I mean, porque yo sé que mi chart está como tanto así [indicating very thick], [I'm
chuckling], no pueden leer todo, ¿verdad?  Pero lo de arriba [mm hm], you know, unas cuatro, cinco
hojas que leas y luego háblame, no creo que seas una poor reader [mm hm], que no, que leas despacito
pa'a no, que no [mm hm], eh, pero other than that, no no me puedo quejar (de) los doctores.  [mm hm]

That’s how I feel, read, I mean because I know that my chart is like this [indicating very thick], [I’m
chuckling], they can’t read it all, right?  But the part on top [mm hm], you know, some four or five
pages, read them and then talk to me, I don’t believe that you are a poor reader [mm hm], “right,” read it
slowly in order not to, “right” [mm hm], eh, but other than that, I cannot complain about the doctors.
[mm hm]
38This was probably because their analyses were based on taped interviews that they had not observed.
On the other hand, they are both medical doctors as well as social scientists, so perhaps they took this
particular practice of medicine for granted, or felt that other researchers had discussed the discrepancies
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between the written records and the actual interactions.  However, when I observed the interactions, I
was struck by the prominent role of the medical file during the interactions.  In one interaction, Dr. Judy
Gray did not have Sra. Ruby Chacón’s file, and so was unable to answer some of her questions.
39The interviews with the “newly diagnosed” diabetes patients suggest that even if the time of first
diagnosis was listed, that time might reflect first diagnosis in the county system, rather than the time the
patient was first diagnosed by a private doctor.  It also might reflect the first time the patient was put on
medication, rather than earlier diagnoses of “high” blood sugars or “borderline diabetes” when diet was
recommended.  In other words, although the lists are an example of striving for the “ideal of exhaustive
description,” the actual records fell short of this ideal in many ways.
40The “standards of care” are intended to “monitor” possible complications in the eyes, limbs, kidneys,
heart, circulation, and the nervous system.  In other words, they review the systems affected by diabetes,
high blood pressure, and/or high cholesterol.  They also monitor the “patient behaviors” that constitute
optimal diabetes care according to the biomedical model.  The "analysis" in SOAP covers the
possibility of a diagnosis as well as the analysis of clinical indicators in chronic illness interactions.
41In other words, some doctors were immigrants from Asia, the Middle East, Europe, and elsewhere.  In
addition, there were regional and ethnic variations among speakers of English raised in the United
States.  Over the long course of their illnesses and interactions at the county clinic, the patients
generally had to sort through various forms of English and Spanish.
42The interactions with Sra. Vega and Sra. López did not take place during flu season.
43My mother was recently diagnosed with diabetes.  However, initially she was not told that she had
diabetes.  She was told that she had a “high blood sugar,” and that she needed to stop eating all sugary
foods.
44Dr. Nielsen never said what those numbers were, although he could have been looking at other test
results.  However, the next event he asked about was eight years later in 1990.
45I did not see the file or talk to Dr. Nielsen after this interaction.  However, based on the qualifications
“it is possible” and “it looks like,” I surmise that he probably was basing his questions primarily on his
interpretation of her test results, which are all grouped at the back of the file.  However, he did spend
some time reading her file, so it is possible that he also read through the appointment sheets.
46It could be that Dr. Nielsen backed off because he noticed I was there.  However, I think he would
have done it anyway, because he started realizing that there was no point in confronting her on this.
Instead, he should just focus on future care.  Nevertheless, it seems that he did doubt her version of
events based on the “objective” data in the file.  He also may have interpreted her version as “denial.”
47I think Dr. Nielsen correctly inferred that she was offering this as another explanation for her “always
high” blood pressures.  However, it is possible that she meant “I’m scared,” because it had “never been
controlled,” there were all these “risks,” and she had just been diagnosed with diabetes.
48I did not have the opportunity to talk to Dr. Nielsen after this interaction, so I do not actually know
how invested he is in the biomedical notion of compliance.  However, his practices of trying to ensure
future compliance imply that he made the assumptions I am claiming.  I also think it is likely that he
noted her “confessions” in the file.
49Actually, because payments were on a sliding scale, it is possible that Sra. Vega’s husband earned just
enough that they were paying fees at the upper end of the scale.
50 The doctor and the patient had granted consent to being observed before this appointment began.
51In other words, it is possible that Dr. Harsa suggested the aunts and uncles based on her prior clinical
experiences with patients who initially did not know that members of their extended families had
diabetes.  For example, among the people we interviewed, Joe Fuentes initially did not know that his
mother and brother had diabetes, because he had not seen them in years.  After he was diagnosed, he
called his mother, and found out that they both had it.  However, most of the people we interviewed
were initially aware that members of their family had diabetes, and then learned even more about details
of their care after they themselves were diagnosed, or they had quite a bit of knowledge and/or had
helped take care of relatives who had diabetes.
52Hunt and Arar’s analysis of the interviews (by Anne Larme and Ryan Buchholz) of 35 health care
providers working in public clinics in South Texas suggests that most of them held such beliefs
(2001:355).  Chapter 8 will show that many newly diagnosed diabetes patients already had (biomedical
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and other types of) knowledge of diabetes based on the experiences of family members.  After being
diagnosed, most people actively sought information about diabetes.  Over the course, of their illness,
they continued to accumulate new information.  Chapter 8 will address the treatment actions they were
taking.  Hunt and Arar’s sample of 51 low income Mexican Americans includes people that Miguel and
I interviewed as well as people who were subsequently interviewed in San Antonio and Laredo.  They
note that all but one “were making serious attempts to change their lifestyles” (2001:362).  Chapter 8
will discuss the treatment practices of the people we interviewed.  As Hunt and Arar observe, no one
was “fully compliant.”  I take that to mean (as I think the people we interviewed did) “fully compliant”
with “strict regimens” over the course of the illness.  Nonetheless, everyone had implemented changes.
53Robert Ríos also had a first encounter with Dr. Rodríguez.  I did not observe this interaction, but
during the interview, Robert mentioned that he too was impressed with the thorough physical
examination.
54 Dr. Gray and Sra. Campos also talked about menstrual bleeding, some other health problems, and her
nail-chewing.  Dr. Gray checked Sra. Campos’ feet, and asked if the (dress) shoes she had on were the
ones she always wore.  She said no, that she usually wore tenis.  Dr. Gray gave her a referral to the
podiatrist to address her corns, and added a note asking them to talk to her about shoes.  She checked
Sra. Campos’ blood pressure, heart, and breathing.  The nurse left the room during the examination, so
Dr. Gray, who spoke a little Spanish, told her that “La examinación es normal.  No problemas.”  Dr.
Gray started to explain a proposed insulin change in her Spanish, but asked the nurse to explain it again
when she returned.
55 Sra. Gámez also mentioned that the book did not have diet information, but she started eating more
vegetables on her own.
56Her doctors in Mexico and the United States told her that her diabetes was caused by the heart
problems.  Diabetes did not run in her family either.  However, she never discussed this with Dr. Rao.
She also said that the heart problems caused lung problems, and so she had tuberculosis-like symptoms.
New doctors would continually check her for tuberculosis.  Dr. Rao was no exception.
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Chapter 7
“You Can Take Control”

Diabetes Education
In American Encounters, José Limón suggests that public officials who spend a

lot of time "in touch with the ordinary citizens of Greater Mexico" can be thought of
as resembling Gramsci's "organic intellectuals."  He notes that: "In most cases, they
are from working-class communities, and they often do devote a great deal of time
articulating the issues and problems of these communities and advocating in their
favor" (1998:190).  He was referring to elected officials, but his observation could
apply to professionals working in various institutions.  Doctors and nurses could
potentially fulfill this role.  At the county clinic in San Antonio, most of the doctors
come and go.  However, most of the nurses have worked there for years.

The nursing directors of the Walk-In Clinic and the Internal Medicine Clinic
were both Mexican Americans.  Most of the registered nurses, as well as the licensed
vocational nurses, and the nurse's aids who worked in these clinics were Mexican
American.  Most were women.  A few were men.  A few were African American.
One of the RNs in the Internal Medicine clinic was Anglo.  She had worked there over
twenty years, and was well regarded by her co-workers and the patients.  The triage
nurse in the Walk-In Clinic was Mexican-American and frequently spoke with patients
in Spanish.

In Diabetes Education (which was in its third year of a five-year start-up
grant), Sylvia Acosta, the director, Delia Garza, the dietician, Alex Fernández, a nurse,
Irma Salinas, the social worker, and Patty León, the receptionist, were all Mexican
Americans.  The other nurse who worked there was Glenna Davis, an African
American, who was born and raised in San Antonio.  She did not speak Spanish.  She
also had worked in the Internal Medicine Clinic for over twenty years before joining
Diabetes Education.  She used to teach the previous shorter diabetes education classes
offered by the Medicine Clinic.  The Mexican Americans all spoke Spanish.  They
grew up in the Valley and/or San Antonio.  Most of them came from working class
backgrounds, as did Glenna.  They were aware of the problems that their patients were
facing.  They were actively attempting to translate the biomedically recommended
treatments for diabetes into a series of practical tips that the patients could use in their
everyday lives.
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At the same time, as medical professionals they too were caught up in the
“common sense” of “control” and “compliance.”  In conversations that I had with
Sylvia, she noted that the concept of compliance has been critiqued within the nursing
literature that she had read.  However, no one at that time, including me, was explicitly
questioning the logic of “control.”

The diabetes education nurses, dietician, and other staff members attempted to
create a friendly and welcoming environment in their department.  They encouraged
their patients to drop by any time.  Because many people could not afford home blood
glucose monitoring, they would check blood sugars for people who walked in.  If they
detected very high sugars or some other problem, such as a foot infection, they would
call the Walk-In Clinic and get the patient in to see a doctor.  They also taught
individuals how to do home blood glucose monitoring and how to inject insulin.  They
sponsored a monthly support group that met once a month.  It usually involved the
same fifteen to twenty people.  Sylvia noted that they wanted to send out notices, but
had been holding back, because they were scared that too many people would show.
The group usually walked around the block, listened to short lectures, and had
refreshments like yogurt.  The nurses would hand out recipes and a door prize.

At the time I did the research, Diabetes Education offered a series of five
classes.  The classes were offered in Spanish and English. Two days a week, the
Spanish sessions were in the morning, and the English sessions were in the afternoon.
One day a week, it was the reverse.  They also added a class that met from 6:30 to
7:30 in the evening.  As noted earlier, thanks to the grant, the classes were free.  The
staff encouraged family members as well as the patients to attend the classes.  The first
class covered "What is diabetes?" and the symptoms of high and low blood sugars.
The second and third classes covered exercise, diet, meal planning, and shopping.  The
fourth class dealt with foot care and dental care.  The fifth class focused on
complications.  The three nurses, Sylvia, Alex and Glenna, alternated teaching
different classes, and the dietitian, Delia, usually taught the sections on diet.  I
attended five morning sessions in English and five afternoon sessions in Spanish.

Everyone in the classes initially received a folder of pamphlets and booklets in
English and/or Spanish.  The pamphlet advertising the classes was written in Spanish
and English.  It encouraged readers to:
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Take CONTROL Tome CONTROL
You can lead a normal and

happy life despite diabetes!

Usted puede vivir una vida normal

y feliz a pesar de tener diabetes!

Our free classes will teach

you how to:

Nuestras clases son gratis y le

enseñan como:

• Control your diabetes •Controlar la diabetes

• Prevent complications and

problems with your

•Prevenir complicaciónes y

problemas con sus

feet pies

heart corazón

kidneys riñones

eyes ojos

Because diabetes care is framed in terms of “blood glucose control,” this
pamphlet stresses control.  The pamphlet talks about “controlling your diabetes” (the
whole illness), instead of specifying blood sugar levels.  It uses a command form to
invite class participants to “take control.”  It indirectly alludes to controlling self-care
behaviors, such as diet.  At the same time, the pamphlet acknowledges that patients
desire to “lead a normal and happy life.”  This apparently refers not only to preventing
complications, but (as Dr. Nielsen and Dr. Harsa also acknowledged) also to having to
implement the “regimens” recommended for diabetes care.  Nevertheless, the
pamphlet does define “control” as part of “normal” life.

During the classes, although the nurses did not continually stress notions of
control, they did lay out the basic logic of diabetes care in terms of control.  As in the
pamphlet, they urged patients to “take control” in order to prevent complications.
They stressed that medications, diet, and exercise were the means to take control.

The nurses tried to gear the classes to the educational levels of their patients.
They also had to work with the films, pamphlets and other materials available to them.
They relied on donations from pharmaceutical companies for many of the pamphlets
as well as mirrors and other items that they distributed to the patients.  As the
descriptions of the classes will show, they occasionally provided brief explanations of
the physiology of diabetes.  They also linked symptoms to high and low blood sugars.
Because complications were handled as a separate topic, the links between early mild
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symptoms and later complications were not always explicit.  For the complications,
they showed a slide show with graphic representations.  However, the nurses tried to
stress that this was intended to provide them with information, not to “scare” them.

They also briefly addressed some of the clients’ concerns about the links
between emotions like anger and diabetes.  In the fourth class (in Spanish), Alex
suggested the strategy of getting out of the house, if they felt angry or worried.  This
practice was used by several people we interviewed.  In fact, they took it further.
They thought it was important to get out and walk around the house to lower their
blood sugar.  Interestingly, as I will discuss in Chapter 8, they reversed the logic
presented by Alex.  Alex stressed that anger and worries could cause a person’s blood
sugar or blood pressure to go up.  Several people we interviewed thought that high
blood sugars made them feel more “irritable” towards children, partners, and co-
workers.  For them, walking around was a strategy to ensure better social relations.

In particular, the diabetes educators attempted to reframe notions of the “strict”
diet.  Their basic message was cut sugars, cut fats, and cut salt.  They stressed
reducing rather than eliminating foods.  However, some of the materials they
distributed constructed the diet as lists of items people were supposed to eat and not
supposed to eat (visually reinforced with red X’s).  The diabetes educators taught
clients how to adapt their own cooking to reduce sugar, fat, and sodium.  They gave
clients practical tips that would allow them to implement diet changes on a low
budget.  They also taught them how to read labels of industrially processed foods.
They encouraged clients to experiment and see how certain foods affected them and/or
their blood sugar levels.  They advised people to eat three meals a day, but noted that
this could be adjusted.  They recognized, for example, that some people might be
working night shifts.  The nurses and dietician also tried to stress that these diet
changes could benefit the whole family.  The people attending the classes were
particularly interested in the practical diet tips, as well as the guidelines for foot care.

What is diabetes?
Class One

At the first class in English that I attended, nine "clients," two family members,
and another researcher were present.1  The other researcher was a Mexican American
woman in her 20s, who had family members with diabetes.  She was recruiting people
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to participate in a saliva study.  The other people participating in the class were Leticia
and Rolando, a Mexican American woman and her husband in their 60s; Anita and
Teresa, two Mexican American women in their 50s; Alvaro, age 49, and Richard, age
29, who were also Mexican American; Betty, an African American woman in her 60s;
and Charles and Louise, an Anglo man in his 40s and his mother in her 70s.  Most
were recently diagnosed.  However, Leticia had been diagnosed about ten years.  She
walked with a cane.  Leticia and Rolando talked quite a bit during class.  Teresa had
been diagnosed for 16 years, and had been taking insulin for 6 years.  Betty had been
diagnosed for 3 years.  Charles was quite heavy, had heart problems, and his manner
(and his mother's presence) suggested that he might be "a little slow."  Richard was a
baker.  He said that his whole family had diabetes.  He asked quite a few questions
during the classes.

Glenna Davis taught this class.  Everyone received a folder with handouts, and
she listed important points on a small white magic marker board.  Glenna introduced
herself as a proud grandmother, which encouraged class members to do the same when
they introduced themselves.  She asked what they knew about diabetes.  They
volunteered some answers: "Something about sugars."  "The pancreas not working."
"I heard starch causes it."  Glenna summed it up as having "too much sugar in the
blood."  Throughout the class, Glenna typically raised a topic, asked what people
knew, noted those points, and added more information.  She then discussed "normal"
blood sugars.  The booklet prepared by Diabetes Education referred to these numbers
as "acceptable (controlled) blood sugar levels": 80-140 mg/dl in the morning before
eating, and less than 200 mg/dl after meals.2   The nurses at this clinic saw patients
with blood sugars in the 300s and 400s so frequently that they regarded the goal of
keeping blood sugars under 200 as an accomplishment.  They also taught patients that
anything below 70 was "dangerous and must be treated immediately."  These numbers
were reiterated in all of the classes.

Glenna explained to the class that with diabetes, "the pancreas is not producing
enough insulin to burn up sugars, so they spill over into the blood and the urine."
"You are predisposed to have it if your parents or grandparents had it, after the ages 40
to 50, and if you're overweight."  Then she asked class participants to list symptoms
associated with high blood sugars.  They replied: "Urinate frequently."  "Hungry."
"Thirsty."  "Tired."  "Headaches."  "Blurry vision."  She confirmed, "Yes, all of
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those," and then asked, "Did anybody have itchy skin?"  Two people raised their
hands.  She explained that their blood sugars were probably over 200 when they
experienced that symptom.

Thus, the Diabetes Education nurses helped the people in their classes identify
the symptoms that they associated with high blood sugars.  Glenna’s approach was
particularly effective, because she asked them to list the symptoms they had
experienced.  They had the chance to hear other people affirm that they too had
experienced similar symptoms.  Then she mentioned some symptoms that no one had
listed.  In addition, this was reinforced with a list of high and low blood sugar
symptoms in the written materials.  Glenna used this style of questioning throughout
her classes.  This style gave the participants the chance to relate their own experiences
to the biomedical knowledge being purveyed in the classes.  As the class proceeded,
they also discussed what to do when experiencing high or low blood sugar symptoms.

Then Glenna explained the differences between Type 1 and Type 2 diabetes.
"Type 1 is typically diagnosed in people under the age of 20, they get on insulin right
away, most are thin, and their pancreas doesn't work.  Type 2 is typically diagnosed in
people over 30,3 people take oral medication first, and then insulin, many are
overweight, therefore they recommend exercise and diet."  She added, "We will talk
about your ideal weight next week."

Glenna then asked, "Now what happens if you take too much medicine without
eating.  You can get low blood sugar.  So you can take orange juice, Coca Cola."
Charles added, "Or milk."  Glenna noted, "That might take you up and keep you there.
They also recommend that you carry hard candy, like Life Savers, peppermints, lemon
drops."  Using the handout, she explained hypoglycemia (low blood sugar) and went
over the symptoms listed on the handout: shaking, fast heartbeat, sweating,
anxiousness, dizzy, hunger, blurry vision, weak or tired, headache, and irritability.

Then Glenna explained that "high blood sugar means your sugar is greater than
200.  That is hyperglycemia.  What are the causes?"  One of the Mexican American
women responded: "Too much stress."  Glenna added: "Too much food.  Or eating the
wrong thing.  Like I like to say, 'you are sweet today, honey.'  What can you do if your
sugar is too high?"  They responded:  "Exercise."  "Not eat a meal."  "Call the doctor."
"Check your sugar to see how high it is."  "Check your urine."  Glenna added, "And
take it easy, rest, drink liquids, salty broths.  You will probably feel thirst, so drink a
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lot of water.  Not juice.  How else will you feel?"  They responded:  "Go to the
bathroom more."  "Dry skin."  "Dehydration."  "Tired, weak."

Then Glenna said,
Remember that sometimes people who have diabetes also have heart
problems and high blood pressure.  How many of you have both or
know somebody who does?  In fact, they say diabetes and high blood
pressure are kissing cousins.  So what do they recommend?  First, you
need to take control.  It's your body, your life.  If you don't take control,
then it could lead to complications.  And how do we take control?

The class responded: "Insulin."  "Pills."  "Diet."  "Exercise."  Glenna summarized
these on the board as medications, diet, and exercise.  Because the symptoms of high
and low blood sugars overlap somewhat, the nurses regarded it as very important to
help people distinguish between these two conditions.  They encouraged patients to
check their blood sugars first before taking action.  Glenna quizzed them and reviewed
them about these symptoms and what to do.  In this exchange, Glenna framed all of
the treatment recommendations within “taking control.”

After this, the patients watched a video made in El Paso.  I thought it was very
moving.  Richard was so tired, he fell asleep during the film.  Everyone else seemed
attentive.  The film was narrated by a Mexican American woman.  It used family
photos and drawings to tell her story, as well as more graphic representations of the
body for the technical explanations, which were woven into her story.  Among other
points, the technical sections explained that insulin was "the key" that permitted sugar
to enter the body's cells.  The film stressed that early diagnosis and treatment are
important.  Basically, the narrator's father had diabetes and never took care of himself.
He used to take his pill with a beer, and thought he would go quick, but he didn't.
Instead, he had problems with his vision and circulation.  He ended up losing both
feet, had to go to dialysis, and had to depend on other people, which really hurt his
dignity.  He died at age 59.  The narrator then tells viewers, "I am 38 and I have high
blood sugar, so I already take care."  The drawings show her cutting up fresh
vegetables with her kids and playing touch football with them.  The film noted that
"women have double the risk."  Another older Mexican American named Brigida tells
viewers, "I have to fight for my health.  I have diabetes, high blood pressure, and high
cholesterol.  I keep records of my food and exercise."  From the photos, we saw that
she was overweight, involved in a lot of activities, and demonstrating a "take charge"
attitude about her health.  The film also showed a group that met to talk about
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diabetes, but mainly for moral support.  They told viewers, "The key is to be always
active.  How can you reduce your risks?  Keep your weight under control.  Don't
smoke.  Exercise."

After the video, the nurse came back in and asked if anyone had any questions.
One of the Mexican American women said, "I have heard that Hispanics sometimes
have ten in one family, but I'm the only one."  Glenna responded, "You can have it and
not know it.  (pause)  Well, class 2 is next week.  They will give you your appointment
up front."

Like Dr. Harsa, Glenna did not have an answer to this perplexing medical
question (because researchers are not sure).  And like Dr. Harsa, she responded with a
“maxim” about diabetes, and moved on to the next topic.  Earlier Glenna told the class
that diabetes tends to run in families, but she did not raise the issue of statistical links
with race-ethnicity.  Glenna and the other nurses were aware of the statistics, but they
did not bring them up during the classes.  In this exchange, the client associated high
rates of diabetes with Hispanics based on what she had “heard.”

The class discussion continued for a while.  Rolando said, "I would like to
bring something up."  He related an incident with his wife, and warned the group, "If
you have a (blood glucose monitoring) machine.  Be sure it's working properly."  Then
they asked whether other medications can make your sugar go up.  Glenna discussed
this and also told them that they had a support group that meets the first Wednesday of
every month.  Teresa told the group, "I never had time to learn, too busy working.  It
was pride.  I had a hard time accepting it.  I was too proud to ask for help.  It's
important for your family to be involved.  Because now my kids know why Mom is in
a bad mood."  Betty then observed, "You shouldn't be too proud.  Otherwise, it will get
out of control.  You are never too old to learn."  Charles shifted the conversation to
doctors, " They don't have time to talk to you, go over the medicines."  They continued
to talk about a few more health incidents, and then Glenna ushered everyone back out
towards the waiting area.

Sylvia Acosta taught the same class in Spanish that afternoon.  The other
researcher also attended this class, along with ten clients and two family members.
They were all Mexican Americans.4   One man in his 60s, Alfredo, was accompanied
by his daughter-in-law (in her 20s) and grandchild (age 4).  The other man, Eddie, and
eight women, Adela, Gina, Edna, Diana, María, Dolores, Luisa, and Amparo, ranged
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in age from their 30s to their 60s.  One woman in her 60s had been diagnosed with
diabetes for over 15 years.  The handouts were a mix of Spanish and English.
Diabetes Education did not have Spanish versions of all the booklets donated to them
from various sources.  However, as noted in Chapter 2, they also found that many
people wanted the written materials in English, even though they preferred to listen to
the advice in Spanish.5  The handout in Spanish that covered high and low blood sugar
symptoms was developed by a community health center in Colorado.  During class,
participants occasionally used words or phrases in English.  Sylvia and Connie
Mobley (1993), who wrote a master’s thesis analyzing these classes, noted that classes
in Spanish were usually more lively than the classes in English.  Before Sylvia walked
in, people were looking over the written materials.  Alfredo's grandchild told her
mother, "Mommy, I want a book."  Her mother warned her to stop fussing, "You want
the nurse to give you a shot, she's coming."

Sylvia discussed all of the basic points covered in the English class.  She began
the class by telling them "Ud. lo va a controlar," "You are going to control it."  As in
the English class, she explained what diabetes is, highlighted the blood sugar levels
that are "normal," and stressed high and low blood sugar symptoms, and what to do
about these conditions.  This class watched the Spanish-language version of the El
Paso video.  In both English and Spanish, the overall message was framed as
“control.”

However, there were a few differences in the content of the presentations given
by Glenna and Sylvia.  Sylvia began by advising the group of other class times in case
this time was not convenient.  She encouraged them to bring a neighbor, since there
was no charge for the classes.  She highlighted their phone number and urged
participants to call whenever they wanted.  She also urged them to drop by if they
wanted to have their blood sugar checked or if they needed help in setting up
appointments.  Towards the end of the class, she encouraged anyone who wanted to
learn how to check their blood sugars at home to come early next week.

Sylvia outlined the content of the next four classes, and stressed that because
diabetes is inherited, "no es su dieta, es para toda la familia, menos grasa y menos
azúcar para todos, es muy básica, y muy simple."  Later she explained that high blood
sugars can cause the "venitas" of the eye to break, when she discussed why it was
important to "controlarse el azúcar" in order to "evitar complicaciones."  Sylvia listed
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the causes of diabetes as "herencia" and being "arriba de peso" (overweight).  She
told them that diabetes used to be diagnosed at 60 before, but was now being
diagnosed among people in their 20s because of weight gain.  Again she advised, "por
eso es importante, cambee los hábitos del niño," that's why it's important to change the
habits of your children.  If they eat less sugar, "no van a batallar tanto," they are not
going to have to battle (the weight) as much.  She briefly discussed specific ways to
limit sugar in their daily eating.  Sylvia also stressed that the pills are not insulin.

Exercise and Diet
Class Two

For the second class in English, most of the same people attended, as well as
Alejandro and María, a Mexican American man and his wife in their 50s.6  Charles
came by himself.  Betty brought a great-grandchild.  Glenna started by talking about
her grandbaby graduating from junior high, and invited people to reintroduce
themselves and say something positive.  She reviewed them on the numbers for
"normal" blood sugar levels, what happens when sugar levels are too low and too high,
"and how do we control diabetes: medications, eating right, exercise."  She wrote the
numbers and these three phases on the small board.

Then Glenna introduced the topic of exercise.  Among other things, she told
them that: "Exercise lowers your blood sugar. ... Exercise burns calories.  It also
reduces the possibilities of heart attack, high blood pressure, and stroke."  She asked
"And when was the last time we did any exercise?"  She didn't wait long for an
answer, and offered, "several years."  Charles and Anita agreed, but Richard and Betty
piped up that they had done exercise yesterday.  Glenna continued, and advised, "If it's
been a long time, you need to check with your doctor and start slow."  As an example,
she noted, "don't try to get out there and walk 5 miles, hang it up.  Start slow and build
up."  Then she encouraged them to talk about types of exercise that are free, and
advised them what to do if they were taking insulin.

At the beginning of the class, Glenna distributed sheets with illustrations of
warm-up and cool-down exercises, "Stretches & Flexes for the Type II Diabetic," and
"Leg Exercises for Diabetics."  The first was a photocopy and the last two were
brochures printed by pharmaceutical companies.  During the class, she did not refer to
these, nor did she have anyone do some of these exercises as a demonstration.
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"Well, now we will show you our film."  There was a buzzing noise and wide
fuzzy line that came and went across the bottom of the television screen.  This film
centered on an Anglo woman (Type 1) and an Anglo man (Type 2).  The woman
exercised regularly and they showed her jogging.  The man, who found out he had
diabetes later in life, was shown munching goodies and drinking beer in front of his
TV and using an automatic garage door opener.  The film urged diabetics to keep a
proper diet and exercise.  It showed an animated representation of how the body uses
insulin to process sugar.  It stressed that diet is not just calories, but eating the right
kinds of food.  It started discussing food groups:  foods high in fiber, carbohydrates
(pasta, etc.), fruit, vegetables...  At this point the film was getting even worse.  So
Glenna came back into the room and interrupted it, "Well, you've got the basic
principles.  Any questions about exercise?"  Charles noted, "When I was at the
hospital, they didn't answer my questions about exercise."  Glenna could not answer
his implied question, so she said, "Well, if you exercise, it needs to be in moderation."
She invited the participants to the monthly group session, which was meeting the next
day, and then went out for about five minutes.  In contrast to the doctors, who rarely
discussed exercise, half of the second class was dedicated to talking about exercise.

When Glenna returned, she distributed individualized diet sheets to everyone in
the class, except for two.  She said that the dietitian was calculating the last two and
would be there in a minute.  Richard, Alvaro, and Betty started comparing their sheets.
The sheets were 8 1/2" X 17" and very colorful.  They were published by Novo
Nordisk Pharmaceuticals, Inc.  One side was entitled, "How to choose What I Can Eat."
It had squares with food groups:

      How to Choose Name
     What I Can Eat Calories/day   Weight Goal

1 Bread (Starch) 2 Meat (Protein) Daily Serving Choices

5 Milk (fat-free,
low fat)

3 Vegetable 4 Fruit 6 Fat
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Each food group section was color coded—pink, yellow-orange, green, purple, blue,
and orange—and specified serving sizes and calories per serving.  There were
drawings of different foods in each section, including beans and what appeared to be a
tortilla in the Bread section.  In the upper right hand corner, Delia had filled in the
person's name, calories per day, weight goal, and today's date.  Below that was chart of
"Daily Serving Choices," which specified the number of servings for each color-coded
food group for Meal 1, Meal 2, Meal 3, and Snack.  Based on the person's weight, and
whether they had diabetes, high blood pressure, and/or high cholesterol, Delia had
filled out the chart listing the number of servings.  For example, Anita and Alvaro
were seated near me.  Their recommendations for the three meals differed for breads
—(2, 3, 3) for Anita and (4, 4, 4) for Alvaro, and for meats—(0, 2, 2) and (0, 3, 3).
They had the same recommendations for vegetables (√, 2, 2), fruit (1, 1, 1),
milk (1, 0, 1), and fat (1, 1, 1).7

The back side of the sheet, entitled "Please tell me about... What I Can Eat,"
summarized several basic tips that Delia would cover in the class.  This side had
colorful drawings illustrating each point:

1. Eat less FAT!  It suggested trim off FAT (of red meat), and remove
SKIN (from chicken); skim fat off soups, chili, and stews; and boil
sausages, hot dogs, and ribs, pour off liquid, and add to food.

2. Watch out for SUGAR!  It showed drawings of honey, syrup, and a
sugar bowl on one side.  On the other side, the heading, "To make
things sweeter use..." led to depictions of artificial sweetners.

3. Read LABELS carefully!  It recommended "check first 3 contents on
label" with a visual example, and then listed common label names for
sugar, and oils and fat.

4. Cook without added fat.  Bake.  Grill.  Broil.  Boil...Drain liquids
off meats.  Each had visuals.  DON"T FRY.  There was a red line
drawn though a frying pan with food cooking in it.

5. Drink plenty of LIQUIDS! (Non-alcoholic).  The visuals showed a
diet cola, hot tea, coffee, water.

6. If you have HIGH Blood Pressure (Hypertension)  Stay away
from SALT!  This section had red lines through a salt shaker,
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chips/nuts, lunch meats, most canned foods, most FAST FOODS, and
pickles/olives.

A small unnumbered section without illustrations recommended:
Put some TASTE in!  It listed lemon juice, mustard, pepper, chili
powder, garlic, onion powder, extracts (van., almond, etc.), vinegar,
hot pepper sauce, fresh salsa, non-caloric sweeteners, spices and herbs.
Use Very Little: Sugar, Salt, Butter, Margarine.

Some of the pictures showed hands cooking food.  The hands were pink or light
brown.  One was dark brown.

This was one of the most important handouts.  Manuel Obregón's copy was
hanging on the front of their family's refrigerator.  All of this diet advice was reiterated
and elaborated on by Delia.  This information was reinforced in a booklet provided in
the original packet of materials.  This 30-page booklet, "Healthy Eating," was
published by the International Diabetes Center.  It provided general guidelines in large
print with drawings of what to eat, how much to eat, and when to eat.  It also provided
lists and pictures of foods in each food group that are "good for you" and "not as good
for you."  This booklet stressed eating less sugar and less fat, but did not explicitly
address salt.  Thus, for example, lean cuts, low fat cheeses, fresh vegetables, and fresh
fruits are "good for you," while prime cuts, high fat cheeses, vegetables with cream
sauce, and frozen fruits with sugar added are "not as good for you."  The "good" and
"not as good" foods included broad categories of food consumed by different groups
of people, such as rice, pork, and eggs.  They also mentioned manufactured items
common in the United States, such as sugar cereals, potato chips, Fritos, Kool-Aid,
HiC, Tang, mayonnaise, Jell-O, and NutraSweet.  As in the diet chart, most of the
foods form part of what generally might be interpreted as an Anglo and/or mainstream
U.S. diet.  Exceptions include fry bread, tortillas, ham hocks, pig’s feet, chittlins, salt
pork, tongue, brain, liver, kidney, tofu, Chinese cabbage, hot peppers, and taco sauce.
As Chapter 8 will show, many of the interviewees were trying to follow several of the
diet guidelines laid out in the Diabetes Education classes and in these handouts and
booklets.

Delia Garza came in and introduced herself.  She reviewed the class on the
numbers for "normal" blood sugar levels.  Then she explained how the body digests
food.  She linked this explanation to symptoms: "if there is not enough insulin of the
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cells block the insulin, then the sugar stays in the blood stream, which means the cells
are not getting the sugar, which is why you feel tired."  Then she explained that "the
purpose of the diet is to control your: blood sugar, weight."  She wrote these two items
on the board.  "Why is it important to control your weight?  Because your body
requires more insulin or can't use it if you're weighing more."

Delia asked the class to look at the weight goals on their sheets.  She explained
that this was an "ideal weight" for someone their height and body frame.  Anita's
suggested weight was 116 and Alvaro's was 156.  Alvaro appeared to be closer to his
ideal weight than Anita was to hers.  Delia stressed that there was no need to get all
the way down to the listed weight, just to reduce in general.

She noted that "the diet would also help control two more things: blood
pressure, cholesterol," which she added to the board.  Delia told them to look at the
number she had written at the bottom of the sheet.  That was their cholesterol.  "You
want it to be under 200."  Anita's was 158 and Alvaro's was 272.  She asked how many
people were taking pills.  Two raised their hands.  "Insulin?"  Several raised their
hands.  Then Delia noted, "It is possible to get off insulin if you get your diet under
control."

Delia explained:
For your diabetes, you cut back on sugar.  Especially sweets, candy,
cakes, cookies.  Because the sugar is absorbed quickly.  For your blood
pressure, cut back on salt.  And for your cholesterol, cut back on fats
and cholesterol.

Then she advised:
If you cut back on these three things, it will help you lose weight
automatically.  You want the weight loss to be gradual, you do not want
it to be fast.  So sugar, fats, salt.  Now look at your sheets and let's go
over each one of those.
For sugars, she listed examples of foods, and noted "You do not have to

eliminate them, but you need to reduce."  She warned them that "fruit ... has a natural
sugar, so you need to limit it."  For example, in the summer, if you eat several pieces
of watermelon, "your sugar can stay high."  "So you need to limit how much you eat.
Eat part of a fruit, not the whole fruit. ... Limit dried fruit to half a cup."  Charles asked
if it was OK to use Sweet and Low or Equal.  Delia said yes, and went on to talk about
not adding sugar to coffee or tea, and how much sugar is in sodas, "nine teaspoons."
She noted that "if you drink several cans in one day, it adds up.  What happens if you
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eat coffee and cake?  You have to look at the total amount of sugar you are taking in."
Charles asked about diet sodas.  Delia responded, "OK, you can have several.  Diet
Doctor Pepper, Diet Pepsi, Diet Slice, or lemonade with a sugar substitute."  Then she
asked, "How many of you have problems drinking diet soda?"  María raised her hand.
Delia advised, "Try different diet sodas, until you find one you like."  Alvaro asked,
"What about sweet bread?"  Delia advised, "Semita has the least amount of sugar.  Pan
de huevo, no."  He affirmed that he was eating semita.  Throughout this diet
discussion, people asked lots of questions about specific foods, and Delia would
respond according to nutrition principles.

They continued discussing types of sweets that could be eaten.  Delia advised
that they should all be in "small portions."  Teresa asked, "Before I found out I had
diabetes, sweets never attracted me.  Now I crave them.  Why?"  Delia responded,
"Because you feel hungry and thirsty."  Teresa replied, " I drink water all the time, so I
do not feel thirsty.  I don't eat that many sweets, but my sugar is 370, that is high."
Delia advised everyone:

On a piece of paper, write everything you eat.  Highlight the items that
have sugar.  But sometimes it's not food that causes your sugars to be
high.  It can be an infection or dental problems.  If it is food, look at
what you're eating.  If you eat donuts and coffee at 10 a.m., do not
eliminate that snack, but substitute.

Teresa noted, "I can go without snacks as long as I eat my meals."  Delia affirmed,
"Well, we all have different eating habits."

Then Teresa said, "I've heard that stress can cause your sugars to go up" (a
concern she had raised the week before).  Delia was still following up on her last
comment and told the group, "If you like, write down three days worth of what you
eat, and then come in and we can look at your diet individually."  Teresa persisted,
"I've heard stress can affect your blood pressure."  Delia confirmed, "Yes," but
returned the conversation to diet.

She asked the group, "How else can you cut back on sugar in your diet?"
María responded, "Scrape the icing off cake."  Anita asked, "How often can you have
something sweet?  Once a week?"  Delia responded:

Maybe even once a day.  You have to play around.  That's why it's very
important to check your blood sugar levels at home.  You should check
it every morning, and then throughout the day.  Before lunch, before
supper, and before bed.  It should be the lowest when you get up.  Then
after you eat, for 2 hours, it will go up, and then go down.
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Charles asked, "What about bread?"  Delia responded, "That's a carbohydrate,
like pasta, rice, etc.  It's more complex.  People with diabetes can tolerate that.  They
can have carbohydrates.  Also do not skip meals."  Charles asked, "What kind of
bread?"  Delia responded:

The more fiber the better.  The kind that has seeds, pulp, etc.  Studies
show that in countries where they have more fiber in their diet, they
have better control over diabetes.  You can also get fiber in fruits, and
vegetables, but not in meats and cheeses.  Whole grain breads and
cereal are really good for fiber.
Then the discussion shifted to ways to cut back on fat.  Again several people

asked questions and Delia gave specific suggestions, including "Boil, broil, grill, or
braise in a small amount of water.  We have to change the way we cook.  The less
fried, the better."  She suggested ways to prepare refried beans, potatoes, Spanish rice,
and fideo (pasta) using little or no oil.  As outlined on their diet sheet, Delia suggested:

With meat, trim the excess fat.  With chicken, trim the skin.  But be
aware that even then it still has some fat marbled in.  When you're
cooking, especially ground meat, which we like for enchiladas and
tacos, drain the excess fat.

Delia recommended keeping meat portions small, answered questions about pork, and
provided details about limiting cold cuts or getting the lean kind.  Then she covered
cheese, milk and yogurt.  She noted that "Cheese, it's high in fats, unless you get the
kind made from part-skimmed or low-fat mils, mozarella, cottage.  And some of the
cheeses from Mexico, asadero, ranchero, they're all fine to use."  She noted that
"white meats are better," and then covered tuna, peanuts and peanut butter, and eggs.
For eggs, the limit is 2 to 3 per week.  "You can eat more whites, but not the yolks."

Alejandro mentioned, "I got a liver problem.  I have to limit the total amount of
protein," so Delia met with him and his wife after class to adjust the protein in his diet
chart.  Then she covered butter, margarine, bacon fat, nuts, cooking oil, and diet salad
dressings.  For mayonnaise, she advised, "switch to mustard or use the fat-free type."
She discussed saturated fats, and how to spot those on labels.  "The things you want to
avoid are coconut oil, palm oil.  For example, they put these in some non-dairy
creamers."

Delia also talked about limiting salt, and using other seasonings.  She reiterated
points on the chart, and advised,

The first thing you should do is no shaker at the table.  Learn to cook
without it.  In the U.S., we eat many processed foods.  And the
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preservatives are high in sodium.  We also want to look for foods that
are low in sodium.  Next week, we will learn how to read food labels.

Charles asked about salt substitutes.  Delia recommended:
Limit their use in cooking.  Not everybody can use salt substitute.  If
you have a problem retaining potassium, do not use the substitutes,
because they contain potassium.  In the U.S., we eat out a lot and we
eat a lot of processed foods.  Whereas our bodies require about 2000
milligrams, we end up getting about 10,000.  Cook more from scratch.
Eat fresh meats and vegetables.  Let's review the three things to cut
back on:  Sugar, Fats, Salt.  These are good health practices.
Class participants continued to ask questions.  They discussed canned

vegetables, cutting back on flour tortillas because they are made with shortening, and
not using liquid diets.  Charles noted, "Corn tortillas have no fat."  Delia advised,

All those diets, the grapefruit diet, and so on, they don't teach us how to
eat.  And don't skip meals.  Just make sure you have less fat and sugar
in the your diet.  And if you're on insulin or pills, definitely do not skip
meals.  What would happen if you do?

Charles responded, "heart problems."  Delia said, "low blood sugar."  She advised that
"if you work nights, you need to stick to the meal plan, eat at work.  If you don't eat, it
could bring your blood sugar too down, and you could pass out."  Richard observed,
"Even if you don't have time to sit down.  I try to eat granola with yogurt."  Delia
warned him, "But granola has sugar in it."  Then she advised, "Eat three meals a day."
She noted that she did not give anybody a snack on the chart.  "For most of you, it is
better not to."  However, if they felt they needed it, or they were taking insulin, "we
can adjust your diet."  She noted that next week they would go over the meal plans in
more detail.  One of the Mexican American women asked what the check mark under
vegetables meant.  Delia said, "That means you can basically eat all you want, ... but
most people don't eat vegetables for breakfast."  The class wound down, with a few
more people asking her individual questions.

The second class in Spanish was attended by Adela, Gina, Edna, María, and
Alfredo, who again was accompanied by his daughter-in-law and a granddaughter, and
two new "clients," Alicia and Gertrudis, who were also Mexican Americans.  Sylvia
talked about exercise and Delia conducted the diet section.  They both occasionally
used words in English.  Again, basically the content of the classes in English and
Spanish was fairly similar.  Sylvia reviewed them on the blood sugar numbers, asked
them if they were checking their "azúcar" at home, and recommended that it was a



315

good idea.  She also reviewed what to do if their blood sugar dropped below 70.  She
informed them that exercise will lower "el azúcar," simply by walking half an hour,
three times a week, or every day.  She also recommended using "stationary bikes en la
casa" or working in the garden.  She promised that exercise will also help your blood
pressure and cholesterol.  She noted that if you have problems with your feet, there are
exercises you can do in the house that will help with circulation.  (She seemed to be
referring to the handouts, but did not specifically highlight them.)

Sylvia reminded them to use a good pair of shoes, no sandals or barefoot, and
with socks.  That day Adela, María, and Nellie were wearing flat shoes with no socks
or hose, and Gertrudis was wearing knee-high hose rolled up around her ankles.  At
this point, everyone was relatively attentive, even though several were napping in their
chairs right before Sylvia came in.  Sylvia said it was especially important for people
taking to insulin to carry a dulce or caramelo (candy), and suggested that it was good
idea to go (exercise) with a friend who knows (you have diabetes), and can help (in
case anything happens).  Then she reminded them that "la diabetes se controla con
tres cosas: número uno, la dieta, luego ejercisio y medicina."8  Sylvia emphasized that
exercise is going to help you and told an anecdote about someone who lost 50 pounds
by doing exercise.

The class watched the same exercise movie, which had been dubbed in
Spanish.  Since the large VCR/TV was not working, they wheeled in a much smaller
set, and so this class got to see the whole film.  The two characters were named Ana
and Daniel.  The narrator promised that if you do exercises, the cells respond better,
and it is possible to either take small doses or reduce the possibilities of having to take
insulin.  They show a scene of Daniel interacting with his doctor.  The doctor explains,
no shots for you, Daniel, if we try diet and exercise.  The doctor stressed the
importance of diet, and talked about the food groups.  Exercises mentioned were
walking, bowling, golf, running, swimming, and racquetball.

Among the people we interviewed, Chris Colón used to swim, Gilbert Suárez
liked running but had to stop when he had back surgery, Jorge Ochoa used to play
golf, and Robert Ríos used to compete in bowling tournaments in Texas and Mexico.
However, by far walking was the most common activity mentioned, particularly by
women, but also by men.
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The film recommended that viewers could get exercises in small pieces
throughout the day.  For example, at work, you could park your car farther from the
entrance and walk, or take the stairs instead of the elevator, or if the floor is really
high, take the elevator to three floors below your floor and then take the stairs.  They
also suggested walking during lunch, gardening, washing the car, moving the lawn,
and dancing, and showed Daniel using a stationary bike.  The film depicted that Ana
(who had Type I diabetes) needed to eat a piece of candy if she started feeling dizzy
while running.  The two subjects in the film appeared to be middle class.  This film did
not address exercise obtained through physical work on the job or cleaning the house.
One woman was falling asleep during the film.

After the film, Delia came in and introduced herself.  She reviewed them on
the importance of dieta, ejercicio y medicina, and the blood sugar numbers.  Then she
explained how insulina was the "llave" (key) needed to help the body use sugar, and
how sugar can accumulate in the blood and the urine.  Delia noted that the better
"control" they had, the less problems they would have.  She explained that it takes two
hours to convert sugar, and there about four hours between meals, so your sugar level
goes up and down.  She asked what helps to make it go down, and answered
"ejercicio."  She noted that estudios show that if you reduce weight, you do not need
as much medicine.  On the board she listed the things we want to "controlar": diabetes
and weight.  As in the English class, she added that they did not have to get down to
that weight, but...  Alicia interrupted, and said (translating from Spanish), "I have
problems with my legs.  They do not let me sleep."  Delia explained that "your kidney
takes away water, then you get hit with cramps ("calambres").  She recommended that
the woman drink 6 to 8 glasses of líquido (a day).

Delia stressed that they should try to lose weight slowly.  "No hay dieta
mágica."  But you need to change the way you cook.  And you should not "skipear"
meals.  She advised them not to use "dietas de líquido," like Slim Fast y Dyno Fast,
because they contain sugar.  Furthermore, after using, "volvemos a comer lo mismo,"
we go back to eating the same food.  Again, Delia noted the importance of reducing
calories and not skipping meals.  This would also enable them to controlar "pression"
and "cholesterol," which she wrote on the board.  That's why we need to learn to
prepare food without "grasa," to cut grease.  María echoed, "Manteca" (lard).  Delia
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affirmed, if you reduce manteca, azúcar, y sal, then you will reduce one or two pounds
a week.

Delia went through the details of how to reducir azúcar.  As she did in the
English class, she told them that fruta has azúcar natural, so it was important to limit
fruit too.  She again cited watermelon as an example.  She asked how many people
used Equal or other brands.  Three people raised their hands.  She talked about foods
sweetened with Nutra-Sweet, saying it was alright to drink as much Crystal Lite as
they wanted, but they did need to limit sweets with Nutra-Sweet.  Adela asked about
"breakfast bars," and Delia explained that those have too much azúcar y grasa.

Then Delia discussed ways to reducir grasa.  She talked cooking with the
horno (baking), vapor (steaming), and the parrilla (grill).  She discussed fried rice,
frijoles cocidos (cooked beans) versus refritos, tacos, and heated and toasted tortillas
versus frying them.  Gina added that corn is better.  Delia talked about saturated fat,
manteca, and margarine.  As in the English class, she asked everyone to look at their
cholesterol numbers, noting that it should not be over 200.  Gertrudis did not have her
cholesterol number, but noted that a doctor outside the clinic checks her for this.  As in
the English class, Delia recommended limiting egg yolks to three a week.  She advised
switching from whole milk to leche descremada or 1%, not 2%.  Likewise, cheeses
should be low-fat, and again she cited as good examples asadero and ranchero
cheeses from Méjico.  She addressed cacahuates (peanuts) and "peanut butter."  Many
peanut butters are sweetened ("endulzado"), so it is preferible to buy la natural, the
natural one.  Delia recommended white meat over red meat, guajalote (turkey), and
cutting the grasa off of a pork chop.  They could eat barbecue sauce, but only in small
quantities.  She told them to drain grease when cooking meat, and not to use bacon
grease or meat grease to "hacer gravies."  Delia advised reducing "weenies, barbacoa,
y bologna."  Then she talked about eating bread without butter and vegetables without
butter and cheese.  For mayonnaise, buy the fat-free one.  Nellie asked about Pam.
Delia confirmed that "es bueno."  She suggested limiting margarine to one teaspoon
per persona.  It was O.K. to algo frita, something fried, once in awhile, but not all the
time.  Alicia added, "and no sugar in your coffee."  Then Delia told an anecdote about
a woman who adjusted the diet for the whole family.  She lost 15 pounds, and so did
the kids.  "Eso es bueno."  The diet is healthy for everyone, "saludable pa'a todos."
Delia noted, however, that children under 2 should have regular milk.
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Delia then talked about the batalla to limit salt.  Prepared meats have sodio,
canned goods, including tuna packed in water, preservativos have sodium, "pickels."
She advised that they eat fresh or frozen vegetables instead of canned.  She noted that
next week they would talk about how to read labels, etiquetas.  Delia reiterated the
importance of three meals, and not skipping any.  She noted that she had not put a
bedtime snack on their sheets, but if they felt they needed it, she could adjust their
plans.  This class lasted until ten minutes after the hour.

Learning to Read Food Labels and Plan Portions
Class Three

The third class focused on meal planning and reading food labels.  Charles, his
mother and her great-grandchild, Betty and a great-grandchild, Richard, Alvaro, Anita,
Ruben (a Mexican American man in his 30s), the saliva study researcher, and I
attended the third class in English.  Delia reviewed them on the three things they
needed to cut back on.  They responded: "Fat."  "Salt."  "Sugar."  She talked about
processed foods, how today we're always in a hurry, people eat out more, eat
convenience foods at home, so it's important to know how much sugar, fat, and salt is
in the food we eat.

She gave everyone a handout entitled, "Be a Successful Shopper."  The
sheet provided six basic shopping tips, five tips "in reading food labels," and lists of
"sugar words," "fat words," and "salt words."  Delia went over the six shopping tips:

1. Buy smart.

2. Buy lean.

3. Buy fresh.

4.  Stay on the outside aisles of the supermarket.

5. Shop only on a full stomach.

6. Make a shopping list and use it."

For "buy lean," she noted that another option was to cut off the fat.  For "buy fresh," if
not fresh, then frozen was better than canned.  When Delia asked why was it important
to stay on the outside aisles, Charles and his mother responded that the inside aisles
had all the candies, cookies, "the good stuff."  They and others observed that
vegetables and meats were on the outside aisles.  Delia added dairy products and
breads, which all added up to "basic foods."
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Delia told the class that salts and sugars are used as preservatives, so they
wanted to stay away from those foods.  Charles asked about canned fruit.  Delia
advised, "as long as it's packed in natural juice."  She noted that if fruit cocktail packed
in its own juice was too expensive, then drain it, and rinse it off.  She observed that
some people complain that they "can't afford the diet."  She noted that money spent on
chips, lard, etc., could be spent on fresh vegetables and fruit.  She advised, "If you
have a yard, start a garden, tomatoes, cucumbers."  Richard added, "or herbs."  Delia
recommended getting together with neighbors or relatives to buy a large amount of
fruit.  Making shopping lists would prevent having to make a second trip, because "the
more often you go, the more you spend."  She recommended buying diet beverages,
because if you only have the other type, then you will drink those, when you get
thirsty.

Delia discussed the sugar words, fat words, and salt words.  She stressed that
anything ending in -ose was a sugar and so was corn syrup.  Honey may be natural,
but it's still a sugar, so only use it in limited amounts.  Delia talked about saturated and
unsaturated fats.  The class asked lots of questions and there was quite a discussion
about cooking oils and margarines.  She advised them to look at the labels of pre-fried
items, such as breaded meats, tortilla shells, and chips.  She warned them that non-
dairy creamers and whipped toppings have palm and coconut oil.  She told them that
they needed to look out not only for salt, but anything with sodium in it, including
MSG, Accent, baking soda, baking powder, and many preservatives.

Delia gave them two more handouts, a "Basic Shopping List," suggesting
foods under dairy products, seasonings and cooking, desserts, starch/bread, fruits and
vegetables, and meat/protein, and a list of sixteen "Healthy Snack Choices."  For
the most part, the suggested foods and snacks could be interpreted as "healthy" middle
class Anglo cuisine.  For example, the first two items in each category were skim milk,
fat free yogurt, lemon juice, spice mix (fat free), sugar free gelatin, angel food cake,
whole wheat bread, brown rice, broccoli, carrots, chicken breasts, and orange roughy.
However, the list also mentioned fresh potatoes, sweet potatoes, corn tortillas, salsa,
tomatoes, onions, extra lean ground beef, and dried kidney beans.  When the group
talked about healthy snacks, they focused on pretzels, graham crackers, and vanilla
wafers, rather than the rice cakes and bran muffins.  They discussed spices quite a bit
and talked about various ways to fix beans.  They mentioned comino and cilantro, and
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Richard told the group that rosemary (on the list) was romero.  Delia noted that "one
frequent complaint" is that people get tired of boiled food.  She suggested that they use
a small amount of water to simmer or steam foods, and use other cooking methods,
such as braise, broil, bake, or cook on the grill.

Delia explained how to find sugars, fats, and salts and/or sodium on the labels.
She noted that the ingredients should be listed according to weight, so they needed to
see if some form of sugar appeared in the first three ingredients.  She told them, "You
can have sugar, just limit the total amount."  Delia talked about serving sizes on labels.
They wanted to look for items that had no more than 3 grams of fat and 250 mg. of
sodium per 100 calories.  She noted that although laws were "getting stricter" about
requiring food manufacturers to "make it simpler and easy to follow," labels are often
difficult to read.  She warned them to watch out for gimmicks.  An item could be low
in fat, but high in cholesterol.  Labels that say "lite" or "no sugar added" could have
honey or corn syrup, or be low in fat, but not sugar.  She explained how to look for
canned fruits and fruit juices with no extra sugar.  She explained the difference
between "fruit drink" and "fruit juice."  For salts, they needed to look at the list of
preservatives for any containing sodium.  She showed them a Cheerios label and
pointed out that it was relatively low in fat and sugar, and had 210 milligrams of
sodium.  They looked at other cereal labels.  She noted that cereals low in sugar,
sodium, and fat, like shredded wheat or puffed rice were "not very tasty."  She advised
them to avoid raisin bran, if the raisins are coated with sugar.  Then she went through
examples of labels on canned vegetables and cheeses.  The group asked lots of
questions.

After that, Delia went over meal planning.  She asked if they brought their
meal plan charts with them.  Richard, Anita, and Charles had brought them.  Delia
highlighted the number of servings per food category in each meal.  She discussed
how meals would vary "if you work at night."  She noted that she had recommended a
total of 1400 calories for most people, but some had more.  "It depends on age,
activity, and whether you need to lose weight."  She added that this was "not a strict
diet," which would be less than 1200 calories.

Delia opened a suitcase full of rubber foods, which she arranged on a tray for
sample meals. She showed them how to gauge portion sizes in each food category
without weighing items.  The class talked about different types of foods that could be



321

eaten in each category.  Again, she recommended using white meats or trimming the
fat off of red meats, and using corn tortillas instead of flour tortillas.  During this
segment, Richard was getting tired, and Ruben left the room and came back.  Delia
asked Ruben and Anita to pick out some foods and arrange meals.

Delia noted that a lot of people eat six small meals a day.  She also talked
about meals in relation to high and low blood sugar levels.  The group asked questions
about what they should eat or not eat when experiencing low blood sugar symptoms.
Then they discussed different options for breakfast.  Delia again stressed limiting eggs
to two or three times a week, and using egg beaters or egg whites.  She ran through
sample meals with cereal, pancakes, and breakfast tacos.  Then they discussed possible
meals for lunch.  She explained how a hamburger with sides could fill out the
recommended portions for lunch.  Charles' mother wondered how you could eat only a
small slice of avocado, and not have the rest go to waste.  Richard recommended
lemon juice.

Delia also talked about choices that could be made when eating out at a
Mexican restaurant and a fish restaurant like Long John Silvers.  She noted, "It is a
little more difficult to stay low at restaurants for fat."  To finish up, the group talked
more about beans, rice, and bread.

I attended the third class in Spanish later that afternoon.  Adela, Gina, Edna,
and Gertrudis were there, as well Beatriz, a Mexican American woman in her 30s or
40s, and a young Mexican American resident who decided to sit in the class.  The
resident must have been a little tired, because he started to drift off half way through
the class.  In particular, Beatriz used several words and phrases in English.  Delia
spoke mainly in Spanish, but she was teaching the class how to read labels written in
English.  Participants asked questions, and sometimes added their own observations.

They discussed spices one could use in cooking besides salt and ways to cook
beans using less fat.  Delia went over the list of "snacks que se puede comer," that can
be eaten.  These included paletas de jugo (juice popsicles), rather than raspa (shaved
ice) or popsicles (made with syrups).  "Bran muffins" were on the list, but Delia
warned them "en la tienda, pueden tener azúcar," the ones in the store may have
sugar.  Other possibilities were "popcorn, pero sin grasa," but without grease (or
butter), and "pretzels, que tienen menos grasa que Cheetos."  Delia also suggested
toasting tortillas and using those as "chips" instead of buying chips.



322

Delia re-emphasized that the key was to "evitar azúcar, grasa, y sal."  Then
she went over otras palabras"for sugar, like "sucrosa, glucosa, sirope," noting that
they all cause el nivel de azúcar to go up.  As in the English class, she talked about
different names for fats, and told them that the saturadas contain colesterol, or "hace
que el cuerpo produzca más," makes the body produce more.  She asked the class if
anyone used aceite de palma o de coco.  No one raised their hand.  She warned them
that manufacturers do use coconut and palm oils, for example, in Coffee Mate.
Beatriz expressed interest in this new piece of information.  They went on to discuss
lard, that "sabemos que es malo," we know that it's bad," margarines, and cooking oils.
Delia explained that salt is made up of two químicas, one of which is sodio, that
"causa que el cuerpo contiene más agua, así que hay que limitarlo."  She gave
examples of items high in sodium, such as MSG, Accent, soda, breads made with
soda, and preservativos.

Delia taught them how to read etiquetas, labels.  She noted that the
ingredientes are listed from most to least found in the item, so they needed to see if
azúcar, sodio o sal, and grasa are found in the first two or three words.  If so, she
advised them to eliminate the food or not eat it very often ("tan seguido").  She
discussed how porciones are represented on labels, and that usually there is about 100
calorías en cada porción.  She showed them a peach can label.  For grasas, they
wanted to find 3 gramos/100 calorías o menos.  For sodio, anything more than 250
miligramos/100 calorías was high.  The peach can had "corn syrup" and "sugar" listed
as ingredients.  Delia advised that if they purchased this kind of fruit, they needed to
drain off the syrup.  She warned them at "Lite" does not necessarily mean low in
sugar.  They needed to check the list of ingredients.  She showed them labels for Del
Monte's "lite" fruit cocktail, and appplesauce with no sugar added.  Then she talked
about different drinks, warning them that Gator-Aid has sugar.  Among other choices,
she mentioned that Kool-Aid with azúcar de dieta or tea with Nutra-Sweet were O.K.
Edna was surprised to hear Kool-Aid, and asked, "¿Kool-Aid se puede?"  Delia
reinforced, "Sí, pero con Nutrasweet."

Then Delia showed them cereal labels.  She pointed out that the majority have
some sugar, even those that do not appear to be azucarados.  She noted that sugar was
the number three ingredient on the Cheerios label.  She also warned this class to watch
out for dried fruits in cereals, because they often add sugar to them.  Then they looked
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at the fat and sodium contents on the cereal labels.  She noted that "mucha gente cree
que Granola es bueno, pero contiene grasa y azúcar."  Then they looked at labels on
cans of refried beans, peas, and tomato sauce, and on several cheese packages.

After this, Delia went over meal planning.  One woman brought her meal sheet
from the week before.  Delia went over an average recommendation of 1400 calories
per day, noting that their own recommendations might vary depending on age,
activity, and whether they needed to lose weight.  She discussed ways to determine
portion sizes for meats and other food types.

Beatriz volunteered to plan an almuerzo, breakfast, but noted in English that
she was "cheating," because she just "went to the nutrition thing yesterday."  Her
breakfast consisted of an egg, cereal, and bread.  Delia recommended no more than 2
to 3 eggs a week, and using more egg whites and less yolks.  Delia asked the group
about fyring eggs.  Beatriz noted that she used Pam to fry eggs.  The class discussed
using strawberries instead of sirope on pancakes, and coffee being a "free food," but
with Sweet and Low not sugar.  They also talked about toast, bacon, and V-8 juice.

For lunch, Adela chose rubber beans, broccoli, two pieces of white bread,
chicken, watermelon, and butter.  The class discussed other options.  Delia emphasized
that preparing foods "sin grasa es bueno pa'a toda la familia."  They talked about
options for dinner, abd what to eat in a restaurant specializing in fried fish.  Because
the hour was almost over, Delia never had a chance to talk about selections in a
Mexican restaurant with this class as she did in the English-language class.  Before the
class ended, Delia emphasized the importance eating on time and eating regularly,
especially when taking pills or insulin.  Edna thanked Delia for all this information as
she left the classroom.

The people we interviewed thought that the information about food labels and
foot care were the best parts of the classes.  This was valuable information that they
could use for their own health care.  The nurses did not dwell on the critique of
processed foods, however teaching patients with low levels of education how to read
food labels at least provided them with some tools to make discernments regarding
processed foods.  Furthermore, overall the diabetes education classes gave pragmatic
tips for diet, recognizing the costs and the social aspects of eating.
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Foot Care, Dental Problems, and Sick Days
Class Four

The fourth class covered foot care, dental problems, and what to do on sick
days.  Charles, Betty, Richard, Ruben, and two new clients, Carlos (Mexican
American) and Donna (an Anglo woman in her 60s), the saliva study researcher, and I
attended the class in English.  Richard and Ruben looked tired.  Glenna showed the
class a narrated slide show on foot care.  It explained that poor circulation was part of
the normal aging process and why it takes a long time for wounds to heal.  The class
saw slides of thick toenails and shiny feet.  The slide presentation listed risk factors for
poor circulation: weight, diabetes, high blood pressure, high cholesterol, high
triglycerides, and smoking.  It advised patients to watch out for ulcerations under the
toenails, to check between their toes, to watch out for sweaty feet, and to carefully dry
the areas between the toes after bathing.

Richard, Ruben, and others were starting to fall asleep.  Glenna noticed this,
and said, "O.K., let's fast forward.  We'll cheat."  She paused on the section about
gangrene and amputations.  Then the class looked at a slide of feet that had been
burned by putting them in hot water.  Glenna fast forwarded the slides again, noting
"this movie is pretty technical sounding."  She paused on a slide showing bunions and
advised them not to scrub them.  Instead, they should schedule appointments with the
foot doctor every 3 to 6 months to handle things like bunions, cracked skin, or corns.
If they had ingrown toenails, she advised them to go to the podiatrist every two
months, and let them trim the nails.

Glenna also talked about dental problems and advised them to go for cleanings,
so they would not end up with infections.  Then she discussed "sick day rules": "Don't
wait over 24 hours.  If your temperature is over 100, go to the doctor.  Continue to
take your medicine.  Check your blood sugar every three to four hours."

Alex Fernández taught the class in Spanish.  Adela, Edna, María (with her
daughter), and Gertrudis attended this class, as well as three new "students," Olga (in
her 40s) and Manuela and Serafino (a couple in their 70s), who were all Mexican
Americans.  Alex talked about what to do during illnesses like the flu, because cuando
hay diabetes, the person can get "un poquito más delicado."  She recommended that
they check their blood sugar more frequently ("chequearse más seguido"),  eat less
heavy foods, and drink more liquids, such as caldos (broths) or V-8 juice.  Alex
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warned them that their blood sugar could go up or down.  She recommended that they
come to the Walk-In Clinic or one of the neighborhood clinics if they were having any
problems.

Alex noted that mortificaciones, coraje (anger), "stress," and preocupaciones
can cause a person's blood sugar and blood pressure to go up.  She recommended that
they try to distract themselves, get out of the house.  If they couldn't leave the house,
then go to a room, sit down, and think about something pretty.  Alex added that being
alone for 5 to 10 minutes a day can help a person feel "a gusto," and get your mind off
the problem.  As noted earlier, several people we interviewed used the practice of
getting out of the house when they were feeling “irritable,” but no one mentioned
using the strategy of sitting by oneself.  In keeping with the logic of biomedicine, they
felt that walking around the house would lower their blood sugar.

What to do during vacaciones was the next topic.  It was importante to planear
and take suficiente medicina with them on the trip.  Alex advised class participants to
think about the foods they were going to eat and how to do exercise while on the trip,
especially if they were going to familiar places.  She noted that on trips one is often
tempted to eat "comida de más," too much food, so "es buena idea hacer ejercicio."
Alex asked if they had any questions.  Edna noted that when her family goes to
Corpus, "yo como de todo," "I eat everything."  Alex advised her to be careful about
pasteles and queque, to try to follow the diet as much as possible, and that some sugar
está bien, you can eat one or two things.  She warned the class that if your blood sugar
is high, it causes "mucho daño," a lot of damage.

Alex then talked about los pies, the feet, which are "mucho mucho importante."
"Tienen los pies más delicados."  That's why it is important to "verlos, lavarlos,
secarlos, y mirar entre los dedos," "examine them, wash them, dry them, and look
between your toes," in order to avoid problems.  She advised them to keep their shoes
on, "puestos," every day.  Otherwise, they could step on piedritas, small rocks, a
toothpick or a bobby pin.  It also was a good idea to wear "zapatos cerrados," closed
shoes (rather than sandals).  This would protect them from branches, rocks, etc.  "Es
mucho muy serio, si te agarra una infección," because "la circulación no es bueno, y
el oxígeno no llega."  Therefore, it is important to watch for signs of infection,
cortaditas, little cuts, and get medical attention right away.
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María's daughter observed that an infection could be red, inflamed, painful.
Alex warned them that "puede ser que no tengas dolor," you may not have pain.  She
noted that many people think that if it doesn't hurt, there is no need to come to the
doctor, "pero hay que venir,"  one has to come.  Alex recommended that they pay
attention to any kind of accident like pinching a toe or a finger in a door.  They should
watch out for bruises, swelling, callouses, and ingrown nails.  Alex told them "pueden
venir aquí con nosotros, y te ven luego luego," you can come here to us, and they will
see you right away.  She also urged people in the class to call them if they had any
problems with your eyes, such as calarañas, blood vessels breaking, or luces, lights.

In order to protect their feet, Alex advised the class to use their elbows to test
bath water to make sure it is not too hot.  They could put lotion or vaseline on their
feet, but not between the toes, because it accumulates.  Using powder between their
toes was alright and would help keep them dry.  If their feet felt cold, do not use a
heating pad.  Instead, use two pairs of socks.  Also, it was better to wear socks than
"medias," stockings.  Alex recommended that they check their shoes before putting
them on.  She gave an example of a man who had a child's carrito in his shoe all day
and never felt it.  More anecdotes followed: someone who got blisters on his feet,
another man who didn't feel that his feet were burning on the floor of a truck, a woman
who did not realize she had stepped on one of the toothpicks that her husband used to
throw on the floor, and a man working in the yard who didn't feel it when a branch
went through his tennis shoe.  Alex told the class that if you cannot see the bottom of
your foot, then have someone in your family look at it for you, or use espejitos, little
mirrors.  The plastic bag of donated pamphlets and other materials distributed to class
members included a mirror.  She advised the people in the class to not use medicinas
para callos, because they contain ácido, and can burn the other skin.

Alex gave each participant a 20-page booklet published by Novo Diabetes
Care: ¡Cuide sus pies!  (Take care of your feet!).  It contained all the tips that Alex
had discussed as well other suggestions, such as "No remiende los agujeros de las
medias...¡compre medias nuevas!," "Don't mend the holes in your stockings
(socks)...buy new stockings!" and "Tóquese los pies para sentir si tiene... Cambios de
temperatura, Cambios de tamaño," "Touch your feet to feel if you have... Changes in
temperature, Changes in size."9  The booklet listed qualities of good walking shoes
and provided examples of hot things, hard things, tight things, and dangerous things to
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avoid.  The final section answered nine common questions about foot care.  The
instructions were written as usted (formal you) commands or as matter-of-fact
informational statements.  Cartoon-like drawings illustrated each point.  Red X's were
drawn over things or activities to be avoided.  As in the diet chart, which was also
published by Novo Diabetes Care, the drawings depicted a mix of people or legs or
feet of varying skin tones that appeared to be Anglo, African American, and/or Latino.
The front cover had a photo of an attractive, slender, and very limber Latina ballet
dancer, who appeared to be about 20 years old.  She was holding one leg and foot
vertically in the air above her head.  This dramatic photo was clearly intended to
highlight her leg and foot.  However, most people diagnosed with Type II diabetes are
typically older and heavier.

Alex also discussed dental care.  She warned the class that you have to watch
out for gingivitis and infections, or you can lose teeth.  Signs to watch for included
more of your teeth showing, gums bleeding easily, and bad breath.  She gave them a
lista de dentistas who were willing to make arrangements to pay for care in
installments.  Alex noted that unfortunately the only thing the clinic could do for them
was to take out teeth.

Then Alex showed the class the narrated slide show that discussed potential
foot problems and preventive care.  She told them that the purpose was "no para
asustarse, pero para que ven," "not to scare you, but so that you can see."  It showed
graphic photographs of untreated infections, blisters, ingrown toenails, gangrene and
an amputation.  In other words, the photographs showed what can go wrong and lead
to amputations.  The slide show repeated many of the foot care guidelines covered by
Alex, such as drying and checking your feet, and not removing calluses.  After the
film, Alex asked what they thought of the film, and no one spoke.  A woman whose
foot had been amputated recently told the class how she always had problems with
infections even when she was little, but they got worse with the diabetes.  She noted:

Está mal en decirlo yo.  Aguanté todo eso antes.  Me ponía crema que
compraba en el HEB.  Así me iba a trabajar, todo abierto, rojo.
It is bad for me to say this.  I put up with all that before.  I would put on
cream that I bought at the HEB.  I would go to work like that, (with my
feet) all open, red.

Alex assured the group that they could avoid problems like this, and then remembered,
"se me olvidó los espejitos," "I forgot the little mirrors."  She went to get them and
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distributed them to the class, noting that with these, it would be less of a struggle to
look at the bottoms of their feet.  Alex also distributed toothbrushes, toothpaste, and
dental floss, and briefly discussed the importance of dental care, especially removing
plaque.

Many of the pamphlets distributed by the classes were written with low reading
levels in mind.  Several materials were available in Spanish and English.  A few were
available in English only.  Many of these pamphlets were donated by drug companies.
The travel brochure in particular was not all that appropriate for most working class
people.  The people we interviewed, such as Francisco Cortés, typically traveled by
car to visit family.  These brochures portrayed mostly middle class mostly Anglo-
American people, and implied that the reader might be traveling by plane to Europe.
For example, one illustration showed a jet superimposed on the Eiffel Tower, and
another illustration depicted a woman talking to a man dressed in liederhosen.

The Complications
Class Five

Sylvia taught the fifth class in English.  This class focused on complications
and their prevention.  Charles, his mother, Richard, Anita, Carlos, Teresa, and Irma, a
new Mexican American woman in her 40s accompanied by her 11-year old daughter,
were there at the beginning of the class.  Betty arrived in time to see the last part of the
film.  Since it was the last class, Sylvia invited the participants to "stop by any
time"—when they had other appointments, or when they felt sick and needed an
appointment, or if they wanted to have their sugar checked.  She told them about the
support group that met once a month and she distributed a "diabetes pack" that
included samples of cereal, toothpaste, and coupons for various items.  Sylvia
reviewed them on the symptoms of onset, which prompted Carlos to observe that
before he was diagnosed, "I thought it was work, I would get up so tired, I did not
want to go."

Sylvia gave the class a handout and discussed circulation and heart problems.
She stressed that to prevent complications it was important to "control blood sugar,
control weight, reduce fat, cholesterol."  She warned the class, "If you smoke, you are
adding fuel to the fire.  If it's hard to quit, then try to cut it."  Charles volunteered that
he had quit six years ago.  Sylvia added, "Exercise will help."
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Sylvia explained how eye complications can occur:
There are a lot of little blood vessels in the eye.  With high sugars, they
get hard, bleed.  You won't see.  Or you will have black spots, bright
lights, red streaks, blurry vision.  That's what you'll experience.
Controlling your sugar is most important.  And you need to get a yearly
eye exam.

She noted that places like TSO only have optometrists and can't do the dilated test.
People with diabetes need to see an ophthalmologist, and "we have one here."  Sylvia
observed that before people used to go blind, but now they have laser treatment.  She
described how the laser burns off bleeding vessels, and noted:

Laser treatment is very effective and can prevent you from going blind.
The only problem is that it is expensive.  But no one will deny you
treatment now that you are part of system.

She added that the Texas Commission for the Blind was helping to provide funding for
laser treatments.

Kidney problems were addressed next.  Sylvia asked if anyone had a family
member who had had dialysis.  No one answered.  She did not pause for very long and
went on to note that the number one cause of dialysis is diabetes.  She explained that
dialysis means being "tied to a machine three times a week."  She noted that
sometimes it is possible to get donors for kidney transplants.  In order to prevent
kidney problems, Sylvia recommended that if they had high blood pressure, it was
important to take their medicine, and everyone should have their urine checked once a
year.  She urged the class, "Remind the doctor, if they're busy."  She explained that the
test is looking for protein.  Then she observed that "there are medications now to
protect the kidneys," and if they had kidney problems, for their diet, they needed to
"stay away from protein."

Sylvia assured the group that "with good control, you can avoid
complications."  She warned them, "Added factors make it worse," like smoking,
being a heavy drinker, and being overweight.  She advised the class to "avoid sugar,"
but they could eat something sweet once every two months.  She noted that some
people "don't take their medicine, stop for six months."  She advised against this,
noting that it is a problem when people wait too long to address their diabetes.  Sylvia
also went over foot care, and advised them to not walk barefoot, to wear tennies, to
watch corns, and so on.
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Sylvia went into detail about infections.  She advised, "Because you have
diabetes, take care of it early, because it can cause your sugar to go up."  Everyone
was relatively attentive at this point in the class.  She told them what to do if they had
bladder infections, vaginal infections, infections in the groin area for men, skin
infections, and insect bites.  She recommended that they get treated for any pneumonia
and get a flu shot every year, "unless you get sick with the shot."  Irma asked about
what to do for back pain.  Sylvia answered her, and added tips about stress and muscle
spasms.  Teresa asked about rheumatism.  Sylvia noted that they had some pamphlets
that "tell you what over-the-counter products you can buy."

Sylvia showed them a film to "wrap things up."  It was produced by Johns
Hopkins.  The film began by observing that the complications can be "frightening."
The narrator informed viewers that "you can stay away from complications by taking
care now, or at least you can minimize them."  The film recommended that you
"commit yourself to good diabetes control through diet, exercise, blood sugar
monitoring and by working with your doctor and nurse educator."  A nurse in the film
suggested that they test themselves before breakfast and then later, but "try to vary the
time of day of the test."  The section on exercise depicted the same woman (with Type
I diabetes) who was exercising in the film they watched on the second day.  The film
discussed potential vision problems, symptoms, recommendations for preventive care,
and laser photocoagulation treatments.  It also discussed kidney problems, symptoms,
dialysis, and kidney transplants, as well as arteriosclerosis (i.e., heart disease).  The
film advised viewers to stop smoking and to reduce their consumption of animal fat.
They described the symptoms of nerve damage and recommended daily foot exams.  It
also provided foot care tips.  For example, they advised against using epsom salts or
iodine and discussed how to care for calluses and cold feet.  The narrator also
recommended that viewers test bath water with their elbows and check their shoes.

The film addressed the possibility of impotence among men and the solution of
a penile prosthesis as well as the loss of libido and vaginal infections and/or dryness
among women.  The narrator reiterated the basic message that "control" could
minimize complications.  The film ended by noting that "the future holds the promise
of more improvements" in diabetes treatments.  It advised viewers to "work with their
doctors" and promised that they could live "a full productive life."
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During the film, Irma's daughter fell asleep and Richard started closing his eyes
off and on.  I also felt a bit drowsy that day.  Betty arrived towards the end of the film.
After the film, Sylvia returned to the room and asked if anyone had questions about
the movie.  Charles asked about numbness in the arm, and Sylvia warned him that it
"could be problems with the heart."  Then Sylvia distributed certificates of completion
to each student and the pamphlets about over-the-counter medications.

Sylvia also asked the class if they had any suggestions about how to improve
the class.  Charles noted how he had been referred by "nurses trained in diabetes" at
the hospital.  Carlos said that he had found out about the diabetes four months ago and
had "learned a lot" in the classes.  Anita asked if it was possible to take the classes
over.  Sylvia answered, "Yes, that's up to you."  Sylvia asked what they thought of the
movies.  "Were they were too long?"  Carlos thought they were "O.K." and Richard
thought they were "informative."  Sylvia told the group, "We are not trying to use
scare tactics, just give you information."  Anita mentioned that her Mom waited too
late.  She went blind, and they started cutting her fingers and foot.  So Anita urged the
group to get appointments to check their legs and feet.  By the end of the five classes I
noticed that both Teresa and Richard were wearing diabetes identification bracelets.

The fifth class in Spanish covered similar material.  Sylvia observed that their
objective was not to “scare” patients, though she noted that talking about
complications could be viewed as “scare” tactics.  The focus of the fifth class was to
inform patients what they could do to try to prevent complications.  Laser surgeries
and other technological aspects of medical care can help people with diabetes from
going blind, if changes are detected early.  Likewise, they now have medications to try
to prevent kidney complications.

Knowledge and Control in the Classes
In the classes and films, the connections between high blood sugars, mild

symptoms, and possible damage leading to complications tended to be implicit.  The
nurses introduced high blood sugar symptoms during the first class.  They reviewed
them during the second class, and occasionally during subsequent classes.  However,
they did not explicitly link the symptoms with the complications.  On the other hand, it
is important to highlight the teaching style used by Glenna, because her questions
elicited the clients’ knowledge of lived experiences of the illness.
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As I mentioned earlier, many of the people we interviewed attended these
classes and were trying to implement a number of the practices suggested in these
classes.  Chapter 8 will discuss their practices.  The nurses and dietician also
encouraged their clients to experiment and talked about how to adjust practices.  They
modified some of the standard biomedical recommendations in an effort to take into
account economic constraints and cultural preferences.  In particular, the diabetes
educators attempted to provide an alternative to the notion that a “strict” diet is needed
to “control” blood glucose and/or diabetes.  They also provided their clients with
information that could help them detect sugar, fats, and salt (or sodium) in processed
foods.  They even talked about misleading labels, such as those that say “Lite.”

The nurses and dietician also made suggestions about how to modify Mexican
cooking and eating habits, as well as other foods their clients were eating.  Their
advice was more specific to everyday life in San Antonio than some of the materials
they distributed.  On the one hand, some handouts had portrayals of racial-ethnic
minorities and ethnic foods.  However, other materials presumed that the clients were
middle class and/or Anglo.  Their approaches helped counteract the notion (that was
circulating among health care providers and patients) that implementing an ideal diet
for Type II diabetes means giving up Mexican foods.

The diabetes educators talked about the importance of taking medications,
implementing diet changes, and doing exercise, but never explicitly mentioned
“compliance.”  At the same time, they reinforced the overall framing of diabetes care
as “control.”  Nurses and dieticians as well as doctors are trained in physiology.  They
too are exposed to the physiological language of control.  Likewise, they have heard
control being used in many other contexts.  Consequently, the logic of control also
“makes sense” to them.  As I will discuss in Chapter 8, the constant and taken-for-
granted reproduction of control in the medical discourse about diabetes affected the
ways that people who had diabetes talked about the illness and their own practices.

Notes to Chapter 7
                                    
1The participants in the classes varied somewhat throughout the five weeks.  I will describe the
composition of the first classes in English and Spanish to provide a sense of the ethnicity and ages of
people who were attending these classes.  The nurses referred to their patients as “clients.”
2In this first English class, Glenna first mentioned 80-120, which the nurses generally defined as
"normal" for nondiabetics.  Then she listed 80-160 as the "normal" range in the mornings before eating.



333

                                                                                                         
However, 80-140 were the numbers usually used by the rest of the nurses and the numbers provided in
the written materials.  Sylvia Acosta used 80-140 in the afternoon class.  In class 2, Glenna reviewed
them on "what is normal?" and listed 80-140, adding "I even give people a break at 160."
3The baker jumped in to note that he was only 29.
4I do not know how many were first generation migrants from Mexico.
5This was most true for Mexican Americans educated in the U.S., who preferred to speak in Spanish,
but whose formal education was in English.  It was also true for migrants from Mexico who could not
read Spanish well, because they often had to rely on children who could read, and those children were
more likely to be able to read English well.  Of course, this did not apply to Mexican migrants and
others who could read Spanish.  At the beginning of the class, as people were glancing over the
materials in the folders, Alfredo commented, "Todo esto está en inglés,"  "all of this is in English."  He
was given an English packet by mistake.
6Leticia and Rolando did not attend this class.
7The first √ for vegetables meant that is was O.K. to eat vegetables for breakfast, while acknowledging
that with the possible exception of tomatoes, most of their clients did not ordinarily eat vegetables for
breakfast.
8She wrote the three points on the board, and paused for a bit, saying she was not sure whether she was
spelling exercise correctly.
9The booklet elaborated about what the person should look for if he or she felt changes in feet
temperature or size.
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Chapter 8
Practices, Knowledges, and Motivations

Diabetes Care Among Working Class Mexican Americans
The working class Mexican Americans we interviewed took care of their

diabetes within the priorities and constraints of their everyday lives.  As noted in
Chapter 3, they had limited economic resources due to low wages, periods of un- and
under-employment, and inconsistent access to health insurance.  They also had to deal
with discrimination based on their mexicanidad and class.  There also were gender
inequalities in the workforce and within the household.  As Hunt, Pugh, and
Valenzuela (1998) and Hunt and Arar (2001) observe, they had to make several
“microdecisions” every day.  People moved in and out of “good” and “poor” blood
sugar “control” over the course of a day, a week, a year, or their lifetimes with the
disease.  No one was “fully” compliant in the sense of following “strict” regimens
over the entire course of their illnesses.  Nevertheless, even people who said that they
did “not take it seriously” in the beginning had made and were making attempts to
change their lifestyles.  They adapted treatment recommendations based on economic,
work, family, social, and personal considerations, and the knowledge they had
accumulated about diabetes.

This chapter describes the information gathering processes, practices, and
motivations of the people we interviewed.  In contrast to the generalizations made by
the doctors, it will be evident that most people were “motivated” to take care of their
diabetes.  Nevertheless, several people did talk about “not wanting to accept it” or “not
taking it seriously” in the past, or sometimes “falling off” of “the diet.”  In this
chapter, I also discuss people’s experiences of symptoms, since (as discussed in
Chapter 6) several doctors cited the lack of symptoms as one of the reasons for poor
outcomes and presumed “non-compliance.”  I also address assumptions about fatalism
and put remarks like Juanita Sánchez’s “pos me tengo que morir de una enfermedad
como quiera, no?,” “well, I have to die of some illness anyway, right?” in the context
of their other beliefs and practices.  For Juanita this meant that she finally had
accepted that this illness was no longer going away (as it had in the past) and that it
could only be controlled, that “nada más se controla pos no se quita.”  And, Juanita
was taking several actions to try to “control” her blood sugar.  Finally, I examine how
the people we interviewed talked about control and compliance with strict regimens.



335

These sections will describe processes through which the “education of consent” took
place, a few instances in which the logic of control was questioned, and alternative
constructions of “care” and “balance” used by the people we interviewed.

As this chapter will show, the priorities, constraints, and knowledge of the
people we interviewed changed over time, as did their experiences of diabetes.  They
were concerned about their personal health, however they had to balance this with the
priorities of getting and keeping jobs to earn incomes to support their families, paying
for food, housing, and other basic expenses, ensuring the welfare and education of
their children, and caring for members of the household and extended family.  Other
priorities included desires to act and feel normal.  This meant not having to constantly
think about the diabetes and being able to eat “regular” food, especially Mexican foods
and favorite foods.  These desires contrast with the biomedical ideal of a “strict” diet.
They also wanted to enjoy life with family and friends.

Gathering Information
The knowledge that people had about diabetes was based primarily on

fragments extracted from interactions with various health care providers, including
primary care physicians, specialists, diabetes educators, nurses, and pharmacists.
They also acquired biomedical information through pamphlets, books and other
written materials, as well as health programs, news stories and advertisements on
television.1  For example, Lupe Tamayo (who had a sixth grade education in Spanish,
but could read and understand English, and even speak it when necessary) had read the
Harvard Medical Newsletter, and learned that prolonged use of insulin was correlated
with a higher risk of heart attacks.  Several people had cared for family members who
had diabetes, and most had exchanged information with family members, friends, or
acquaintances.  For example, Joe Fuentes talked to the bus driver about diabetes and
Javier Peña exchanged information with people he met while walking for exercise
around the mall.  People exchanged information about interactions with doctors and
nurses, healing practices, symptoms, complications, diet, and hierbas, herbal remedies.
As Hunt and Arar (2001) observe, their knowledge was also based on observations and
experiences of the effects of various treatments on symptoms and/or blood glucose
levels.
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When newly diagnosed, a few people like Chris Colón knew very little about
diabetes, but most had some knowledge based on the experiences of family members
who had diabetes.  Initially, especially for those who were diagnosed when they were
in their 30s, their knowledge of the experiences of other family members was limited
to knowing that they had diabetes, and perhaps being aware that some older relatives
had had amputations.  In other words, initially they did not know much about their
experiences of symptoms or what their relatives had done or were doing to take care of
the diabetes.  A few people had considerable knowledge, because they had helped take
care of family members.  Over time, people began acquiring more knowledge by
asking questions and exchanging information with relatives, particularly parents and
siblings.

For example, Pablo Flores (who had been diagnosed with diabetes for 19
years) did not talk much with anyone about diabetes when he was first diagnosed.  He
knew that his parents had diabetes, but they did not talk much about it either.
However, he was the oldest of eleven siblings who were all eventually diagnosed with
diabetes.  In recent years, he and his siblings had been actively exchanging
information about diabetes care practices and how diabetes was affecting them.

As indicated in Chapter 3, a number of women had taken care of or were
taking care of elderly relatives and grandchildren.  Chris Colón and Frank Nieves
planned to obtain information about diabetes in their family from an older sister, and
Carmen Luján’s older sister was a major source of information for her around the time
she was first diagnosed.  Nevertheless, it is important to note that some men also
helped take care of relatives who had diabetes.  For example, Jorge Ochoa took care of
his parents, who were both diagnosed with diabetes after he was.  They were in their
80s when they died.  He used to give his mother her insulin shots.  Gilbert Suárez used
to give his grandmother shots and helped her buy groceries, before she died.

Many of the interviewees had relatives living nearby.  Consequently, they had
frequent opportunities to see the effects of diabetes in older relatives and perhaps
observe their practices.  However, people were also exchanging information about
diabetes with relatives (and friends) who lived out of state or in Mexico.  Most of the
seven people who had migrated from Mexico as adults were visiting their parents and
siblings who lived in Mexico, and several of them had diabetes.
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Most people had taken or were taking diabetes education classes when we
interviewed them.  However, some people were unable to attend all five.  Several also
indicated that they were given very little information (or education) when they were
diagnosed years ago.  This was particularly true, though not always the case, for
people who were told they had a “high blood sugar” or were initially diagnosed as
“borderline.”  As I will discuss in the section on motivations, this is what happened to
Pablo Flores, Ann Vega, Joe Fuentes, Priscilla González, and apparently also to
Juanita Sánchez.  On the other hand, as I also will describe, Ricardo Machado’s wife’s
doctor found “traces of the symptom,” but provided him with a lot of information.
And he read a lot about diabetes.  Lupe Tamayo and Víctor Guerrero also had been
reading about diabetes.

Attending Appointments and Taking Medications
In general, most people were attending appointments and taking their

medications.  Several people stressed that they were taking their medications as
prescribed.  Sometimes people got busy and missed an occasional pill or injection, or
took it later than they had planned.  However, as Ann Vega’s comments during her
interaction with Dr. Nielsen suggest, appointments and medications were the more
costly aspects of diabetes care, even at the reduced rates of the county clinic.
Consequently, there were times when people could not afford to attend appointments
and/or buy their medications.  For example, Ruby Chacón went without insulin for a
week, because “I didn’t have no gas to come and no money for bus.”  Because she and
her husband were unemployed, they were staying with her sister.  Ruby did not want
to have to ask her for gas money too.  Gilbert Suárez decided to not take his pills for a
month, so he could buy Christmas presents for his children.

Lupe Tamayo had been diagnosed with diabetes for 17 years.  She was perhaps
the most explicit about the effects of her pobreza, poverty.  When she was first
diagnosed, she had a bladder infection and went to see a doctor.  He was (translating
from Spanish) “alarmed, ... and told me, you have a lot of diabetes, go to the hospital
right away, luego luego, because you have a very high blood pressure, and it could
give you a heart attack."  She did not go, because "poverty does not permit one to do
anything like that."  Instead, she took the medications he gave her and “did everything
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he said.”  In three days, the bladder infection was alleviated, but from then on, "yo
quedé con la diabetes,” “I stayed (or continued) with the diabetes."

Lupe said that there were times that she got up to 500, felt bad, dizzy, and
sleepy, but unable to sleep.  But that was when she did not have medicine.  She
explained, "One could say that I did not have medicine, because I brought it from
Mexico."  Later she explained, "my mother knew the condition of poverty that we
were in, and she told me that I'll send you medicine from here."  Lupe did not have
access to health insurance, because she worked doing laundry, child care in her home,
and office and house cleaning, and for some reason her husband did not or could not
cover her.2 Lupe’s mother had access to the Seguro Social diabetes clinic in
Monterrey, through her husband’s formal sector employment at a steel factory.  Lupe
noted that “over there, ... everything is free, as long as you are a member.”  Her
mother was a diabetic.  They gave her extra medicine and she sent it to Lupe.

This transnational flow of medications went on for years, but there were
difficulties.  There were occasions when Lupe went without medications, such as
when she had not gone to visit recently, and when her brothers did not have the time to
make a trip up to the border, where they would cross over, and mail it to her.  In
addition, during the late 1980s, the U.S. government passed legislation tightening up
on the flow of prescription medications across the border.  Any person carrying
diabetes medication had to be diabetic themselves.  Since none of her brothers were
diabetic, they were afraid the medications might be confiscated and thrown away.
Finally in 1990, her mother passed away.  At first, her brother promised that he would
try to continue to supply Lupe with medications, but that got increasingly difficult.

Lupe went without medications for months at a time, until she finally decided
to go to the Collins-Lambert Clinic.  Within a short time, they put her on insulin,
because they believed that the pills could not "control" her blood sugar levels.  Lupe
said that her diabetes was “desatendida” or unattended for years.  Now she was
getting some eye complications.  Lupe also stated that "poverty" made it difficult to
buy fruits and vegetables, especially when the children were still at home.
Furthermore, sometimes she did not go to doctor appointments, because she did not
have the 80¢ for the round-trip bus fare.

Lupe went to great lengths to try to take care of her diabetes in spite of her
poverty.  It appears that Juanita Sánchez, who was initially diagnosed with a “high
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sugar” and went “in and out” of diabetes for 17 years, probably also was not attending
regular appointments with doctors due to her undocumented status and her poverty.
After she was put on pills and the doctors insisted that she needed to attend regular
appointments, she said that she still felt ashamed of not being able to pay for her
appointments.  Likewise, Pablo Flores who never had health insurance as a self-
employed plumber said that after he was first diagnosed, he took the pills off and on
based on his finances and how he felt.  As I will discuss, Joe Flores stopped taking his
medications for six months after his wife quit her job due to her own health problems,
and they found themselves with no income and no health insurance.

Other factors that affected a person’s ability to attend appointments were being
busy with work or family care.  Priscilla González was busy at work, and delayed
going into the Collins-Lambert to have her blood checked, after a “regular” doctor
found sugar in her urine.  The house painter that I never managed to interview was
working such long hours that he missed his first diabetes education class.  Mary
Delgado was taking care of her aging mother who had diabetes and Parkinson’s.  It
was exhausting.  Her mother called for Mary every twenty minutes, including late at
night.  One sister who lived in San Antonio had gone to Louisiana to care for
grandchildren.  The sister who lived in Dallas sometimes came down to give her a
break.  Mary finally got some help from Family Services in the form of a nurse's aide
who came over for ten hours a week.  She used that time to go food shopping, to check
on her own house where her son was living, and to begin to attend some of her own
doctor appointments.  She had just been diagnosed with diabetes.

At the Collins-Lambert Clinic, the health care providers tended to view
patients who did not attend appointments as “non-compliant.”  As just described,
people sometimes did not attend appointments due to the costs (relative to their
budgets) and being busy.  Given that patients have to attend appointments to obtain
prescriptions, this could affect their ability to purchase and take medications.
However, it does not mean that people were not interested in self-care.

Taking the Pills Off and On
Although most of the people said that they were taking their medications as

prescribed, or that they occasionally forgot a pill, two men talked about taking the pills
off and on.  Pablo Flores, who was initially diagnosed with borderline diabetes and
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just told to take the pills without much other information, took the pills off and on
based on his finances and his symptoms.  When the symptoms were intolerable, he
definitely purchased the medications.  When he was feeling better, he felt that he had
to prioritize other household expenses.  As just noted, Joe Flores stopped taking his
medications when he and his wife found themselves with no income and no health
insurance.  However, prior to that his wife noted that he had not been “faithful” about
taking the pills.  He did not like being dependent on medications.  He believed that
taking too many pills would damage his heart, so he only took 3 or 4 a week, and he
wanted to keep the diabetes a secret from his co-workers.

Resisting the Shift From Pills to Insulin
As described in Chapter 6, Lupe initially resisted the doctor’s recommendation

that she start taking insulin, because she had read about a study that indicated that
taking insulin was correlated with higher rates of heart attacks.  Her doctor managed to
convince her to try insulin by suggesting an experiment, and allowing her to decide if
she felt better.  The doctors of Luz Romo and Blanca Macías were starting to suggest
that they should switch from pills to insulin.  Blanca, who had been diagnosed for ten
years, had consulted with a dietician and was implementing new diet practices in an
effort to avoid insulin.  María Martínez noted that initially she was reluctant, for the
obvious reason that she was not looking forward to having to inject herself everyday.
Daniel Celedón said that he had to work up the courage to do it.  Nevertheless, it
should be evident from Tables 8.1 and 8.2 that several people we interviewed were
taking insulin.  Rebeca Rocha and Daniel Celedón both noted that their doctors had
suggested that if they achieved “good control,” they might be able to get off the
insulin.  Neither one expected to be able to stop taking insulin.

Juanita Sánchez was resisting the shift to insulin when I interviewed her.
About two weeks before the interview, Juanita's doctor took away her pills and
prescribed insulin.  Her doctor explained that her pancreas was not producing
sufficient insulin.  This made Juanita think that she should take the insulin, and she
had learned how to do it.  However, she was trying to do everything possible (diet,
herbal teas, vitamins, Metaphysical meetings, exercise, a diabetes medication from a
natural food store) to lower her blood sugar and avoid taking the insulin.  She even
convinced an eye doctor to prescribe her some more pills.  Juanita felt that the 426



341

reading at the clinic the day the doctor made her decision was unusually high
compared to her daily readings at home which were in the range of 140 to 180, with a
few in the 200s and a few in the 300s.

Juanita also expressed fears about going blind related to the days of caring for
her father.  During the last stages of his diabetes, she went back to Michoacán to take
care of him.  The doctor insisted that he needed insulin, so Juanita gave him the shots.
Before he died, he went blind.  He blamed the insulin for causing him to go blind and
her for helping it happen.  His kidneys were failing, but he did not want to be put on
dialysis.  He died in her arms.  María Martínez noted that in Mexico, doctors tend to
wait until the very end to prescribe insulin for people with Type II diabetes.
Apparently this also has been the treatment protocol in many clinics in the United
States until recently.  Some Mexican Americans could have similar impressions based
on the experiences of their older relatives.

Coordinating Medications with Food Consumption
As I will discuss in the section on symptoms, Brigette Bailey, Nellie Holguín,

and Pablo Flores talked about experiencing symptoms and learning that they had to eat
something after they took the medications.  Nellie and Pablo, for example, usually did
not eat much for breakfast.  Incidents like these suggest that some people were not
given much information about how the medications work.  Furthermore, apparently
their doctors did not ask about their eating habits, or help them adapt the timing of the
medications to their eating schedules.

Eating Practices
Everyone we interviewed had implemented some diet changes, and quite a few

had made dramatic changes.  As just noted, Pablo Flores and Ann Vega said that were
not given much information about diet when they were first diagnosed with borderline
diabetes.  However, by the time we interviewed them, Pablo, Ann and most of the
people we interviewed had taken diabetes education classes, or seen a nutritionist, or
acquired diet information in some other way.  For the low-income Mexican Americans
we interviewed, the costs of different foods (relative to their budgets) and their own
desires and those of others in the household sometimes limited their abilities to “fully”
implement all recommended changes or to sustain “strict” diets over time.  Some
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people “fell off” and then “got back on the diet.”  In particular, the strategy of cooking
a separate meal for the person with diabetes proved to be difficult to sustain.
However, several people did it.  Most family members supported people in their
efforts to implement diet changes through encouragement or scolding.  Sometimes the
entire family participated in some or all of the diet changes.  Occasionally family
members resisted making changes.

With regards to costs, Lupe Tamayo pointed out that a head of broccoli costs a
dollar, which can be used to buy more beans, rice, potatoes, or tortillas.  Daniel
Celedón’s strategy was to buy vegetables at the beginning of month, and then eat
“heavier” basic foods for the rest of the month.  People like Ruby Chacón and Joe
Fuentes who were unemployed often had to depend on relatives for food, so they ate
whatever was served.

Daniel also mentioned that he felt that he needed some “heavy” foods.  Robert
Ríos and others talked about not being “a rabbit,” in reference to the recommendation
that people eat more vegetables.  Although Robert was making changes at home, due
to his wife’s insistence, he continued to eat the same way he always had at work, so as
not to show any outward signs of illness to his co-workers.  Juanita Sánchez, who
cleaned houses, said that it was difficult to stay on a diet, because her patronas would
give her food at work.

Eating out at restaurants and social gatherings where other people were eating
and drinking was a challenge for people who were attempting to “follow a diet.”
Sometimes people did not go to parties or other social gatherings to avoid temptations
to eat foods that “bad for you.”  Others had found strategies to deal with temptations.
For example, several people used the suggestion given by Diabetes Education to eat
only a small piece of cake, and scrape off the frosting.

In addition, people intentionally or accidentally experimented and observed the
effects on symptoms and/or blood glucose of eating particular foods.  Rebeca Rocha,
for example, figured out that “Church's Fried Chicken'll get it real high, but then if I
eat Bill Miller's Fried Chicken, that doesn't go too high.”  Eating at McDonald’s also
“got her diabetes up.”  Rebeca exchanged diet information and commiserated with
family and friends.  She also lamented having to give up Mexican foods.  Yet, she
noted that her sister was starting to experiment with changing Mexican recipes.
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Ricardo Machado talked about his body "signalled" him.  He believed that "it's
the individual that has to gauge himself," because a lot of times the doctor doesn't
know what an individual's activities are during the day.  "If he works real hard, real
hard, he's gonna have to drink sugar."  Therefore, if Ricardo "was burning it up," by
mowing the lawn, for example, he would drink a soda.  He did just that right before
the interview.

After people were first diagnosed, almost everyone initially cut sweets.  For
example, Priscilla González switched from drinking two cokes a day to iced tea,
because she didn’t like diet sodas.  She was “disregarding sugar completely,” which
meant “no cake, no candy, only a little mint once in while.”  These practices could be
implemented as an individual.  However, they still had to watch other people eat
sweets.

Other practices implemented by a number of people were eating smaller
portions, using vegetable oil or Pam instead of manteca (lard), switching from flour
tortillas (which are made with lard) to corn tortillas, taking the skin off of chicken,
baking or boiling instead of frying, and eating more vegetables.3  All of these practices
were recommended by Diabetes Education.  In addition, Gilbert Suárez joked that he
and his wife had become “label readers.”  This skill was also taught by the diabetes
educators at the county clinic.  As I noted in Chapter 7, most people regarded this
information as one of these most valuable things they learned in the classes.  In the
next section, I will provide some examples of how people changed their diets.

As discussed in Chapter 2, several people made concerted efforts to lose
weight after they were diagnosed.  Others tried to lose weight, but had difficulties.
Carmen Luján and Lucy Alvarez tried to use diet pills, and reported that their doctors
were very upset with them.

Family, Gender and Eating
Family and gender relations were a factor in implementing diet changes.  Of

the 35 people interviewed, all sixteen women and and fourteen of the nineteen men
lived in households where women were the main food preparers—i.e., the interviewee
or the interviewee's wife, mother, or sister.  The five men who were the main food
preparers were separated, widowed or single.  Of those, Daniel Celedón usually ate
over at his woman friend's house two or three times a week, and two of Javier Peña's
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adult daughters dropped by to help him with cooking and shopping.  Most of the
married men and women had complex housing and eating arrangements with different
combinations of the person, a spouse, children under 18, adult children, grandchildren
living in the home, grandchildren being cared for during the day, adult children living
nearby, and possibly other relatives.  Because women usually were the main food
preparers, they frequently talked about being “tempted,” especially when they
prepared foods for others who did not have diabetes.  However, men also talked about
temptations.

Priscilla González, who had been recently diagnosed with diabetes, was
separated from her overly jealous second husband.  She lived with her mother and her
20-year old daughter.  Priscilla rented out her house (just down the block) to her
brother and his family.  Her sister and her family lived in a garage apartment behind
her parents’ house.  Priscilla's mother was taking care of several grandchildren.  She
had been recently diagnosed with high blood pressure.  Priscilla’s mother implemented
several cooking changes that Priscilla said would have been impossible if her father
were still alive.  He had ulcers and arthritis and had died recently at the age of 82.
Several of his siblings had diabetes, but he never did.  Her father insisted on having
homemade flour tortillas with every meal.  Her mother (who was Panamanian)
decided to stop making them, and told her adult children that they could go buy them.
She switched from Crisco to vegetable oil, cooked white rice (which she had always
done, because it was customary in Panama), cooked less so there were no leftovers in
the pan or second portions, and avoided fatty and fried foods.  In addition, as described
earlier, Priscilla was also “disregarding sugar completely.”

As I will discuss later in the motivation section, Robert was only reluctantly
implementing diet changes at his wife’s insistence.  Nevertheless, the changes were
substantial.  His wife, who had had diabetes for years, was trying to get him to eat
more like her, more boiled stuff, more vegetables, but he said "I'm no rabbit."  He did
not like salads unless they're fresh, or potato salad unless it's warm.  When he was on
the road driving trucks, it was hard to stick to a diet, because he and his co-workers
tended to eat junk food.  A typical day for him was:  Not much breakfast, just coffee.
1:30 PM at work, two barbecue sandwiches, chips, and a diet soda.  For dinner,
breaded fish, corn, mashed potatoes and salad (which he ate, because his wife
insisted).  A year ago, they cut down on grease, started using canola oil, eating more
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vegetables, reducing sweets to fruits and cake doughnuts once a week, mainly drinking
diet sodas, and taking the skin off chicken.  He didn't like salt, but she did, so they
were both working on it.  They loved Chinese food, so they sometimes treated
themselves and then made up for it the next day.

Jorge Ochoa and Gilbert Súarez both joked about eating whatever their wives
put in front of them, but they were participating in the process of making diet changes.
Jorge was first diagnosed in 1988 after a cramping incident put him in the hospital for
week.  He brought the menus home from the hospital.4  He wanted to “follow the diet”
they had given him and asked his wife to “cook more or less what they were feeding
me in the hospital, you know, so it would help me control my diet, you know, blood, I
mean glucose, you know.”  Later, he said that his wife cooks "everything I tell her to
cook, but yeah, she watches out for me.”  Usually he just told her "make whatever you
want, it don't matter.  Like I say, I'll eat anything, man."

In general, the men seemed to have more power than women to initiate diet
changes or resist them.  On the other hand, gender roles were more complex than the
stereotypes about machismo imply.  Francisco Cortes bought frozen diet meals, so as
not to impose diet changes on the entire household.  This strategy was expensive and
difficult to sustain.  Luz Romo was using Sweet and Low on his cereal and in his
coffee, buying lean beef, using Pam and vegetable oil instead of lard, and drinking no
coffee after noon (because it made him uptight and didn't go with the medication).  He
only ate pan de huevo once every two or three weeks, and cut family barbacoas from
two times a week to once a month because of the fat.  He was pushing for more salads
and fruits, but his wife was resisting.  According to Luz, his wife and her mother, who
were both thin, "just make food for everybody else, regardless of what's in it," even
though "her dad was diabetic."  In addition, it should be noted that although women
handled most of the household cooking, it appears that a number of men participated
in food shopping.

Sometimes implementing diet changes was difficult for women who were
cooking for large households.  Gloria Hernández and her husband raised ten children,
ages 35 to 17.  Their youngest children, ages 17 and 19, were retarded and still lived at
home.  Their 32-year old son moved in after his wife died, so Gloria was helping to
raise his three children.  He was a carpet layer with knee problems.  Their 20-year old
son also lived with them.  He used to work at a convenience store, but neither son was
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employed at the time of the interview.  Their daughter and her family were living
temporarily in the rather dilapidated front rooms of the house.  Gloria’s main diet
strategies were to cut back on her own consumption of cokes and tortillas.  The
diabetes educators at the Collins-Lambert suggested that if people were cooking for
large families or if other people in the household were unwilling to change their diets,
one strategy was to cut their own portions.  Brigette Bailey was newly diagnosed and
had a large family who dropped by frequently thought that this suggestion was helpful.

People noted that their ability to implement diet recommendations changed
over time.  For example, Lupe Tamayo mentioned that it was more expensive to buy
vegetables, especially when the children were still at home.  Now, it was just she and
her ex-husband, who was recently diagnosed with diabetes as a result of his respiratory
illness.  They occasionally took care of one grandson.  This was quite different from
Gloria’s situation.  Mary Delgado, who was taking care of her mother, had difficulties
attending appointments and she only managed to go out walking once a week.
However, her mother had Parkinson’s and diabetes.  Mary was just fixing food for the
two of them, so she was implementing diet recommendations for diabetes, and trying
to avoid citrus and salt, due to her ulcers and high blood pressure.  Her mother, who
did not have high blood pressure, wanted more salt on her food, and she liked to have
an occasional ice cream, which was tempting for Mary.

Rebeca Rocha was one of several people who talked about getting on “the diet”
and then falling off and getting back on again.  When she was first diagnosed, all six
children were at home.  They implemented the recommended diet as a family.  At first
everyone cooperated.  One daughter was happy because she was losing weight.
Rebeca's husband was the only one who complained a little, so she learned to make
things for him and for her diet.  However, eventually she and her family got tired of
the diet.  She also let her pills go for awhile, because she was busy with work and the
children and "didn't make time to go see the doctor," but her husband made her go to
the doctor when she started experiencing symptoms, and she started back on the pills
and her diet.  Rebeca and others expressed laments about having to give up various
Mexican foods.



347

Drinking: Cutting Back and Quitting
Most of the women either did not drink alcohol or had an occasional beer.

Mary (who was newly diagnosed) said that she used to like to “go out, drink,” but now
she was turning down invitations to cook-outs and offers of a beer from friends,
because “I can't drink, no alcohol, no nothing.  . . .  I’m a diabetic patient.  I need to
take care.”5  Several men we interviewed had engaged or were engaging in heavy
drinking as part of their social lives.  Luis Antonio Tovar and Daniel Celedón initially
ignored the biomedical recommendation to quit or limit alcohol consumption.
However, in the long run they quit drinking.  Luis Antonio partied a lot when he was
driving cabs.  He quit once, and then started again after his brother told him he was too
grouchy when he was sober.  Then he had a heart attack, and decided to quit for good.
Daniel used to do binge drinking at cantinas on weekends.  Around the time he injured
his arm and started taking insulin, his doctor explained that he was putting too much
yeast in his blood stream, and he would die if kept on drinking.  Daniel decided he
wanted to live, and stopped.

Other men, such as Ricardo Machado who was not a heavy drinker, quit when
they were diagnosed.  Three men, who had been diagnosed two to four years, were
still drinking a fair amount.  Luz Romo continued to drink about six-pack of beer a
day, and teased his cousin about not drinking due to his diabetes.  Gilbert Suárez and
Víctor Guerrero cut back.  Gilbert said that he was “controlling” his drinking and
smoking.  Now, he only drank on weekends, “maybe like a twelve-pack,” when male
friends came over to his house to watch sports on TV.  He had switched to lite beer,
and noticed that sometimes “I start feeling out of sorts” after three or four beers.  He
used to drink more hard liquor, but “now I might drink one or two and that’s it.  I
don’t have the taste for it any more.”  Víctor used to go out to cantinas after work and
drank about a twelve-pack of beer a night.  He no longer went out, and had cut the
amount in half, more or less.

Others were not consuming much alcohol when they were diagnosed.  Some
had quit before they were diagnosed.  Robert Ríos, for example, used to drink
moderately when he went out with his wife and other couples.  When she was
diagnosed with diabetes, he joined her in solidarity and gave up alcohol.  Chris Colón
and René García partied for awhile in their early 20s, but then gave it up.  A few like
Pablo Flores never did like to drink.
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Francisco Cortes, who decided to quit drinking for a second time (which he
said would be permanent), noted that when they went to visit his wife’s family in
Nuevo Laredo, her brothers would say that he was “henpecked.”  He felt that he could
withstand the teasing, and he would use the medication as the justification.  Daniel
stopped going fishing with his friends.  Sometimes, when he was out walking, he
would go into a cantina, but only during the day.  He would order a diet coke, and if
anyone questioned him, he said he was taking medications.

Smoking: Cutting Down Gradually
Doctors recommend that people with diabetes quit smoking.  The people who

smoked faced the same difficulties that all smokers do when they try to quit.  Most of
the people we interviewed did not smoke, but those who did started to gradually cut
back.  Ruby Chacón, Francisco Cortes, Gilbert Suárez, Robert Ríos, Víctor Guerrero,
and Daniel Celedón had all cut back on their smoking.  For example, in two years
Francisco went from smoking three packs a day to one pack every three days.  Robert
had been smoking since he was ten years old.  He wanted to cut back gradually.  He
had reduced from three and a half packs a day to two packs a day.  Furthermore, he
often left cigarettes burning in the ashtray instead of smoking them all.  For six months
he stopped smoking completely, but started again when his wife had to go in the
hospital.  Ruby tried to quit, but the nicotine gum made her dizzy, and then she had to
consider the pros and cons of smoking versus weight gain.  Later, she said her main
problem was lack of "will power."  Their descriptions of the factors involved in trying
to quit smoking sound like those that many smokers face when they decide to quit.

Interestingly, Gloria Hernández, who never smoked, had just started smoking a
few cigarettes.  She thought it might help her lose weight, since most smokers gain
weight when they quit.

Walking for Exercise
Most people were trying to do more exercise.  Walking was the preferred

activity.  After all, the costs are minimal.  Mary Delgado used to like to walk with her
daughter.  María Martínez usually walked with a neighbor.  Daniel Celedón walked by
himself.  Weather (either too hot, too cold, or too rainy), neighborhood safety, and
busy work or family lives were limitations.  Another important limitation were other
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illnesses or injuries.  For example, Gilbert Suárez started jogging for exercise after he
was diagnosed, but then he had back surgery.  He was still recuperating, and trying to
do some walking.  Rebeca Rocha used to walk more, but she was recuperating from
surgery on a twisted tendon.

Taking Care of One’s Feet
People were anxious to obtain information about foot care.  Most people

attended appointments at the podiatrist to have their feet checked and/or have their
nails trimmed.  Joe Flores’ daughter trimmed his toenails.  Most people started
checking their feet and changing footwear based on information they learned through
the diabetes education classes.  Gloria Hernández thought it was interesting to learn
“como se limpiara uno los pieses, como se cuidara los pieses, todo eso,” how one
should clean one’s feet, how to take care of one’s feet, all that.”  She stopped watering
her garden (which was one of her forms of exercise), because she did not want to get
an infection from ant bites.  Nellie Holguín was now using only low shoes, “puros
bajitos,” whereas before she used to use heels, “tacón.”   Brigette Bailey used to wear
sandals, “chanclas.”  Now she wore shoes, so she would not get an infection.  The
main difficulty mentioned was the cost of buying shoes.

Home Blood Glucose Monitoring
Several people did home blood glucose monitoring, particularly those who

were taking insulin.  María Martínez and Rebeca Rocha checked their blood sugars
fairly often.  Lupe Tamayo only checked hers once in awhile.  She borrowed strips and
lancets from her husband, who was disabled and had Medicaid.  Carmen Luján and
Lucy Alvarez kept track of their blood sugars in little books that were distributed by
Diabetes Education.  Juanita Sánchez’s patronas bought her a glucometer (which cost
about $50).  She shared it with her brothers who also had diabetes and lived down the
street.  Before Robert Ríos was diagnosed, his wife used her equipment to test his
blood, and told him that he needed to go to the doctor.  His blood sugar was 200,
according to her reading.  On the other hand, strips, lancets, and glucometers were not
covered by Medicare or most health insurance plans at the time.  Therefore, people
often had to economize on home blood glucose monitoring.
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Curanderos and Hierbas
Through their social networks, people also obtained information about healing

alternatives, such as curanderos and hierbas.  No one that we interviewed regarded
curanderos as appropriate for diabetes.6  However, as I will discuss later, before he
was diagnosed with diabetes, Joe Fuentes said that he consulted with curandera for
four months when he thought his tiredness was due to depression and stress from
losing his wife and raising two teenagers on his own.  In retrospect, he regarded that
decision as “ignorant.”  Juanita Sánchez attended a few Metaphysical meetings, and
the leader gave her a massage.  No one mentioned alternative treatments, such as
chiropractics, homeopathy, or acupuncture.

On the other hand, several people had information about or had tried hierbas.
Joe Fuentes obtained a two-page list from local university professor.  Most people
heard about hierbas from friends and neighbors.  They obtained the ingredients from
plants in their own yards, or the yards of friends and relatives, or from grocery stores,
such as the HEB, or from local or Mexican hierberías.  Some people knew about
hierbas, but had not tried them.  For example, Mario Echevarría’s mother had tried
nopales or prickly pear cactus, but he didn’t think they worked for her, so he was not
willing to try them.  Others had tried hierbas a few times, but decided not to use them.
Reasons included not wanting to take them with medications, particularly insulin,
because they might lower the blood sugar too much.  Other people rejected hierbas,
because they did not think they were effective or they did not like the taste.  The three
most commonly mentioned hierbas for diabetes were nopales, sávila or aloe, and
níspero or Chinese plum tea.7  In general, people who used herbal remedies viewed
them as a supplement to rather than a replacement for treatments recommended by
biomedical practitioners.

The Social and Emotional Impact of Diabetes: Coraje or Anger
Pablo Flores, several men, and two women expressed particular concerns about

the way that “this disease puts you in a mood that you get angry when any little thing
that happens. ...  But it’s not your person, it’s your disease.”  He used to have it “real
bad,” when he sought help at the Collins-Lambert Clinic, after years of taking his pills
off and on.  He also felt sick and was losing a lot of weight, and within a month and a
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half, they put him on insulin.  At the time, Pablo was having problems with his eyes,
and losing his plumbing business and his house.  He almost lost his wife over this, and
knew other men who had lost their wives.  However, thanks to the diabetes education
classes, he learned to “control” his temper by making sure his body did not have “too
much sugar.”  He and several other men used the strategy of going out of the house
and walking around to lower their blood sugars.  This then is a brief summary of the
types of practices that people were implementing.  I will now address ideas about how
the relationships between knowledge, symptoms, motivation, and diabetes care.

Knowledge, Motivation, Borderline Diabetes, and Symptoms
As I discussed in Chapter 6, the doctors interviewed by Loewe et al. (1998)

and Larme (1995a, 1995b, 1997) as well as the ones with whom I talked connected
motivation to knowledge of the complications.  One doctor said that he used fear to
motivate people to “comply” with recommended regimens.  Loewe et al. noted that
doctors also wanted to balance fear with the hope that blood glucose control and
following “strict” regimens might help prevent complications or at least slow the
progression of the illness.  The doctors also said that the lack of severe symptoms
during the early stages of diabetes explained why their low-income patients did not
“comply,” because they could not connect the “small changes” with the long-term
progression of the illness.

Tables 8.1 and 8.2 summarize the treatment practices of the people who were
“newly diagnosed” with diabetes and those who had been diagnosed with diabetes for
two to twenty-three years.  It should be clear from these tables and the preceding
description of treatment practices that most people were implementing a variety of
recommended practices and most people took the diagnosis seriously.  Financial
constraints and priorities (including the lack of health insurance) and family dynamics
as well as desires to live a “normal” life and/or enjoy life all affected their abilities to
attend appointments, take medications, “fully” implement a “strict” diet, and exercise
more, among other practices.

However, some people we interviewed agreed with the doctors’ ideas about the
relationships between knowledge, symptoms, and motivation.  Within the ideology of
individual responsibility and the framework that promises that “compliance” with
“strict regimens” should help prevent diabetes complications, some people said that
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Table 8.1  Treatment Practices of “Newly Diagnosed” Men and Women

Men Age Tx1 Treatment Practices2

Chris Colón 38 pills No classes yet.  Cutting sweets and fats.

René García 39 pills No classes yet.  Cutting sweets.

Toby Sifuentes 41 diet Nurse.  Three classes.  Implementing various practices.

Frank Nieves 51 pills High sugar. Provided info.  Diet, exercise.  Lost 60 pounds in
one year.  Sugar was “fine.”  Gradually fell off, but continued
to lose weight.  Diagnosed with diabetes.

Joe Fuentes 59 pills High sugar.  No info.  5 years later, diagnosed.  Attending
classes, gathering info.  Implementing diet and exercise
practices.

Francisco Cortes 63 pills Borderline. Provided info.  Diet, quit drinking, cutting
smoking, walking.  Fell off, but still cutting smoking.  Re-
diagnosed.  Re-implemented practices.

Women
Ann Vega 41 pills “High sugar” in file, 8 years ago.  Never told.  Borderline, 2

years ago.  No diet info.  Over the years, efforts to diet and
walk to try to lose weight to address high blood pressure.
Diagnosed with diabetes.  Attending classes, implementing
practices with daughter’s encouragement.

Priscilla González 41 diet High sugar.  No info.  But she knew of relatives.  Diagnosed
with diabetes.  Implementing changes with mother.

Gigi Herrera 47 pills Implementing diet changes.

Brigette Bailey 61 pills Attending classes, gathering info.  Implementing some
recommendations, especially smaller portions.

Nellie Holguín 61 pills Attending classes.  Implementing various practices.  Walking.

Mary Delgado 63 pills Over the years, diets for ulcers.  Diagnosed with diabetes.  Quit
social drinking.  Implementing diet practices with mother.
Likes to walk, but not as frequent while caring for mother.

1Tx = Prescribed treatment
2Person was taking medications, unless otherwise indicated.  All of the women were doing housework.
Men were also doing some chores around the house and yard.  Joe Fuentes, Brigette Bailey and others
either had heard about herbal remedies or were starting to learn more about them.  They were interested
in experimenting with herbal remedies, but had not started to do so yet.
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Table 8.2  Treatment Practices of People Diagnosed One Year or More

Years Diagnosed
2-5 years Age

Prescribed
Treatment Treatment Practices2

Manuel Obregón 29 insulin + pills After injuries from suicide and diabetes diagnosis, took
classes.  Mother changed family’s diet.  Quit marijuana,
drinking.  Occasional cokes, sweets, beer.  Walking.

Ruby Chacón 33 insulin Off insulin, while living with mother who implemented
strict diet.  Sometimes not taking insulin due to financial
difficulties.  On and Off diet practices.  Efforts to quit
smoking.  On and off walking.

Víctor Guerrero 44 diet -> pills Info from doctors, dietician, medical encyclopedia.
Implementing diet practices. Wife changing cooking.
Cutting drinking and smoking.  Working construction,
but lifting limited due to heart.  Some walking, hunting,
fishing.

Luz Romo 44 pills Implementing diet practices.  Wife resisting changes.
Cutting drinking.

Gilbert Suárez 50 pills Took classes.  Implementing diet changes.  Wife
changing cooking.  Cutting drinking and smoking.
Jogged before back surgery.  Now limited walking,
stationary bike.

Robert Ríos 53 pills Reluctantly implementing diet practices at wife’s
insistence.  Cutting smoking.  Driving trucks, tired from
work, so exercise difficult.  Used to play league baseball
and bowling.

Martha Gámez 59 pills Read book, gathered info.  Implementing diet practices.
Not implementing exercise due to heart problems.

6-14 years
Mario Echevarría 35 pills Diet paper, didn’t take it seriously.  Pills.  Implemented

diet changes, exercise, quit drinking and smoking.
Daniel Celedón 44 insulin Quit drinking after doctor explained he would die.

Implementing, adjusting diet. Walking. Cutting
smoking.

Jorge Ochoa 48 pills Lost a lot of weight before diagnosed.  Says he’ll “eat
anything” but implementing various diet practices.  Wife
changing cooking.  Quit drinking 2 years ago.  Brother
also quit drinking.  Used to play racquetball.  Now
walking, golf.

Rebeca Rocha 52 insulin Whole family implemented diet, but got tired.  She
briefly fell off diet and pills.  Got back on pills and diet.
Walking, but recuperating from tendon operation.

Carmen Luján 60 pills On and off diet.  Some walking.  Cleaning houses.
Blanca Macías 69 pills Put on pills, implemented diet, lost weight, felt good,

started eating more.  Doctor suggested diet only.  She
kept pills in case she went overboard.  In last year,
implementing more practices, based on advice from
dietician, to try to avoid insulin.  Walking.
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Table 8.2 (Cont.)  Treatment Practices of People Diagnosed One Year or More

Years Diagnosed
15-23 years Age

Prescribed
Treatment Treatment Practices2

Gloria Hernández 54 insulin + pills Gestational diabetes, then stayed. On insulin quickly.
“Special diets” during pregnancies.  Said did not pay
much attention to diet, but recently implementing
changes based on symptoms.  No special efforts to
exercise.  Taking care of children, grandchildren, house.

Lupe Tamayo 54 insulin Obtained pills from mother in Mexico for years, but
problems.  Implemented diet changes, but cited financial
limits.  Implementing more now with ex-husband.
Some walking and leg exercises, but symptoms limit.

Juanita Sánchez 59 pills->insulin In and out of diabetes for 17 years.  Pills, 3 years.
Resisting shift to insulin.  Said initially ignored diet, but
implemented changes after first high sugar and other
changes over the years.  Trying many practices to see if
they would lower blood sugar before taking insulin.
Walking, but safety concerns.  Cleaning houses.

Lucy Alvarez 59 insulin Implementing diet, but hard. Some walking, but hard.
María Martínez 60 insulin Implemented diet, fell off, back on.  Walking.

Luis Antonio Tovar 47 insulin Heavy drinking when diagnosed.  Lost a lot of weight
around time diagnosed.  Later, quit drinking due to legal
problems, started again due to brother’s teasing, quit
after mild heart attack.  Implemented diet changes,
implementing more now.  Exercised when younger.
Pain limits exercise now.

Pablo Flores 53 insulin Borderline.  Took pills off and on for years based on
finances and symptoms.  No diet info.  Worked as
plumber.  Used to play baseball, volleyball, dancing.
After eye and other complications, took classes,
implementing diet with wife.  Walking.

Joe Flores 58 pills Borderline.  Cut sweets.  Continued to eat “rich” foods.
7 years later, pills, but “not faithful.”  Stopped pills
when no income or insurance.  Several crises.  Now a
“believer.”  Taking meds, implementing diet.  Walking
limited by heart problems.

Ricardo Machado 58 insulin Borderline.  Doctor explained, he read.  Implemented
regimen, diet, sit-ups, lost 145 pounds in 2 years.
Adjusting diet over years.  Walking, but limited while
recuperating from by-pass surgery.

Javier Peña 62 insulin Took pills, ignored diet, felt alright.  After started losing
sight, many diet changes.  Walking.

2Person was taking medications, unless otherwise indicated.  All of the women were doing housework.
Men were also doing some chores around the house and yard.  Several people had heard information
about different herbal remedies.  Some had experimented or were experimenting with herbal remedies.
They used them to supplement to biomedical medications, not as a substitute.



355

initially they did not “take it seriously” and/or did not want to accept that they had
diabetes.  Pablo Flores and Joe Flores did not take their medications regularly.  Pablo,
Joe, and others also said that initially they did not “get on a diet,” even though a few
made early changes, such as cutting back on sweets.  They attributed their actions to
their own lack of knowledge and/or “feeling alright” and other factors.  Several people
who said that they did not take it seriously in the beginning were initially diagnosed
with “borderline diabetes,” and most were men.  However, some women also talked
about having a hard time accepting the diagnosis, and as I will discuss, several men
implemented major lifestyle changes when they were initially diagnosed with diabetes
and/or borderline diabetes.

“Not Taking It Seriously” in the Beginning
The experiences of Pablo Flores, Joe Flores and others suggest that reports of

“not taking it seriously” and/or not taking medications regularly and/or not
implementing at least some diet changes during the early phases of the illness were
related to one or more of these factors: an initial diagnosis of a “high blood sugar” or
“borderline” combined with little explanation from medical practitioners and little
knowledge of the experiences of family members or others, being prescribed “diet
only” with minimal explanations from practitioners, experiences of having symptoms
and/or clinical indicators of high blood sugars come and go, reluctance to go to the
doctor and/or take medications (for various reasons), the costs of appointments and
medications, the lack of health insurance, being busy with work and family, perceiving
oneself as young and/or strong, the desidia or negligence of youth, and heavy drinking
or partying.  At the same time, even the people who said that they did “not take it
seriously” implemented at least some practices.  For example, the men who drank
heavily implemented diet changes and took their medications.  The people who said
they “ignored the diet,” usually had cut back on sweets or made minor changes, but
had not implemented a “strict diet.”

Pablo Flores, who was 53 and had been diagnosed with diabetes for 19 years,
was nearly blind, and had heart and kidney problems.  When he was younger, he
“didn’t watch his diet” and took the pills off and on based on his finances and on
symptoms he was feeling.  As he noted, back then he was busy working and raising a
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family.  To explain why he did this, Pablo stressed his lack of knowledge.  He said that
he “did not pay attention to it,” because no one explained that diabetes is a “killer” or
gave him information about diet.  The doctor just told him to take the pills.  However,
at that time Pablo also did not have health insurance, they initially told him that it was
“borderline,” and he was not that overweight when diagnosed.  As the oldest of eleven
siblings, Pablo dropped out of school in the fourth grade to help his parents support the
family.  Back then he did not read about diabetes or talk to others about it.  It seems
that his doctors did not explain the physiology of diabetes or the pills or connect these
to symptoms.  At the time, Pablo thought it was like a “cold.”  He knew that his
parents had diabetes, but they never talked about it.  They too had little education
about diabetes.  Pablo noted that back then they did not have a “show,” referring to the
diabetes education classes at the county clinic, which he had recently attended.  He
and his wife (who was a more recently diagnosed “borderline” diabetic) had
implemented a number of diet changes based on what they learned in the diabetes
education classes.  Pablo was “grateful to be here” and wanted to “stay alive,” because
“I love my family a lot,” so he was trying to “do everything the doctor tells me,”
including exercise, “checking myself, eating my three meals, taking my medication on
time, don’t let it pass like I use to a while back.”

Ricardo Machado, who was 58 and had been diagnosed 23 years, was
recovering from triple by-pass surgery, but did not have eye and kidney complications.
Like Pablo, he was initially diagnosed with a “trace” of the symptom.  In contrast to
Pablo, Ricardo’s doctor explained the “dangers” and what to do, and Ricardo did a lot
of reading on his own.  Ricardo (who was quite heavy at the time) implemented a
“strict regiment.”  For two years, he went on a diet, which consisted of sugar in small
amounts, no grease, and no snacks, like the tacos he used to eat during morning work
breaks.  He quit drinking beer, quit smoking, and started exercising.  He did sit-ups,
going from 2 to 1500 a night.  He dropped from 295 to 150 pounds.  The doctor told
him he was doing great.  At that time Ricardo was going to St. Phillip's College and
"started to get interested in reading things about diabetics," psychology, "the
mechanics of the human body," and the effects of pollution.  He didn't want to knock
anyone who doesn't have an education, but he thought that "ignorance" contributes to a
person becoming sick faster.  After Ricardo lost the weight, "I went back to eating
what I, what I liked, but without the luxury of grease which makes the food taste
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better, and the portions."  Ricardo also noted, "I have maintained that weight, and now
I weigh 160, but I'm old now, I'm 58 years old.”  Over the years, his medications
gradually increased from one pill to two pills to insulin.

Joe Flores was also 58.  He had been diagnosed 22 years, and was taking pills.
He had heart problems, and had to have emergency laser surgery for his eyes.  His
ankles were swollen, and he was experiencing shortness of breath and had a hard time
walking.  After his wife quit work due to her own health problems, and they found
themselves with no health insurance and little or no income, he stopped taking his
medications for about six months.  Initially, he did not want to “accept charity” and go
to the county clinic.  He had several health crises, and was now grateful that they had
saved his life.  These experiences made him “a believer.”  Joe was first diagnosed with
“borderline” diabetes when he attempted to re-enlist in the army reserves in 1973.  For
years Joe thought that the doctors might be mistaken and that borderline meant that
you could just erase that line by eating less sugar.  Now he thought that there was no
such thing as borderline, “you either have it or you don’t.”  He referred to diabetes as
“the creeper,” because “you feel good awhile,” but “on the inside, your organs, it’s
doing damage.”  Joe admitted that the doctors “warned” him, so he did not want to
blame the doctors as many do.  He used to eat foods, like potatoes and gravy, which
are “good” and “rich,” but “poison to us diabetics.”  In 1980, Joe was put on pills, but
as his wife Dolores put it, he was “not faithful.”  He believed that taking too many
pills would damage his heart, so he only took 3 or 4 a week.  He also wanted to keep
the diabetes a secret from his co-workers.

Frank Nieves, Francisco Cortes, Víctor Guerrero, Robert Ríos, and Mario
Echevarría were all diagnosed with borderline diabetes within the last seven years.
Their initial treatment recommendation was “diet only.”  Like Ricardo, Frank and
Francisco talked about how their (private) doctors thoroughly explained the illness and
what they needed to do.  Frank went on a diet, started exercising more, lost 60 pounds
in one year, and then his sugar was “fine.”  He continued to lose weight, but gradually
fell of the diet.  Francisco made diet changes, quit drinking, started walking, and began
cutting back on smoking.  After about six months, he got tired of the diet and started
drinking again, but continued to walk and cut back on his smoking.  They both went to
the clinic for an infection, and were re-diagnosed and put on pills.
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Víctor was diagnosed in the county system with diabetes and high blood
pressure after he had a heart attack.  He was told that his diabetes was “poca
avanzada” (not very advanced) and that he could control it with diet only.  The doctor
gave him advice and sent to him to a dietician.  Víctor also consulted with his cousin
in Mexico who was a doctor, and purchased a medical encyclopedia.  He had made
various diet changes, and was trying to reduce his drinking and smoking.  Two years
after his diagnosis, he decided to invest in nicotine gum to help quit smoking, and had
just been put on pills.  Like Ricardo, Frank, Francisco, and Víctor were given
biomedical information.  They implemented various practices, and yet over time were
not “fully” compliant with a “strict regimen.”  During their interviews, they never
talked about “not taking it seriously.”

Mario and Robert also were initially told that they could treat their diabetes
with “diet only.”  Both were given some information, although Mario apparently did
not get much explanation initially.  They both started making more changes after they
were put on pills.

Mario was diagnosed at the county hospital after a “pancreatic attack.”  He said
that the doctor “just gave me a diet paper and told me to watch my diet,” so he didn’t
take it seriously until four years later.  By that time, he had moved to California.  At a
physical exam for a truck driving job, they told him he had sugar in his urine.  He
started seeing a doctor, who prescribed pills.  That was when he made diet changes,
and quit drinking and smoking.  For exercise, he was riding his bike, playing
basketball, and walking.

Robert’s wife said that he was not “scared” enough when he was first told that
he was “borderline” and could “control” it with diet.  Two years later, he fainted while
working under his pickup truck and was prescribed pills.  However, Robert still
wanted to do what he did when he was young, and considered himself as “borderline”
and “not that deep into it.”  He was reluctantly implementing diet changes at his wife’s
insistence.  She had been diagnosed with diabetes for years, was on dialysis, and was
his main source of information about diabetes.  Robert continued to eat the same way
at work, so as not to show signs of illness around his co-workers.  However, his
employer was aware of the diabetes, and required him to demonstrate that he was
under a doctor’s care and that his diabetes was “under control.”  (Mario did not
mention it, but it is possible that his employer in California required the same thing.)
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Despite Robert’s “resistance” regarding diet changes, after the initial diagnosis, he quit
smoking once, started again when his wife was hospitalized, and was still trying to cut
back.  Years ago when his wife was diagnosed with diabetes, he gave up social
drinking in solidarity with her.

Twenty years before her interview, Juanita Sánchez was told she had “azúcar”
or sugar in her blood.  She said that she went “in and out” of diabetes for years.  She
felt a number of symptoms during that time.  During those years she did not attend
appointments very often, due to her undocumented status, lack of health insurance,
and very low income.  After she was put on pills, she regarded herself as being “in
treatment,” and started attending appointments more regularly, even though she was
still ashamed of not being able to pay.  Juanita and Gloria Hernández were the only
women who said that they did not pay much attention to their diet at first.  Juanita
regarded herself as a “comelona” (one who likes to eat a lot).  (Gloria referred to
herself as “comedora.”)  Nevertheless, after Juanita was first told that she had
“azúcar,” she stopped eating potatoes and other things “que me hacen mal,” that are
bad for me.  The next time she went to her neighborhood clinic, they told her she was
fine, and asked what she had done.  Over the years, Juanita implemented different
practices as she learned about them.  Juanita accumulated biomedical and other
information about diabetes in bits and pieces over the years, and was still seeking
information.  However, it appears that initially she may not have been provided with
much biomedical information about diabetes.

Pablo Flores specified that he was not given much information.  As discussed
in Chapter 6, when Dr. Nielsen asked Ann Vega about a high sugar in her file from
eight years ago, she said she was never told.  Furthermore, when she was diagnosed
with “borderline” diabetes two years before, they never gave her information about
diet.  Ann regarded herself as recently diagnosed with diabetes.  She was taking pills
and attending the diabetes education classes.  She had begun to implement several of
their recommendations with her daughter’s encouragement.  As I will discuss shortly,
Joe Fuentes and Priscilla González were initially told that they had “high blood
sugars,” but neither was told that it might be diabetes.  Overall, these interviews
suggest that sometimes practitioners did not always give full explanations about
diabetes and/or diabetes care when the person was diagnosed with a “high blood
sugar” or “borderline diabetes.”
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However, there were some people who were originally diagnosed with diabetes
(not borderline diabetes) and who were given some biomedical information (or at least
did not talk about not being given information) who said that they did not implement
certain practices.  Gloria Hernández and Javier Peña said that initially they ignored the
diet.  Daniel Celedón and Luis Antonio Tovar implemented diet changes, but initially
ignored the doctor’s recommendation to quit drinking.  However, eventually both quit
drinking.  As Tables 8.1 and 8.2 indicate, the rest of the people we interviewed said
that they were implementing various recommended practices and/or had fallen off and
gotten back on “the diet.”

Gloria Hernández said that she used to ignore the diet when she was younger,
but now that she was older, “pos ahora me cuido un poquito más,” “now I take care of
myself a little more.”  She had implemented several changes recently, based on
symptoms she was experiencing.  Nevertheless, Gloria followed “special diets” during
several pregnancies.  As noted in the section on diet practices, she was cooking for a
large household, which made it hard to implement “special diets.”

Javier Peña said that he went to his doctor in Brownsville “for something else
and they checked my blood, then found out I was a diabetic.”  His doctor prescribed
pills, and told him to “stay on the pill” and “get on a diet,” i.e., “no more barbacoa, no
more (laughs) all that, all the good stuff.”  For a long time, Javier just took the pills,
but “ignored the diet,” because he felt “alright,” “it’s like I said, you feel nothing.”
After his eyesight started to fail, he started “making a lot of changes.”  Miguel did not
ask Javier specific questions about his diet during the early years, however it is
possible that he made minor changes back then.  As did Juanita and Gloria, he talked
about how much he loved food, and particularly pan dulce (sweet bread rolls).
Statements like “ignoring the diet” as well as “falling off the diet” were all framed in
reference to the ideal of a “strict diet.”

Daniel Celedón did not talk about “not taking it seriously,” but he did not
initially quit drinking heavily after he was diagnosed with high blood pressure and
then later with diabetes.  He also continued to drink heavily after he was switched
from pills to insulin.  Finally, a doctor told him that he would die if he kept on
drinking, and explained the physiology of the yeast in beer combined with insulin.
Daniel decided that he would rather live and quit drinking.  However, even when he
was drinking heavily, he implemented diet changes.  After he quit drinking, he
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experimented with other changes, and started to cut back on his smoking.  However,
Daniel, Lupe, and others explicitly noted that they could not afford to “fully” some of
the diet recommendations.

Luis Antonio Tovar was diagnosed in 1978 at the age of 31.  Back then he was
driving cabs, drinking and partying a lot, and didn’t think he would live past 40.  The
pills didn’t work, so in three months the doctors put him on insulin.  They told him
that he needed to stop drinking, but he "didn't take it seriously."  He thought "since I
didn't feel sick the way they explained to me, I felt, ah, they just trying to put the scare
on me, so I can stop drinking, you know."  He figured "Well, if I keep giving myself
the shots, I'll be OK."  He added that he lied and told the doctors he was only drinking
on weekends.

At the time, Luis Antonio was "real fat."  He weighed 285 pounds and "came
down to 150" in five months.  He was divorced, so he was glad about losing all the
weight because it made him look younger.  In retrospect, he said, "I guess I must have
been really sick then."  One doctor threw his chart on the desk and told Luis Antonio,
"You don't want to get cured.  Hell, I'm losing my time with you."  Luis Antonio
"acted real smart and walked out," and for a year did not go to see any doctor.  The
doctors warned him, but he was "so young and crazy that it really didn't sink on me
that I was gonna worsen like this."  Luis Antonio was experiencing excruciating pain
from neuropathy.  At the time, he "went right back to doing what he wasn't supposed
to."  He noticed then that he tended to fall asleep after drinking a few beers, that he
was getting rashes, and that cuts took longer to heal.

Between 1978 and 1985, his mother (a nurse) gave him his insulin shots,
vitamin B-12 shots, and if he started shaking, an IV ("suero") and potassium pills.
Around 1980, '81, '82, Luis got into some trouble because of his drinking and quit for
a while.  Then he met his second wife.  He started drinking again in 1985, and finally
quit completely after a mild heart attack in 1992.  Now, Luis wanted to make it to 60,
for the sake of his children.

Clearly, heavy drinking presents particular problems for patients and doctors.
However, problem patients may stand out in the minds of doctors more than patients
like Ricardo Machado, Robert Ríos, or Mario Echevarría when they start to make
generalizations about “Mexican culture.”  In addition, it seems that like many health
care providers and health researchers, the low-income Mexican Americans we
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interviewed who had diabetes (who were retrospectively analyzing their own practices
in the past, and seeking answers to current problems) tended to focus more on what
they had not done than on what they had done to take care of their diabetes.  As I
suggested earlier, statements like “not taking it seriously” or “ignoring the diet” or
“falling off the diet” are retrospective self-evaluations that are framed with reference
to the biomedical model that suggests that “compliance” with a “strict regimens”
should enable people to achieve “control” and avoid complications.

Education and Motivation: Showing the Complications to Patients
Luis Antonio Tovar agreed with the Colombian doctor that someone like him

needed to be “shown” the results.  (Unlike the doctor, Luis Antonio was not
generalizing about all hispanos.  His reading level in English was low.  He was
drinking heavily and was 31 at the time of his diagnosis.)  Luis Antonio noted that a
“little pamphlet” would not do it.  He suggested that they should make a video with "a
guy like me that started young with, you know, with diabetes" and then show him
"going to the dances, drinking, partying, and then show the doctor visits, "You know
you're a diabetic.  You're gonna have to start taking diabetic pills, you know, or
insulin."  Then show him five years later, getting some symptoms, but still partying,
and passing out after five or six beers.  Then show the person ten years later when he
can't work, is really feeling symptoms, and has to stay at home and take medications.
The video should be horrible, show some "violence and blood, and sneaked the
diabetes [in], how liquor and your medication could make you violent, and create a
problem.  Because, you know, diabetes has made me very argumentative," which his
wife Delia affirmed by saying, "My God, like a time bomb."  Luis thought they should
show the consequences, "the violent tempers," what the kids go through, and how it
affects a marriage.  It should be "real dramatic" to get people's attention, not just "a
doctor sitting there, uh, I'm Dr. Red Duke."  They could show the guy ending up blind,
in a wheel chair, selling pencils.  Then they could talk about how to avoid this
scenario.

As described in Chapter 7, Diabetes Education showed a video produced by
clinicians in El Paso that presented a milder version of this scenario using drawings.
The narrator was a 40-year old Mexican American woman who decided to change the
eating habits of her entire family based on her father’s story.  Her father drank down
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his pill with a beer and advocated the philosophy of “either live quick and die young
or die old and have people pity you.”  In the video, the man lived twenty years anyway
and had to have an amputation before he died.

When Luis Antonio was drinking heavily, he did not “want to live to be 40,”
because “I don’t want to be a burden to nobody.”  However, since then he had
remarried and eventually quit drinking.  He had made it past 40, and 45.  Now he
wanted God to give him “at least until 60” (the age of his mother when she died), so
he could help his wife raise their three children.  Luis Antonio, Frank Nieves, and
Gilbert Suárez all talked about living the fast life when they were younger.  (However,
Frank and Gilbert were diagnosed with diabetes more recently, and had higher reading
levels.)  As I will discuss in the section on control, Gilbert articulated the philosophy
of “live quick and die young” to his doctor.  Nevertheless, like Luis Antonio, he
wanted to help his third wife raise their children, so he was cutting back on his
drinking and smoking, and implementing diet changes recommended by the diabetes
education classes that he attended at a private clinic.

When Frank Nieves had a “high blood sugar” detected during a routine
physical examination for work, his first reaction was:

I just didn't want to accept it.  Period.  Why me?  He ran a few more
tests and proved it to me.  Stupid.  . . .  I was told to go on a diet.
Health-wise.  He showed me pictures, of the heart, liver, kidneys.  It
made a big impression on me.

At the time, Frank did not know of any family or friends who had diabetes.  He
weighed 340 pounds.  He changed his diet and started walking, and lost 60 pounds in
one year.  They told him that “should curb it, which it did.  A year later, it was fine.”
At that time, “they used borderline, and cutting back on sweets, sodas, candies, cake,
all that bad stuff, which I love.”  He continued to lose weight, but more slowly after
that, and gradually fell off the strict diet.  He weighed 190 pounds, when he was
diagnosed with “diabetes” at the county clinic and put on pills.  In contrast to Pablo
Flores, Frank was “shown” the possible consequences and provided with information
about diet as the means to prevent these consequences.  However, it should also be
noted that at that time Frank had health insurance, which Pablo never had when he was
working as a self-employed plumber.

In Chapter 6, I noted that a Vietnamese doctor at the Collins-Lambert Clinic
educated newly diagnosed patients by introducing them to another patient who already
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had complications.  According to him, the other patient would confirm that her or his
complications were due to noncompliance.  As described in Chapter 7, in addition to
the El Paso video, the Diabetes Education classes showed their clients a slide show
with graphic photographs of the complications.  In particular, they focused on the
conditions that could lead to gangrene and amputation.  They stressed to their clients
that they were providing information (to teach them how to prevent complications),
rather than trying to use the information as “scare tactics” (to motivate compliance).

On the one hand, graphic photos of damage to internal organs helped Frank
“take it more seriously.”  People also appreciated information that helped them
recognize and prevent conditions that could lead to amputations.  Visual and oral
explanations are important for people with low reading levels.  As discussed in the
section on gathering information, when people were first diagnosed, some did not have
much knowledge about diabetes.  Others were aware of the possible complications
based on the experiences of grandparents, parents, and other relatives.  Ricardo
Machado suggested that diabetes care should be tailored to the individual.  Not
everyone would respond to “scare tactics” the same way.  For example, Rebeca
Rocha’s parents both had amputations before they died.  Apparently this knowledge
“motivated” her to try to maintain a “strict diet,” because as far as she knew her
parents had never implemented a diet.  However, Rebeca’s husband had to try to get
her to not dwell on the possibility of complications and death and keep up her “hope”
for a “normal life.”

Indications of High Blood Sugars with Little or No Information
As noted earlier, Joe Fuentes and Priscilla González were informed that they

had “high blood sugars,” but were not provided with any further information other
than a recommendation to get further tests.  Joe Fuentes was told that he had “sugar”
in his urine during a routine physical examination at work, “but I didn’t follow up,
that’s the ignorance of the Mexican people.”  For five years, he experienced tiredness
and other symptoms that he now associated with the onset of diabetes.  Eventually, he
was fired as his ability to keep up with the physical demands of janitorial work
diminished.  At the time, Joe attributed his symptoms to depression from his wife’s
death and stress from raising two teenagers on his own.  He consulted with a
curandera for four months.  His spirit was lifted, but not his health.  “So I decided to
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go to the doctor.  That’s the ignorance working.  You could write the whole thing on
me.”  Joe was the first person I interviewed.  He made several negative generalizations
about “the Mexican people.”  As I mentioned before, I remember thinking about
Américo Paredes’ (1977) warnings, and wondering whether Joe was pulling my leg.8

Joe was the only person who mentioned consulting with a curandera.  However, even
if I take his statements at face value, Joe did not consult the curandera for diabetes.
He thought he was depressed.  Given his background in working with La Raza Unida,
I am not sure why Joe chose to reproduce stereotypes to explain his own behavior.
Nevertheless, he delayed in consulting with doctors, and the ongoing symptoms
caused him to lose his job.

Although Joe apparently accepted the burden of “ignorance,” it appears that the
doctor who found the “sugar” advised him to get it checked, but did not provide more
information or link it to any symptoms.  Joe’s experiences (and those of some of the
other interviewees) suggest that people who do not have knowledge of the symptoms
related to diabetes and have limited incomes and/or no health insurance may delay in
going to the doctor for symptoms like feeling tired.

Like Joe, when Priscilla González went to a “regular” doctor for lingering flu
symptoms, the doctor told her that he had found “sugar” in her urine and advised her
to get a blood test.  I asked if the doctor told her it might be due to diabetes.  She said,
“No.”  She delayed several months, but the “doubt” lingered.  Priscilla was also busy
at work, and waited until she could take a vacation day to go the county clinic.  (She
knew about the long waits.)  In contrast to Joe, however, Priscilla was more familiar
with the experiences of her aunts, uncles and cousins with diabetes, so she suspected
that she might have diabetes.  Joe had not been in close touch with his mother or
brothers since he left Laredo at the age of 17.  After he was diagnosed, he called his
brother, and found out that he and his mother had diabetes.  When I interviewed him,
Joe was taking the diabetes education classes, and actively gathering information.

Learning to Re-Interpret the Symptoms Associated with Diabetes
When the Colombian doctor (discussed in Chapter 6) suggested that hispanos

attribute being tired to work or feeling thirsty to the heat, he had in mind the
symptoms of onset, which are also symptoms often associated with high blood sugars.
As he suggested, some people we interviewed said that they initially thought that the
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symptoms of onset were related to something else.  Ann Vega’s daughter noted that
her tiredness “seemed natural” since she had nine grandkids.  René García thought that
his frequent urination might be due to prostate cancer, since his father died from that.
He was so scared that it might be cancer that he delayed going into the clinic for
several weeks, until it was intolerable and he was urinating every twenty minutes.
Francisco Cortes was feeling tired when he went to consult with the doctor who first
diagnosed him.  For a month, every time Brigette Bailey ate, she felt dizzy, her vision
was blurry, and her ears felt heavy.  She was losing weight, felt tired, and her daughter
told her she looked tired.  She also had headaches, but when she would "drink"
Tylenol, they did not go away.9  She listed these symptoms to a neighbor (who was a
nurse and had diabetes), and she recommended that Brigette go see a doctor.  At the
Walk-In Clinic, they did blood tests, and her blood sugar was 300.

Yet, all of these hispanos had begun to retrospectively redefine the significance
of these symptoms based on interactions with doctors, whatever diabetes education
they had taken, pamphlets they had read, or family and friends they had consulted.
Doctors may have explicitly made the connections, or the connections may have been
implicit in their diagnostic questions.  The experiences of Chris Colón illustrate this
process of re-education.  Chris went to the Walk-In Clinic, because he had a groin
infection.  They took some blood, and said his blood sugar was 490.  They gave him
an IV for five or six hours which brought it down to 380, 390.  The doctor told him he
"could frost a cake."  He prescribed some little white pills.  Chris had not yet taken the
diabetes education classes and had only attended a few appointments.  He had no
knowledge of diabetes in his family.10  However, his Anglo girlfriend’s grandfather
and brother had diabetes, and she was urging him to learn more about it.  She felt that
the doctors had not explained enough, so she ordered a pamphlet from the American
Diabetes Association that Chris had read.

Between the doctors, his girlfriend, and the pamphlet, Chris had learned to re-
interpret several symptoms he was experiencing at the time he went to the doctor.
Like many interviewees, Chris had experienced thirst, frequent urination, blurry
vision, and tiredness.  He originally thought that the thirst was related to the heat and
that the urination was due to all the cokes he drank because it was hot.  His vision had
been “very blurry” for four weeks, but he attributed that to stress, and picked up
reading glasses at Wal-Mart.  His girlfriend noticed that something was wrong when
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“he would come over to my house and fall asleep.”  Chris attributed that to his weight
and being bored.  However, by the time I interviewed him, he associated all these
symptoms with diabetes as well as dizziness.

The experiences of Chris and others suggest that public health campaigns about
the symptoms of onset would provide information that could help low-income
Mexican Americans and others recognize the possible onset of diabetes.

Ongoing Care and Experiences of Symptoms
As I described in Chapter 5, several doctors interviewed by Loewe et al (1998)

and Larme (1995a, 1995b, 1997) and the doctors that I talked to at the Collins-
Lambert Clinic believed that patients did not notice subtle changes, or the effects of
treatments, and did not connect these to the long-term progression of diabetes.
Furthermore, the doctors thought that one of their primary tasks was to “educate”
(and/or “motivate”) the patients.  Nevertheless, in the interactions for ongoing care of
diabetes that I observed, the doctors did little to help patients connect mild symptoms
with high blood sugars or the long-term damage caused by high blood sugars.  Instead,
they focused on clinical indicators as “the reliable guide” to make treatment decisions,
and tried to ensure that patients on medications were not experiencing low blood sugar
symptoms.

During the second phase of interviews we asked people, “Can you feel it when
your blood sugar goes up or down?  How does it feel?”  Almost everyone could name
symptoms that they associated with high and low blood sugars.  In particular, feeling
extremely tired was associated with high blood sugars, as well as frequent urination,
thirst, and hunger.  Low blood sugar symptoms included dizziness and sweating.
There were variations in experiences, but overall their accounts of symptoms were
remarkably similar, and coincided with the symptoms listed by diabetes education and
in the diabetes manuals.

As the doctors suggested, some people said that they could not feel it when
their blood sugars were high and low.  For example, Jorge Ochoa said that he could
not.  The main symptom that he talked about experiencing was also the symptom he
felt when he was first diagnosed, cramping and tingling in the legs and feet.  Along the
lines of the Diabetes Education nurses, María Martínez noted that some high and low
symptoms were “parecidos” or similar.  For her, high blood sugars meant anything
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above 200.  For lows, one time it went down to 40.  She associated headaches with
highs, but noted that she could have headaches with lows too.  With high blood sugars,
she also felt “mucho bochorno” and “mucho calor,” flushed and hot, but without
sweating.  With low blood sugars she also usually experienced blurry vision, feeling
faint, shaking, and sweating.  She had had several low blood sugar incidents, and
feared the lows more than the highs.  If she was not sure, she checked her blood sugar
before taking any action.  As should be evident from this list, María was quite aware
of how she felt, despite the similarities.  In general, most people said that they could
tell when when their blood sugar was high or low.

As Hunt, Pugh, and Valenzuela (1998) observe in their analysis of these
interviews, several people found low blood sugar symptoms to be more disturbing
than high blood sugar symptoms, and took steps to avoid those symptoms.  For
example, after having a low blood sugar incident at night, María Martínez decided to
only take an evening dose of insulin when she went out to eat Chinese food with her
husband.  In her interaction with Dr. Millner, she told him what she was doing.  Dr.
Millner briefly tried to convince her to take the shot and drink some orange juice, but
finally decided to recommend what she was already doing.

In addition, people can experience low blood sugar symptoms when their blood
sugars drop from a high level to a lower level that is still higher than the medically
desired “normal” range.  As I will discuss below, this may be why Gilbert Suárez said
that he felt uncomfortable at anything below 200.  Rebeca, for example, noted that she
experienced shaking and sweating when her blood sugar dropped from 134 to 92, “so
it wasn’t too bad, but it went down too fast.”  She apparently was well educated on
how to interpet this drop.  As Hunt, Pugh and Valenzuela (1998) recommend, in
general, practitioners need to pay more attention to both versions of low blood sugar
symptoms during interactions.

As described in Chapter 6, the doctors did pay attention to low blood sugar
symptoms during appointments.  However, the doctors mainly tried to ensure that
patients did not have low blood sugar symptoms and that they knew what low blood
sugar symptoms were.  Doctors also may want to include explanations that help
patients learn how to lower their blood sugars without causing alarming symptoms.

Brigette Bailey, Nellie Holguín, and Pablo Flores all talked about experiences
of learning that they had to eat something after they took the medications.  Nellie was
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not accustomed to eating much for breakfast.  After a low blood sugar incident, she
learned, “Tengo que almorzar.  Si no, me da borrachera, me siento mareada,” “I have
to eat breakfast.  If not, it makes me feel drunk, I feel dizzy.”11  This suggests that
Nellie was not given much information about how the medications work.  It also
suggests that the doctor never asked about her eating habits, or helped her adapt the
timing of the medications to her eating schedule.  For example, some people indicated
that they only ate two meals a day.  In general, as Hunt, Pugh, and Valenzuela (1998)
recommend, doctors need to provide patients with the skills and knowledge they need
to vary the timing of medications to accommodate their busy lives.

In addition to paying attention to low blood sugar symptoms, I would argue
that doctors should pay more attention to people’s ongoing experiences of high blood
sugar symptoms.  In contrast to the doctor quoted by Loewe et al. (1988), who claimed
that his low-income patients could not see the effects of changes they were making, a
number of the people we interviewed all noted the effects of changes they had made.
For example, Víctor Guerrero was diagnosed with diabetes and high blood pressure
after he had a heart attack.  In retrospect, and through education from his doctor, he
realized that he was experiencing “ganas de orinar” and “visión borrosa” right
before the heart attack, and felt thirsty after the heart attack.  His doctor recommended
that he could “controlar” the diabetes with diet, and gave him an appointment with a
nutritionist, who gave specific advice.  Víctor noted that as soon as he started the diet,
“se me quitaron (las síntomas),” “the symptoms went away.”

Like Rosario López, whose interaction with Dr. Harsa was analyzed in Chapter
6, several people said that they felt “better” when they started taking pills.  For
example, Mary Delgado and Nellie Holguín had to switch medications after a month
or two.  Mary was experiencing stomach aches and headaches.  Nellie had headaches.
After the switch to the new pills, which Nellie noted cost more, both women said they
felt “much better.”  Mary also noted that her sugar was “normal,” as in 132, 142.  Joe
Fuentes talked about “controlling” his frequent urination with the pills.  Brigette
Bailey felt “better” after she started taking the pills, and noted that now she only had
headaches or blurry vision once in awhile.  Robert Ríos noted that if he took too many
pills, he felt dizzy, and if he didn’t take them, he would doze off.  Martha Gámez’s leg
pain “se me quitó” with the pills.  When Rebeca “let go awhile” on the pills and “fell
off” the diet, she started “feeling like walking on air, not able to sleep, waking up.  I
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knew and he knew what was wrong.”  That is why her husband insisted that she go to
the doctor.

In particular, when the doctor just told Pablo Flores to take the pills without
providing much information about the physiology of diabetes and the medications, he
took the medications off and on based on his finances and how he was feeling.  When
the symptoms were intolerable, he definitely purchased the medications.  When he was
feeling better, he felt that he had to prioritize other household expenses.  In Pablo’s
case, the fundamental problem was lack of access to affordable health care.  However,
in addition, Pablo also needed information about the links between mild symptoms,
blood sugar levels, medications, foods, and long-term organ damage.

As noted in the section on experiments, Ricardo “gauged” how he felt to make
eating decisions.  Rebeca knew the effects that different restaurant foods had on her
blood sugar.  Juanita once tested the effects of walking.  Gloria Hernández was only
drinking a few sips of coke at a time, because too much coke caused comezón or
itching.  Víctor Guerrero observed that níspero tea eliminated high blood sugar
symptoms.  Daniel Celedón felt “desfuerzado,” weakened, unless he ate some
“comidas pesadas,” heavy foods.  He asked his doctor if this was O.K., and she
approved it.  He also asked the doctor if he could eat a whole banana, instead of the
half banana recommended by the classes.  Again she approved.  He is one of the few
people who mentioned consulting with his doctor about the details of eating
“microdecisions.”  As I discussed in Chapter 6, Dr. Millner and Lucy Alvarez talked
about how one breakfast had affected her blood sugar reading.  The diabetes educators
encouraged their clients to experiment with different foods.  Doctors also may want to
collaborate with patients on experiments to see what treatment practices help them
take care of their diabetes and hopefully prevent or delay complications.

Doctors also may want to pay attention to ongoing symptoms, because a few
patients used the way they felt to question the biomedical definition of “normal.
Gilbert was "not satisfied" with the "textbook" definition of "normal" for the sugar
count, i.e., from 80 to 120.  "They just tell you it's, gotta be this way or, you know, or
you're dead, you know.  Nothing, or nothing else, this way or nothing.  I don't see that,
like I said, I feel comfortable at two, two twenty, you know."  Miguel then said, "It
doesn't make sense what they're telling you?"  Gilbert responded, "No, maybe, you
know, I guess, you know, the less sugar you got in you, it's a lot better, you know it's
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just going to prolong you.  I rather feel better and than ah..."  Miguel then shifted the
conversation.12  Luz Romo did not directly link his questioning of biomedical
definitions of normal and pathological to symptoms, but he felt that “Well, our history
as mexico-americanos has diabetes, and [mm hm]  and I feel that maybe the count
should be brought up, you know, instead of saying that 200 is the one that is, you
know,  borderline diabetic or something [mm hm], I think it should be made higher.”
He was discussing how he thought that his diabetes was caused by the atrofibrillation
medications.

On one level, Gilbert and Luz were questioning the medical classification
system under which they and/or mexico-americanos as a group were continually being
“labelled” as pathological.  This is a larger issue related to the subtle ways that power
relations are embedded in the overall framing of diabetes care in particular and
medical care in general.  In addition, at the level of everyday interactions between
doctors and patients (within the current social and medical care system), doctors need
to talk with diabetes patients and learn how the symptoms and various medications are
affecting them, and work with patients to figure out how to lower their blood sugars
without causing uncomfortable symptoms.

As described earlier, Pablo Flores, Luis Antonio Tovar and others raised the
problem of temper or irritability caused by high blood sugars.  This had affected their
relationships.  Their strategy for dealing with it was to get out of the house and walk
around (to lower their blood sugar).  As discussed in Chapter 7, the diabetes educators
constructed this as a concern about how anger or worries can affect blood sugars.
When discussing treatment options with patients, maybe doctors should ask patients
with high blood sugars how they think the high sugars are affecting them (or how they
have been feeling in general), and then explain the physiology of how lowering blood
sugars might help them feel better in ways that are specific to their experiences of the
illness.

Several people we interviewed raised questions about the relative effects of
aging versus diabetes.  As discussed in Chapter 6, Luz Romo tried to raise this
question concerning “blurry vision” with Dr. Millner, but he deferred that question to
the eye doctors.  Jorge Ochoa had similar questions.  Joe Fuentes noted that the eye
doctor told him that they would have to wait until his blood sugar went down to
properly fit him for glasses.  Ricardo Machado, Carmen Luján, and Gloria Hernández
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wondered about the relative effects of aging and diabetes on bodily functions and
mental activity.  They expected that a person would slow down with age.

It should be evident that the people we interviewed had quite a few lived
experiences of mild symptoms, so doctors may want to pay more attention to these
experiences.  As described in Chapter 6, Lupe Tamayo’s doctor was paying attention
to her symptoms when he asked her to humor him and try the insulin for a month.  He
trusted that a reduction in symptoms would convince her.  Later, he also assured her
that the weight gain she experienced after starting on the insulin was all right, since
her body was now able to take advantage of the food she was eating.  These are
examples of a doctor helping the patient to make connections between symptoms,
blood sugar levels, treatment options, and physiology.

Motivations
Not fear but precaución and “haciendo la lucha,” continuing the struggle

Blanca Macías, Lucy Alvarez, and Joe Flores talked about the dilemmas of
“knowing and not doing.”  They were talking about knowing the possible
complications and not doing the “strict” diet.  Others such as Rebeca Rocha talked
about getting tired of the diet and falling off the diet.  Many people thought that the
diet changes were hard, given the constant temptations to eat things that taste “good,”
but are “bad” for you.  They also talked about the difficulties of trying to implement
all the recommended treatment practices for diabetes on a low budget.  Blanca, Lucy,
and Joe were pondering what motivates people to implement recommended diabetes
treatment practices.

Most of the low-income Mexican Americans that we interviewed were aware
of the complications of diabetes.  Several people knew of relatives or at least had
heard about someone who had had an amputation.  When we asked people what they
feared about diabetes, most said that they feared amputations or going blind.  They
were definitely interested in preventing complications.  Crises and treatment changes
did motivate people to try harder to carry out a “strict” diet.  Blanca Macías, for
example, was trying to implement additional diet practices to try to avoid having to
take insulin.

However, rather than focus on “fear,” Francisco Cortes preferred to view his
motivation as “precaución.”  As described earlier, Francisco was first diagnosed by a
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private doctor who explained the diet, and told him that he needed to quit drinking and
smoking.  The doctor provided detailed diet instructions (e.g., no regular sodas, and
eat chicken, fish, and vegetables).  Francisco gradually cut back on his smoking, and
after two years he had gone from smoking three packs a day to one pack every three
days.  He implemented the diet changes and quit drinking, but he got tired of the diet
after two months and started drinking again after six months.  Francisco was relying
mainly on frozen dinners with chicken and fish.  He wanted to eat the comida
mexicana that he loved, such as pork chops and fajitas.  (The Diabetes Education
classes stressed chicken and fish, but they also taught their students that it was O.K. to
eat pork chops, as long as you did not eat the fatty rim.  They also taught people how
to adapt the cooking of Mexican dishes.)

Then Francisco retired from his job of 20 years as a warehouse supervisor.  He
no longer had health insurance, so he went to the Collins-Lambert Walk-In Clinic.  He
was feeling bad, tired, sleepy, and lazy (which he recognized were the same symptoms
he had felt before), but he went in for a leg infection.  The doctor re-diagnosed him
with diabetes, and prescribed chlorpropamide.  He also gave him the typical series of
appointments for newly diagnosed cases, and scheduled a one-week follow-up.
Francisco immediately quit drinking and went out and bought a grocery bag full of
diet foods (e.g., the frozen dinners).  His doctor was so surprised (that his blood sugar
level was in the normal range) that he called in other doctors to see this "miracle"
patient.  Francisco never had a chance to explain the drinking and diet changes he had
made, in addition to taking the medication.  His wife thought he made these changes
out of fear, because his brother in Monterrey had passed away from complications
related to "uncontrolled" diabetes about three years before.  However, Francisco who
saw himself as being "propenso" (prone) towards diabetes, preferred to view it as
"precaución."  He intended to continue not drinking, because he could think more
clearly, and in retrospect, he regretted all the money he had wasted on alcohol and
cigarettes.  Two weeks before the interview, he and his wife visited her family in
Laredo.  Her male relatives teased him, urging him to have a drink and accusing him
of being henpecked, but he did not drink anything.  How did he manage it?  One has to
have faith and "voluntad para aguantar eso" (the will to put up with it).

Ann Vega also talked about “taking precautions.”  Martha Gámez and Juanita
Sánchez talked about having fuerza de voluntad.  Martha was asking for God’s help on
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that.  Juanita and Ruby Chacón thought they needed to “hacer la lucha,” struggle.
Robert Ríos admired his wife for always fighting, never giving up.  She was on
dialysis.  He admitted that he was not like her.  Robert still liked to do things like he
used to when he was young.  He did not want to have to constantly think about the
diabetes.  Nellie Holguín, Víctor Guerrero, and Daniel Celedón all talked about the
need to “seguir adelante,” continue forward.  Carmen Luján expected to “keep going
like this until I die.”  Some people said that they hoped the diabetes could get better, or
at least not get worse.

When asked about the future, several people expressed desires to live a little
longer.  They felt that if they took care of themselves or “followed the diet,” they
could live a little longer.  In particular, they wanted to see children, grandchildren, and
even great grandchildren grow up, and graduate from school.  Rebeca Rocha and Joe
Flores were both grateful that “I’m still here.”

Jorge Ochoa wanted a “long life,” but ultimately thought that “the Man
upstairs” would decide.  Luz Romo noted that you could be “focused on the diabetes,”
and have an accident.  As noted in the introduction, Juanita observed that,  “you have
to die of something, right?”  Others were not sure what would happen in the future.
Mario Echevarría and Robert Ríos were taking it a day at a time.  As I will discuss
shortly, statements (or beliefs) like these taken out of context may be leading some
doctors and medical researchers to make assumptions about the “fatalism” of low
income Mexican Americans.

One of the most common themes mentioned by the people we interviewed was
learning to “accept” the diabetes, accept that it’s not going away, and “learning to live
with it.”  María Martínez phrased this as “la tiene uno que llevar,” “one has to bear
it.”  Martha Gámez and others viewed diabetes as a challenge that God had given
them, which they needed to overcome.  In this context, people latched on to the basic
message of diabetes care:  “There’s no cure, you can only control it.”  or  “You will
never get rid of it, you can only control it.”  The interviewees’ uses of control and how
they talked about “compliance” with “strict” regimens, will be discussed in the section
following the analysis of “fatalistic” statements.
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“Dios te ayuda, pero tienes que hacer algo,”
“God helps you, but you have to do something”

Re-Interpreting the Meaning of Fatalism in Health Care
When I began working on this research project, I was surprised to learn that at

least some health care providers thought that fatalism helped explain the high rates of
(presumed) “noncompliance” among low-income Mexican Americans.  This logic
echoes the literature that used to try to explain the poverty of Mexican Americans and
other low-income and/or racial-ethnic minority groups and/or Catholics based on their
fatalism.  Apparently this stereotype, which was roundly critiqued in the social
sciences over two decades ago, is still being considered as a possible explanation for
“patient behavior” among some medical practitioners and researchers.  Thus, in this
section, I will reiterate an old argument:  No, the high rates of diabetes (or any other
illness) and/or presumed or even actual “noncompliance” are not due to fatalism.
Furthermore, I will try to explain why this stereotype seems to have persisted as a
“common sense” assumption in the medical arena (and perhaps among professionals
working for other institutions as well.)

In contrast to earlier definitions of "culture" as a "shared abstract system of
meaning," proponents of discourse analysis, such as Urban (1991: 1) suggest "that
culture is localized in concrete, publicly accessible signs," a collection of "instances of
discourse," from which meanings are culled.  Thus, meanings are not necessarily
shared.  This formulation suggests that some instances of discourse that comprise
culture may be contradictory.  This is similar to the way that Gramsci (1971)
conceived of "common sense," i.e., as fragmentary and contradictory.

In our interviews, some people made statements, which could be interpreted as
"fatalistic."  Within “patient behavior” models such as the Health Belief Model, if
these people were surveyed using standardized questions, they would check boxes,
which when tallied would classify them as having an external locus of control or low
self-efficacy.  Having an external locus of control, low self-efficacy, and/or being
fatalistic implies that the person believes that God, fate, or other forces have more
control over their lives than they do.  The assumption in health care research is that
this means the person does not take actions to address their illness, or in other words,
that they do not “comply” with recommended treatments.  Even Arthur Rubel (1966),
who was criticized by Américo Paredes (1977) for not understanding that his
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informants were "pulling his leg" by telling him stories that conformed with
stereotypical images, critiqued previous researchers for emphasizing "fatalism" among
Mexican Americans.  He gave examples of how Mexican American patients (who had
limited resources) tried many different strategies to find a cure.

For example, Nellie Holguín, who was newly diagnosed, hoped and prayed to
God that "no se me ha pegado," "it will not stick to me," (which could easily be
interpreted as having an external locus of control), and yet she also believed that "Dios
te ayuda, pero tienes que hacer algo," "God helps you, but you have to do something"
and "you have to keep working on it."13  Nellie was taking the diabetes education
classes, walking more, taking her medications, gathering information about herbal
remedies, and changing her eating habits, by starting to cook more like her mother
used to, using more vegetables and cooking beans in a pot, instead of refrying them.14

Nellie also used "ni modo" to describe her reaction to the news that "you have
sugar in your blood," and again in reference to her sister's diabetes.  Arguably, "ni
modo" (which implies that there is nothing one can do) is a phrase in the pool of
discourse in Spanish, that many would regard as "common sense."  However, Nellie
meant that there was nothing you could do about the diagnosis.  It did not mean that
she thought that there was nothing you do about its treatment.

Lupe Tamayo (who was Catholic, migrated from Mexico in her 20s, and had
been diagnosed with diabetes for 16 years) stated:

. . . le pido a Dios cada noche, que nunca me corten las piernas, que no
quede ciega tampoco, porque qué voy a hacer.  Pero es todo, que más
puede hacer, más que aceptar [mm hm], aceptar ya lo que Dios manda
a uno.  Es todo, es una enfermedad con que uno tiene que aprender a
vivir.
I pray to God every night, and ask that they never cut off my legs, and
that I never go blind, because what am I going to do.  But that is all,
what more can one do, other than accept [mm hm], accept what God
sends us.  That is all, it is an illness with which one has to learn to live.

Lupe encompassed "learning to live with an illness" within "accepting what God sends
us."  This suggests that fatalism and "taking care of oneself" are only contradictory,
when interpreted through the Health Belief Model that assumes that fatalism means
not taking any action.  As this chapter has discussed, Lupe had gathered information
about diabetes and implemented many practices to address her diabetes over the years.

Like Lupe, others made statements that one had to accept the illness and try to
live it.  For example, Miguel prompted Javier Peña by saying, "I would think people
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would kind of be praying to God saying, 'Help me.'"  Javier responded, "Yeah, but you
have to accept it, .... cause if one does not accept it, it'd be worse."  Accepting the
diabetes as God's will allayed the fears of Juanita Sánchez and María Martínez about
the illness.  Juanita said that for a long time she was afraid, but "ya ahora pos digo,
pos me tengo que morir de una enfermedad como quiera, ¿no?" "now, well I say,
well, I have to die of some illness, right?"  Later in the interview, she observed, "El
(Dios) nos lo da, pero, pos son enfermedades que se tienen que poder sobrevivir las
personas," "He (God) gives it to us, but well, they are illnesses that people have to be
able to survive."  Juanita also noted, “nada más se controla pos no se quita,” “there’s
only control, it will not go away.”  In other words, she had accepted that it was no
longer going to come and go as it had in the past.  I asked María Martínez if there was
anything she feared about all this, and she said, "No, no me da miedo nada.  [pause]
Yo pienso que es lo que Dios quiere."  "No, I am not afraid.  [pause]  I think that it is
what God wants."  Right before that María had observed that there is nothing good
about illnesses like diabetes, but "la tiene uno que llevar" or one has to bear it or deal
with it.

The interviewees who believed that God determines whether you get an illness
and how long you live or when you die also believed that the individual has to be
strong and make efforts to overcome that illness.  Martha Gámez saw diabetes as a test
that God wanted to give to her, "el Señor quiso darme esta enfermedad como prueba."
Therefore, even though she sometimes got sad, "tengo que tratar de sobrellevarla  . . .,
porque tienes personas que te quieren,"  "I have to try to overcome it  . . . , because
you have people who love you."  Martha accepted "que no se me va a quitar," "that it's
not going away," but she was planning to "vencer a mi enfermedad," "triumph over
my illness," by giving herself "ánimos" ("courage") and by asking God for "fuerza"
("strength").  Daniel Celedón noted that "él que está bueno sabe que un día va a
morir, sea de accidente o sea de malo o sea lo que sea, un día va a morir," "the person
who is well knows that one day he will die, whether if be from accident, something
bad, or whatever, one day he is going to die."  Daniel explained that doesn't mean that
when the doctors tell you "you have this" that you should sit there with your arms
crossed:

No, mientras Dios nos deje y nos dé vida y sensía, hay que seguir
adelante, con ánimo, hay que darse ánimo uno solo.
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No, while God lets us and gives us life and sense, one has to continue
ahead, with courage, one has to give onself courage.15

Several people made statements about the inevitability of dying, if not from the
diabetes, then from something else, and that God would be the one to decide when
they died.  However, these beliefs did not preclude taking care of oneself in the
meantime.  Jorge Ochoa wished that he could live into his high 80s or low 90s.  He
observed:

I want to live a long life.  But the one thing we don't know, when the
man upstairs tells you, “Hey, it's time,' it's time.”  Can't say I don't want
to go.

When I asked Gloria Hernández about the future, she noted that they hadn't found a
cure yet, and then with respect to herself personally:

Pos si no me cuido, pos me voy, tengo que morir.  [She laughed.  I
asked, ¿Cómo?]  Tengo que morir, ¿no?  I mean, no llega uno a los
seventies ni a los eighties, se tiene que morirse uno.
Well if I don't care of myself, well I'm going to, I have to die.  [She
laughed.  I asked, What?]  I have to die, right?  I mean, one does not
live into one's seventies or one's eighties, one has to die.

Gloria Hernández saw death as inevitable, but also thought that not taking care of
herself would hasten her death.  Gloria was taking her insulin shots, but hadn't
changed her diet much, because she had to cook for so many people.  Neverthless,
recently Gloria had cut back on Cokes and pan dulce, sweet bread, because "me da
mucha comezón," it made her feel tingly.   Based on her doctor's advice, she was also
trying to reduce her consumption of flour tortillas, she had stopped eating chips, and
she had started using Mazola instead of manteca, lard.

Luz Romo and Chris Colón made their “fatalistic” statements in relation to
other people who had died.  Their comments suggest that they accepted the
inevitability of death.  "Fatalistic” statements emerged in two other discursive
contexts.  They were attributed to others as part of an anecdote that served as a
contrast to the speaker’s own attitudes or they were retorts to admonitions to change
health-related behaviors, such as smoking and drinking.  Víctor Guerrero cited "todo
se lo dejan a Dios" or leaving everything to God and Luis Antonio Tovar used a belief
in the inevitability of death to explain why their relatives were not taking what Víctor
and Luis Antonio thought were appropriate actions for diabetes care.  However, these
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anecdotes served as rhetorical contrasts to Víctor’s own attitude and Luis Antonio’s
change in attitude.

Víctor Guerrero related how his mother-in-law, who also had diabetes, was not
following her diet and not taking her medication, but added that he did not pay
attention to people like her who say "Dios sabe cuando me muero," "(Only) God
knows when I will die."  I asked him why he believed that she was that way, and
Víctor replied:

VG:  Pues, por inculta, no tiene escuela.  Todo se lo dejan a Dios, si
Dios quiere.
DP:  Y usted, ¿qué cree?
VG:  Yo no, pues.  Primero, la medicina, y luego, pues si Dios quiere.   
VG:  Well, because she's uneducated, she doesn't have schooling.  They
leave everything to God, whatever (or literally, "if") God wants.
DP:  And you, what do you believe?
VG:  Me, no, well.  First, the medicine, and then, well, whatever God
wants.

Víctor laughed a little afterwards, and so did I.  However, later in the interview, Víctor
mentioned that based on the advice of his mother-in-law's doctor, both she and he had
tried níspero or Chinese plum tea for their diabetes.  This means that his mother-in-
law was not leaving everything up to God.  At the very least, she was drinking herbal
teas to address her diabetes.  Based on the interviews we did, I suspect that if I had
interviewed Víctor’s mother-in-law, she probably was also doing a few things besides
trying níspero tea, such as cutting back on sugar consumption.

Víctor reproduced the cultural stereotype with respect to his mother-in-law,
who was also from Mexico.  He attributed her lack of compliance with the doctor's
orders to her over-reliance on God (or fatalism), which in turn was due to her lack of
education.  In his narrative, she served as an example of what not to do, and
specifically of what he was not doing.  In contrast to his mother-in-law, who probably
did not finish elementary school, Víctor finished preparatoria or high school before he
took off to the United States "por aventurero, por cabrón," "for the adventure, like an
idiot," as he put it.  Víctor's parents and siblings in Mexico were professionals, while
Víctor ended up with a career installing air conditioning ducts in the United States.
Towards the end of the interview (and after drinking several beers), he tearfully
admitted that he sometimes regretted his youthful decision to defy his father, who
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wanted him to stay in Mexico and go to college.  Víctor reproduced what many upper
and middle class Mexicans believe to be true of working class Mexicans (not unlike
Octavio Paz's descriptions of the working class Mexican man).

Luis Antonio Tovar said that his brother "drinks twelve quarts a day, maybe
more, of beer" even though he's a diabetic and has heart problems.  Luis Antonio (who
was quite a story teller) recounted a conversation with his brother who said, " What's
wrong?  I'm gonna die anyway."  Luis Antonio countered:

Well, why die sooner than what you got to?  You got kids, small kids
now.  And what's gonna happen to your kids, you know, if you die,
maybe your wife remarries or brings a man to live with her, and these
kids are just growing up.  . . .  Suppose this guy becomes one of those
nuts that bothers kids or something.

Luis Antonio imitated his brother's response, "I told her she better never get married
again," and then added in his own voice, "Ha.  Yeah, right."  He gave a few more
quotes from their argument, and segued into talking about his own
argumentativeness.16  Throughout the interview, Luis Antonio talked about how he,
his brother and others did not take diabetes that seriously at first.  As described earlier,
he thought he would be dead by 40 and spent a number of years (before and after his
diabetes diagnosis) drinking heavily.  However, eventually he quit drinking, and at the
time of the interview, was motivated to take care of himself for the sake of his
children.

Luis Antonio’s brother responded to his admonitions to quit drinking with a
“fatalistic” retort.  The spouses of Ruby Chacón and Robert Ríos were present during
their interviews.  They wanted Ruby and Robert to quit smoking.  Ruby’s husband
said her response was "si me voy a morir, ¿p'a que?"  if I'm going to die, why bother
(quitting)?"  Robert's wife noted that he quipped, "if I'm gonna die, then I'm gonna
die."  However, despite this rhetoric, Ruby and Robert wanted to quit smoking and had
tried to quit in the past.  It seems that Ruby and Robert used the fatalistic statements as
a discursive resource in arguments with their spouses.  During the interviews, Ruby
and Robert did not contest their spouses' accounts, but they did not use those fatalistic
statements or any others to talk about smoking, diabetes, diabetes care, the future, or
life in general.

If I stretch this analysis to include any statements that could remotely be
regarded as fatalistic, I could discuss the people who, in answer to our questions about



381

the future, said that they did not know what would happen in the future.  In the context
of the Health Belief Model, this could be construed as having an external locus of
control.  Mario Echeverría and Ricardo Machado said they did not know what would
happen in the future.  However, Mario added, “I hope I get better.”  Ricardo said he
wasn’t going to worry about it.  He expected that “the functions of the body will
slowly diminish,” but he also believed that with faith, “God will open doors.”  As
described earlier, Ricardo did lots of reading about diabetes, took his medications, and
implemented several major lifestyle changes to address the diabetes.

Along the lines of Chicano scholars who stress the need to recognize variations
among Mexican Americans, I must note that over a third of the interviewees never
made statements that could be interpreted as fatalistic, at least not during their
interviews.17  During the pilot phase of the research, I did not ask people about the
future, which was one of the discursive contexts in which people made statements that
could be interpreted as "fatalistic."  Some of the lack of such statements may be
explained by this, but not all of it.  As I have stressed throughout this chapter, all of
the people we interviewed, including those who made "fatalistic" statements, were
pursuing a variety of treatment strategies, based on their own assessments of
information available to them (which was not limited to Western biomedical
information), various priorities, and economic and social constraints.

Control...  There is no cure, but it can be controlled.
In Chapter 4, I illustrated how pervasive the metaphor of “control” was in

physiological discourse, so much so, that I argue that it becomes part of the biomedical
practitioners’ “common sense” conceptions of how the body works in general, and
how insulin and glucose work in particular.  Hunt and Arar (2001) and Loewe et al.
(1998) observe that the practitioners use “control” to talk about glucose and patient
behaviors.  As illustrated in Chapter 56, Dr. Nielsen advocated that “it is important to
get it all under control,” referring to Sra. Vega’s cholesterol, high blood pressure, and
diabetes, and possibly her weight.  Dr. Harsa used control three times to talk about
diabetes and cholesterol.  As noted in Chapter 7, the Diabetes Care classes provided
people with useful tips that enabled them to implement various practices within the
priorities and constraints of their lives.  However, they also used the language of
“control” to talk about diabetes.  In fact, the pamphlet advertising the classes was
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entitled, “You can take control.”  I also observed that “control” probably also makes
sense to most practitioners due to the many other uses of control in this society.  This
observation would also apply to people diagnosed with diabetes.  As discussed in
Chapter 4, Lakoff and Johnson (1980), propose that there are common sense
associations between “control/lack of control” and other metaphors, such as
“up/down” and “good/bad.”  In addition, control is an exact cognate in Spanish and
English.  To regulate is also a cognate with regular.  Now, I will discuss how the
people we interviewed talked about “control.”  As readers may have noticed, it was
used several times in the quotes that I provided throughout this chapter.

Of the twelve people I interviewed who were "newly diagnosed," four did not
use the term "control" during their interviews.  Two used "control" once to talk about
the experiences of their relatives with diabetes.  Toby Sifuentes and Ann Vega, who
were diagnosed with high blood pressure before diabetes, used "control" mainly to talk
about high blood pressure.18  As discussed in Chapter 6, Ann Vega used this language
so readily that when Dr. Nielsen talked about whether “normal” was possible, she
reframed it as “control.”  The other four people who were “newly diagnosed” talked
about control with respect to their own diabetes.

Chris Colón was one of the four people who did not use control at all.  He had
been diagnosed for about a month when I interviewed him.  He had attended one or
two appointments since the initial diagnoses, but had not started taking diabetes
education classes yet.  At the county clinic, typically there was about a month delay to
get into the classes.19  Chris's sister told him that diabetes runs in the family, but he
really was only close to his sister and his grandmother (who raised him).  He added:
"I never asked.  It really wasn't important to me.  I didn't have it."  In other words,
prior to his diagnosis, Chris did not know much about diabetes.

During his interview, Chris did not talk about "control."  However, his Anglo
girlfriend (whose grandfather and brother had diabetes) told him several times that he
needed to do more about his diabetes.  In one exchange, she said:

You will always have it.  You will never be able to get rid of it.  You
can get it controlled.  Or it can go really high.

When I asked him what he thought, he replied:
I think I need to look into it a lot more, get more information.  I realize
it's no laughing matter.  I do need more information, what I can do to
make it better.
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I would suggest that over time, after more interactions with practitioners and
continued reinforcement from his girlfriend, Chris's "making it better" will probably
get reframed as "control."  This illustrates how not only doctors, but family members
who have had experiences with this language can also promote it to others.

Of the four "newly diagnosed" interviewees who used "control" to talk about
their own diabetes, Gigi Herrera used "control" twice to talk about her own diabetes,
once to talk about her brother-in-law's diabetes, once to refer to epilepsy which she
had had since childhood, and once to refer to her daughter gaining weight "because of
the birth control."  When she talked about her own diabetes, she quoted the doctor:
"He told me that maybe with diet I could control it.  He didn't want to give me
medications, but said he would give me a mild dose, half a tablet every morning."
Later, she repeated the same story and slightly rephrased what the doctor said, "He
told me that I almost controlled it with the diet I had been doing."  When she talked
about her brother-in-law, his diabetes also was "almost controlled."  She did not
directly quote his doctors, but her discussion implied that this also was an evaluation
made by his doctor.

In terms of the “education of consent” regarding framing the care of a chronic
illness in terms of control, it is crucial to note that when many of the low income
Mexican Americans we interviewed talked about control, they were either quoting
doctors or alluding to what doctors had told them.  Reporting what doctors said does
not necessarily imply that a person has consciously adopted "control" as the best way
to think about an illness and its care.  On the other hand, this may be a step in the
process of reshuffling (and reprioritizing) elements of common sense.

Brigette Bailey used control once (in a passive verb construction) to talk about
the advice that her neighbor, who was a "diabetic" and a registered nurse, had given
her: "si como un poquito, se puede controlar," "if I eat a little bit, it can be controlled."
Later Brigette and her husband Henry talked about several friends who "controlled"
their diabetes or cholesterol "very well" by using different herbal remedies.  Brigette
and her husband, one other newly diagnosed person, and five of the people diagnosed
for one year or more extended the biomedical model of control to discuss the potential
benefits of herbal remedies.  Others talked about herbal remedies, but did not
explicitly link them to the model of control.
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Joe Fuentes, who was enrolled in the diabetes education classes at the time of
his interview, talked about "controlling" the frequent urination he experienced before
his diagnosis:

At night I spent two or three hours doing that.  Right now I'm
controlling that.  Two or three times (a night now).  Before it was five
or six times (a night).  Ever since I started controlling it.

Joe used the active voice.  He was "controlling" symptoms and "it," the illness.  He
was taking pills for his diabetes and implementing other practices.

As discussed in the section on symptoms, the people we interviewed
experienced a number of symptoms and were concerned about them as well as the
complications.  It would “make sense” to want to “control” symptoms and the
complications.  However, as already noted, the practitioners tended to focus on “blood
glucose control” as “the reliable guide” for “control” of the illness and complications.
As Hunt and Arar (2001) note, the people we interviewed were aware that doctors
were evaluating their "blood glucose control" and using that evaluation to make
decisions regarding treatment changes.

While the other "newly diagnosed" people used "control" five times or less
during their interviews, Priscilla González used "control" fifteen times.  She used
control to talk about her own diabetes, diabetes among members of her father's family,
birth control, her diet in the past, her first husband's temper, her second husband's
temper, his smoking, and the inability of public school teachers to control student
behavior outside the classroom.  When she used control to talk about her own diabetes,
she was quoting what the doctor told her, and associating it with specific blood
glucose numbers.  For Priscilla, it seems that the biomedical metaphor of control
resonated with other experiences of control in her lived experiences.  For example, she
was separated from her second husband, but he was so “controlling” that when he saw
my car parked out in front of her house, he had to come and see who was visiting her.

Of the twenty-three people diagnosed with diabetes for one year or more, some
never talked about control, others used it 4 or 5 times, and others used it 10 to 12
times.  Only two people, Daniel Celedón (diagnosed for 8 years) and Lupe Tamayo
(diagnosed for 17 years), used control over 20 times.  However, their interviews were
about twice as long as many of the other interviews.  The theoretical model of
"education of consent" suggests that it would be more likely for those who had been
diagnosed for many years (and who would be likely to have attended more
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appointments) to use control to talk about their diabetes.  However, this was not the
case.  Instead, of the eight people diagnosed from two to five years, two used control
once or twice.  The others used it seven to twelve times.  Of those diagnosed from six
to fourteen years, three people used it very little, one used it ten times, and Daniel used
it 23 times.  Among those diagnosed over fifteen years, some people barely used the
term, while others used it a few times, and Lupe used it 34 times.

Generally speaking, the people who did not talk much about control still talked
about doing the same activities as those who used control, that is, "watching" their
diets, trying to exercise more, and taking their pills or insulin.  As Hunt and Arar
(2001) observe, through multiple interactions over time, most patients agreed with the
basic premise that diet, exercise, and/or medications were the best means to treat
diabetes.  However, some people differed with health care providers as to the
particulars of what could or should be done.

Hunt and Arar (2001) developed a model that compared the views of health
care providers working in public clinics along the Texas-Mexico border and in San
Antonio and low-income Mexican American diabetes patients, including some of the
people described in this dissertation.  According to their model, health care providers
used “control” to refer to “blood glucose control” and to try to induce patients to
“control” their self-care behaviors, while the patients used “control” to talk about
“controlling” the disease in general and to gain “control” over their own behaviors
(2001:354).  However, as they recognize, patients also talked about “blood glucose
control,” and they were aware of the numbers.  They obviously learned about the
numbers and control through repeated interactions with health care providers.  As I
just illustrated, when the people we interviewed talked about control, they frequently
were referring either directly or indirectly to something a doctor told them.  However,
the doctors also used “control” to refer to diabetes in general and/or to the symptoms
and complications.  Furthermore, in doctor and patient talk about “control” and
“controlling it,” there often was some slippage between the disease and blood sugar
levels.  Indeed, in Spanish several people referred to diabetes as “azúcar,” sugar.

With respect to the model’s representations of views about “behavioral
control,” if doctors want to induce patients to control their own behaviors, and patients
want to control their own behaviors, essentially this is the same goal.  However, Hunt
and Arar (2001) add some important qualifications.  They note that patients stressed
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“experiential and social concerns,” and that they wanted “to figure out what exactly
they needed to do to overcome the disease,” and find ways to fit “behaviors” (or I
would say, practices) into “the complex context of the everyday lives” (2001:354).  I
agree with these observations.  Furthermore, the people we interviewed did use control
to talk about their own “behaviors,” particularly in reference to eating and tempers.

Nevertheless, perhaps because control is so ubiquitous in the discourse about
diabetes, this model takes for granted the uses of control by the health care providers
and the patients, when they both also used other terms such as “care” to talk about
treatment practices.  Hunt and Arar lose sight of an important observation that they
made in an earlier analysis of the same data.  Hunt, Arar and Larme observe that for
patients “behavioral control” is often subsumed under the broad construct of “taking
care of myself” (1998:1998:667).

The people we interviewed (including those who talked about control) also
talked about "taking care of themselves" or "the diabetes."  For example, Pablo Flores
mainly talked about the importance of “taking care” of the diabetes in reference to
himself, his wife who had “borderline” diabetes, and his siblings who had learned
from the experiences of Pablo and his siblings who had died (all of whom also had
diabetes).  Taking care meant that they were all “watching it more” and “taking their
diabetes seriously.”  Pablo also advised his children to “take care of themselves,” and
noted that they were “checking” their blood sugars and usually staying on “a pretty
good diet.”  In reference to taking his pills off and on and not watching his diet in the
past, Pablo said, “I didn’t take care of myself.”  As described earlier, based on what he
had learned more recently from the “diabetic school,” Pablo had modified his diet, and
was exercising, taking his medications, and trying to “get enough sleep.”  In order to
“try to stay alive,” he was doing “what the doctor tells me.”

Pablo talked about control five times.  One time was when I asked him about
being put on insulin and what difference that was supposed to make.  He responded,
“Well, getting my sugar down, you know, controlling my sugar.”  The other four times
were in reference to his temper.20  As noted earlier, like several other interviewees
(including two women), Pablo expressed particular concerns about the way that “this
disease puts you in a mood that you get angry when any little thing that happens.”  He
almost lost his wife over this, and knew other men who had lost their wives.  Pablo
said that based on the diabetes education classes:
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I learned how to control my temper.  If my body is normal, you can
control yourself.  But if your body is too much sugar, you can’t control
it.  That’s why you got to be checking your sugar and watching
yourself.

On his own, he had figured out to “get up and walk away.”  Luis Antonio, Javier, and
Daniel also used this strategy for dealing with coraje or irritability.  This is an
important example of the “behavioral control” that people wanted to gain, based on
their “experiential and social concerns” (Hunt and Arar 2001:354).  Furthermore,
Pablo related his own ability to “control” his temper to his body being “normal” and
“not letting my sugar go up.”  Consequently, as observed earlier, he avoided birthday
parties, because even “a little bitty piece” of cake could make his sugar go up and
“why get mad.”

An exchange between Robert Ríos (who had been diagnosed about 4 years)
and his wife Yolanda (who had had diabetes for years and was on dialysis) illustrates
how the metaphor of care can be supplanted by control.  Robert and Yolanda framed
their uses of control primarily within reports of what the doctors told Robert.  Those
reports linked pills and diet to control of diabetes and high blood sugars.  Robert
mentioned that one doctor told him, "you are gonna have to take care of yourself,"
which Yolanda immediately reframed within the metaphor of control: "They explained
to you that diabetes ... that there was no cure for it but it could be controlled if you
watch it.  You can have better control."  Robert added, "Then you won't go under
insulin."  And Yolanda reminded him, "And you won't get complications."

Daniel Celedón incorporated control into his notions of diabetes care.  The
biomedical model advocates "blood sugar control" as the best means to take care of
diabetes.  He thought it would enable him to “last a little longer.”  His logic was
similar to the basic messages promoted by biomedicine and Chris Colón's girlfriend
and Robert’s wife Yolanda:

Pues a como dicen, que bueno pienso yo entre mí que esa enfermedad
no se quita, [hmm] es mortal eso, verdad. Eso no hay medicina que lo
cure. [hmm] Solo uno ahi está con la enfermedad, le dan esas, ahi lo
están nomás controlándole que no, se cuida uno y pos ahi va, ahi va
durando más tiempo. [hmm] Pero si no se cuida uno pos dura menos.
Well ah like they say, that well, I think to myself that this illness cannot
be taken away, [hmm] that disease is fatal, right.  That is it, there is no
medicine that can cure it.  [hmm]  Only one is there with the illness,
they give you those, there they are only controlling it for you right, (if)
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one takes care and well there you go, there you go lasting more time.
[hmm]  But if one does not take care, then you last less (time).21

Daniel used control 23 times during his interview, however he also talked about taking
care of diabetes or diseases or himself 30 times.

In contrast, Gilbert Suárez (who had been diagnosed about 4 years) told Miguel
about an interaction he had with his doctor in which he contested the logic of “no cure,
only control.”  Gilbert noted that the doctor tried to be "overpowering."  As noted in
Chapter 6, basically she was following a protocol to determine how much this new
patient knew about diabetes, in order to decide whether or not to refer him to diabetes
education classes.  She asked him "What do you know about diabetes?"

I said nothing just, just that, I know that some of your organs go out,
and you  know, you don't get better, you might control it for a while,
but there's no cure as far as I know.  It's either live quick and die young
or die old and have people pity you the 15, 20 years your gonna, going
to be around here, you know.  Apparently she didn't like my answer.
(Gilbert and Miguel laughed.)

Later, he elaborated his philosophy to Miguel:  "In fact if there was a cure, you know,
man, I'd probably turn myself into a monk just trying to follow all the guidelines and
stuff I'd been handed.  But there's really no cure, you know."  In general, Gilbert
concluded that his back surgery, the diabetes, and his "financial bind" had not affected
his "outlook on life."  He believed it was important "to live your life to the fullest and
enjoy.  Enjoy life.  I guess that uh when you already lived in hell, there's nothing to be
afraid of.  I went through the barrio and I went through 'Nam."

However, Gilbert also wanted to live "for sure ten years longer without coming
down with anything crippling."  As noted earlier, he wanted to live longer for the sake
of his third wife and their children, ages 6 to 13.  Gilbert already had taken diabetes
education classes at a private hospital.  He took care of his grandmother who went on
dialysis before she died.  He knew other friends and relatives who had diabetes.  He
and his wife already had implemented a number of diet changes, and he had
"controlled" his drinking and smoking, to try and "stretch this thing out."  Right after
Gilbert told Miguel the story about his response to the doctor, he said, "Like I said to
my wife, you know.  You can't... sit back and wait, at least I can't.  Sure I try to control
it, otherwise I wouldn't have been at the clinic."

As discussed in Chapter 6, many physicians assume that low-income Mexican
American patients who do not have “good blood glucose control” are “noncompliant.”
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They also assume that “noncompliance” is due to lack of motivation (often based on
the cultural stereotype of “fatalism”) and/or lack of education.  One can see how the
doctor could interpret Gilbert's response as yet another Mexican American patient who
is fatalistic and does not know enough about diabetes.  Indeed, the doctor did write
him a referral for diabetes education.  However, Gilbert was basically insulted by the
implication that he did not know much about diabetes, so he decided to turn the basic
philosophy of control on its head, in order to highlight the limitations of what
biomedicine had to offer him—"no cure."  Nevertheless, Gilbert also talked about
controlling his smoking and drinking, and as he put it, “sure I try to control it.”

Ricardo Machado, who had been diagnosed with diabetes for 23 years,
expressed another interesting perspective.  As already noted, after he was diagnosed
with a “trace” of the symptom, he read up on diabetes, implemented a “strict
regiment” and lost 145 pounds in two years.  He never used "control" to talk about
diabetes.  Instead he talked about how it was important to have a "balance" in his
body.  He also talked about "taking care of himself."

Thus, among the people we interviewed there was a wide range of views
concerning how much the metaphor of control appealed to people.  Some incorporated
it into other frameworks, such as “taking care,” some offered partial critiques, and a
few used alternative conceptions, such as balance.  The examples of Chris Colón and
his girlfriend and Robert Ríos and his wife illustrate the ways that the metaphor of
control circulated and was reinforced by family members who had more extensive
experiences with diabetes.

Compliance with “strict” regimens and Desires for a “normal life”
The Moral Dimensions of Diabetes Care

The ideological strength of notions of compliance with a strict diet is illustrated
by Blanca Macías, who described herself as an “undisciplined dummy.”  Why did she
take on this identify?  Because she could not quite meet the expectations of a “strict”
diet.  As illustrated in previous quotes, several people used moral terms to talk about
food, such as “good,” “bad,” and “poison”.  People also frequently talked about
Mexican foods as having too much “grease.”

In general, the model for care for diabetes has promoted the notion of the need
for a “strict diet.”  As observed in Chapter 6 and earlier, it seems that with low-income
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and/or racial-ethnic minority patients who are perceived to have low educations,
practitioners may tend to propose rather rigid schedules of medications and meals
(with the idea that these are “easier” to understand and then follow), instead of giving
patients the tools they need to vary the medications according to their own schedules,
which at times can be variable and complex.  As described in Chapter 7, the Diabetes
Education classes were attempting to promote a less rigorous version of “the diet.”
They provided practical tips to enable people to reduce their consumption of fat, sugar,
and salt.  Nevertheless, to some extent, some of the materials they distributed and
some aspects of their advice still constructed the diet as a series of prohibitions.  A
number of the patients also conceived of “the diet” in these “strict” terms.  Their
evaluations of their own “compliance” must be considered in relation to these notions
of an idealized “strict diet” that presumably enables patients to avoid complications.

When I asked Rebeca Rocha what the “regular” doctor who first diagnosed her
diabetes told her, she said, “Just the same thing as everybody else.  Strict diet, lose
weight, keep on your medications.”  After she was first diagnosed, she and her family
implemented a diet, and initially everyone “cooperated.”  However, her husband
“complained a little,” so she started fixing some dishes for him.  She was busy with
work, so she and the kids gradually “fell off” the diet.  She also “let go” of her pills for
a while.  Then she started taking the pills again and re-implemented the diet for
herself.  Rebeca “knew” that her mother “didn’t have a strict diet.”  She never
remembered her mother saying, “I can't eat this, or don't do this, or don't bring this, or
don't buy this, [mm hm] because I can't eat it.”  She also did not remember her mother
having to take pills or insulin every day.  Her mother lost two legs and a hand.
According to Rebeca, her mother’s diabetes was “never under control.”

Compared to her mother, Rebeca said,
I'm more conscious of the fact that I am a diabetic, and I have to do
what I have to, I have to eat right, and I have to have my medication.

Rebeca “tried to go along” with the lists of “what I was supposed to eat and what I
wasn't supposed to eat.”  However, within the framework of a life-long “strict” diet,
she had to concede that:

Sometimes during the weekend, when everybody was there, and we eat
a lot more than I was supposed to, or when we went out, or there was a
party.  ...  I can't say that it was, for so many years, I was on strict diet,
and I haven't eaten, never gone off it, [mm hm] because I'd be lying, but
I tried as much as I could.
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Likewise, María Martínez said that for many years, “llevaba la dieta
exactamente como el doctor me la había puesto.  . . .  pero ya me cansé,” “I carried
out the diet exactly the way the doctor had laid it out.  . . .  but I got tired of it.”
Martha Gámez was diagnosed with “poca” “little” diabetes due to her heart condition.
She also implemented a diet, “pero me fastidié,” “but I grew weary of it.”  They too
talked about re-implementing the diet.

Manuel Obregón’s mother changed the diet of the entire household, and noted,
“since he's under my care I am very strict with him.”  Occasionally, she “allowed” him
to have a beer at a family wedding.  (He said he drank seven.)  Once every three
months, she bought him sweet bread or doughnuts.  If Manuel’s 13-year old sister
“wanted to eat something like that,” then “I take her to Dunkin’ Doughnuts and she
can eat it there and not tempt him.”

For several months, Ruby separated from her husband, and lived with her
mother, she “stopped taking 'da insulin.  . . . and I started eating my foods you know a
normal like a diabetic should take it.”  Later, Ruby noted that her mother “wouldn't let
me eat the normal food.”  I asked Ruby what she meant by “normal” food.  She
replied:

Yeah, like uh, beans, tortillas, carne guisada, potato and eggs, and you
know like a Mexican eats.  [She  laughed.]  [umm hmm]  The greasy
fried stuff.

As mentioned earlier, Dr. Nielsen implied that tortillas and refried beans were high in
salt and should be “avoided.”  The Mexican American doctor quoted by Hunt and Arar
(2001), and other doctors, all thought that Mexican American diet was a problem for
people with diabetes.  Francisco Cortes and several other people we interviewed had
the impression that they had to give up most Mexican foods in order to “comply” with
“the diet.”  The Diabetes Education classes not only tried to downplay the notion of a
“strict diet,” they also stressed that people could eat Mexican foods, they just needed
to take steps to cut their consumption of sugar, fat, and salt.  They discussed lots of
examples with their clients.

Luz Romo described several diet changes he had made and then noted, “other
than that, I haven't been regimental, I haven't been like say, like my father-in-law was.
I do, I do stick with Sweet and Low.  I've gotten used to that.”  Ricardo Machado also
talked about “regimens,” but he adjusted his after he initially lost a lot of weight.
There were variations in this discourse, and not everyone accepted the guilt associated
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with the individual responsibility implicit in the models of compliance with strict
diets.  For example, Lupe Tamayo and Daniel Celedón were explicit about the
limitations imposed by poverty.  Nevertheless, many of the interviewees were
influenced by this language and did take personal responsibility for their own “lack of
will power.”

Notes to Chapter 8
                                                
1No one mentioned radio programs as a source of information.
2At the time, I did not think to ask her about this.
3Actually, several people had switched to vegetable oil before they were diagnosed.  Apparently, public
health campaigns or medical advice regarding cholesterol had had some effect.
4Ruby Chacón also used hospital menus as a guide for diet changes.
5Nellie Holguín also mentioned that she used to go out and have drinks with women friends, back when
she was working at the hotel.  However, it appears that none of the women drank heavily, although
several (such as Nellie) were married to men who drank heavily.  On the other hand, Joe Fuentes’ wife
did not have diabetes, but she was a heavy drinker, came from a family of drinkers, and died of cirrhosis
of the liver.  Luis Antonio Tovar and his wife also told a story about a woman friend who had diabetes
and drank heavily.  She quit drinking for awhile, but had started back.
6We recruited everyone at the county clinic, rather than networking through curanderos.  Blanca Macías
(who was from a small town in Texas and spent the early years of her marriage there) had taken her
children to curanderas for ailments, such as empacho and susto, but she said that she would not go to
one for her diabetes.  Gigi Herrera and two others also had gone to curanderos as children.
Investigating how curanderos handle people who have diabetes or are experiencing symptoms of onset
could be an interesting project for future research.
79 people mentioned nopales, which were eaten cooked or raw, and were available in pill form.  6
people mentioned aloe.  The viscous part inside is either chewed, or more commonly made into or
combined with some kind of drink.  5 people mentioned Chinese plum.  A tea is made from the leaves
of the tree.

5 people mentioned “herbs” or herbal packets.  These had unspecified ingredients, although
one mentioned the presence of “little bark pieces.”  4 people mentioned teas, but did not specify the
contents.  2 people mentioned bark or huisache tea.  2 people mentioned avocado seed tea or “agua.”  2
people garlic for diabetes.  However, garlic was commonly named as a remedy for high blood pressure.
Remedies cited by only one person include: a hierbabuena-estafiate mixture for a tea, té de malabar, té
de tila, pineapple core ground into a juice, palo azul, agua de buzol, maguey, a spoonful of olive oil, and
vitamins (potassium and calcium) purchased at the GNC health food (a U.S.-based chain).  This is not
to mention the people who said they also used aspirins or Anacin.  A few people mentioned non-
ingested remedies mentioned, which were Epsom salts and vinegar baths, and massages from the leader
of a “Metaphysics” group, who lived in San Antonio, but was originally from Mexico.
8Joe made several statements about “envy” and “ignorance” among Mexicans.  For example, he
criticized Texas Mexicans for their “low level English,” not wanting to be educated, parents being
ignorant, and “kids learning on the streets.”  He also thought that if it weren’t for the clinic, “the
cemetery would be full of people suffering, ... full of people ignoring.”  Joe was born in Laredo.  He had
two older brothers.  His mother was widowed early.  She took in laundry and the family barely scraped
by.  Joe left home at 17 and had not been in close touch with his family since then.  In San Antonio, he
worked in laundries as a presser and then as a bilingual community service aide for the Texas
Employment Commission.  During those years he got his GED and took several college courses.  Then
he and his wife decided to "go on the road" and wound up picking cucumbers in Ohio.  Because he
spoke English, he was recruited by La Raza Unida to work helping migrant workers.  After four years,
he returned to San Antonio and opened a bar, which he ran for two years until his wife said "either the
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beer joint and the girls, or the family."  Then he worked as a security guard for different sub-contractors
for about ten years, and eventually transferred into maintenance work.
9Several people talked about “drinking” their medications in English.  This phrasing seems to stem from
tomar in Spanish, which can be translated as drink or take.
10When I asked if anyone in his family had diabetes.  He responded, “Not that I know of.  Maybe they
do and they don’t tell me.”  He was raised by his grandmother, rarely saw his mother, and only knew his
father’s name.  He was also in close touch with his sister and her family.  His girlfriend told me, “His
sister told me that he has” (family members with diabetes).  Chris noted, “I never asked.  It really
wasn’t important to me.  I didn’t have it.  If she said it before, it didn’t stick with me.”
11Many of the people we interviewed used “almuerzo” to refer to breakfast (often a big meal with eggs),
“lonche” (smaller meal eaten at work), and “la comida” (the main meal sometimes eaten as early as 5
p.m. after people got home from work).
12When Gilbert was first diagnosed, for the first six months, "we sort of got committed, you know, I
was going to beat this thing," but then he had the back surgery, and while he was laid up, he started
letting his exercise go.  He kept his sugar level between 140 and 180, but he always felt "real down," so
he got depressed "on account of my back pain and everything."  Then last year, "with the Christmas
holidays, then Easter and my birthday, you know, I splurged a little, or a lot," so he didn't buy his
medicines, and "lost control" of his diabetes and his cholesterol.
13We conducted most of Nellie's interview in Spanish, but she occasionally said some phrases in
English, including "you have to keep working on it."
14This could be interpreted two ways:  On the one hand, people can make seemingly contradictory
statements.  Hence, the belief that "God has the most control over a person's fate" (which could be
regarded as "common sense") does not necessarily preclude taking personal actions to cure, prevent, or
deal with an illness, particularly if the person also believes that "God helps those who help themselves."
On the other hand, should we assume that these beliefs and/or practices are contradictory?  It is possible
that these beliefs and practices are not contradictory to the person.  Instead, they only seem
contradictory when compared to a model that hypothesizes that an external locus of control and/or low
self-efficacy (e.g., a belief that God controls one’s fate) correlate with lack of action, while an internal
locus of control and/or high self-efficacy correlate with action.
15I could not find sensía in the dictionary, but I assume that Daniel was forming a noun based on the
adjective sensato, which means sensible or reasonable.  (Sensatez is the standard Spanish noun, and
Daniel used a number of features of campesino speech, such as pos for pues.  See Sánchez 1983 on
Chicano discourse.)  Daniel also could have been referring to sensación or sensible, which refers to the
ability to sense or feel something.
16As I said, Luis Antonio was quite a story teller.  I would get him started on something, and then he
would tell a story and segue into something else.  I tried not to interrupt his flow too much.
17These include Carmen Luján, Rebeca Rocha, Joe Flores (who was hopeful about the future), and Lucy
Alvarez (who was not asked all of the questions on the interview schedule).  Quite a few of the people
interviewed during the first phase of the research did not make any statements that could be interpreted
as fatalistic.  They are Joe Fuentes, Gigi Herrera, Mary Delgado, Bridgette Bailey, Ann Vega, Francisco
Cortes, Priscilla González, René García, Frank Nieves, and Toby Sifuentes.
18Toby Sifuentes used it two out of three times to talk about his own high blood pressure, and Ann Vega
used it five out of six times to talk about her high blood pressure.
19The other three people who did not talk about control were René García, Nellie Holguín, and Frank
Nieves.  Like Chis, René and Nellie had only been diagnosed for about a month.  René had not started
taking diabetes education classes, but Nellie had taken one or two of the series of five classes.  René did
not use control to talk about diabetes or the other illnesses he had been dealing with longer, i.e., asthma
since childhood, and clinically diagnosed paranoia for several years.  Nellie talked about her husband
being strict ("recto"), and her oldest son keeping the other children in line, but she did not talk about
illness in terms of control.  René was aware that his grandmother had diabetes, and knew a few details
about how it affected her life.  After his own diagnosis, discovered that one of his aunts had diabetes.
Nellie had several siblings and a nephew with diabetes (although several of them lived in Arizona and
Ohio).  Prior to her own diagnosis, she had talked to her mother-in-law about her diabetes.  Five years
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before his diagnosis at the county clinic, Frank Nieves was told he has a high blood sugar as part of
routine physical examination at work.  He was advised to lose weight, which he did.  Like Chris, he did
not know whether there was any diabetes in his family, but was planning to ask his sister.  His mother
remarried when he was quite young.  Frank had no contact with and little knowledge about his
biological father or his family.
20Pablo used “control” three times in the quote cited below, and once a little later when he talked about
this theme again.
21I interpret Daniel's "sólo" to be the adverb "only" but it's possible that he meant "alone."  In Spanish,
Daniel uses the third person neutral "uno" in all the clauses after "only one is there with the illness."  I
selected "you" for the second clauses to give the translation a more colloquial tone.  Daniel's use of
"uno" in Spanish does not sound stilted.  To use "one" in all the clauses would make the English version
sound stilted.  In making this choice, I am following Miller Williams' advice on translation.
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Chapter 9
Conclusions:  Control, Compliance and Common Sense

As medical anthropologists such as Ronald Frankenburg (1980), Allan Young
(1982) and Margaret Lock (2001) recommend, this dissertation has examined
"unquestioned assumptions embedded in medical knowledge and practice" (Lock
2001:479).  Lock advocates "asking how and why certain representations become
dominant at specific times and then exposing the hegemony they exert over everyday
life and practices associated with health and illness" (2001:480).  This is what Martin
(1987, 1994) does in her work, and following her lead, that is what I have attempted to
do in this dissertation.  In particular, I described some of the processes through which
the value of "control" has been continually reinforced in the discourse and practices of
a fundamental institution of civil society in the United States.

In Chapter 4, the analysis showed that “control” is a fundamental organizing
concept used to think about the human body in physiology.  In the physiology texts
that I examined, "control systems theory" was used to explain how hormones "control"
and "regulate" bodily systems and processes.  Insulin and glucose were used as an
exemplar to illustrate this theory.  As I illustrated, “control” and “regulation” were
repeatedly used throughout these texts.  In particular, the authors of the introductory
texts provided very little history regarding their development as explanatory concepts.
Instead, control and regulation were implicitly linked to a “truncated” progression of
(Western) scientific knowledge leading from balance to the internal environment to
homeostasis to current conceptions of the body.  In this physiological discourse,
control supplanted balance as the dominant metaphor.  Furthermore, control was
continually associated with “normal” bodily functioning and “good” health.

Following Brow (1990), Alonso (1988), Daston (1995), Lock (2001), and
others, I would argue that these discursive links naturalize and normalize and
implicitly promote the moral value of control.  Furthermore, the explanatory and moral
values of control are also linked to the scientific claims of truth and objectivity.  As
Latour (1987) suggests, through repeated use, what is initially taught as a "theory"
gradually comes to be thought of as "scientific fact."  This is the discourse that is used
to train future biomedical researchers and practitioners.  Thus, I argue that “control” is
often taken for granted as an unquestioned part of “scientific” or “medical”
knowledge.  As a result, it is not surprising that during interactions, as Hunt and Arar
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(2001) put it, doctors tended to focus on the “goals” of blood glucose control and
inducing patients to control their self-care behaviors.

The scientific and medical uses of “control systems theory” articulate with the
uses of control in other institutions, such as engineering, business, communications,
the military, and schools.  The effects of “control systems theory” are implicit in
various “modern” technological objects that we use every day, such as thermostats,
light switches, toilets, washing machines, and the T.V. “remote control.”  Furthermore,
the scientific and medical uses of control articulate with everyday discursive uses of
control, including its metaphorical entailments with “up” and “down” and “good” and
“bad” (as outlined by Lakoff and Johnson 1980).  These resonances seem to help
explain why the medical framing of “control” makes sense to many researchers and
practitioners who are well trained in this discourse.  Working class Mexican
Americans (and others) are exposed to fragmented versions of this discourse during
medical encounters as well as versions implicitly embedded in clinical practices and
recommended treatment practices.  They are also familiar with the various forms of
control embedded in everyday discourse, practices, and objects.  Thus, the medical
framing of “control” did “make sense” to several people we interviewed.  However,
the "value" of control has different implications for biomedical practitioners, business
managers, and engineers than it does for working class Mexican Americans (and
others) who historically have been routinely "controlled" or have been coerced or
expected to consent to control themselves.

The basic model of diabetes care holds that “compliance” with “strict
regimens” of diet, exercise and medications should enable patients to “control” their
blood glucose levels, and hopefully prevent (or delay) complications.  Within this
framework, “high” blood sugars and the onset of complications are usually interpreted
as signs of “non-compliance” or “poor compliance.”  The San Antonio Heart Study
showed that low income Mexican Americans had high rates of diabetes, high blood
sugars, and some complications.  At the county clinic in San Antonio, half of the daily
patient load of the internal medicine doctors had diabetes, and half of those had “high”
blood sugars.  Most of the diabetes patients were low income Mexican Americans.  As
discussed in Chapters 4, 5 and 6, researchers and clinicians tended to assume that
“non-compliance” was the main reason for poor outcomes.  Although some recognized
the impact of poverty on the ability of patients to attend appointments and implement
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recommended practices, many tended to assume that the main problems were lack of
knowledge and lack of motivation, or at least they chose to focus on these as potential
problems during interactions.  Chapter 6 showed how all of these assumptions affected
the interactions between doctors and patients.  I also described how these assumptions
were embedded in standard practices associated with diabetes care in particular and
doctor-patient interactions in general.

In particular, the interaction between Sra. López and Dr. Harsa illustrated how
the doctor started with the assumption that the patient had little or no knowledge
regarding diabetes (or her family’s medical history).  Her assumption was
compounded when Sra. López asked “why me?,” since no one in her family had
diabetes.  Dr. Harsa apparently began to interpret this as denial.  She cut Sra. López
off several times, implicitly questioned her knowledge, did not listen to several of her
responses, focused on what she perceived to be problems and non-compliance, did not
note the things that Sra. López was already doing to take care of the diabetes,
continually told Sra. López what she “needed” to do, and did not attend to her
lifeworld concerns.  Sra. López started resisting the implications of Dr. Harsa’s
questions and statements and insisting on the importance of her lifeworld concerns.
By the end of the interaction, Dr. Harsa’s initial assumption about most of the patients
she attended was reconfirmed.  She referred to Sra. López as “very resistant” (to
proper diabetes care), even though Sra. López had already consulted with the nurses
she used to work with about diabetes care and was already implementing several
practices to take care of her diabetes.

Almost everyone has been or will be a patient at some point in their lives, and
will come in contact with the logic of biomedical control.  This is particularly true for
people who have chronic illnesses, such as diabetes.  Furthermore, as discussed in
Chapter 6, the logic of control as applied to diabetes care had particular implications
for working class Mexican Americans and the health care providers with whom they
consulted in a public clinic in San Antonio.  As described in Chapter 3, this public
clinic served as the "health safety net" for the uninsured working poor and others who
did not have affordable access to private health care.
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Particular Effects of the Elements of Diabetes Care in a Public Clinic
In these conclusions, I want to highlight the particular effects that the basic

elements framing diabetes care can have in public clinics during interactions between
doctors and low-income Mexican American patients (and others) perceived to have
low educations.  In general, the basic model of diabetes care constructs a
“pathologized life” with diabetes as a series of “disciplined” treatment practices.  For
public clinic patients, doctors may tend to propose rigid schedules of timing
medications to keep instructions simple and presumably ensure compliance.  This
treatment strategy expects patients to adapt their lifestyles and particularly the timing
of their meals to the medications.  As discussed in Chapter 9, several people
mentioned that they went through low blood sugar incidents before figuring out that
they needed to eat more for breakfast.  As suggested by Hunt, Pugh and Valenzuela
(1998), an alternative strategy would be to provide patients with the skills they need to
vary the medications according to possible variations in their eating schedules, as well
as the occasional temptation to eat cake at a birthday party or eat several tamales
during the holidays.

As described in Chapter 6, the general trend for reporting the clinical indicators
was to report an evaluation of “fine” or “normal” with no numbers.  With evaluations
of “high,” the clinicians sometimes reported the numbers and sometimes did not.
Furthermore, they usually did not provide the patients with numbers in writing or
encourage them to write the numbers down.  In addition, it appears that the results of
home blood glucose monitoring (for those who could afford to do it) were not
regularly addressed during interactions, although Dr. Millner did talk about one of the
numbers Lucy Alvarez had recorded and the food she ate that morning.  Instead, the
focus was mainly on the evaluation of the “clinical” indicators.  These practices may
be common with all patients, but I suspect that doctors may provide less information
about the numbers to public clinic patients.  Future research could investigate this.

As observed in Chapter 6, the doctors’ tendency to focus on the clinical
indicators and only ask questions about symptoms for diagnostic purposes or to
address low blood sugar incidents meant that not much attention was paid to the
patients’ ongoing experiences of high blood sugar symptoms.  Several doctors
believed that their low-income minority patients could not “connect” mild symptoms
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with either high blood sugars or the progression of the illness.  However, during the
interactions that I observed, the doctors were not doing much to help patients make
those connections.  As discussed in Chapter 9, a few patients did say that initially they
did not feel that bad and did not pay enough attention when they were first diagnosed.
However, Pablo Flores, for example, noted that “in those years, nobody told me
nothing.”  The doctor just told him he was “in the borderline” and gave him pills.  Yet,
even Pablo took the pills based on his experiences of symptoms as well as his financial
limitations.  On the other hand, several people diagnosed with borderline diabetes had
doctors who did explain the illness, and they “took it seriously.”  Several people used
symptoms (as well as home blood glucose monitoring) to make “microdecisions”
about what to eat, when to take medications, and how much to take.

As discussed in Chapter 9, some doctors felt that hispanos and/or public clinic
patients had to be “shown” the long-term complications in order to ensure compliance
with the regimens that presumably enable people to maintain “good blood sugar
control.”  The accounts of Luis Antonio Tovar and Frank Nieves suggest that graphic
presentations and scare tactics may be effective with younger men who are heavy
drinkers or eaters.  However, it is not clear that these tactics would be effective with
people who are already aware of the complications based on the experiences of
relatives or friends.  Furthermore, some people like Gilbert Suárez had watched his
grandmother take all the precautions and still get complications, while his step-father
didn’t do much and looked pretty good.  Explaining the physiology of the disease and
the medications, addressing more attention to ongoing experiences of symptoms,
connecting mild symptoms with high blood sugars and the prevention of
complications, and having more open discussions about treatment practices would
probably be more effective ways to address the ongoing care of diabetes.

Just as the doctors tended to construct compliance as all-or-none, based on the
clinical indicators, it seems that they also tended to view motivation the same way.
Patients are either intrinsically motivated or they are not, based on their personalities,
beliefs, and/or culture.  Conceiving of motivation in this way apparently leads some
clinicians and researchers to trot out the stereotype of fatalism to explain non-
compliance among low-income minority patients.  A review of recent medical articles
by Luis Plascencia (2003) indicates that several researchers are still trying to correlate
fatalism with the health care practices of African Americans and Native Americans as
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well as Mexican Americans.  As I attempted to convey in Chapter 9, motivation is
more complex.  Several people who had experienced crises were more “motivated” to
try and carry out “strict” diets.  Others, such as Ricardo Machado, had experimented
over time and learned that they could make variations on the “strict” diet and still
maintain a “balance.”  Some said that “fell off” and “got back on” the diet.

Interestingly, in one of the analyses of these data, Hunt, Pugh and Valenzuela
(1998) suggested that one of the factors influencing treatment decisions was the
“power of medications.”  They observe that the focus on the medication decision
during interactions tends to reinforce this.  They cited the example of Blanca Macías.
During the first few years Blanca was diagnosed, her doctor told her that she could get
off the pills and try to control her blood sugar levels with diet only.  She wanted the
doctor to continue prescribing medications, because she might go “overboard.”  On the
other hand, as I noted in Chapter 8, Joe Flores held different views about medications.
He viewed himself as “strong” and did not want to be dependent on medications.  He
was also concerned about side effects.  After several medical crises, he was taking all
medications as prescribed, but felt like a “walking drug store.”

The analysis of the doctor-patient interactions in Chapter 6 illustrates that the
doctors did tend to assume compliance or noncompliance, based on their evaluations
of the clinical indicators, particularly with respect to diet.  Yet, Dr. Nielsen and Dr.
Harsa did not ask the patients what they were eating or how that was going.  In
addition, when doctors asked the standards of care as a series of close-ended
questions, the questions functioned as a “check-list” of compliance.  When answering
these questions, Sra. Vega and Sra. López both attempted to subtly insist, “Yes, I am
trying to take care of the diabetes.”  Ruby Chacón commented that the doctor
“checking on me” made her feel like “a baby.”  Beginning interactions with more
open-ended questions and asking what patients are doing and why might help
practitioners learn more about their patients’ efforts to implement recommended
practices within the context of their everyday lives.

Open-ended discussions could also provide the means to establish a model of
care that is not based on concerns about compliance.  The standards of care are
important, because they do help patients get access to the care they need to help
prevent amputations and blindness, and the doctors may ask these questions in a close-
ended format, because they feel they are pressed for time, given the number of patients
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they need to attend in one afternoon.  However, if they start the interactions with open-
ended questions, and then cover anything that was not yet addressed with close-ended
questions, as Dr. Millner did in most of his interactions, this shifts the power dynamics
towards an ideal of mutual respect, combined with the pragmatic recognition (which
the patients I interviewed readily accepted) that the doctors do have expertise they
seek.  This analysis suggests that doctors may be more likely to make assumptions
about non-compliance, and assumptions that the non-compliance is based on lack of
knowledge and motivation in reference to low income and/or minority patients.

As just noted, in the interactions that I observed, the doctors tended to focus on
the decisions about medications.  Under the current biomedical system, they are the
only ones authorized to prescribe medications, so when the doctors are pressed for
time, interactions are likely to boil down to this decision.  With the notable exception
of Dr. Millner’s discussion of a breakfast with Lucy Alvarez, during most of the
interactions that I observed little attention was given to diet, and even less to exercise.
On the one hand, perhaps doctors recognized the difficulties that most people (and
especially those who have low incomes) have when trying to implement diet changes.
They may have been reluctant to submit the details of the person’s diet to medical
surveillance.  Or, perhaps they felt that they did not have sufficient expertise to
provide detailed advice about diet.  Consequently, doctors typically delegated the
details to diabetes educators or nutritionists, and limited their role to providing general
recommendations that reinforced the basic messages of diabetes education.  However,
as just observed, dispensing this advice without first asking what patients were doing
implied to the patients that the doctors assumed that they were not already trying to
avoid sugar, fat, and salt.  Having more open discussions about diet would require
more nutrition training for many doctors.  As Larme (1995b) observes, the doctors’
training as well as the current insurance system tends to focus on acute care rather than
care for chronic illnesses.  It also requires recognition of the priorities and constraints
in the everyday lives of their patients.

Diabetes Education
On the other hand, diabetes care manuals such as the Joslin Diabetes Manual

(1989) emphasize the importance of a “team” of practitioners in diabetes care.  The
five-class diabetes education program at the county clinic was a relatively new
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program.  As Pablo Flores put it, back when he was first diagnosed and when his
father was diagnosed, “nobody give him a show and told him nothing.”  Most of the
people we interviewed who had attended the classes appreciated all of the practical
tips.  They were particularly interested in the guidelines for diet and foot care.
Although the Diabetes Education classes were still operating within the framework of
control and individual responsibility for health care, they did teach patients who had
low levels of education and/or English how to read the labels of cans and other
processed foods.  At least in an individual way, this enabled people to address the
hidden consumption of fat, sugar, and sodium (in salt and preservatives) in processed
foods.

The Diabetes Education nurses were also aware of the priorities and constraints
in their clients’ lives, therefore they downplayed the construction of the diet as
“strict.”  They told people that is was O.K. to eat sweets once in awhile, just in small
amounts, and preferably in the form of fresh fruits.  However, they acknowledged that
several people liked to eat canned fruit and that canned fruits are often cheaper than
fresh fruits.  Thus, Diabetes Education advised patients to buy fruit packed in juice
rather than syrup, or if that was too expensive, then drain the syrup before eating the
fruit.  My father told me years ago that even though it was cheaper for Dole to produce
pineapple packed in its own juice, they charged more for it, because it was a “new”
product.  The same is true for many other processed foods that are lower in fats,
sugars, and sodium.  The Diabetes Education nurses were aware of the budget
constraints and food preferences of their low-income patients.

One of the impressions that several people we interviewed had (at least
initially) was that this “strict” diet required giving up “Mexican” foods.  Dr. Nielsen
helped reinforce this impression when he implied that tortillas and refried beans were
high in salt and should be avoided.  The Mexican American doctor and others also
specifically cited the “Mexican” diet or food habits as one of the “barriers” to effective
diabetes care.  This overlooks people’s consumption of non-Mexican foods, such as
McDonald’s hamburgers or Chinese food.  The Diabetes Education classes addressed
various types of food, including Mexican foods.  They tried to stress that all that was
required was to use less fat (and salt) in cooking.  They also recommended that pan de
semita had the lowest sugar content of all the Mexican sweet breads.  Pablo Flores and
Francisco Cortes both liked pork chops and had given them up.  The Diabetes
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Education classes advised patients that they could eat pork chops.  They just needed to
trim the fat off the rim.  Blanca Macías, referring to “us Mexicans,” noted that “it's our
turn to keep on a diet.”  When Ruby Chacón was separated from her husband for a few
months, she lived with her mother, who “wouldn't let me eat the normal food.”  I
asked what she meant by normal food, and she replied, “Yeah, like uh, beans, tortillas,
carne guisada, potato and eggs, and you know like a Mexican eats.  (She laughed.)
[umm hmm]  The greasy fried stuff.  (She chuckled.)”  This was a time when she was
able to stop taking insulin for a while.  Rebeca Rocha lamented having to give up
many Mexican foods, but noted that her sister (who was also diagnosed with diabetes)
had begun to experiment with recipes.  Most people had switched from manteca to
vegetable oil, and several had made the switch before they were diagnosed.  Ruby and
Víctor noted that the nutritionists advised them to eat with a fork, so as not to eat too
many tortillas.  The Diabetes Education classes recommended switching from flour to
corn tortillas, because flour tortillas are made with lard.  Flour tortillas are popular in
San Antonio.  Nevertheless, several people including Gilbert Suárez and Priscilla
González had either cut back on flour tortillas or were eating more corn and hardly
any flour tortillas.  Gilbert made this change in part because he had read a critical
article discussing the history of flour tortillas, written by a Latino private doctor with
whom he used to consult.  In essence, at least some doctors and nurses were engaged
in attempting to address issues related to working class Mexican “food habits.”

Compliance
When I started doing the field research at the clinic, I had read Foucault’s work

on the clinic, power and knowledge, and disciplinary practices.  Consequently, I
immediately noticed all of the talk among doctors and nurses about patient
compliance.  When I wrote a preliminary report for MERECE on the pilot research, I
concluded that "compliance" seemed to be “rather punitive.”  In practice, rather than
focus on non-compliance with particular practices, the doctors seemed to label the
patient as non-compliant, i.e., a person who is an active subject making choices based
on the many priorities and constraints in their lives.  As Trostle (1988) points out,
compliance is a form of physician control over patient behavior.  He suggested that
compliance needed to be re-worked to focus on “drug-taking behavior” or “medication
consumption” and “clinic attendance” (1988:1306).  As Hunt and Arar point out,
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“noncompliance” is “too simplistic for complex, long-term treatment regimens”
(2001:362).

The head nurse at Diabetes Education told me that she had read about critiques
of compliance in her nursing journals.  Nevertheless, this term was commonly used to
refer to patients at the Collins-Lambert Clinic.  I assume that one reason such practices
persist is related to practitioner concerns about malpractice law suits, therefore they
need to document that they informed patients about appropriate care, and that the
patients chose not to comply.  On the other hand, as I described in Chapter 6, with
respect to diabetes care, some doctors did ask about “medication consumption,”
because they needed this information in order to decide whether it was appropriate to
increase the dosage, or simply try to ensure that the patient take the medications.
However, as I also described, the doctors tended to assume noncompliance with diet,
rather than ask patients about what they were doing.

Control
On the other hand, no one at the clinic talked about critiques of the concept of

control.  This term was used frequently to talk about diabetes and initially it “made
sense” to me.  In spite of having read Foucault, it took me longer to notice their (and
my own) uses of control to talk about diabetes, blood glucose, and various patient
“behaviors” or practices.  When I wrote the initial report, I thought that compared to
compliance the concept of "control" was “more empowering to patients” and “more
specific to the condition (e.g., blood sugar levels).”  After reading Emily Martin’s
(1987) work that led me to the work of Lakoff and Johnson (1980) on metaphors, I
decided to examine the physiology texts.  I thought I might find a few metaphors of
control, but instead I found that “control systems theory” is a fundamental model used
to describe how the body works.  As Lock (2001) suggests, Chapter 4 examines
“unquestioned assumptions embedded in medical knowledge and practice.”

Common Sense
I began the dissertation with a theoretical discussion of the Gramscian concept

of “common sense.”  After writing Chapter 4, I became convinced that it is important
to pay attention to the concepts that middle class professionals take for granted,
because they generate much of an institution’s discourse.  They also are in a position
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to pass judgments on clients based on these taken-for-granted concepts.  As Gramsci
observes, the the education of professionals can affect their potential to serve as
“organic intellectuals.”  Both doctors and nurses have the potential to develop creative
ways to approach diabetes treatment.  However, at the Collins-Lambert Clinic and
many other public clinics, the doctors come and go.  On the other hand, many of the
nurses had long-term commitments to the institution and to the community.
Consequently, the Diabetes Education nurses and other nurses working at the county
clinic were familiar with the priorities and constraints in the lives of their patients.
They were working on adapting standard recommendations to local needs.

As discussed in Chapter 6, Larme (1995a) notes that in contrast to the doctors
who thought that diabetes treatment was “frustrating,” and cited “patient non-
compliance” as “the” problem, some doctors who worked in the public clinics on the
Texas-Mexico border (who tended to be younger and/or Spanish-speaking) saw
diabetes care as “challenging, interesting, and an opportunity to learn more about
medicine and patients in general.”  They enjoyed the process of helping patients adapt
self-care behaviors to their lifestyles, and they experimented with “different
medication regimens” until one worked to address their patients’ fluctuating blood
sugar levels (1995a:6).  They never described their patients as noncompliant.

They also named “patient (and cultural) facilitators” to treatment, such as
enlisting family bonds to help patients carry out self-care behaviors, physicians using
respect for their authority to convince family members to be more supportive, using
patients’ social orientation to form support or exercise groups, stressing healthy local
foods such as corn tortillas and favorite vegetables, such as nopalitos, calabacitas,
lettuce, and tomatoes, and in contrast to doctors who stressed the negative effects of
“fatalism,” using the patients’ strong faith in God to stress that “God wants you to take
care of yourself” (1995a:8).  This means that there are alternative approaches within
the biomedical community that need to be stressed and cultivated.

Reshuffling Common Sense: The Element of Control
With regards to the formation of patient “common sense” regarding diabetes

care, in Chapter 1, I originally highlighted the notions that “common sense” can be
fragmented and have contradictions and that hegemonic struggles can be conceived of
as attempts to “reshuffle the elements of common sense.”  Clearly “control” is one of
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those elements.  The Diabetes Education nurses entitled their program, “You can take
control.”  The doctors used control in interactions with patients.  As observed in
Chapter 9, there was not a straightforward relationship between years diagnosed and
the patients’ tendency to use control.  Nevertheless, four of the twelve newly
diagnosed patients did not refer to control at all.  I also illustrated how Chris Colón’s
girlfriend (whose grandfather and brother had diabetes) and Robert Ríos’ wife (who
had had diabetes for years and was on dialysis) reframed their statements about
“making it better” and “taking care” with “control.”

As I described briefly in Chapters 2 and 9, most of the patients had parents,
siblings, and/or other relatives who had diabetes.  Sometimes people did not know
much about their relatives’ experiences with diabetes before they were diagnosed, but
they learned more and more after they were diagnosed.  This information includes
their relatives’ experiences with and talk about biomedical approaches to diabetes
care, as well as information about alternative forms of care, such as hierbas.  They
also read pamphlets and books about diabetes and health care, watched health
advertisements and programs on television, and/or attended (at least some of the five)
diabetes education classes.  In addition, people intentionally or sometimes accidentally
experienced the effects of different medication on their symptoms and/or blood
glucose levels.  They were engaged in processes of accumulating fragments of
knowledge and adjusting their approaches to diabetes care.  At the same, time they
were also continually being exposed to the metaphor of control.

Effects of the Metaphor of Control
In a television interview with Bill Moyers, Joseph Campbell posed the

question, “What metaphors do we want to structure the way we live our daily lives?”
The predominant model for diabetes care asks patients to “comply” with “strict
regimens” in order to achieve “control.”  This model also requires patients to accept
“individual responsibility” for their own health care.  The power of this ideology was
so strong that Blanca Macías, a 69-year old grandmother and great-grandmother,
referred to herself as an “undisciplined dummy,” because she was unable to constantly
maintain a “strict” diet, due to temptations at family parties and during the holidays.
Other women felt guilty every time they were tempted to eat the “normal” foods that
other family members were eating.  Some people were so determined to carry out the
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“strict” diet that they were foregoing social occasions.  People who did not “fully”
“strict diets,” accepted personal responsibility for “not taking it seriously,” even
though they did implement some practices, such as taking the pills and/or reducing
sugar consumption, not to mention the other factors that affected their abilities to
implement diet changes, such as lack of information, the constraints of work, and for
Pablo and later for Joe, the lack of health insurance.

Resistance to Control
With respect to Martin’s (1987) categories of “acceptance, lament, non-action,

sabotage, resistance, and rebellion,” there were several people who used and
apparently accepted the metaphor of control to talk about their diabetes care.
However, although of the low-income Mexican Americans we interviewed talked
about control, they usually did so when reporting what the doctors had told them.
That does not necessarily imply “acceptance,” but it may be a stage in the processes of
“reshuffling the elements” of their “common sense.”  Several people talked about
“taking care” of their diabetes, but also articulated the biomedical notions of control
(to which they were constantly exposed) within that framework.

As noted earlier, Rebeca Rocha “lamented” not being able to eat her favorite
Mexican foods, and expressed desires to lead a “normal life,” as did several other
people.  Technically, one could say that the people who did not take their medications
or change their diets were engaging in “non-action.”  However, even people who said
that they “did not take it seriously” when they were younger usually implemented
some practices and eventually implemented more practices.  The interviewees
generally did not engage in sabotage or rebellion with regards to diabetes care.

However, people did resist certain practices, such as recommendations to
switch to insulin.  They also adjusted practices depending on the priorities and
constraints of their lives.  As described in Chapter 6, Sra. López resisted the doctor’s
assumptions about her lack of knowledge.  As described in Chapter 9, Luz Romo
questioned the continual labelling of himself and other mexico-americanos as
pathogical.  Gilbert Suárez confronted his doctor about the value of the logic of
control.  However, he also told Miguel, “Sure I try to control it, otherwise I wouldn't
have been at the clinic."  His basic philosophy was to enjoy life, but he also wanted to
live "longer without coming down with anything crippling," so he and his wife had
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implemented diet changes and he was “controlling” his drinking and smoking.
Ricardo Machado, on the other hand, never used to control to talk about the diabetes.
He initially implemented a regimen to lose weight, and then modified it over the years.
His discourse focused on “balance” as the “goal” rather than “control.”  Because he
had read about diabetes, he also felt that he had sufficient knowledge to make
“microdecisions” about when it was appropriate to drink sodas or eat fruit that might
run counter to the ideals of the “strict” diet.

Paul Farmer (2002) warns against romanticizing resistance, particularly with
respect to health care.  For example, Pablo Flores took his medications off and on,
mainly because he was not given much information about diabetes and because he was
busy working and raising his children.  However, it is possible that he might have been
able to delay his eyesight loss if had at least taken the pills more consistently.
Furthermore, during that time as a self-employed plumber, Pablo did not have access
to health insurance.  On the other hand, although Ricardo had a “counter-discourse,”
he did not explicitly critique the biomedical concept of “control.”  He implemented
many recommended practices at first, and then later adjusted them based on his
accumulating knowledge.  Gilbert openly criticized the model of control, but he was
hedging his bets and implementing practices.  Furthermore, he also used the language
of control to describe his own behaviors.

Metaphors and Morality
The experiences of the people we interviewed suggest that one question for

biomedical practitioners and nutritionists to address is how necessary is it for people
with Type II diabetes to constantly maintain a “strict” diet in order to prevent
complications.  There already are alternative approaches within biomedicine, such as
the approach taken by the Diabetes Education nurses.  Nevertheless, many of the
materials they distributed still tended to portray “the diet” as lists of “Do’s” and
“Don’ts.”  The discursive emphasis on control in diabetes care seems to carry a
judgmental moral dimension that several people took upon themselves.

What effects would it have to shift the discourse of diabetes care from
“control” towards metaphors of “care” and/or “balance”?  For many, these metaphors
might form a more appealing way to structure their lives.  However, the substitution of
“care” for “control” does not entirely extract diabetes care out of the moral
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implications of the biomedical model for diabetes.  Why?  As mentioned in Chapter 6,
it is possible to talk about diabetes care without ever referring to “control.”  Doctors
can simply evaluate the clinical indicators as “high” or “fine” (or “normal”) and then
make treatment recommendations.  If the numbers are “high,” the doctors could still
make assumptions about the person’s compliance and/or whether or not they’re taking
care of themselves.  They also could still make assumptions about their lack of
knowledge or motivation.

It does seem to “make sense” that people who “manage their diabetes” or
“keep” their blood sugar levels at or near the “normal” range, may be better able to
prevent or at least delay complications.  (Notice that “manage” and “keep” are still
variations of the metaphor of control.  It is difficult to talk about diabetes or clinical
indicators without slipping into this language.)  That is one of the reasons why the
people we interviewed were willing to try and implement “strict” diets that seemed to
exclude most of the foods they loved.  Either directly (or indirectly as a “sign”), “high
blood sugars” seem to cause minor symptoms and/or damage that leads to
complications.

Related to this, I would suggest that the narrow focus on “blood glucose”
seems to have drawn researcher and clinical attention away from other variables that
may be equally important in preventing complications, such as levels of insulin or
levels of glucagon, not to mention the other substances involved in metabolism.
Another question is how can researchers “evaluate” blood sugar levels or any other
clinical indicators (that future research may show to be important), without adding the
“common sense” metaphorical (and moral) entanglements of “good” and “bad.”  One
solution would be for medical researchers and clinicians to have a greater respect for
the knowledges of people who have diabetes.  In addition, I join the chorus of medical
anthropologists who recommend that greater attention needs to be paid to the social
inequalities that affect health and health care.
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Appendix
Interview Schedule for Diabetes Care

This was the interview schedule used during the second phase of the research, with
people who were diagnosed for one year or more.

Name and invented name.

I.  Tell me about your health.
A. If something wrong:

1. How did you first notice?
2. About when did that first happen?
3. What did you think?
4. What did you first do about it?

Why did you do that?
5. Who did you talk to about it (Probe: Doctors, staff, family friends)?
6. What did they tell you?
7. How did you feel about what they said?
8. What else was going on in your life when this happened?
9. Then, what happened?

B. [If don’t discuss diabetes:]

1. What happened about [original problem]?
2. Has anybody talked to you about diabetes?
3. When did that first happen?
4. What did you think?
5. What did you first do about it?

Why did you do that?
6. Who did you talk to about it (Probe: Doctors, staff, family friends)?
7. What did they tell you?
8. What did you think about what they said?
9. What else was going on in your life when this happened?
10. Then, what happened?

II. I’m interested in what you think about diabetes.
A. Have you thought about what caused your diabetes?

1. Anything in your background/life circumstances?
2. Anything that happened to you or that you did?
3. What do other people say caused the diabetes?
4. What did your doctor say caused the diabetes?
5. Other people at the clinic, what do they say?
6. If you attended any classes, what did they say caused diabetes?
7. What else do you think can cause diabetes, in general?

B. What happens to your body when you have diabetes?
1. How does it change you?

[Probe: Manifest as symptom?]
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2. What is most difficult about diabetes?
3. Are there any good parts about diabetes?
4. How do you feel about these changes?

[Probe: happy, sad, angry, disappointed]
5. What do you fear most  about the disease?
6. What do you think would make you feel better?
7. Have you talked to anybody about the way you feel about your

diabetes?
8. What did they say?

C. Has having diabetes changed the way you live?
1. What do you do differently?

How?  Why?
2. How has it affected your relationships with the people around you?
3. How do you feel about these changes?

[Probe: happy, sad, angry, disappointed]
4. Who have you talked to about these changes?
5. What did they say?
6. Do you think of yourself as a diabetic patient?  What does that mean?
7. Can you feel it when your blood sugar goes up or down?  How does it

feel?

D. Do you know anyone else who has diabetes?
1. Who? How related? How much contact with them?
1. What happened to them?
2. What did they do about it?
3. Is your experience like theirs or different?  How so?
3. Do you ever talk with them about it?  What do they say about the

disease?
4. Did you ever help them with something concerned with diabetes?
5. Did they ever help you?

III. You’ve already told me a whole lot about what you have done to deal with diabetes.
Let’s take each thing one by one:

A.  What was the first thing you did about it when you started feeling bad?
       (or if asymptomatic, after diagnosis)?

1. When did that happen?
2. Why did you decide to do this?
3. How did you decide about this response?   [Probe: media]
4. What effect did it have?
5. Did doing this affect your life in any other ways?
6. Who did you talk to about this?
7. What did they say?
8. What did you think about it?

*[Probe:  Do you think you are doing what the doctor  
recommended or are you doing something a little different?]
*[If different:  Why are you doing something different?]

9. What difference was it supposed to make?
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10. What difference has it made?
11. Are you still doing it?  Why or why not?
12. Does it cost money to do this?
13. How did you manage to pay for it?
14. How long did you do it?  How/why did you stop?

B. [Continue with each step]
[If necessary, probes to clarify sequence of events]
[Probes, if haven't brought up: diet, exercise, meds, informal medicine,
religious practices]

C. Is there anything you think you should do that you just haven’t done yet?
1. How did you come to think of this?
2. Who did you talk to about it?
3. What did they say?
4. What difference was it supposed to make?
5. Why aren’t you doing it?
6. How do you feel about it?
7. Does it cost money to do this?

D. Has anyone suggested something you decided not to do?
1. How did you hear about this?
2. What difference was it supposed to make?
3. Why aren’t you doing this?

Probes (if haven’t brought up): Diet, exercise, meds, informal medicine,
religious practices.

E. In general, when you think of this illness,
1. What do you think might happen in the short run?
2. And in the long run?

F.  [We’ve already talked about diet, but] Can you tell me in summary,
1. What was your diet like before you were diagnosed with diabetes?

Describe what you typically ate during a week-day.
2. Has your diet changed as you learned about diabetes?  How?
3. [Probe on specific changes]  What happens when you try to do that?
4. How do you feel about these changes?
*5. Why did you decide to make these changes?

[Probe on sources of information about diet]
*6. Did your doctors or anyone at the clinic give you information about

diet?
*7. What did you think of their recommendations?

[Probes: Which ones do you follow?  Why do you follow those?
Which ones do you not follow?  Why?]

8. Where do you eat?
9. Who cooks for you and the household?
10. Who shops for the food?
11. Who do you eat with?
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12 How often do you eat out?  Has that changed since learned about
diabetes?

13. [If doesn’t come up:] How does your diet affect other people?
14. What problems come up around your diet?
15. How do you handle parties, barbacoas, and other special occasions?
16. What about drinking (beer, alcohol, etc.)?
17. What are your favorite foods?

IV. Daily Activities
A. What does an average day look like for you, for example, let’s take yesterday?

1. Activities?
2. See and talk to?
3. Likely to help you/give you advice?
4. Who did you eat with?
5. How did you get food (cook, other people cook, eat out)?
6. [If not described above]  What did you eat and drink?

B. Now can you take [weekend/weekday,which ever not done in A]?
1. Activities?
2. See and talk to?
3. Likely to help you/give you advice?
4. Who did you eat with?
5. How did you get food (cook, other people cook, eat out)?
6. [If not described above]  What did you eat and drink?

V. What do you like best about the Brady Green?
A. What do you not like about the Brady Green?
B. What would you change if you could?
C. Who are (or were) your favorite people at the Brady Green?  Why do you like

them?
D. How do you like your current doctor(s)?

Probe:  What do you like best about them?  least?
E. How do you like the nurses and the staff?

Probe:  What do you like best about them?  least?
F. Have you taken the diabetes education classes at the Brady?

1. How many classes did you go to?
2. How did you like them?
3 What did you learn in the classes?

VI. Background Information
A. Basic Information: 

1. Age
2. Marital Status
3. Number of Children and their Ages.
4. Place of Birth:  (city, state, and country)
5. Mother:  Place of Birth (city, state, and country), Surname, Occupation.
6. Father:  Place of Birth (city, state, and country), Surname, Occupation.
7. Spouse:  Place of Birth (city, state, and country), Surname, Occupation.
8. Brief residence history.
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9. Maternal grandparents:  Place of Birth, Occupation.
10. Paternal grandparents:  Place of Birth, Occupation.
11. Ethnic term, if any, you would use to describe yourself?

B. How would you describe your occupation?  (What do you do for a living?)
1. [Would you describe your last two or three jobs for me.]
2. What did you like best/least about your jobs?
3. Anyone you talked to regularly/got advice from on the job?
4. Do they have any comments on your health and how to take care of

yourself?
What?

5. How do you feel about what they say?

C. How would you describe where you live?
1. Kind of house (type; own, rent, subsidy)?
2. Kind of neighborhood?
3. How long have you lived there?
4. Where lived previously?
5. Who lives with you?  Who visits regularly?
6. Have you had a wife/husband?  Children?
7. Who do you live near that you talk to/get advice from?
8. Do they have any comments on your health and how to take care of

yourself?
What?

9. How do you feel about what they say?

D. How far did you go in school?
1. Training programs?
2. Special education programs (ESL)?

E. How much income do you have every month?
Individual:
1. Job wages?
2. Welfare programs?
3. Gifts/help from others?  Who?
4. Medical insurance for doctor/health care costs?

Household: [If uneasy, use census categories]

F. Medical Insurance:
1.  How do you pay for health care?
2. What kind of medical insurance?
3. What does it cover?
4.  How are you paying for diabetes related expenses?

(Is it a financial burden for you?)

G: Language:
1. What was the first language that you learned to speak?

English
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Spanish and English simultaneously
Spanish
Other

2. What language was spoken in your home as a child?
Only English
Mostly English
Spanish and English equally
Mostly Spanish
Only Spanish
Other

3. In your opinion, how well do you:
a. Understand spoken English?  Would you say:

very well
pretty well
not too well
not at all

b. Speak English?
c. Read English?

4. In your opinion, how well do you:
a. Understand spoken Spanish?  Would you say:
b. Speak Spanish?
c. Read Spanish?

5. What language do you usually use:
Only English
Mostly English
Spanish and English equally
Mostly Spanish
Only Spanish
Other

a. with your spouse or partner?
b. with your children?
c. with your parents?
d. with most of your friends?
e. with most of your neighbors?
f. with most of the people at work?
g. at family gatherings, such as Christmas or other holidays?
h. at the clinic?

with the doctors?
with the nurses?
[if they took the classes]  at the classes?

H. Religion:
1. Do you have a religious preference?

Probes:  Catholic, etc.
2. Would you say religion is an important part of your life?  In what

ways?
(or Do you think of yourself as a religious person?)

Has having diabetes affected your faith?  If so, how and why?
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3. Do you use prayer when you need help? [3-6 optional, in practice, we
didn't consistently ask these, but let the person talk about their religion
in whatever way they chose.]

Probes: about types of petitions,
any related to your own health?
any related specifically to diabetes?

how often?  very often, fairly often, once in awhile, never
4. How often do you attend religious services?

Once a week or more
2-3 times a month
Once a month
A few times a year
Never or almost never

5.  How often do you go to see the priest (minister, rabbi) for help with
problems?

Very often
Fairly often
Once in awhile
Never

6.  Do you participate in any other activities in church besides going to
mass?

I.  Quick Review at the End:
1.  Are you involved in any other activities (clubs, etc.)?
2.  What do you like to do for recreation (for fun, in your free time)?
3.  On average, how often do you see a physician?
4.  What do you think will be happening in your life a year from now?
5.  Five years from now?
6.  Is there anything else you would like to tell me?
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