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Series Editors’ Introduction

Pamela J. Stewart and Andrew Strathern

Kaja Finkler is well-known for her long-term, in-depth studies of med-
ica] practices in Mexico, encompassing both biomedicine and spiritualist
healing, urban and rural contexts, historical and contemporary materials,
and quantitative and qualitative methods. Rigorously conceptualized and
constructed on careful methodological guidelines, her work has set a
benchmark for empirical enquires in medical anthropology generally. We
are therefore very pleased that she has chosen to have the present volume
reissued in our medical anthropology series, with new and supplemen-
tary materials added to the original work published in 1991 by Westview
Press.

Dr. Finkler’s first book on Spiritualist Healers in Mexico, published in
19835, set the tone for her subsequent work. A particularly valuable part of
her treatment in that book was her demonstration of the overall contexts
in which spiritualist healing practices organized on a temple basis had
achieved their success by meeting certain needs not apparently met by the
biomedical system, especially for women. Her empirical observations and
her participant practice in the healing activities of the temple which she stud-
ied also led her to conclude that the healers adopted a relatively authorita-
tive and distanced, rather than familiar and emotive, stance towards their
patients. She also showed that by denying the existence of witchcraft pow-
ers, these healers both opposed Catholic church policy and encouraged their
patients to see their neighbors differently. She gave a comprehensive survey
of the outcomes of spiritualist therapy for different patients and a thought-
ful discussion of how spiritualist healers heal (see the first volume in the
present series, Strathern and Stewart 1999, for an exposition of these points).

The first edition of Physicians at Work, Patients in Pain followed, with
a comprehensive examination of how biomedical practice was operating
in the urban context of Mexico City. The book scrupulously considers
medicine from the point of view of both the physicians and their patients,
combining direct observations with formal interviews and informal ex-
tended conversations to build up well supported profiles of medical en-

xi
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counters. Dr. Finkler is able to show in detail how the ideas of physicians
as expressed in clinical contexts subtly partake in those of their patients in
terms of the background logic and assumptions on which they depend.
Here her findings mesh with those of Steve Ferzacca in his study of urban
medicine in Yogyakarta, Java (Ferzacca 2001). Mixed semantic vocabularies
emerge out of the need to achieve a rough match between physicians’ bio-
medical categories and the popular cultural notions of their patients. Physi-
cians tend to make connections between the phenomenon of “nerves” and
conditions of the spine, for example. And they also tend to translate re-
ports (symptoms) of dizziness into diagnoses of blood pressure. Some of
their diagnostic tendencies are related to urban ecology: they identify par-
asitosis frequently as a problem, largely because parasitic infection is high
in Mexico City. Some physicians prescribe minor remedies that are ex-
actly the same as those which Spiritualist healers include in their reper-
toires, i.e. herbal teas. And with the transition from infectious to chronic
conditions in urban ecology, new challenges face both physicians and patients.
Throughout, the dominant cultural preoccupations of “nerves” and “mak-
ing angers” as ethnodiagnostic categories show through clearly. Such no-
tions make it easy to find cross-cultural connections, in many different areas.
In Papua New Guinea in the Pacific “anger” (popokl) is held to be a major
factor in causing illness among the Mount Hagen people (Strathern and
Stewart 1999: 102-103). In Hagen, in the past, a confession of “anger”
would go with a statement of complaint against others, such as a spouse,
and attempts would be hastily made to try to set things to right in order
for the angry person’s sickness to be made better (Strathern and Stewart
2000: 154-158). This kind of mechanism tends to work best in small, kin-
ship-based communities. In Mexico City this does not always happen. Dr.
Finkler’s other book on Women in Pain explores the role of “angers” in
the individual lives of a set of women, sensitively tracing their quests for
well-being in life and their sufferings from “life’s lesions,” a combination of
physical and psycho-social effects. Such lesions often remain unheeded,
and their “angers” continue to make them sick (Finkler 1994a).

A complex and densely defined concept such as life’s lesions clearly en-
ables us to make a bridge between the domains of biomedicine and of “sa-
cred healing.” Dr. Finkler includes at the end of her study a thoughtful
and thought-provoking analysis of how these two domains can be seen as
intersecting, and of how they display some perhaps unexpected similari-
ties and differences (see also her earlier discussion in Finkler 1994b).
Through this comparison she seeks to establish “models of universal
processes of subjective meanings...and to consolidate these into a model
of human sickness, recovery, and medical practice” (Ch. 13). Her study
thus takes us from the most minute interpretive details of specific phe-
nomena to the most general and theoretical ways of synthesizing our in-
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terpretations of these phenomena in the domain of medical anthropology
at large. o -

Students of medical anthropology reading this book will reap the ben-
efits of having access to a collection of precise empirical da‘ta,.enhvened
by case histories, transcripts, and phenomenological description, along
with Dr. Finkler’s carefully grounded approaches to general theory. They
will be able to see clearly how theories and data are related and to pur-
sue the connections between them with the same enthusiasm Dr. flnkler
herself shows in this revised and updated text, with its significant linkages
of scientific and humanistic concerns.

Pittsburgh, PA
December, 2000
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Preface to the Second Edition

Twelve years have passed since I carried out the fieldwork on which
this book is based, and nine years since the book’s publication. Some as-
pects of life have changed in Mexico City since that time, but certainly the
theoretical questions addressed in the book are as relevant today as they
were when the book was originally written. In fact, the theoretical issues
advanced in the book have subsequently come to the fore in medical an-
thropology and social health sciences.

Indeed several aspects of life in Mexico, as depicted in Chapter 2, have
changed within the past decade, exacerbating the health of the popula-
tion, even when some of the changes have been favorable to Mexico City’s

_residence. The population of the capital has decreased by 8 percent dur-
ing the past decade,! and the dizzying rate of inflation of the 1980s and
early 1990 has reduced to the current rate of ten percent. But adverse
changes, arguably associated with the North American Free Trade Agree-
ment (NAFTA) that was inaugurated on January 1, 1994, have offset the
positive ones. _

Along with the implementation of NAFTA came a new economic crisis
in 1995, including increased unemployment and an unprecedented rise in
the crime rate, especially in Mexico City. According to Rozo (1999) peo-
ple’s real income fell 30 percent between 1995 to 1997. Some have also
shown that NAFTA intensified regional and social inequalities in Mexico
in general,? concurrently with raising people’s hopes and expectations for
improvement of their economic circumstances. Alas, many jobs were elim-
inated in Mexico City at the same time that the Mexican peso lost its pur-
chasing power. Admittedly, NAFTA has encouraged industries to move
to Mexico but it simultaneously perpetuated the low cost of labor (cur-
rent minimum wage is $4.00 a day),’? resulting in two Mexican economies,
one of the poor and the other of the wealthy. Significantly, the Inter-Amer-
ican Development Bank calculates that in the 1990’ “Mexico’s wage in-
equality has risen more than any other Latin American country’s” (The
Economist 1990:12). Free trade promoted by NAFTA may have benefited
the upper and middle classes with the advantages of a modern economy,
but not the people included in this study, who form part of the giant class
of poor people in Mexico. While globalization has led to the moderniza-
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tion of Mexico’s national economy, the country continues to suffer from a
chronic shortage of employment and millions of people continue to sub-
sist on the informal economy and part time work.*

Coupled with the deterioration of economic conditions among the poor,
there has been a marked proliferation of drug trafficking since the mid
20th century. The drug trade undoubtedly contributed to the soaring crime
rate, leading to people’s fears and anxieties that in Mexico are often ex-
pressed in sickness. As we read in Chapter 2, people talked about crime in
their communities even twelve years ago, but rampant crime increased to
such a degree that, for the first time in over 30 years of my experience in
Mexico, I felt fearful during my stay in 1998. Previously, l had always felt
safe anywhere I went in Mexico City and throughout the country. Not
surprisingly, the most recent statistics show that Mexico City averages
some 600 crimes a day, and it has now the country’s highest crime rate.

Pollution too has increased in Mexico City in the past decade. At the time
of the study, I noted that the pollution content was 129-point ozone,’
whereas in 1999 it rose to 144.9, a figure that is considered dangerous to
overall health.¢ In fact, 80 percent of Mexico City’s residents have some sort
of respiratory problem associated with air pollution.

Mexican beliefs about sickness have not changed, nor has the health
care delivery system, discussed in Chapters 3 and 4. During my stay in
Mexico in 1998, I noticed that Salud Hospital had received a bit of a “face
lift,” however. The entrance halls and waiting rooms were better lit then
before; they were freshly painted, there was some new furniture, and the doc-
tors’ workspace was enlarged, including the cubicles where they received pa-
tients. But the lines of people waiting to receive attention remained equally
long, extending to the outside courtyard. Street vendors continued to hawk
their hot foods and various wares at the entrance area to the hospital, which
gives the appearance of a traditional Mexican market.

The preconsultation system I describe in chapter 4 has been eliminated.
In 1998 patients were directed immediately to a physician in the Internal
Medicine Clinic without being screened by a preconsultation physician,
easing the clinic’s intake procedures. Hospital fees have increased com-
mensurate with inflation, but rates remained as low as before.

The hospital physicians’ salaries that I discuss in Chapter S have in-
creased in the past decade to conform to the salary scales of doctors em-
ployed by the National Institute of Social Services (IMSS), which is con-
sidered the premier system of health care delivery in Mexico. Nevertheless,
Salud Hospital physicians’ status in the medical and social hierarchy of
Mexico has not been raised.

Most important, the public health conditions including impure water,
lack of sanitation and plumbing that are the major causes of disease as-
sociated with poverty, remain the same as they were a decade earlier.”
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A new century has ushered in a new beginning for Mexico with the de-
feat of the Institutional Revolutionary Party and the election of a new pres-
ident. It remains to be seen, however, whether the new century will also bring
social, economic and public health reforms that would alleviate much of
the suffering engendered in Mexican people’s daily lives.

Significantly, we have seen some changes in biomedical beliefs and prac-
tice in the United States, which serve as the model for Mexican biomed-
ical practice, including an increased dependence on medical technology
for diagnoses and treatment, and greater patient autonomy. Biomedical
etiological beliefs too have moved in new directions. For example, al-
though the concept of the inheritability of disease has existed in biomed-
icine since the mid nineteenth century, since the mid twentieth century bio-
medical etiological explanations have given enormous emphasis to the role
of inheritance of diseases.? In Chapter 3 it can be seen that concepts such
as heredity of disease have formed a part of Mexican physicians’ etiolog-
ical tool kit and have also impacted on folk beliefs. But such changes, as
well as greater dependence on technology in routine practice or promo-
tion of patient autonomy, have not as yet influenced biomedical practice in
Mexico in a marked manner, as they have in the United States.’

The theoretical approach I took then to analyze my findings has be-
come more relevant since the publication of the book. A central question
I raised then, as now, was: Does a system of knowledge spawned in one so-
ciety change or stay the same in another? With globalization now being
in full force, this is an especially relevant question. Contemporary theo-
rists of globalization recognize that all systems of knowledge and cultural
practices become reinterpreted as they move across geographical borders
(Giddens 1990, 1991, Hannerz: 1992 Wolf: 1992). It is interesting to note,
however, that scholars of the globalization process have not examined
biomedicine, a major component of globalization, as I have done in this
book. They may recognize that other cultural practices become reworked,
reinterpreted, homogenized, or creolized, or as Giddens suggests that local
transformation “is as much a part of globalization as the lateral extension
of social connections across time and space” ( Giddens 1990:64). For Gid-
dens (1991:22), globalization is a dialectic process that “results in the
spread of modernity in terms of an ongoing relation between distancia-
tion and the chronic mutability of local circumstances and local engage-
ments.” Biomedicine is embedded in modernity, and Gldden s assertions
are pertinent to medical practice as well.

The reworking of cultural practices as they diffuse to different societies
reveals the degree to which any system of knowledge is socially con-
structed.’® The social constructionist perspective has generated myriad
studies in various disciplines and has bloomed in anthropology within the
last decade of the 20th century. My work, as can be seen in this book, has
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been guided by a modified social constructionist approach that avoids re-
ductionism. As we learn in Chapter 5, biomedicine as a system of knowl-
edge and practice was indeed constructed in Europe and the United States.
It becomes reconstructed as it diffuses cross-culturally, as we see in Chap-
ters 6, 7 and 8: In short, it becomes “Mexicanized” in Mexico. But, we
must be clear about what exactly is being constructed, reconstructed, where
and by whom. Clearly, not all biomedical disease categories are socially con-
structed (e.g. cancer), nor all the practices of biomedicine reshaped. At the
same time we must not privilege biomedicine, and we must not assume, as
some have done, that it is not subject to any reworking.

The book thus provides a finely tuned analysis of the interchange be-
tween the global and the local aspects of biomedical practice. We require
detailed empirical studies of biomedical practice in economically devel-
oping societies that also reverberate on the nature of social transforma-
tions and refine our understanding of diffusion, globalization, and the so-
cial construction of biomedicine.

Some may suggest that the physicians discussed in the book, especially
in Chapters 7 and 8, are simply bad physicians because of the ways in
which we see them practice medicine. Such people may use American bio-
medical practice as the universal yardstick of what is and is not accept-
able biomedical practice. Interestingly, in her book on science and values,
Longino (1990) observes that “scientists sometimes become defensive
when asked to comment on the relation between science and values be-
cause they think their moral integrity is being challenged. Or they dismiss
cases of value influence as ‘bad’ science, practiced only by the corrupt or
inept” (p5). I have occasionally encountered a response described by
Longino to the findings presented in this book. In fact, some readers of
the book may react similarly. However, I must refer to a point recognized
by others that medicine “is both shaping and shaped by the cultural cir-
cumstances that surround it” (Macleod and Lewis 1988) and that it takes
on a cultural cast in the societies in which it is practiced. To say this is not
to suggest that biomedicine is being debunked or that it is practiced badly
by physicians in other cultures. Rather it is to say that human beings act
1n an ongoing process of reinterpretation of all practices, throughout his-
tory. Hence, to repeat a point I made earlier, we need more studies of bio-
medical practice in economically developing societies to reveal transfor-
mations of biomedicine in specific sociocultural contexts. By so doing, it
will provide us with more accurate profiles of chronic disease patterns
worldwide. The model I provide of biomedical transformation in Chapter
6 is a first such attempt. ‘

I also reemphasize in Chapter 6 the practical reasons why it is impor-
tant to assess how biomedical diagnoses are made cross-culturally. I pro-
pose that we must question the ways in which clinical judgments are ar-
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rived at because biomedical diagnoses form the bases of international
health policies. Unless we understand physicians’ clinical reasoning in a
given society, especially of noninfectious diseases, we cannot assume that
they are identifying uniformly the same disease, even though they employ
a uniform medical nomenclature. We must gain a better understanding of
the ways in which the diffusion and globalization of biomedicine influ-
ences diagnoses and treatment in order to assist policy makers to promote
more effectual health care delivery programs.

Another central aim of the book is to show how people comprehend
and manage their sickness. That is to ask, how do people in different cul-
tures interpret what it is that makes them well, what makes them sick,
and what factors influence their perceived recovery? Concomitantly, the
question arises: What role does the doctor patient relationship play in in-
fluencing patient recovery? We could dismiss these questions by simply
stating that sickness is caused by anatomical lesions, by noxious organ-
isms, wear and tear through aging, environmental hazards, or heredity,
independent of the human context in which infirmity exists and that recovery
is produced by the prescribed medications and leave it at that. But schol-
ars have recognized that despite biomedicine’s achievements as a curing
system, extrasomatic aspects of people’s existence contribute to sickness and
recovery.

I take a non-biologically reductionist approach to help us comprehend
human sickness and recovery by introducing the concept of life’s lesions.
Since the time of the initial publication of this book, I developed further
the notion of life’s lesion discussed in Chapter 1. Therefore, I have re-
worked chapter 1 to conform to my current understanding of life’s le-
sions.!! Ten years later, I am persuaded more than ever of the significance
of this concept, as well as the importance of the phenomenological ap-
proach 2 in which the notion of life’s lesions is embedded to help us com-
prehend sickness and recovery. Nevertheless, I continue to believe that
medical anthropology must not discard quantitative methodologies and
analyses for selected questions. The quantitative findings I present in Chap-
ter 10 are significant, and I have added some new statistical analyses, but
the phenomenology of experience that comes into bold relief in the book
is central to my thinking.

Lastly, I have revised and amplified all the chapters to some extent, but
especially Chapters 1, 6, 7, 12 and 13. I have also made some stylistic
changes in all chapters and updated the reference section in order to in-
clude more recent works on topics discussed in the book.

Kaja Finkler
Chapel Hill, NC
April 2001
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Notes

1. The population of Mexico has increased in the past decade to 97.5 million but the
population of Mexico City has decreased to 18 percent from the 26 percent of the total
Mexican population of a decade ago. For various explanations for this decrease see The
Unesco Courier 1999.

2. See Morales 1999.

3. In a New York Times article by Weiner and Gori (2000: 12) the authors point out
that “millions of people scrape by on less than two dollars a day.” And according to The
Economist (2000) according to government statistics a third of the working population
earns less than this minimum.

4. See, for example, Smith and Malkir: 1998; also The Economist 1999.

5. See footote 2 in Chapter 2.

6. I hasten to add, however, that whereas berween 1990-1992 there were 177 emer-
gency days in Mexico City, in 1999 there were only 5 such days.

7. See Zulawski 1999.

8. See Finkler 2000b.

9. Finkler 2000b.

10. cf. Berger and Luckmann 1967.
11. See Finkler (1994) for a complete discussion of this concept.
12. Merleau-Ponty (1963); Schutz 1967.

Preface

This book has its roots in eight years of my professional life in Mex-
ico, from the first time when I visited the country as a novice “to discover
the world” to my subsequent returns as a professional anthropologist be-
ginning in 1970. During this period I addressed anthropological concerns

" bearing on the socioeconomic and political life of the peasant population.!

Living with people in their homes and participating in their lives, I was
drawn into their experiences of affliction and was often called upon to as-
sist in its management when I was asked to drive a member of the com-
munity to a physician or, if that failed, to a Spiritualist healer. By 1975 I
became immersed in matters related to sickness and its alleviation. This
concern led me to carry out a study in 1977-1979 of Spiritualist healing,
a predominant mode of alternative healing in rural and urban Mexico.

Spiritualist healing was a propitious subject through which to address
theoretical concerns relevant to sickness and to the healing process from
the patient’s perspective. I therefore systematically examined the thera-
peutic outcomes of Spiritualist healing, a type of investigation that had
not been carried out before in Latin America. In doing the study of Spir-
itualist therapeutics, I discovered that all newcomers to a Spiritualist tem-
ple had already sought outpatient care from a variety of biophysicians
who failed to alleviate their ailments. Since Spiritualist healers drew such
a large clientele, I asked, “Why does biomedicine fail to alleviate patients’
afflictions?” This question led me to return to the field for another inves-
tigation, this time to study biomedicine and its patients.

Moreover, despite my overt familiarity with biomedicine and its vo-
cabularies, I wondered whether it was practiced in the same way I knew
it as a European-American. Could I assume that what appeared the same
was the same? Or do practices ostensibly international in scope become
transformed and reinterpreted by practitioners in other cultures? To ad-
dress this and other questions of theoretical and practical importance, in-
cluding patients’ responses to biomedical therapeutics, I spent two years
(1986-1988) in Mexico City at one of the oldest and largest metropoli-
tan hospitals. There, I was privileged to observe physicians in their day-to-
day activities and their dealings with patients.

I chose to address this question in Mexico City rather than in the rural
region for methodological reasons: In the rural towns where I had previ-
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ously worked there was no one medical center that brought together suf-
ficient numbers of ambulatory patients to allow for a large sample within
a limited research period. Conversely, in Mexico City I was given access to
an outpatient clinic of a large hospital where numerous first-time patients
were seen daily.

While the patient population in both the rural and urban settings orig-
inated from similar social strata of Mexican society, doing fieldwork in
Mexico City using traditional anthropological techniques of participation
and observation was difficult. Unlike the countryside, where I was incor-
porated into the community and encompassed by it, Mexico City lirnit.ed
my participation in the community because of the amorphous boundar}és
of city neighborhoods. Full participation in the daily thythm of life with
the same people is not usually feasible, as it had been in a rural village,
because of the extensive size of the city and its many neighborhoods. More-
over, unlike the rural communities, where I found people, especially women,
at home most of the time, in the city the daily rhythm of life is tied to an
endless round of errands and petty commerce. So it was a special treat,
rather than a daily routine, to share a meal with a family.

Before my study of Spiritualism, I was unfamiliar with its healing techniques
and specialized vocabulary. In contrast, I was conversant with biomedicine
and its practices and vocabularies as part of my own cultural heritage and
from a previous study in the United States. During my sojourn in the Spir-
jtualist temple I was invited to participate in the rituals and recruited to train
as 4 healer; in the hospital in which I did this study, however, I was not
spurred to become a physician. Rather, my role was one of a welcomed ob-
server. I was received at the hospital with utmost graciousness and encour-
agement by most of the physicians and administrators. The findings bearing
on biomedical practice I present are based on my direct observations.

During this field stay, much of what I learned was from people’s narratives
about their existence rather than by direct observation of their daily ac-
tivities, as in my previous studies. Nevertheless, individuals repeated the
same narratives often enough that I was satisfied that I was getting at the
realities of subjects’ lives as they perceived them.

Upon exiting from the subway in the heart of the city, where the hos-
pital is situated, I would pass a series of food vendors, some hawking tra-
ditional Mexican foods that they prepared there on coal burners, others sell-
ing sundry articles such as candy, cigarettes, pens, creams, Newspapers,
tissues, cassette tapes, and numerous other easily portable goods. On Tues-
days and Fridays, I made my way through a small market set up by ven-
dors selling chickens, cheeses, and other foodstuffs. At least twice a year
stalls with used books line the street paralleling the hospital entrance.

At least four times a week, a group of ten to fifteen men were usually
assembled atithe hospital entrance. I later met them inside interrupting
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medical consultations to present their prepared speeches to physicians,
and plugging the newest drugs produced by their respective companies.>
The pharmaceutical salesmen, dressed in expensive suits and carrying el-
egant leather briefcases laden with drug samples that they readily distrib-
uted to the physicians, provided a startling contrast to the predominantly
indigent, poorly dressed patients lined up for a consultation in the outpa-
tient clinics, some holding young children in their arms, others X-rays in
their hands; some accompanied by relatives or friends and others by them-
selves. Some had European faces, but the majority were clearly a mixture
of European and Indian ancestry typical of the population dominating the
Mexican human landscape.

Some patients arrived at 5 a.m. to form the line. Many came from far-
off states, while others lived in Mexico City and its environs. Some days
the long lines inside the hospital extended to where the pharmaceutical
salesmen congregated and on other days the lines were contained within
the confines of the hospital’s waiting room. The lines moved slowly as peo-
ple were processed for admission. Many of those waiting patiently were first-
time patients who required identity cards (IDs) issued by the hospital,
while others with their IDs in hand came for follow-up visits.

Patients were processed inside a poorly lit waiting room with rows of
chairs surrounded by little booths where, upon paying a minuscule fee,
they received the IDs entitling them to medical services at the hospital.
The line began moving around 7:30 a.m., when clerical staff in charge of
admissions arrived. Patients milled around after they received their cards
until they saw one of several physicians who, on the basis of a few pre-
senting symptoms, channeled them to the various medical specialties, in-
cluding Internal Medicine, which subsequently was renamed General Med-
icine. Once directed to the proper medical department, those assigned to
Internal/General Medicine sat waiting for the doctors who trickled in be-
tween 8 and 10 a.m. to attend to their patients.

My own day began at the hospital at 7:30 a.m., when I would select
patients for the study, participate in the interviews conducted by my as-
sistant, and then observe the physicians as they conducted consultations with
new and old patients, including those interviewed by my assistant for the
study. The morning shift ' with its frantic pace ended around noon. The
physicians working the first shift quickly dispersed to other jobs, to their
private practices, or to other government medical institutions.

In order to randomize the sample population, I and my assistant waited
for the afternoon shift to interview patients seen by a new crew of doc-
tors, nurses, and clerical staff: I welcomed the afternoon shift when a calm
befell the outpatient service. Fewer patients sought treatment then and the
pharmaceutical representatives were gone. The physicians began arriving
between 2 and 3 p.m. and saw patients until 6 p.m.
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At first we interviewed patients both during the morning and afternoon
shifts; later, I rotated the interviews between morning and afternoon, which
left the remainder of the day and weekends to follow up on patients.in
their homes dispersed in various districts of Mexico City. After having in-
terviewed 267 first-time patients at the hospital, I and my assistant spent
longer and longer periods in the homes and neighborhoods of the people
interviewed in the hospital to gain a better understanding of life’s rhythm
in the megalopolis.

Unlike in laboratory work, methodological requisites in anthropolog-
ical fieldwork are intertwined with the realities of the field site. Doing field-
work in a city of 20 million people and immense geographical expanse
presented various personal hardships despite the availability of conve-
niences such as a toilet, a shower, a telephone, and other modern ameni-
ties that I lacked in earlier field stays. Finding appropriate living quarters
was very difficult; after the 1985 earthquake housing became especially
scarce. In addition, the polluted air, the sheer logistics of getting around a
city the size of Mexico City to meet with the study participants within a
time stipulated by methodological criteria, and the constant reminder by
the local inhabitants of dangers and their apprehensions that another dev-
astating earthquake was imminent took their toll. But perhaps most drain-
ing on me was witnessing the drama of the medical consultation and the
squalor in which participants of the study lived, some even lacking food to
eat, and becoming involved in the suffering of so many of the people as
they unfolded their lives to me during the course of the study. The voice of
the mother 'of one twenty-year-old patient who had recently lost her first
baby resonates especially in my ears as I hear her recounting how her hus-
band had violated this daughter, asking me, “How can I live with this
pain?” I encountered various ethical dilemmas that gnawed at me, as when
I witnessed what I regarded an inappropriate management of one woman’s
sickness or when patients asked my advice about how to deal with prob-
lematic relationships with a spouse or child. I believe that my role as re-
searcher is incompatible with that of a personal advisor.

Regardless of the numerous hardships, fieldwork was extraordinarily re-
warding because I got to know many valiant people, both patients and
physicians, who maintain their dignity despite the numerous insults to
their being sparked by their distresses. Amid untold hustle and bustle and
personal anguish, the study was, nevertheless, carried out with method-
ological rigor. Each admissions clerk had a specific task: One was charged
with distributing the newly created files for new patients to the attending
physicians. When a patient’s file indicated that he or she resided within a
radius of approximately ten miles of the hospital, the clerk gave the name
of the patient to my assistant, who would then seek out the patient from
the large crowd waiting for a consultation. After giving a detailed expla-
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nation of the study and its purpose, my assistant inquired whether the se-
lected patient was willing to participate and be visited in his or her home.
The doctor was then informed that one of the new patients assigned to
him or her was being interviewed for the study.

Patients were interviewed while they waited to be seen by the physicians
in a cubicle assigned to me by the hospital. Physicians usually saw new pa-
tients after they had attended to their regular ones, allowing for the one
and a half hours necessary to carry out the initial interview before the pa-
tient received the medical consultation. The majority of patients were in-
terviewed by my assistant; I was present at the initial phase of the inter-
view, when I engaged patients in open-ended discussion. Then the assistant
administered a specially constructed 122-item interview schedule that in-
corporated Kleinman;’s explanatory model (1980) and a standardized health
questionnaire, the Cornell Medical Index (CMI), while I sat with the physi-
cian to whom the subject in the study was randomly assigned during all of
his or her medical consultations for that given day. When the participant in
the study was called iri by the nurse, I was present during the consultation.
Many people indicated to me that they were reassured by my presence. At
first my presence affected the physicians’ comportment. Once the doctors
became accustomed to my being there, I was accepted by them and the pa-
tients as one of the various people present during a consultation.

Depending on the time of day, various other people were usually present
during a consultation. Two physicians almost always had second-year
medical students in their cubicles. Nurses routinely came in and out, and
during the morning shift, the pharmaceutical salesmen entered at will, one
after the other, to present their monologues.

Generally speaking, sickness is not usually regarded as a private matter
in Mexican popular culture, and the need for privacy is not a paramount
concern. In fact, when I questioned patients about how they perceived the
presence of strangers during the medical consultation, they indicated that
to them it signified that the people present were concerned about them
and this was the reason they were there.

The unresolvable dilemma of anthropological fieldwork is, of course, the
degree to which the presence of the anthropologist defines the situation
and affects the aims of the study. Some people, in fact, reported that they
had felt better after the initial interview, even before they saw the physician.
Undoubtedly, my presence may have influenced one of the study’s aims:
to assess patients’ responses to biomedical practice. Nevertheless, the vari-
ability in patient perceived recovery suggests that my intervention may
have had a minimal effect. Otherwise, patients would have uniformly re-
ported that they had recovered.

Both the initial interviews and the consultations were tape-recorded
with the patients’ and physicians’ permission. After the consultation, the
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physicians furnished me with their diagnoses and assessment of the pa-
tient’s condition and its etiology, whether they considered the patient’s dis-
order grave or not grave, and the expected recovery time following treat-
ment. I recorded the date of the patients’ next appointment so that I could
be present during each patient’s follow-up hospital visit. I engaged the
physicians in lengthy open-ended discussion about how they established the
diagnosis in order to give me insight into the clinical reasoning of each of
the doctors.

If I was absent from the hospital for a few days, the physicians and
clerks inquired about my whereabouts, and on various occasions physi-
cians contacted me at home if they knew that one of the patients we had
mnterviewed requested an unanticipated appointment.

I followed up on patients at the hospital, on return visits, and in their
homes. Usually two or three patients were interviewed at the hospital each

day. One or two were followed up at home during a day, depending on

the length of each visit. Sometimes I spent eight hours with a subject and
his or her family, sitting on an uncomfortable chair, and in some homes
water dripped down on us from the tin roofs during the rainy season. The
visitation schedule was the most difficult to maintain in a standardized
manner. Each patient was scheduled to be followed up on at home be-
tween thirty and forty days after the initial medical consultation.* Prear-
ranging appointments even a few days in advance was impossible in al-
most all cases because patients lacked telephones. As a result I often spent
one or two hours traveling by subway and then by a collective van that
squeezed thirteen people in a space normally designed to accommodate
six, then spent another half hour finding the house, to discover that the
person was not at home.

Even visiting patients who lived in the same general vicinity (for ex-
ample, those residing in Nezahualc¢yotl) was extraordinarily time con-
suming because the district is so extensive. When a person was not home
on the first attempt, one or two weeks sometimes elapsed before I could visit
him or her again. Thus, while methodologically it was important to follow
up on subjects within the exact same time interval, logistically this could
not be accomplished.

The reader ought not expect descriptions of exotic customs, as one
might have come to anticipate from anthropological studies. To most read-
ers biomedical practice is familiar from their own experience. But we will
learn about subtle distinctions between ourselves and the people of Mex-
1co, including differences in biomedical practice. It is not my aim to es-
tablish the correctness of any one medical system, to glorify or to demean
biomedicine. As an anthropologist, my aim is to describe and interpret my
observations, using anthropologically informed theories about sickness,
healing regimes, and the healing process. I posed four basic and simple
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questions: Why do people get sick? What makes them well? How and why
does biomedicine in Mexico succeed or fail to heal patients with non-life-
threatening, non-acute conditions? Is biomedicine a universal system of
healing or is it culturally shaped? The answers to these questions are com-
plex, however. In this book I attempt to shed light, if only a minimal
amount, on these issues, and I can only hope that it will stimulate others
to build upon it.

Kaja Finkler

Notes

1. See Finkler 1974.

2. I carried out a pilot study using similar methodologies at a university hospital in the
American South. See Finkler (1989).

3. For a discussion of the pharmaceutical industry in Mexico, see Gereffi; 1983.

4. I'will note the reason for this timing in Chapter 10, note 2.
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Introduction

This book presents a theoretical and an empirical study of biomedical
practice in Mexico and patients’ responses to it. The research is based on in-
tensive and extensive fieldwork in the Internal Medicine outpatient clinic of
a public hospital in Mexico City that, for this study, I will call Salud Hospi-
tal. My focus on biomedical practice in Mexico permits me to explore three
interrelated theoretical issues. First, the ways in which a system of knowledge
developed in one society becomes translated in another. Second, the ways
in which patients respond to biomedical treatment received in a public hos-
pital, and lastly, to address the question of what is the basis of sickness and
recovery that would illuminate patients’ varied responses to treatment.

This work is a direct outgrowth of my previous extensive investigations
in Mexico, including my last study of Spiritualist healers in Mexico.! The

- reader may wonder what Spiritualist healing, rooted in sacred revelations

and practiced by people who have little formal education and no medical
training, has in common with biomedicine, which is predicated on a sci-
entific epistemology, dependent on complex technologies and highly pro-
fessional personnel with numerous years of training? The answer is found
in the recognition that biomedicine, like any other healing system, in-
cluding Spiritualism, is a culturally produced system of knowledge that is
subject to cultural molding, mirroring the society of which it forms part.?
Because biomedical knowledge and practice form part of a cultural sys-
tem, they are subject to anthropological scrutiny in much the same way as
any other cultural practices the world over. To focus on biomedical activ-
ities is to address profound issues pertaining to the nature of medical sys-
tems, to health, sickness and the healing process.

The history of biomedicine and its practices has undergone numerous
transformations, reflecting societal transformations in Western society.’
Thus, contemporary biomedicine, like science itself # is not an objective, acul-
tural system of knowledge but one that emerged out of a particular historical
moment in the social formation of Western society that had its beginnings
in seventeenth- and eighteenth-century Europe.’ For example, biomedi-
cine’s model of the human body as a standardized machine and sickness
as the breaking down of its component parts ¢ mirrors the predominance
of machines in modern society. In 1800 sickness was conceived chiefly in
individuai terms.” According to Rosenberg, “Even epidemic disease was un-
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derstood to be an unbalanced state in a particular individual, imbalance
resulting from the sum of interactions between an individual’s constitu-
‘tional endowment and his environment”(1986:40). “In the first third of
the nineteenth century physicians through the Paris clinical school began
to consider disease as a specific, ordinarily lesion-based entity that reenacted
itself in every individual sufferer. Lesions discernible at post-mortem could
be correlated with symptoms exhibited during the patient’s life” (42).

In my previous work I studied patients’ responses to treatment in order
to gain an understanding of the requisites for recovery and the healing
process, the beneficial components of a medical system, and patients’ ex-
pectations of treatment. In this book I continue to pose similar questions
concerning the healing process by focusing on biomedical treatment in
Mexico. By addressing the question of patient-perceived therapeutic out-
comes, the study underscores various components of biomedicine that dif-
ferentially influence patients’ responses to it, including specific constituent
aspects of the medical encounter, and permits us to postulate universal
and culturally shaped aspects of biomedical practice. By examining how pa-
tients perceive biomedical treatment we also gain a better understanding
of how human beings deal with and explain the existential human dilemma
of sickness and its requisites for recovery. To understand the healing process
is to understand the web of interconnections between sickness and recov-
ery, as well as the therapeutic regimens that people select to alleviate their
sickness.

There was a time when medicine was purely a theoretical science,? when
the patient’s perspective was unimportant. But medicine is no longer a the-
oretical discipline; it has become goal oriented, and its goals are to cure pa-
tients. As a goal-oriented profession, the patient’s perception is the essence
of medicine’s realization of its goals, and “the prized objectivity of the
physician must yield somewhat to the patient’s report. However objective
he may wish to be, the physician has always to rely on the history, the
story really, which is largely the patient’s subjective report™ (Spiro 1986:3).
To understand how people comprehend and manage their sickness and
what makes them well has practical consequences as well. Human beings
relinquish feeling sick when they perceive themselves recovered, irrespec-
tive of objective medical measures. Until then they continue to engage in
a quest for a cure by “doctor shopping™ at great expense to themselves
and the nation.?

Elsewhere I discussed at great length the difficulties of assessing thera-
peutic outcomes of any type of healing system including biomedicine. '
There is an extensive literature dealing with issues pertaining to the feasi-
bility of assessing biomedical treatment outcomes,'! but any measure of
medical treatment has its pitfalls, not the least of which is the obvious fact
that diseases are self-limiting and that in some measure the body heals it-
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self with or without ministration. For these and other technical reasons, it
is difficult to establish the efficacy of any type of therapy. According to
Pellegrino (1979) therapeutic efficacy is defined as “the capability of an
agent to alter the statistically predictable natural course of the disease”
(256). With the exception of antimicrobial agents, surgery and organ trans-
plantation there are no therapeutic agents at present capable of removing
the causes of most diseases.’? A large array of impairments, including many
chronic conditions, lacks a cure comparable to that for microbial disease.!
If the underlying causes of most pathology cannot be eliminated, how then
can effective treatment be assessed? ,

Researchers have been locked in a controversy as to what, if anything,
ought to be measured. Some have argued that inasmuch as it is impossi-
ble to define efficacy, owing to a host of intervening variables, medical
treatments can be assessed only by determining whether standard therapeutic
procedures have been followed.' Such procedures include the use of med-
ical histories, physical examinations, laboratory tests, and other technical
diagnostic interventions. Alternatively, others have failed to find any re-
lationship, or only a tenuous one, !* between performance of medical pro-
cedures and outcomes; still others have found that therapeutic outcomes
are dependent on psychosocial variables unrelated to the care received by
patients.'¢

In this study my aim is not to seek objective measures of outcome of
treatments patients received in Salud hospital. The measures in this study
are based upon patients’ assessments and therefore subjective. In Spiro’s
word (1986), “Relief of symptoms is important even when the physician
is not sure what is wrong with a patient” (6). Concomitantly, recovery at-
tributions open a view to the nature of the sickness and its etiology. My find-
ings suggest that patients’ perceived responses to biomedical treatment of
non-life-threatening conditions are associated with multiple factors, in-
cluding certain objective conditions of a person’s existence, distinct aspects
of the medical encounter, and the nature of the patient’s sickness, includ-
ing whether the sickness is associated with a person’s life’s lesions. The
two notions— sickness and life’s lesions— merit some consideration.

By life’s lesions I mean the perceived adversities of existence, including
inimical social relation, and unresolved contradictions in which a human
being is entrenched, which gnaw at the person’s being and fester through
time, producing myriad non-life-threatening symptomatologies, or sick-
ness. Life’s lesions signify the embodiment of generalized adversity and
contradictions and re-create in the internal world of the body the perceived
contradictions and disorder of the external world. Informed by Merleau-
Ponty (1963), who proposed that the body communicates to the world
and the world becomes expressed by the body, Kleinman (1986) observed,
“The body feels and expresses social problems” (194). “The body medi-
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ates structure and cultural meaning making them part of the physiology”
(195). Life’s lesions intrude on the body in much the same way as any
pathogen, or anatomical lesion but they are not fatal, as heart attacks or
cancer tend to be. A person’s life’s lesions mirror a person’s history that
becomes inscribed on the body and manifested in anguish, in generalized
pain experienced in the entire body, and in non-life-threatening sympto-
matologies of unspecified etiology. These symptomatologies are often un-
translatable into signs upon which medical diagnoses are based, and they
often go undetected by traditional biomedical technologies.'” Inscriptions
carved by life’s lesions make a person painfully aware of his or her body
and of being sick.

Consider, for a moment, human beings evolved as social sentient be-
ings, whose very day-to-day existence is embedded in a social and physi-
cal environment, which is an extension of the human body. Or, “Contrary
to objectivism, we are not merely mirrors of a nature that determines our
concepts in one and only one way. Instead, our structured experience is
an organism-environment interaction in which both poles are altered and
transformed through ongoing historical process” (Johnson 1987: 207).
The lived body affects and is being affected by the world both positively
and negatively.'® An assault on the day-to-day existence with its atrendant
contradictions produce life’s lesions together with anatomical lesions, in
much the same way as any insult to the body inscribes its lesion on the
person. In keeping within a phenomenological framework, I propose that
life’s lesions are the embodiment ' of adverse existential, environmental and
bodily conditions. If we accept the Merleau-Pontian premise, as [ believe
we ought, then life’s lesions, inscribed on the body and expressed in sick-
ness with its ensuing suffering, are as virulent as any virus. We must, thus,
keep in mind that sickness is seeded by pathogens, by anatomical and life’s
lesions.

Adversity often becomes condensed in contradictions and expressed by
culturally constructed emotional discharges, especially anger, revealing
moral indignation about how the world ought to be and is not that in
Mexican cultural understandings is illness producing. While sickness is
universally embodied in adversity and embodied contradictions, each cul-
ture gives specific meanings to its expression and its attribution. Sympto-
matologies and their attendant meanings and attributions become cultur-
ally molded. Similarly, the resolution of a sickness episode, the perceived
therapeutic outcome, is linked to ministrations by health providers and to
the provider’s adroitness in transforming the patient’s existence and re-
solving the paradoxes in which the individual is enmeshed.

It has been suggested that all our knowledge is embodied knowledge,
that all our experience becomes part of our bodies, but not all our expe-
riences produce sickness. Numerous distinctions have been made between
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disease, illness, and sickness. In my previous work I distinguished between
disease and illness, with disease referring to a biological and biochemical
malfunction and illness as impaired functioning as perceived by the pa-
tient within a cultural context.2® Disease refers to “patterns of causes cor-
related with clusters of signs and symptoms which constitute the illness
at hand” (Englehardt 1975:135), while illness pertains to self-perceived
states of ill health. In this study I employ the term “sickness” to encompass
both disease and illness in order to avoid a spurious notion of duality of
body and mind. Sickness, as Brody (1987) pointed out, is an ontological
assault affecting our very being within the context of our existence; it also
speaks to the suffering of anatomical and life’s lesions.

Thus, by sickness I mean the symptomatological expression of life’s le-
sions, experienced as pain and suffering. Normally, as we attend to our
daily activities, we take our bodies for granted. We do not experience any
one part of our body more than another, nor are we especially conscious
of any one part more than another until we feel it fatigued or in pain.
When we start to feel discomfort in one part of our body, we begin to
sense we are sick, we begin to feel distress and disorder. Sickness affects
our entire being, the body and the mind, both inextricably intertwined in
human experience. An individual’s health and sickness states are inter-
connected with other people and the milieu in which he or she exists. Bio-
medicine’s focus, however, is on the body that is defined by the clinical in-
teraction.?! When patients seek treatment from the physician, they cease to
take their bodies for granted, and they seek ministration for sensations
newly felt or of which they were not mindful before, for sickness.2? Bio-
medicine usually regards patients’ presenting symptoms in literal and phys-
ical terms and tends to ignore the fact that patients’ presenting symptoms
encapsulate the social, cultural, and moral order in which the body plays
out its existence. Given the prevailing medical model, the physician’s ar-
mamentarium lacks a cure to transform the patients’ existence to heal con-
currently anatomical and life’s lesions. Such transformations require soci-
etal changes above and beyond the capacities of any one physician or even
of a healing system.23

In recent years biomedicine has attended to extrasomatic factors of dis-
ease by implicating sociological and psychological factors, attributes of
the individual, in the production of “illegitimate” illness or somatized con-
ditions.?* Behavioral medicine, on the other hand, has adopted the “stress”
model for explaining disease and illness. The former places the blame on
psychodynamic aspects of the patient’s being, the latter on external, amor-
phous societal pressures with which the individual cannot cope.?s Behav-
ioral medicine has become as reductionist as the biomedical model itself.2
Whenever a condition eludes a physician’s diagnosis, it is attributed either
to the failings of the patient’s psyche or to an impassive and incompetent
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individual lacking moral and judgmental abilities, unable to deal with daily
pressures. .

While both the psychosomatic and the stress models seek a holistic view
of human beings, these paradigms remove the individual from his or her
embodied self and the flux of sickness that transcends time and is anchored
in the rhythm of day-to-day actualities. These assessments strip the pa-
tient of the capacity to judge and to feel his or her existence. While we
have all experienced stress at some point in our lives—and the people of
this study live under ongoing stressful environmental and economic con-
ditions— the exploration of such stressors must be fine-tuned to take into
consideration nuances of meaning of specific life events coupled with each
actor’s perceived life conditions. Individuals, as thinking and evaluating
beings, perceive differently their familial and social interactions within the
parameters of their cultural pool of understandings. Esperanza lives in dire
poverty and her suffering is as much connected with that poverty as it is
to her husband’s abandonment of her, along with her belief that the hus-
band’s mistress is bewitching her. Another woman was in conflict with
her neighbor, which she held led her to “make angers” that produced her
sickness as much as her miserable poverty.

It is important to emphasize that patients seek to alleviate symptoms
that embody the physical, social, and cultural circumstances, the evalua-
tions they make of their existence, and their moral sensibilities, their life’s
lesions. The symptoms cannot be reduced to any one life event or to any
one stressor but must be viewed within an ongoing context of the life of each
individual, his or her social relations, and the contradictions in which he
or she is entwined that may result in life’s lesions.

Therapeutic outcomes and the healing process are tied to the nature of
the sickness a person is experiencing. As we come to understand what
makes people sick, we also gain new insights into what makes them well.
From this vantage point, the book is concerned with the anthropology of
sickness: the various individual, social, and cultural factors that are linked
with an episodic non-life-threatening disorder,its extrasomatic etiology
and its resolution.

In my previous work I found that people uniformly resort to biomedi-
cine as their initial treatment option. While there is an extensive body of
literature on folk-curing cross-culturally, including folk healing in Mex-
ico,?” little i1s known about how patients perceive, respond to and inter-
pret biomedical treatment in other cultures 2 or in developing nations, in-
cluding Mexico.?” My study of biomedical practice generated questions
that had not arisen in my study of Spiritualist therapeutics, however. While
Spiritualist healing is a widespread religious and healing movement in
Mexico and Latin America, it is a folk rather than professional medical
regimen® not formally sanctioned by the Mexican State. Biomedicine, on
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the other hand, is the reigning health care delivery system in both the pri-

" vate and public sectors supported by the state apparatus. It was intro- .

duced into Mexico following Mexico’s independence from Spain in the
nineteenth century. Its development parallels that in Europe and the United
States. Contemporary biomedicine was spawned in Western Europe and the
United States, and it has become the prevailing international system of
health care. Our goal as anthropologists is not only to identify biomedi-
cine’s roots in Western Europe’s cultural past but also to examine its spe-
cific cultural underpinnings and to assess its invariant and its changing as-
pects, those features of practice that remain international in scope and
those that are shaped and transformed by cultural comprehension and so-
cial conditions. Thus we must ask: How does biomedicine become con-
structed.in a society in which it was introduced after it had already taken

- root in Europe and the United States?

We are beginning to learn more and more about how biomedicine is
disparately practiced in different cultures.3! In her study of Asian medi-
cine, Lock (1980) observed that while biomedical practice in Japan shows
American influences, beneath its Western appearance are traditional Japan-
ese values. Thus, upon closer inspection Western medicine is “modernized
in a uniquely Japanese way” (22.5). But in the main, cross-cultural studies
have attended chiefly to patients’ choices among treatment options, be-
tween folk healing and biomedicine.3> More recently biomedicine has be-
come a central concern for study in Western settings?? but less outside
Western industrial societies. With few exceptions® there is a dearth of an-
thropological studies of contemporary biomedicine and its practice in Latin
America in general and Mexico in particular.

We need to ascertain how Mexican social and cultural realities influ-
ence biomedical practice; how day-to-day biomedical therapeutic prac-
tices, gleaned from observations and open-ended discussions with physi-
cians, contribute to emerging sociocultural forms, to ideologies 3* and to
sustaining and restructuring the social order, or what Giddens identifies
as the structuration process.*® We must probe the ways in which biomed-
icine exercises its dominance and penetrates the collective consciousness of
the society in which it is practiced. In short, we must explore the interplay
between micro- and macro phenomena in order to reveal the intertwin-
ing of social processes and individual human behavior.

In the course of examining the transformation of a system of knowl-
edge from one society to another, we gain a glimpse of how biomedical
beliefs and practices seep down to the folk level of understanding. In the
same way as in the sixteenth-century, when medicine brought into Mex-
ico by the Spaniards came to influence contemporary folk medical beliefs
and practices,3” present-day biomedicine becomes incorporated into folk
medical practices. Consider, for example, that biomedically prescribed
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medications have become incorporated into folk pharmacopoeia and var-
ious pharmaceutical drugs are routinely self-prescribed by patients and
folk healers alike, in much the same way as herbal teas and other tradi-
tional remedies are.3® Neumelubrina, Enteroveoforma, and Terremicine
are routinely sold in every corner grocery store, prescribed by alternative
healers, or self-administered.

But on a more profound level, the biomedical model has introduced eti-
ological understandings that have been incorporated into the pool of folk
attributions. Two that merit consideration are the inheritability of sick-
ness, whether transmitted by an ancestor or by the mother during preg-
nancy, and the concept of nerves. Concepts of the inheritability of sick-
ness were absent in Prehispanic America®® and they did not exist in Spanish
medicine. During the Colonial period it was believed that humors were
altered but not necessarily passed on from parent to child.** However,
scholars have demonstrated that the concept of heredity found its way into
medical prominence when medicine became wedded to science*' during
the second half of the nineteenth century. Moreover, the notion that a
mother transmitted dangerous substances to her offspring became current
during this period.** “It was in France, indeed, rather than the United
States that the application of broad hereditarian schemata to the expla-
nation of social realities first became important in academic circles” (Rosen-
berg 1974:217). It was a “product of mid-century French psychiatry and
appeared in the guise of what later came to be called the ‘degeneration
thesis’” (217). As Rosenberg shows, concepts of inheritability survived in
the twentieth century and they helped lend scientific legitimacy to “all
those marginal conditions—migraine headache, hysteria, obsessional states,
anxiety, depression, homosexuality, which were gradually becoming part
of the newly specialized neurologist’s clinical world” (218). These were
accepted as true disease states and not mere impostors or evils; they were
given a physical foundation through inheritance. Not surprisingly, states
of anxiety and headaches became tied to neurology as they currently are
in Mexican biomedical practice, since Mexican biomedicine was greatly in-
fluenced by French medicine.

When physicians take an individual’s family medical history, question-
ing patients about the family diseases, they transmit to patients the notion
of the inheritability of disease during routine medical consultation. Thus,
the taking of a medical history imposes a genetic model on one’s experience
of the body. The attribution of sickness to heredity imposes order on a
chaotic world, on disturbances a physician cannot explain, concomitantly
absolving the individual for his sickness; it suggests certain inevitability
to the diagnosis and reinforces the patient’s continuity with his or her an-
cestors. The belief in familial transmission of disease may engage the Mex-
ican in a profound contradiction, however. On the one hand, it affirms
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the continuity of the family in which he or she is embedded; on the other,
it afflicts the familial unit, the source of a Mexican’s identity, with pathol-
ogy.®

This contradiction may come into consciousness at a time when a per-
son experiences symptoms and suspects having a serious disease, in-
cluding heart failure or cancer, that is popularly held to be inherited
from one’s family. It is not surprising that when patients were questioned
about what they feared most about their presenting symptoms, they
often cited mental illness, non-specified cancers, heart disease, or other
life-threatening conditions their family members had experienced. Thus,
Mexicans not uncommonly associate their symptomatology with that
of a member of the family who has experienced a similar condition as,
for example, Serge, who was afraid he was going mad because his uncle
had gone crazy.*

Significantly, too, “nerves” is an important folk etiological explana-
tion for illness, as well as an illness state.* It is quite likely that the folk
concept of nerves has its roots in nineteenth-century biomedical beliefs
when neurologists widened the categories of ailments they chose to treat
to include phobias, anxieties, and depression (Rosenberg 1986:44).
“Emphasis of the weakness of nerves coincided with the rise of neu-
rology as a medical speciality” in the mid-nineteenth century. “Knowl-
edge of the brain and nervous system advanced rapidly in Europe after
1860 as experimental physiologists demonstrated that fixed parts of the
brain controlled specific motor activities” (Sicherman 1977:39). “By
the late 1860s, important teaching and hospital positions in neurology
had been established in England, France, and the German-speaking
world, a sign that the specialty had come of age” (40). Mexican physi-
cians reinforce the folk concept by attributing many of the ills patients
experience to nerves, and they often situate their cause in the nervous
system.

To reiterate an assertion I made earlier, the anthropological scrutiny of
biomedical practice rests on the assumption that biomedicine is neither aso-
cial nor acultural but that it is molded by and molds the society of which
it forms part. “Modern medicine, it seems, is not simply a body of instru-
mental knowledge but serves as a set of categories that we use both to fil-
ter and construct our experience” (Wright and Treacher 1982:6). It is shaped
by nonscientific factors, including cultural and idiosyncratic ones.*

I examine the medical encounter from a perspective of a dramaturgi-
cal event because it is enveloped by inherent conflicts and tensions. The
drama emanates from several aspects of the consultation, including the
doctor’s and patient’s disparate experiences of suffering, the medical model
itself that requires physicians to incorporate a temporal dimension while
the patient’s sickness experience transcends time. Moreover, the drama
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unfolds also when we see physicians wrestle with Mexico’s historical tra-
dition of clinical practice and contemporary technological medicine, which
subordinates the physicians and their clinical skills to technological man-
agement. The intrinsic drama and struggles are not unique to Mexican
biomedical practice, however, but they take on a uniquely Mexican cast.

A casual visitor to Salud Hospital would detect little difference between
it and a hospital with scarce resources in a large metropolitan city in the
United States. The lighting is poor, the sparse furniture old, the wooden
chairs in the waiting rooms uncomfortable, and the cubicles where doctors
attend their patients are small and congested. On first glance, a foreign
visitor would find the architectural outlay, the technological apparatus,
the personnel dressed in white, the directories to the various medical ser-
vices, and the encounter between doctor and patient familiar. We begin
to observe its distinctively Mexican character when we listen to the physi-
cians’ etiological explanations or attend to the idiosyncrasies of the physi-
cians’ diagnoses.

I opted to carry out the study in Mexico for several reasons. First, [ had
extensive experience in both rural and urban Mexico. Second, it is a pro-
pitious site for exploring several important theoretical issues that bear on
the diffusion of systems of knowledge, especially biomedicine. Third, Mex-
ico is especially interesting for the American reader because of the exten-
sive border we share. More important, as an advanced developing nation
Mexico possesses all the modern medical technological accoutrements,
and contemporary medical education that is nourished through North
American textbooks and teachings. I therefore hypothesized that because
of Mexico’s cultural affinity and geographic proximity to the United States,
biomedical practice would retain its international cast, a hypothesis that
was only partially borne out. The findings of this study illuminate those as-
pects of biomedical practice that are subject to cultural transformation
and those that remain invariant. Fourth, my extensive experience with al-
ternative medical systems in Mexico, especially Spiritualist healing, en-
abled me to compare two disparate therapeutic regimes and patients’ re-
sponses to them using similar methodologies to assess the universal and
specific nature of sickness and recovery requisites. Few studies have been
done in developing nations that address these issues in tandem.

While this book examines sickness and recovery as dealt with bio-
medically, these human experiences are separated only for analytical pur-
poses. Sickness and recovery are, in fact, embedded in Mexican lived ex-
perience and are not independent of one another. The study of sickness
and recovery concomitant with therapeutic practices opens a window to
social and cultural processes in general and on ideology and social rela-
tions in particular. We will thus learn about Mexican daily life, its ide-
ologies and the contradictions and conflicts they create as they relate to
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the spheres of work, male-female and parent-child relations, morality—
that becomes manifest in emotional discharges— and beliefs about witch-
craft. These realities penetrate the body to produce life’s lesions.
Individual crises and life’s lesions expressed symptomatologically in
sickness may be embedded in the contradictions berween the realities of

‘social class differences and socioculturally produced ideologies of equal-

ity, in unequal power relations between males and females, and between
hegemonic and folk ideologies. These are the types of conditions that in-
trude on one’s sense of coherence and are instrumental in producing life’s
lesions. %7 People are caught up in unresolved contradictions that become
imprinted on the body and that not only contribute to sickness but also
militate against its resolution. “®

Positivism and the ideology of “progress” ushered into Mexico in the
nineteenth century have imbued Mexicans with a hegemonic theme that
everybody can progress, which in contemporary times means advance eco-
nomically. Industrial development gives a thrust to expanding wants and
aspirations and a thirst for economic goods to which the people in this
study have limited access. Wolf (1982) describing capitalist society in gen-
eral could have been speaking about Mexico when he stated, “In the cap-
italist mode the regnant ideology assumes the equality of all participants
in the market, in the face of basic distinctions in political and economic
power between capitalists and workers. While all social actors are defined
as participants in commodity exchange, the mode is structurally depen-
dent upon the ‘unequal factor endowment’ of owners of capital and sell-
ers of labor power. Ideology-making thus transmutes the distinction between
classes into distinctions of virtue and merit. Success is demonstrated by
the ability to acquire valued commodities; hence, inability to consume sig-
nals social defeat” (389-90). The differential access to economic resources
conflicts with the prevailing ideology, 4 and “social defeat” brings indig-
nation and anger, encapsulated in one patient’s question, “Why is it that
I work so hard and I get nowhere, and I have nothing?”

Furthermore, Catholicism, and later positivism, with its attendant em-
phasis on modernity and ethos of progress, has denigrated beliefs in witch-
craft, beliefs that embroil people in ambiguities and inner conflicts of be-
lieving and not believing in evil. On the one hand, only “ignorant” people
believe in witchcraft. On the other, whereas to believe that one’s illness
was produced by malfeasance removes the responsibility for the sickness
from the sick person, the denial of an etiological belief in witchcraft re-
quires a person to assume culpability and to search for exculpation. A be-
lief in witchcraft engages the individual in yet another moral dilemma. It
is believed that when one has a strong character, meaning that one is “an
angry person,” one is protected from witchcraft; yet anger is, in the Mex-
ican view, the singularly most important source of illness.*°
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Male-female and parent-child relations generate powerful emotions, es-
pecially anger, and when one “makes an anger” and one “gets nerves,”
one also risks getting sick. The experience enmeshes the individual in a
contradiction produced in response to social interaction and moral as-
sessments, i.e. evaluations between what oxght to be and what is respect-
ing these relations. More and more scholars have come to recognize that
emotions such as anger are culturally constructed moral evaluations of the
life world.5' “The concept of emotion defined here as culturally constructed
and socially negotiated about such situations, remains useful therefore,
given the assumption that human groups universally find certain types of
events to be especially problematic and that they attempt to make sense of
them variously as biological, social, moral, psychological, or otherworldly
dilemmas” (Lutz 1985:92).

The experience of anger directly relates to actions of the body: One ex-
periences the emotion throughout the body. In the words of one infor-
mant, “I feel anger in my body.” It is not that the mind influences the body
and crafts its sickness; it is that the mind and body are experienced as one,
that anger is felt physically and expressed symptomatologically. Emotions
such as anger are interpretations of the world 52 involving social relation-
ships that have gone awry.s? The study of emotions such as anger “re-
quire[s] careful attention to the details of local systems of rights and oblig-
ations, of criteria of value and so on. In short, these emotions cannot
seriously be studied without attention to the local moral order” (Harre
1986: 6). The expression of emotions involves an understanding of moral
rules 3

It is my contention that the emotional discharges resulting from con-
flicts in which people are engaged and that are singularly significant etio-
Jogically in Mexico are instrumental not only in producing sickness but
also in impeding perceived recovery. Individual patients are wrapped in
contradictions whose templates are economic deficits, concepts of social
justice, and cultural understandings of proper human conduct, including
obligations of men to women and parents to children; in short, how men
and women ought to behave under given circumstances.

More women than men are engaged in conflicts and dilemmas that pro-
duce anger and nerves. Not surprisingly, almost six times more women
than men comprise the sample of sick individuals with non-life-threaten-
ing sub-acute ailments, as was the case in my previous study.** More women
than men experience anger and nerves to which they attribute a sickness.
Women’s unequal structural position in society promotes emotional dis-
charges and generates contradictions stemming from situations that are
morally reprehensible and contrary to what one knows ought to be—the
kind of contradictions that produce anger, nerves, and sickness. While this
book is not specifically about women, we gain insight into women’s lives
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and issues concerning women because they, more than men, are enmeshed
in dilemmas that elicit the anger and nerves that subjectively make peo-
ple sick.5¢

My interpretation of the empirical data is informed by concepts devel-
oped in phenomenology, in the anthropology of knowledge, and in criti-
cal theory. But most of all, my analysis is guided by the physicians and pa-
tients themselves and the rich ethnographic and quantitative materials I
gathered during the field stay coupled with my previous extensive sojourns
in Mexico. I combine an interpretative approach with the folk view to

* make sense of all that I observed and heard. While from the “native’s point

of view” 57 people are intuitively aware that their sickness embodies their

existence, they are not always cognizant of the specific aspects of their

lives that are implicated in their condition, whether these aspects are res-

idential structural arrangements, moral evaluations, or other factors that’
impede recovery. It is the anthropologist’s task to interpret the flow of pa-

tients’ experiences and understandings within the context of their lives, if

the people themselves are unable to do so.

The empirical data are based upon over 400 taped observations of doc-
tor-patient encounters, 267 in-depth interviews with patients in the hospital,
lengthy open-ended discussions and narratives, and guided interview sched-
ules administered to 205 patients in their homes located throughout met-
ropolitan Mexico. I also maintained an ongoing contact with many of the
patients. While I can only present in this book a small fraction of the case
materials and doctor-patient encounters, the in-depth observations at the
hospital and contacts with patients in their homes deepened my under-
standing of biomedicine, patients’ sickness, and its resolution within the con-

" text of each patient’s life. This invaluable experience illuminated not only

patients’ responses to treatment but also the intracultural variability ex-

-tant in complex societies such as Mexico City and the caution we must

exercise in generalizing about cultural behaviors in large urban environments.
Whereas human behavior is often guided by cultural understandings, many
dilemmas that human beings face are arguably becoming universal, espe-
cially those bearing on male-female relations, generational conflicts be-
tween parents and children, and those produced by a recently developed
universal economic culture dominated by consumerism and expanding de-
sire for material possessions.

I must emphasize that it is not my intention either to glorify or demean
biomedicine or its practitioners. There are no heroes or villains in this-
book. Both physicians and patients are people who must deal with and
resolve contradictions that emerge out of the world in which they live.
While the patients in the study share common cultural understandings,
for the most part they are inheritors of great poverty and blatant in-
equalities, and they reside in an inimical physical environment that ad-
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versely affects their health. Nevertheless, they are not simply passive be-
ings lacking moral judgments and abilities to evaluate their lives under
harsh conditions. To the contrary, they are people with great dignity, mind-
ful of the complexities of their lives and active in the struggle to resolve
the disorder of their existence; each faces decisive dilemmas that must be
located within the context of his or her existence. These illuminate the
people’s disparate responses to treatment. The physicians discussed in this
study are competent, well-meaning, and themselves caught in binds over
which they lack control, especially those generated by the biomedical model
which guides their ministrations and sets them in conflict with their intu-
itive understandings as bearers of Mexican culture. Modern medicine and
its technology have dazzled the imagination with their spectacular achieve-
ments. Biomedicine as a primary health care delivery system has its strengths
as well as its limitations, however. The limitations are as much due to the
narrowness of its model as to adversities experienced by patients over
which individual physicians have no control. Physicians are caught in
dilemmas that limit their ability to maneuver non-life-threatening-sub-
acute conditions because they are encompassed by a powerful state bu-
reaucracy to whose vagaries they, like their patients, are subject.

In sum, it is my conviction that biomedicine must be considered from
a multidimensional perspective in order to gain an understanding of it as
a culturally constituted health care delivery system. Similarly, patients’ re-
sponses to its ministrations cannot simply be measured by any single cri-
terign of efficacy, such as medication prescribed, the technology employed,
patient compliance, or even the doctor-patient relationship. We must con-
sider these in relation to the lived experience of the patient and his or her
suffering. Only in this manner will we begin to get at the roots of sickness
and the healing process. This contention is developed in the following
chapters. '

The study is situated in a particular, historical context (shortly follow-
ing the cataclysmic earthquake in Mexico City in 19835 and in the midst of
an especially harsh economic crisis), but the theoretical issues it addresses
rest outside of time and place. The book will be of interest to Latin Amer-
ica scholars in general and Mexicanists in particular, to scholars concerned
with sickness and health care delivery from a cross-cultural perspective,
especially those interested in biomedicine and its practices cross-cultur-
ally, and to health professionals concerned with the healing process and
international health in developing nations.

Each chapter presents empirical data relevant to specific theoretical is-
sues touched upon in these introductory remarks. Part I highlights as-
pects of Mexican society and culture that bear on the discussion in Part
II. Chapter 2 describes the cultural landscape of Mexico City to situate the
patients and their lives in context. By way of additional background,
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Chapter 3 furnishes Mexican cultural etiological understandings and cul-
tural conceptions of symptomatologies that are relevant to the under-
standing of biomedical practices. Chapter 4 furnishes a synoptic view of
Mexico’s health care delivery system, including the variety of health op-
tions such as homeopathy available to the people when confronted by

- sickness.

In Part I my attention is turned to biomedicine and its practice in Mex-
ico from a historical perspective. Here we observe the permutations of
biomedicine as defined by cultural forms. Chapter 5 provides a historical
overview of the reciprocal developments in medicine and Mexico’s polit-
ical history, with a brief discussion of medical practices during the Pre-
conquest and Colonial periods and their legacies in contemporary medicine.
The central focus is, however, on biomedicine when it was introduced into
Mexico from France in the nineteenth century.

Chapter 6 explores how biomedicine is practiced in contemporary Mex-
ico based upon my field observations in one hospital. In this chapter I iden-
tify and furnish a model of the international, the culturally specific, and
the idiosyncratic aspects of routine biomedical practice of non-life-threat-
ening, sub-acute sickness. Chapter 7 reveals the variability of biomedical
practices as we meet eight physicians and learn about their backgrounds.

Chapter 8 focuses on the medical consultation as a dramaturgical event
by providing a glimpse of biomedical practice, using verbatim transcriptions.
In this chapter we meet the individual patients during the medical en-
counter, learn how patients present symptoms and how physicians deal
with similar symptoms presented by different patients. The verbatim tran-
scriptions of entire consultations, rarely provided in such detail, are presented
to allow the reader to make his or her interpretations as well.

In Part I I turn to the patients and their responses to the treatments
they received during the consultations. In Chapter 9 I provide sociode-
mographic profiles of the 205 patients and their medical conditions as di-
agnosed by the attending physicians we met in Chapter 7. In Chapter 10
I present patient-perceived treatment outcomes in aggregated terms, using
quantitative analyses, and identify statistically significant variables rele-
vant to the medical consultation that influence differential perceptions of
recovery. Here we learn of specific constituents of the doctor-patient en-
counter that influence patients’ perceived recovery.

In Chapter 11 I return to the patients we first met in Chapters 7 and 8
during the medical consultation to learn about the outcomes of their treat-
ments and to analyze in depth those aspects of patients’ lives that illumi-
nate their differential recovery responses. Chapter 12 of Part IV compares
biomedical and sacred healing of the Spiritualist kind along several di-
mensions to shed light on the similarities and dissimilarities between the
two types of health care delivery systems and the attraction of each. By
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way of conclusion in Chapter 13 I reflect on the major coqtribution of
these findings to the anthropology of medical knowledge, su;kness, and
recovery. The methodology is briefly described in the Appendix.
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Part One
The Setting




The Mexican Context

In this chapter I highlight aspects of life in Mexico City that are relevant
to our understanding of physicians and patients and to sickness and recovery.

Prior to World War II Mexico was predominantly a rural society, but
within the decades that followed a great demographic shift took place fa-
voring the cities, especially Mexico City, the capital.' Mexico City, the polit-
ical and industrial capital of contemporary Mexico, bedazzles the casual vis-
itor, as it did the Spanish conquerors, with its broad avenues, its lush parks,
its modern luxury houses, its shopping malls, as well as its pulsating tempo,
traffic congestion, and polluted air. The people’s faces and the architecture
attest to a confluence of cultures delineated by three predominant historical
periods: the Preconquest, when great Indian civilizations flourished, followed
by 300 years of Spanish Colonial domination and the contemporary period
that was launched with Mexico’s independence from Spain in 1810. Con-
temporary Mexico City, as other capiral cities in Latin America, discloses
glitter and great wealth, as well as great poverty. The subjects of my concern,
the inheritors and producers of a rich convergent culture, do not reside in
the elegant houses or shop in the shimmering shopping centers, however. The
people of this study inhabit metropolitan Mexico City, encompassing the
Federal District and its environs. Some of the neighborhoods in which the
people reside are situated on the slopes of the surrounding mountains; oth-
ers are vecindades, rooms built around courtyards and with shared facilities.

Mexico City is renowned for its man-made inhospitable physical envi-
ronment. Its geographical location in a valley a mile above sea level, com-
bined with several million motor vehicles and unenforced emission con-
trol laws, renders the capital one of the world’s most polluted environments.?
While the adverse environment affects all social segments of Mexican so-
ciety, the people in this study are subject to environmental hardships be-
cause the neighborhoods in which they reside are especially affected by
the detrimental environmental and public health conditions*. The smog is
differentially distributed in the vastness of the city; the impoverished neigh-
borhoods are located near the industrial zones and the air there is espe-
cially polluted. Some neighborhoods are situated on sandy terrain that
produces dust storms during the dry winter season. According to some
physicians, the dust storms transmit parasitic infection, as do the impov-
erished sanitary facilities, which contaminate the food and water. Mexico
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in windowless barracks with as many as fifteen people crammed into a ten
by fifteen-foot space, and as many as fifty families sharing washing, cook-
ing, and toilet facilities.

From a macro perspective, the people in this study are described as be-
longing to the poorest sector of Mexican society, and ample evidence shows
the relationship between poverty and overall health status.® Nevertheless,
the poor sector does not comprise an undifferentiated mass of people, as
is evidenced from the differential amenities of the houses in the sample
population. Most of the people residing in Neza own their dwellings and
the land on which they stand.® Disparities exist between dwellings with
respect to the number of people who reside in each, the overall construc-
tion, furnishings, and other comforts that differentiate families along eco-
nomic lines. Some domiciles are covered with tin roofs, lack floors, and
have outdoor facilities. Others have asbestos roofs and cement floors. Still
others have cement roofing and floors, indoor toilets, and even a shower.

The numerous people 1 got to know during this study differentially ap-
praise and respond to the conditions of their lives, which reflects back on
their health and recovery. Despite their abject poverty, and hopes stifled by
societal conditions, they experience joy when they watch their children
grow, when they celebrate birthdays and baptisms, and when they attend
Sunday family gatherings. ‘
Although outwardly the communities appear tranquil, Marcel, a twenty-
five-year-old male, voiced a prevailing view when, after indicating his de-
sire to migrate to the United States, he stated, “I want to go there because
look at the disorder I live in here, I live in chaos.” As it happens, Marcel’s
statement pertains to the inhabitants’ lack of legal protection from the po-
lice, from common criminals, and from drug traffickers in marijuana.'
Marcel implicated the police themselves for perpetrating an attack on him
and other young men. Similarly, Alice, who lives in a vecindad in the heart
of the city, noted that “there is no law” in Mexico City and that she had
in fact gone to a renowned pilgrimage center to pray to the Virgin “to pro-
tect her against assaults by the police.” Indeed, the dangers people feel
resonate on their health. When a member of the family has not arrived at
an expected time, mothers become overcome by worry, the kind of expe-
rience that causes one to get “nerves” and become sick.

Generally speaking, Mexican society views all inhabitants residing in
Neza and in the other poor neighborhoods as dirty and ignorant. Many poor
neighborhoods are reputed to be dangerous. Some physicians share these
prejudicial beliefs about the poor, as is demonstrated by their questions
about the frequency with which patients bathe, whether they can tell time,
or why they migrated to live in congested Mexico City. Indeed, various
men in the sample reported having been assaulted at one time or another,
often by the police, and parents with teenage boys fear most that their
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it continued to be in the last years of the twentieth century. It brought mis-
fortune to the poor and the middle class. Many patients associated their
sickness directly or indirectly with their day-to-day economic worries. The
state of the economy had an impact on both physicians and patients and
on the public sector of health care delivery. In fact, since the crisis began
there was more than a 40 percent decrease in government expenditures
on health care.’?

Because of its significance in people’s lives, the economy merits a brief
overview without my making any attempt to elucidate its perplexities.
Mexico is usually characterized as an industrially developing nation tied
to the international global market economy with its attendant economic dis-
parities.'* With the oil boom of the 1970s the country enjoyed accelerated
development on a national level, differentially beneficial to the elite and
middle-class sectors. Rapid economic development coupled with an in-
crease in the national debt was followed by a decrease in oil prices on the
international market. This resulted in decreased revenues, leading to an
economic crisis in 1982, at which time the government nationalized the
banks and devalued the currency.”s In a high-inflation market economy,
wages failed to rise commensurate with daily price increases. People could
not meet their minimal daily subsistence needs.¢ Despite the resiliency of
the people, there exists great animosity towards the government. The peo-

ple attributed the crisis to the foreign debt, to the patronage system, and
to government corruption.

The economic crisis has severely affected the permanently employed,
including physicians in the public sector who are government employees.
In fact, physicians usually hold more than one post to maintain themselves
and their families. Not only has the purchasing power of their govern-
mental salaries diminished, but they have partially lost their private clien-
tele. In the past, many people eligible for government health care services

sought private physicians to avoid bureaucracy. As a result of the eco-

nomic crisis they have turned to the public health care sector. The eco-

- nomic crisis has been devastating to the urban poor. In the rural area where

I'had done fieldwork previously among the peasants,!” families were less
affected economically by the economic crisis. Rural people are usually less
dependent upon the cash economy and wage work. To illustrate, during the
course of the study, the minimum wage in Mexico City increased by about
3,000 pesos, but the dollar equivalent and purchasing power decreased
by 150 percent. Unlike urban dwellers, the peasantry is not solely depen-
dent on wage labor for subsistence, nor is age a factor of employment. In

“the city many people, especially women above the age of forty, complained

that they lacked employment. Almost 90 percent of the study population

was impermanently employed and subsisted on petty commerce, odd jobs,

and self-employment, which provided only a minimum wage. Families
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basic unit of human existence across all class lines.'® The family encompasses
a bilateral group that includes one’s parents, siblings, and grandparents,
as well as collateral relatives such as aunts, uncles, and cousins. One looks
to one’s family, especially to one’s mother, for social, moral, and economic
support throughout one’s life. Blood ties are emphasized, and stepchildren
are not looked upon with favor by a step- parent. In fact, widows and
abandoned women with young children have difficulty remarrying, and
they must either leave their children with their parents or risk losing a po-
tential mate. Generally speaking, children, especially unmarried ones, are
expected to obey and respect their parents. When such expectations are
not met, they may produce anger and sickness.

Children invariably reside with their parents until marriage and often
after. But even when married children live apart from their parents, many
live within the same neighborhood, even on the same block, and there is
weekly visiting. Customarily, when a couple could not afford to live apart
from their parents, the women moved to their husbands’ parents’ home
to form an extended family, if only temporarily, or until the couple was
economically able to rent separate lodgings.

When the man’s parents are deceased or live outside the city, the cou-
ple may establish residence with the wife’s parents. This situation is con-
trary to cultural norms and reflects poorly on a man. Several young men
in the study sample, including Arthur and jose, resided with their in-laws.
This fact is significant in understanding their sickness and its resolution.
While conflicts may exist in almost all families the world over, the ex-
tended family in Mexico is burdened by dissentions among sisters-in-law,

between mothers-in-law and daughters-in-law, or, in the case of Arthur,
among brothers-in-law. Family frictions also often result from ambigui-
ties that revolve around financial matters, including expenditures and pro-
portionate contributions by different family members.

Forty-two percent of the study population lived in nuclear families, 18
percent in extended families, and 17 percent in female-headed households.
Of the remaining 23 percent of the sample, 8 percent lived with married
siblings or cousins and 15 percent worked as live-in maids. Female- headed
households lack economic security until the children are grown. However,
many women living without a spouse experience a sense of independence
from conflicts with a mate.

There is great variability in the relationships between women and their
sons’ wives. While a mother-in-law may exacerbate hostilities in the mar-
ital relationship, senior members of the family may also cushion conflicts
between husband and wife.!® A woman who was married twice, and who
was experiencing an illness which she attributed to her problems with her
current mother-in-law, wistfully noted that when the husband was terrible,
the mother-in-law was nice, but when the husband was nice, the mother-
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are especially outraged when a man to whom they were married under
both laws abandons them.
The common view is that all poor people live in free unions. Physicians
in the study tended to frown upon patients living in common law arrange-
‘ments, and one doctor regularly lectured her patients about its evils. Con-
trary to the commonly held opinion that such unions are typical among
the poor, the majority of men (56.4 percent) and women (49.0 percent)
were married in both civil and religious ceremonies. Only 23.1 percent of
the men and 28.3 percent of the women were living in common law unions.?!
The remainder (20.5 percent of the men and 17.2 percent of the women)
was married in a civil ceremony only and 5.5 percent of the women were
married in church only. The latter are especially interesting because in
these cases the men were married, unbeknown to the wives, to other women
in a civil ceremony.
While monogamy is the cultural norm, it is very common for men not
only to have casual affairs, but also to establish families with more than
one woman. Having more than one woman is one of the characteristics of
being a macho male, along with drinking alcoholic beverages and order-
ing people around, especially women. In the words of Nomi, speaking of
her husband, “Machos are people who don’t reason.” A man who pos-
sess only one woman may be regarded a homosexual, and when he resists
going out to drink, he may also lose his male friends. These powerful cul-
tural pressures on men exert their toll on women and on those men who
are not cut out to fulfill the macho role.22 Although women, including fe-
male physicians, accept the cultural view of powerful male sexuality, not
-all women learn to acquiesce to the fact that their husbands possess other
women, especially when the men fail to support them financially. When a
woman realizes but fails to resolve for herself these realities, she experiences
emotional discharges that she associates with her sickness.

In the sample population male domination and physical coercion in-
cluding wife battering, mark conjugal relations, especially when the man
1s drunk.?? This was the case of Esperanza, whose husband kicked her in
the vagina. With few exceptions, when women spoke about their hus-
bands, they cried. Of the numerous married women whom I followed and
with whom I had spent considerable time, only a handful reported having
“good husbands” and happy marriages. According to one woman, a “good

-marriage is subject to envy and possible accusations of witchcraft.” Gen-

erally speaking, from the woman’s perspective a good mate is one who
provides her and her children with their economic needs and treats her
well, meaning that he does not beat her.

A husband usually restricts his young wife’s movements; he generally
requires permission for her to leave the house. Women say that because
of their husbands’ jealousies they cannot seek employment outside the
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out to the students that they must question patients about their sexual re-
lations with their husbands because they affect women’s health. The doc-
tor noted that a man may desire to have sex with his wife fifteen times a
day in order to exhaust her so that she could not betray him.2* According
to this physician sexually related diseases include divorce, gonorrhea, and
odd sexual practices. Conflicts revolving around sexuality emerged for
some women in the study group. Notably, Margaret refused to accept a pas-
sive sexual role, which she related to her illness. For Alice the role of
mother, which resulted from a brief liaison, conflicted with her role as mis-
tress of a man with whom she was extremely happy, a contradiction she
was unable to resolve except through her long-lasting symptomatology.
Women often blame other women for their husbands’ sexual or other
transgressions by accusing the “other woman” of bewitching the husband.
In one case the wife was blamed by her female neighbors for her husband’s
drinking behavior. While women are, indeed, subject to marital strains and
denunciations by other women, men too are subject to perturbations, though
they can more easily dissipate their angers by removing themselves from
the situation, an option usually unavailable to women.?S Men are usually vul-
nerable to pressures external to the household from which women are
shielded, especially if the women remain housewives. Aside from cultural pres-
sures to demonstrate machismo that embroil them in machinations they are
not always able to handle, men risk being bewitched by a woman they had
jilted. Most important, men are subject to harassment by the authorities,
to assaults, arrests, exploitation by unconscionable employers and jobless-
ness that assails the core of their beings and in turn their health. Rafael fell
sick when he was dismissed from his job because he turned fifty years old,
which also led to loss of authority at home, causing him great anger.
Although both parents have great authority over their children, both
sons and daughters venerate their mothers. A woman’s source of strength
and support is her mother and her siblings, especially her sisters; men usu-
ally look to their mothers or siblings. Indeed, social support is more likely
to come from one’s mother and siblings rather than from the spouse. The
mother-child bond persists throughout a human being’s life. For those who
must live away from their parents, as, for example, the live-in maids who
usually come from the provinces, separation from the natal family adds
to their overall hardships. Although approximately 60 percent of the pa-
tients in the sample had a spouse, when they were asked whom they re-
garded as persons closest to them, the common response was one or sev-
eral members of the natal family, as can be seen in Table 2.1.
Some respondents selected more than one person as being closest to
them. I tabulated only the first person mentioned by a respondent. But I must

stress, however, that the most common response was mother and sister or
brother, or sister, brother, mother.26
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Table 2.1: Persons Considered Closest to the Subject
(in percent)
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1 ] and takes her children to school. 1
D e ot 3 or 4 d until that time a womarn 1§ engaged not
is eaten at about 3 or 4 p.m., and until that tine a 7 ‘
1only in its preparation but also n Washlr}g and ironing. Most men are no
home during the day, irrespective of theirfern]i)loyment Stf;lj;ject -
ictl i 1 nt to ou
To conclude the depiction of Mexican life releva ject popL
1 ’ ks need to be made regarding religl
tion and the people’s health, some remarks o e e
1 1 i Mexican was to be Catholic, ho I,
beliefs and practices. Previously, to be _ ;
Pidtestant aIi'ld dissident religious groups have been encr.oachmg upoznie;thzg-
cism.2” The Catholic religious calendar, of course, continues to gtntler e (fthe
ple’s religious activities. Passion plays1 aée peéformzzitig;li E :}ioods e
traditional Christmas festivities are celeprated in ds ot tne
! 1 : d 88 percent of the women 1dentitx
city. Yet, while 82 percent of the men an O i
ir religi i t of the people in the study
their religion as Catholic, less than 4Q percen > peoy
diigted t%xat they attended church with any regulant.y..Elght Rel;cent cl>lf the
men and four percent of the women professed no religious beliefs at all.
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A wide variety of Protestant, Spiritualist, and charismatic groups have
flourished in the city and especially in Neza. In fact, approximately 10 per-
cent of the sample group belong to an evangelical Protestant denomina-
tion. All such sectarian groups advocate strict monogamy and sobriety,
traits especially attractive to women married to macho men. Like Spiritu-
alism 2¢ these religious groups transform men’s behavior to be more like
that of the women: sober and monogamous. The women who succeed in
converting their husbands benefit from a less turbulent conjugal relationship.??
Most of these groups also deny the existence of witchcraft and by so doing
promote more harmonious interpersonal relationships. Norma, for exam-
ple, stopped believing in witchcraft when she converted to an Evangelical
sect. She remarked that since her conversion, God personally watched over
her and therefore other people could no longer harm through witchcraft.

In fact, I have found that in this sector of the population the more a
person professed to Catholic orthodoxy, the more likely he or she was to
draw on witchcraft beliefs when all other explanations for a sickness failed.
This proposition is based upon my observation of individuals who pur-
ported to attend Catholic Church regularly and who usually had shrines
in their homes. Those who indicated that they rarely frequented church
services and did not have religious icons in their homes also denied be-
lieving in witchcraft. Adherence to a witchcraft ideology is especially sig-
nificant in relation to illness resolution, as well as to etiological beliefs, to
which our attention is turned in the next chapter.

Notes

1. A recent report anticipated that by the year 2000, 80 percent of Mexico’s popula-
tion will live in its major cities {Unomasuno, December 24, 1987). The report estimates
that of Mexico’s 75 million people, 20 million, or 26, percent reside in Mexico City.

2. Diaz de Castillo 1963 (orig.circa 1519).

3. See Newsweek article, June 13, 1988, on the pollution of Mexico City. La Jornada
(January 4, 1988) reported a 129 point ozone content. According to the article, an ozone
count of between 101 and 200 concomitant with the thermal inversions during the winter
months is dangerous to health. ‘

4. Cordova 1988; Evans et al 1981; Lépez Acuna 1976, 1978.

5. The garbage heap was subsequently removed, but at the time of the study people
were exposed to it.

6. AlsoVelez-Ibafez 1983.

7. Based on 1984 statistics obtained from the authorities in the community, 7 percent
of the population of Neza was unemployed.

8. Ingman and Thomas 1975; McKeown; 1979.

9. Land prices in Neza, as in all the other communities, are relatively prohibitive given
the people’s economiic resources. One hundred square meters may cost as much as $700.
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10. According to one informant who was a policeman for a brief period, the police
confiscate drugs, which they themselves may then use. Crime in Mexico City had
increased in the late 90s.

11. Oruz de Montellano 1989.

12. Hospital services were reduced because several hospitals had been destroyed by
the earthquake (Marcos Mares, Unomasuno, Seprember 19, 1986).

13. Bdez 1988.

14. Bizzarro 1981; Felix 1977; Gonzales Casanova 1980.

15. For a lucid summary overview of Mexico’s economic crisis, see “Mexico” in The
Economist, September 5, 1987, pp. 3-22.

16. During the field stay inflation was so high that when peso values are reported, the
reader will note that the equivalent dollar values will vary, depending on the the day on
which the data were collected. For example, when I initiated the study 1,000 pesos was
equivalent to about $3. A year later it was equivalent to less than 50 cents.

17. Finkler 1974, 1978, 1980.

18. Lomunitz and Perez-Lizaur 1987.

19. Finkler 1985a; See also Finkler 1994.

20. The Mexican situation is also reflected in the literature on gender cross-culturally
and , and the discussion will have a familiar ring. See, for example, MacCormack and
Strathern (1980); Rosaldo and Lamphere (1974); Sanday (1974, 1981), as well as in
Mexaco Finkler (1974, 1981, 1985a, 1994).

21. See also Velez-Ibafiez({ 1983).

22. Finkler 1981. For an in-depth discussion of male female relationships see Fin-
kler 1994.

23. For a full discussion of domestic violence in Mexico See Finkler 1997; Diaz
Olavarrieta and Sotelo 1996.

24. Parenthetically, it is noteworthy that in his discourse to the students, he informed
them that in childhood girls have penis envy “because little girls see that boys have some-
thing girls do not. In adolescence girls begin to develop breasts and they may think it’s a
cancer.” .

25. Finkler 1985a.

26. In the sample of healthy people who were interviewed (N=85), only 8 percent
responded that their spouses were the people closest to them, suggesting that both in
healthy and sick populations consanguinity, rather than affinity, is a predominant cultural
value.

27. Finkler 1983; Willems 1975.

28. Finkler 1981; 1985/1994; 2001.

29. Finkler 1981.




Sickness: A Mexican View

In this chapter | describe culturally patterned presenting symptoms that
[ call “typical symptoms” and shared etiological beliefs that reverberate in
daily life in Mexico. Etiological beliefs form a core of medical knowledge.'
To know the cause of a sickness is to make sense of one’s suffering. A peo-
ple’s etiological explanations shape their expression of sickness-and sick-
ness behavior. Such explanations are assertions about human behavior and
human interaction, about moral failures, and about social relations gone
sour. The typical symptoms people present and the explanations they give
for their suffering are culturally molded,? and they furnish a window to
people’s ideologies, morality, social interaction, as well as their relations to
themselves, their bodies, and their environment. Their physical pains are
statements made, in a cultural way, of perceived existence and of unresolved
contradictions by which they are confronted. Moreover, culturally shared
etiological beliefs elucidate an important component of biomedical com-
prehension in Mexico, for these beliefs are grounded and reinterpreted in
biomedical practice. Physicians modify traditional sickness attributions and
deal with typical symptoms in ways that illuminate the cultural nature of
biomedical practice. “Nerves,” for example, a culturally accepted etiolog-
ical belief, becomes translated by physicians as a problem of the nervous
system or of the spinal column because the spine is central to the nervous
system.

Human beings take their bodies for granted until they begin to experi-
ence distress and discomfort, until they sense their bodies in ways they
had not perceived them before. At such times the experience of one’s body
is intensified, in a personal way, as my body, demanding attention. “The
sensory aversiveness and world disruptions effected by pain cry out for
removal” (Leder 1990:77). In any culture there exists a pool of typical
styles of sensing the body and presenting symptoms. People become aware
of and draw upon these when they experience sickness. To describe this
pool of styles and cultural beliefs is not to say that every member of a cul-
ture draws upon it at all times or that every presenting symptom is cul-
turally molded. As we listen to patients in their attempt to make sense of
their bodily sensations, governing patterns emerge. Importantly, while pa-
tients seek treatment for symptoms at a given point in time, time often is
obliterated by a sickness event. Current pains become blended into pains

35
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emporal dimensions. To the frustration of
physicians, for whom presenting symptoms are discrete fev}fnts, pag)errrllis
frequently cannot pinpoint the precise time of the onsetlo the slz'_rrlrllpabou£
When Josefina spoke about pains in her lungs, she was also ;pei 1d %X out
all the work she had done during her life gnd the pains she had exp
enced a decade ago when she had a caesarian.

of the past, transcending the t

Typical Symptoms

Typical symptoms express embodied adversi"cy;.they ar(e1 acry }florrn }éii
in a cultural way. Not all typical symptoms are;smﬁnlarl}}ll la eIg VﬁFment n
ing, however. Some presenting symptoms signify the em orallized o
pathogens, or organic lesions, while others corqrnumcgtﬁe gene fized o
perience of distress. Some are charged with relative speciicity ;uc a5 t% "
and low blood pressure, fallen ovaries ora fallen Vs.ro.mb’, an 1 }Ealgort the
kidneys or lungs. It is the anthropologist’s and Physman s task to oreout
these meanings for theoretical as well as practical reasons to gain

anding of people’s ailments. .
derlsg the di%cusgionpthat follows, my focus is on the most co.rlrjlrnon1 f};};}lg:ﬁl:
symptoms that have specific signlﬁf:ancg in Mexico. 1 iescn e or; Zourse
typical symptoms presented by patients in the stgdy. T. ere are, 0]7 id;
others that have been discussed in the hter‘ature, including empacto, Cah‘l_
de mollera (fallen fontanelle), and ojo (evil eye) 3 that usually refer to chi

’s sl ses. o
dreﬁ::écaléﬁzz. In Mexico patients distinguish between pain in tdhe heac}
and pain in the cerebro. Pain in the head refers to thf; frontal an c.er}irall—
portion of the skull, while pain in the cerebro pertains to the occipl a.s
medula region of the head, down to the nuchal rpu§cle. This dl;StlIl'CtIOfl'tleln
important because, unlike pain in the head, pain in t}}e cerebro 11 o 1
associated with having “made an anger, ”. which I will d1§cuss 3 dort y.
Physicians frequently minimize the distinction rpade by pa}tllents and usu
ally diagnose the pain as “headaches” or migraine headztci1 es. N

Anginas. Anginas refers to sore throat in general and to the tonsi stheﬁ: "
ticular. Some people whose tonsils have been removed may, ne\l/.er s

refer to pains from anginas. Anginas is a common way of signa ing 2 gfhe
eral feeling of discomfort analogous to “.havmg abug” ora “virus” m "
United States. It is associated with environmental conditions, especially

cold or dampness.

eX%C:)S:; ZE? estomago refeI;s to the “mouth of the stomach,” an area aro%l}rllfi
the diaphragm between the lower front ribs gnd the uppefi gbd(ci)menwhﬂlz
typical presenting symptom is assogated Wlth digestive disor e}rls. w
the anatomical designation is not in the biomedical lexicon, physicians
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- recognize it and usually diagnose it as a type of parasitosis or gastritis. It

is a typical way of presenting embodied pathogens.

Pain in ovaries/Fallen womb. Women of all ages point to the abdominal
region when they report pain in their ovaries or that they are experiencing
a “fallen womb.” Some physicians attribute these symptoms to women
who have given birth to many children, or who have used intrauterine de-
vices or other contraceptives for a long time. But women report these symp-
toms whether they have had few or no children, or have given birth to fif-
teen children. Similarly, women who have had intrauterine devices for
lengthy periods, who have never used contraceptive devices, who have had
complete hysterectomies, or who have had the uterus removed report these
symptoms. Pain in the ovaries or fallen womb is a typical symptom that
revolves around generalized issues related to sexuality and/or motherhood.
In specific terms it may signify a woman’s exhaustion with having had too
many children, or with being unable to bear any children. Consider Abigalil,
who had been experiencing pain in the ovaries since the birth of her first child,
a five-year old. Her symptoms began when her son, whom she feared be-
cause he watched her in the absence of her husband, reporting to him every
time she left the house without the husband’s prior permission.

When physicians fail to address these symptoms or when they recom-
mend removal of the uterus, women may seek a traditional specialist healer
who treats only fallen wombs and ovarian pain. Such treatments may in-
clude massages, teas, and rest. Occasionally the patient is placed with her
feet up and head down to reposition the womb in its place.

Not infrequently women may also equate pain in the ovaries with pain
in the cintura, which is sometimes linked with pain in the kidneys. Occa-
sionally, pain in the cintura is cited by both men and women in connection
with urinary problems. Cintura refers to lower back pain and pain around
the waist, when one cannot walk or bend. The condition is variously di-
agnosed medically as a general musculoskeletal dysfunction of the lower
back, as a hernia, as scoliosis, and in women sometimes as pelvic conges-
tion syndrome and cystitis. Significantly, patients frequently associate pain
in the cintura with their work activity to signify tiredness or exhaustion.
Patients link pain in the cintura with having lifted heavy things, as in the
case of Jose, and with having worked hard. A woman taxi driver associ-
ated it with sitting for a long time when she drove her taxi.

When physicians’ ministrations fail to alleviate “cintura abierta,” or
“open waist,” a traditional specialist may be required, such as a bone set-
ter or a specialist in treating fallen ovaries and “cintura abierta.” One pa-
tient reported that it is preferable to see a traditional specialist for this con-
dition because “when one tells a doctor that you have ‘open cintura’ they
say you have a bad spinal column and immediately they want to put you
in a cast and a cast is cold and then one will feel cold all one’s life.” Tra-



38 - Physicians at Work, Patients in Pain

ditional specialists treat the condition with massage. One patient reported
that she was also given three cupping treatments for which she was charged
6,000 pesos each ($10). They alleviated the pain and “closed” the cintura.

Kidneys. Patients often refer to their lower back when they report they
have pain in the kidneys. Pain in the kidneys, like pain in the cinturd, isa
metaphor for hard work or its concomitants. For example, one thirty-five-
year-old woman attributed the pains in her kidneys to the strenuous work
she had done between the ages of ten and fifreen and to the fact that her
parents took all the money she and her sister earned. Physicians usually
equate patients’ reports of pain in kidneys with lower back dysfunction. In
Nomi’s case, however, the physician reinterpreted her pain in the kidneys
as lumbar spondylitis, and his cultural interpretation had deleterious results
for the patient, as we will see in chapter 11.

Pulmon. Pain in the “pulmon” or lung, like cintura and kidney, is as-
sociated with hard work. When women, not without some pride, describe
pain in the pulmon, they speak of all the ironing and washing they have done
or continue to do, affirming all the womanly tasks their bodies had carried
out. For example, Joan lived in extraordinary squalor, spending her days
washing laundry for others earning 600 pesos (50 cents) per dozen pieces.
With this money she maintained herself, her children, and a drunken hus-
band who beat her all their married life. Joan insisted, in spite of the physi-
cian’s denial, that the pain in her lungs was due to the hard work she did.

But while pulmon is a common complaint of women, men present itas
well, similarly communicating the difficult work they had done. Occa-
sionally physicians recognize the relation between a woman’s presenting
complaint of “pain in the lung” and washing and ironing when they ask
the patient whether she engages in these activities. When physicians deny
there is anything wrong with the patient’s “lungs,” they disavow the hard
work the woman had done, especially washing and ironing. At least one
physician accepted the patient’s self-diagnosis in its literal sense and con-
cluded that the patient’s pain in the pulmon was due to the dust in the fac-
tory where he worked rather than to the work itself.

Piguetes. Piquetes, or jabbing pain in the heart or chest, and “high and
low;” blood pressure are typical symptoms that signify specific adversities.
Patients usually link piquetes with an experience of a strong emotion, such

as anger, and nerves. Piquetes are presented by persons of all ages and not
infrequently by young people between the ages of eighteen and twenty-five
of both sexes. In fact, all patients in the study n this age range presented com-
plaints of jabbing pain in the chest or heart, for which they expected to re-
ceive an X-ray or an electrocardiogram. Among young people this pre-
senting symptom may embody the contradictions they experience from the
high parental expectations t0 study and to “progress” in the face of either
limited societal possibilities or personal disinclination or both.
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High and _low blood pressure. Patients often present this condition to-
gether with ]ab-blng pain. High and low blood pressure, or “pressure,”
serves in some instances as an etiological explanation for other presen’t—
ing C{)rgplalqts. Pressure provides an especially good example of the in-
Eeertr‘; ationship between typical symptoms and biomedical construction,

een embodied day-to-day life experiences and emotional states. High
and -low blood pressure is characterized by a wide variety of symi)tor%ls
Fhat incorporate the heart, eyes, head, and chest with faintness and/or feel-
ings of dizziness and tiredness. Most important, it occurs when one feel
elthe}:lr crgstfallen or agitated and angry. In the words of Nomi, one knowz
gr;i.”as high and low blood pressure “when things have gotten out of con-
_ Highand lo_w blood pressure describes the vicissitudes in one’s dail
life; when one is dejected one’s pressure is low and when one is agitatec}i,
and angry one’s pressure is high. People associate high and low blood
pressure with familial conflicts, the death of a child, the loss of a spouse
economic problems, coming to live in Mexico City, and adversity that
brings down the sky.” In the words of one patient, the pressure goes
up “because I get desperate and I don’t have any money, and it goes
down when we don’t have any money and we have man;' obligations
and} feel desperate.” One patient began experiencing “pressure” when
her “womb was Femoved.” Others developed high and low blood pres-
sure after experiencing a fright or anger. Some physicians treat high
and low blood pressure with medication, irrespective of the blood pregs—
i}lllzii:onltor reading, while others ignore it or diagnose it as neuras-
A point made earlier that merits repeating is that not all individuals ex- -
press affliction by presenting their symptoms in a typical way. Among the
typical symptoms I have described, some represent embodied life’s le;gions
while others represent embodied pathogens and organic lesions.

Etiological Beliefs

The typlgal symptomatologies are closely linked with culturally con-
structed behefs about their etiologies that also inform physicians’ under-
standings of sickness. I have discussed Mexican traditional etiological be-
liefs elsewhere.* As is the case with typical presenting symptoms, Mexicans
draw upon a pool of shared etiological beliefs of which they become aware
when struck by a sickness. Generally speaking, these beliefs focus on en-
vironmental assaults, inappropriate diet and lack of vitamins, hard work
and Work'mg conditions, heredity, parasites, infection, lack of h’ygiene lack
of education, and emotional discharges of anger and nerves frequentl’y as-
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sociated with conflicting social relations, life events, and lived day-to-day
experience.

Tt must be stressed that some people cannot identify any reason for their
sickness, for most sickness attributions are fluid. Individuals draw upon sev-
eral causes concurrently or sequentially to explain a particular sickness
episode. Moreover, L have found that when people give explanations for a
sickness, the explanations are not always the same as those for specific
symptoms of any one part of the body. For example, when 1 questioned pa-
tients about what had brought on a particular symptom, say, abdominal
pain or headache, its attribution revolved around one or more reasons, in-
cluding parasites, diet, environmental assaults, poor physiological condi-
tion resulting from tubal ligation, hysterectomy, use of contraceptive pills,
overuse of medications, and so on. When I asked the same person to give a
reason for his or her sickness, the explanations bore on existential condi-
tions, including economic problems, an adverse life event, an emotional-
state such as sadness, or emotional discharges such as anger, nerves, or sud-
den fright (susto).

[n Mexican traditional beliefs the imputation of sickness to emotions 1s
not based on a mind/body dualism. In fact, the culturally shared under-
standing is that the body is an extension of one’s day-to-day experience;
the state of being sick is commonly regarded as a continuance of daily events
embedded in adverse social interaction and in moral evaluations that be-
come condensed in anger and nerves. The attributions require some elab-

oration.

Environmental Assaults and Diet

As we have seen earlier, people living in Mexico City are acutely aware
of the deleterious effects of the environment on their health, especially pol-
Juted air, smog, dust, cold air, and getting wet from the rain. Physicians and
patients agree that smog and polluted air affect people’s eyes, throats, and
overall state of health. Getting wet in the rain explains general discom-
forts, catarrhs, and grippes. Attributions related to diet bear on an inad-
equate diet, on an irregular eating schedule, and on eating the wrong foods,
for instance, spicy foods or pork; food sold by street vendors is usually
considered to be contaminated with parasites. Interestingly, in compari-
son with my previous studies in the countryside where few people attrib-
uted sickness to lack of food, in the-Mexico City sample, a handful of peo-
ple attributed their health state to an unhealthy diet.

Diet and work become intertwined in illness attributions, as when a
regular eating schedule could not be observed due to an erratic work sched-
ule. Similarly, one patient attributed his pains in the right side of his abdomen
and left side of his back to the fact that he was not allowed to eat or even
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go to the bajchroorn in the factory where he worked. As I noted previousl
hard work in general and work conditions in particular are regarded zs’
sickness producing. For example, a young man suffering from dizziness, pain
in the head, and blurred vision attributed his condition to his job V:/Eich
entallfed carrying heavy pipes. It is not surprising that both hard work and
worklng conditions become embodied in a large variety of symptoms, in-
cluding abdominal pain, chest pain, back pains, and pains in the kidneys
and lungs. Consider that men and women in the sample worked at Val?,i-
ous jobs at home or in factories under abominable conditions only to eke
out a very meager subsistence.

Anger

Negative emotional discharge of anger is probably the most widely at-
Frlbuted explanation for sickness. Anger provokes sickness in general, but
it can- also cause facial paralysis, pain in the “mouth of the stomach,”
b'loatmg, heart palpitations, jabbing in the heart, shortness of breath and
d1abet§s. Pain in the cerebro is almost always associated with angér as
are pain in the gall bladder and high and low blood pressure. Not un-
commonly, people may preface the presentation of symptoms with “yes-
terday I made an anger.” A common admonition is “do not make an anger
and you will not get sick.” While people frequently characterize them-
selves as being “an angry person,” anger is not a solitary act. It emerges in
all people, “angry people” or not, out of failed social relations, or from a
sense of injustice. One “makes an anger” because of a breach of moral
values: when children who ought to obey their parents do not; when hus-
bands who ought not to betray their wives do; when husband’s get drunk
and they ought not; when husbands dissipate their meager funds on drink
and other women and the wife is left with no money for her daily expenses;
when siblings who ought to share in taking care of their elderly parent;
leave one with the entire burden; when a man ought to be the supreme
authority in the household and is not; when a young man coming I;ut of
the factory. is attacked by a policeman who steals the two weeks” wages
he earned in the factory; or when a man loses a dispute because his op-
ponent bribed the authorities. P

Angers are “made” when tacitly accepted ideologies are violated, as
when women, conceding to the prevailing standards of male dominance e’md
female submission, fail to realize the rewards of submission, as when the
spouse spurns them. Angers are made when neighbors harass (Sne’s children
Joan, who lived on top of a garbage heap in a house constructed of tin
and cardboard, attributed her perpetual pains in her head and cerebro to
lack of food and to the anger resulting from conflicts she was having with
her neighbor. For Joan, as for many others, inimical social interactions
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and their moral underpinnings took precedence over miserable physical
surroundings and living conditions in provoking her anger. Angdf;rsvare
“made” and embodied when human beings are caqght in the contra 1ctlc.)ns
between the realities of daily existence and prevailing cultural ideo olgles.
In Mexico there is a strong ideology of monogamy and romantic love,
while the realities are that men maintain more than one woman. As we
saw in the last chapter, while a woman usually accepts that rnenhare 1;;
herently sexual beings and women are nat, she makes an angf;ir when s c
learns that her husband failed to give her money to meet her daily expensed
because he cohabits with “another woman.” More an_d more, pareEFlsdan
particularly mothers are confronted by the contradiction tll'i?];c chi r:rr;
ought to obey them and yet fail to do so. In the face of such conflicts ang,

e and sickness ensues. _ .
arePr;rZ((iioxically, while making an anger can produce a 51ck1_1€s_s, 1tfcarl1vzlllsci
protect one against witcheraft, yielding a profound contradiction ;)r S}):e
icans, a contradiction that when left‘unresolved can tend to prolong 1
sickness that was provoked by “making the anger. There is a common y
held belief that if one has a “strong character, 7 meaning one is “an angry
person,” one 1s protected from witchcraft. T_hus, wh{le making an aige; i
and being “an angry person” can produce sickness, 1t can glso protec (())int
against witchcraft and its dire effects. I will return to this important p

shortly.

Nerves

Anger closely converges with nerves. Nerves e)'cplain sickness and are ari
outcome of sickness. The term also refers to a smkness state. Nerves per
tains to a state of being that is often assogiated with anger, as well ;s toa
wide variety of physical symptomatologies and to CX{stentlgll con 1t10ns_
experienced in the entire body. Nerves as a state of_ being re ers to 1ta)n ggs
itated state, a state of worry, anxiety, and desperation, when , ,oned egﬁn
to think and think,” when “the entire body tfrembles and aches,” and when
one feels that nothing seems to go right. Patients at the hospital, hoyvev-er},1
do not present nerves as a prunary complaint but rther associate llt Wlts
jabbing pain in the heart, a caesarian, contraceptive pills, abd-om;lna %aih,
high and low blood pressure, unpleasant dre_:ams.,.dr-yne‘;‘s1 in the m bi]ls’
forgetfulness, pain in the cerebro, t}}e economic Crisis, 1’naf i 1?' to pzy il .
being beaten by one’s husband, being away from one’s family, and sleep

ne.
mglgi;ves can be inherited from one’s parents, but in the words qf one pa-
tient, “Everybody in Mexico is mervous becaus_e pf the economic finsl}sl.
According to a young girl whose mother part1c1p.ated. in the study, ei'r
mother developed nerves because of the economic crisis, when people
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stopped buying her mother’s merchandise, candies, hairpins, and tissues.
Over 50 percent of the patients in the study reported they developed a
state of nerves following the earthquake, when like the earth, people’s
bodies began to tremble. I must underscore that, while nerves is usually used
to explain sickness, many people attribute nerves to the sickness itself.
Thus, nerves could be as much a result as a cause of sickness.
The close association between anger and nerves is disclosed in the fol-
lowing examples. A young woman sought treatment for nerves because
she shivered, she had a pain all over her body, and she had “made many
angers.” She had suffered from nerves and “making angers” since she was
five years old, when her father and then older brother “used her to put
his ‘worm’ [colloquial for penis] between her thighs.” A woman’s twelve-
year-old son was murdered; she made an anger and began experiencing
nerves. Finally, Mary reported that she was suffocating (“#e abhogo”) and
had no way of “desabogarse” to “unsuffocate,” or unburden herself. When
her husband had accused her of having stolen his money, she became angry,
and she also visited a family where a young girl had been murdered. In
her words, “All that enters into the body as nerves,” and in this instance,
generalized adversity became transformed into specific symptomatology
of pain in the “mouth of the stomach.” In these examples, anger, nerves,
and sickness comprise simultaneously the etiology and the sickness state.
As I propose elsewhere,’ nerves is one type of life’s lesion that embodies ad-
versity and becomes expressed in sickness. Together with anger, nerves is
an embodiment of moral evaluations and indignation. Physicians reinter-
pret nerves in terms of a physiological dysfunction. They objectify and
separate the disorder from the patient’s experience in which the disorder
is embedded. Thus, a young woman with chest pains, a choking feeling,
tiredness, sleeplessness, pain in feet, and forgetfulness attributed her con-
dition to nerves and associated it with the fact that she had just lost her
boyfriend. The physician ascribed her condition to faulty synapses of the
Nervous system.

Susto

Along with anger and nerves, susto, usually described in the literature
as an illness state,® is also significant etiologically. Within the hospital set-
ting patients never presented susto as an illness state but rather as its at-
tribution. Susto is ascribed to a sudden fright that produces jabbing in the
heart or chest, fainting, bloating, dry mouth, and high sugar levels, or di-
abetes, abortions, and a variety of other symptoms. To cite an example, a
man’s car had broken down and he was attacked. This event produced a
bloating of his stomach. When experienced together with anger, as it often
is, it can cause “pressure” or other dysfunctions, including a state of nerves.
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Susto in and of itself, when not accompanied by anger or nerves, 1s rnorafﬂy
neutral; it usually is a response to unforeseen fr{ghtemng. events, as, }(zr
example, the earthquake. Susto took on a sp.ec1al'rnean1.ng against {"he
background of the earthquake that became etiologically mgmﬁiiagt. e
1985 earthquake resulted in a “super” suszo. It became embodied by peo-
ple who had experienced it directly. As I nvoted before, a large Pﬁarcentage
of the people in the study attributed their sickness and ongoing 1llness con-
it.
dlt}’oeri’st(c))nal anguish resulting from the earthquake became fg{p{ressed
through the body. Examples abound. A twenty_—elght-year—o woman
who witnessed the fall of several downtown buildings as she carr11<e Oklllt
of the subway has since been sick. On the first day of the earthqua es e
had a bone stuck in her throat, and after the second day she felt herf 11r11—
nards had come out,” and she could not y\{alk. She was unsuccessiu y
treated by many physicians for the condition. A middle-aged woman
who resided in the center of the earthquake zone and who sogght treat-
ment for chest pain reported, “Since the earthquake, every tllﬁle sogle—
thing shakes in the house I have pain here,” ponting to her Cf eist..11 ne_
of the patients declared that while before the earth_quake he felt 1 dog
casionally, since that time, his mouth has been contlpuously _dry, a; e
has been sick all the time. A man seeking help for kidney pain and con-
stant trembling attributes them to the earthquake. Another worlr<1an at:
tributed a diagnosed case of high blood pressure to the earthqua fe c0111
pled with her having worked hard all her life. In fact, one senior ernahe
physician similarly ascribed her own essential high blood pressure to the
ter.
natvléfr;lilled lesr‘jlsironrnent, diet, work, and ernotiongl discharges are .the pre-
dominant etiological beliefs, several others merit noting, 1n<:1ud1n%1 aire,
heredity, and witchcraft. Aire, believed to be prodgced by tprrpen}tle Splr:
its possessing the body, and a not uncommon traditional belief in the c;ouln
tryside,” was rarely implicated in sickness in t.he study group- h}terestlrilg y;
only three patients in the entire sample mentioned aire in relat{cl))n toc %S
pains. Aire is rarely drawn upon from the cultural pool of attri utlzns by
the subjects in the sample, owing possibly to the fgct that tormente spllr—
its usually roam around cemeteries tha}t, ugllke m.rural. villages, are lo-
cated relatively far from people’s dwellings 1n Mexico City.

Heredity :

! .
Heredity is cited as an illness attribution, or more often as a pot.eritﬁl
explanation for a serious condition. Inasmuch as none pf the subjects it oi
study experienced cancer or cardiovascular disease, inheritance V?S 1;1 t
a commonly invoked proximate cause. However, people often indicate
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that they feared their current illness was symptomatic of a serious condi-
tion, such as cancer or heart failure. Notions about cancer vary: it is a
tumor, it is very painful, one dies from it. One gets cancer because one
had many children. Cancer is the most often cited sickness that people
fear, and it is regarded by many as inheritable.® Along with inheritance,
it is also believed that mothers can transmit sickness to their offspring dur-
ing pregnancy when they “make an anger,” when they experience a susto,
or when their wombs are exhausted. For example, one patient attributed
medically diagnosed ovarian cysts to the fact that she was the youngest of
fifteen children. By the time she was born she regarded her mother’s ex-
haustion as having affected her health state. In the same way as high and
low blood pressure, the folk belief in the inheritability of sickness emerges
out of the folk interaction with biomedicine’s understanding of inheritable

diseases, of which the patient is made conscious through the medical his-
tory.®

Witchcraft

Inheritance and congenital transmission of sickness are occasionally as-
sociated with witcheraft. In fact, witcheraft is not an uncommon expla-
nation for sickness when medical treatment fails. At my initial interviews
people did not cite witchcraft as a cause of a specific symptom or of the ill-
ness episode for at least two compelling reasons. First, patients would be
leery of attributing their problem to witchcraft within a hospital setting
where they know such beliefs were frowned upon. Second, people usually
attribute an illness to witchcraft when all medical treatments have failed.'®
In fact, it is very common for people to conclude that their condition was
due to witchcraft because biomedicine failed to remove their sickness. In
this way there is a symbiotic relationship between biomedicine’s failure to
successfully resolve a patient’s sickness and the belief in witchcraft. In view
of the fact that patients had not exhausted their biomedical options when
they sought treatment at the hospital, they were not likely to draw upon
witchcraft to explain their illness state at the time of the first hospital visit.
[ must emphasize that while beliefs in witchcraft exist in the pool of
shared beliefs, not all people arrive at this conclusion, even when med-
ical treatment fails. There is a great deal of ambiguity about witchcraft
beliefs. For example, when patients were asked whether witchcraft was
done to them, approximately 58 percent claimed they did not believe in
it, while the remaining 42 percent were equally divided between answer-
ing “yes,” witchcraft had been performed on them, and “they didn’t
know.” Many people stated that they did not believe in it themselves, but
they ascribed the belief to others or knew people who were victims of
witchcraft. Some people stated that they avoided their neighbors and
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other strangers to avoid the possibility of having witchcraft performed
on them.

Belief in witchcraft is problematic in Mexican culture. For many peo-
ple belief in witchcraft frequently creates unresolvable contradictions. To
admit to belief in witchcraft is to admit to being ignorant because the so-
ciety at large regards such beliefs as a mark of ignorance and condemns
them. On the other hand, to deny that sickness is produced by witch-
craft is to assume culpability for it rather than blame another for one’s mis-
fortune. Witchcraft, like anger, reflects social intercourse “gone rotten.”
As I have emphasized elsewhere,'! while denial of the belief in witchcraft
abates suspicion and fosters a more favorable social environment among
friends, neighbors, and especially in-laws, jilted spouses, or girlfriends, it
also shifts the responsibility for the sickness to personal acts, such as
“making an anger.” Additionally, physicians validate assumptions of per-
sonal culpability by imputing the patient’s sickness either to anger or to
some failure of the patient’s organism. I hypothesize that when culpa-
bility is shifted from others to oneself, it tends to exacerbate the sickness
and militate against its speedy resolution. Several patients in the study
for whom biomedical treatment failed suspected they had been bewitched,
as, for example, Paulino, a fifty-year-old man, who had seen numerous
physicians. He believed that his previous spouse whom he had jilted had
bewitched him:

While for some witchcraft becomes a satisfying explanation for a sick-
ness that stubbornly refuses to be alleviated biomedically, it also enmeshes
the individual in a conundrum. The individual must resolve the paradox
that one possesses either an “angry character” that failed to protect one,
or a weak disposition leaving one unable to defend oneself, a trait that

men are especially reluctant to acknowledge. I propose that when a per-

son of either sex is enmeshed in these types of contradictions, it impedes
the healing process.

To reiterate a point I made earlier, attributions are not discrete beliefs;
rather, they become woven into culturally coherent statements that give
meaning to the sickness event. Malfeasance becomes intertwined with be-
liefs about the nature of one’s character and with beliefs of inheritance, as
can be seen from the following example. A man attributed his child’s sick-
ness to witchcraft on the grounds that the witchcraft was intended for him.
But since he was the possessor of a strong character, “he was an angry per-
son,” it ricocheted on his wife during her pregnancy; she then passed it on
to her child, who déveloped the sickness that was being unsuccessfully
treated by physicians. Admittedly, this reasoning may not be encountered
regularly, but it serves to {llustrate how traditional etiological beliefs, anger,
witchcraft, and transmission by the mother become interwoven to yield a
unitary explanation for the individual.
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Table 3.1: Most Common Atftributions of Sickness by Sex of Patient
(in percent)

Attribution Males Females
Environment 8.0 5.3
%etk 12.9 6.3
Or’ 12.9 12.6
Don’t know 225 24.0
Emotional Discharges 43.7 51 .8
(includes nerves, anger, fright, .
and overall adversity)
100.0 100.0

Whereas etiological beliefs assist in making sense of one’s illness state
1 propose that such beliefs also create contradictions sufferers must resol ’
to facilitate the resolution of their sickness. oo
. To complete the general discussion of culturally shared attributions, it
is noteworthy to examine the frequency with which the study sample dr;:w
upon them.l Men and women resort differentially to the pool of culturall
§r};z[1)rlid3atfr(11butilons, ﬁthough the difference is not statistically signiﬁcanty
.1 displays the ibuti 1 !
pavte 3.1 thepS tu};l 3 attributions most commonly cited by men and
As shown in Table 3.1, a higher percentage of men than women also
attributed sickness to environmental causes. This can be explained by the
fact that men are usually exposed to pollution and smog because thei}; ac-
tivities take them outside the house more than women. Twice as man
men as women attributed their sickness to diet. Close examination reveal};
that while more women expressed the belief that they got sick because of
Eatlgg the wrong foods (for example pork, spicy foods) and inadequate
v(;gd;) g.en tended to attribute their sickness to eating food sold by street
Women were more aware of dietary deficiencies because they often have
less_ access to money for food. They usually feed their families, includin;
their husbands, before they themselves eat, whereas men are n;ore mind%
ful of the fqods they buy from street vendors. While a higher percentage
of men ascribed their sickness to environmental assaults and dietary causégs
a higher percentage of women attributed sickness to emotional dischar. cs.
When attributions were ranked along sex lines in terms of how oftegn 2;
partclcul'ar category was used to explain the symptoms the person was ex-
periencing, emotional discharges ranked first among women, while envi-

ronment ranked last; amon i
_ : ; g men environment was ranked fi -
tional discharges last. rsrand emo
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The fact that a higher percentage of women than men attribute the%r
sickness to anger and nerves and rank them first as the cause.of_ﬂlness is
not unexpected. Women are more enmeshed in moral contradictions than
men, who from the women’s perspective promote their anger and nerves.
Women, unlike men, must resolve the prevailing ideological paradoxes
about monogamy and the realities of male polygyny: men abandon
women, while women rarely abandon men, and women must compete
with “the other woman™ for scarce resources a man ought to provide
his family.

Women must also negotiate relations with their children, the sort of
contradictions that provoke profound anger and produce sickness. Chil-
dren are expected to obey their mothers but often don’t. Since the women
carry the greater burden of disciplining the children and spend most of
their waking time with them, they are more affected by children’s disobe-
dience than men. In view of the prevailing cultural etiological under-
standings that nerves and anger are sickness producing and that women are
more often caught up in situations leading to anger and nerves, it is not
surprising that women get sick more than men, a phenomenon that I have
discussed elsewhere.? ;

In sum, people do not rely on one attribution to explain their symp-
toms. A combination of etiological causes are given that are culturally
shared, but some patients also include idiosyncratic elements such as child-
hood experiences. Consider, for instance, a man with virtilago, who at-
tributed his abdominal pains to nerves that resulted from difficulties he
encountered in his business. He ascribed the virtilago condition to having
been beaten by his uncles as a child after his father had left the family. A
woman ascribed her pains in the cerebro and in the “mouth of her stom-
ach” to having been an orphan from an early age. Another woman at-
tributed her ailments to the fact that her husband would not accept her
child from a previous liaison.

My examination of the ways in which people in the study present and
explain symptoms illuminates the close links between daily life and etio-
logical beliefs. Elucidation of etiological beliefs and typical symptoms
sheds light on the ways in which physicians understand and practice bio-
medicine and reveals the cultural underpinnings of biomedical practice.

Notes
1. Foster 1976, 1978; Kleinman 1980.
2. Good and Good 1981; Kleinman1988; According to one physician who worked
both at Salud Hospital and had a private practice of wealthy patients, the poor patients in
this hospital minimize their symptoms, whereas his weaithy ones exaggerate them. It
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3. Finkler 1985/1994.
4. Finkler 1985/1994.
S. Finkler 1989.
6. O'Nell and Sel ;
> iy g by 1968; Rubel 1964, 1984; Uzzell 1974.
8. Although I hasten to add that in
cancer, none of them attribured the disea
chest. See Finkler 2000.
9. But see endnote 44 in Chapter 1.
10. Finkler 1985/1994.
11. Finkler 1985/1994.
12. Finkler 1985a; 1994.
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Health Care Delivery in Mexico

In this chapter I survey health care delivery in Mexico, including the
variety of options available to people. I also describe Salud Hospital and
the health-seeking trajectories of the people in the study group.

In his typology of health care delivery systems, Kleinman (1978) de-
lineated three sectors: the professional sector, which involves practitioners
with formal training and political legitimization; the folk sector, which in-
cludes a wide variety of traditional healers; and the popular sector, which
refers to home self-care. Biomedicine is the predominant professional health
care delivery system in Mexico. The mixed economy of Mexico, combin-
ing state-managed and private economic enterprises, is reflected in bio-
medical health care delivery. Biomedical health care is provided by state in-
stitutions and by private physicians. Additionally, there are alternative
healing systems including professional and folk. The former includes home-
opathy and acupuncture; the latter includes Spiritualist healing, curan-
deras, and a variety of other healing modes.

Biomedicine in the Public Sector:
Institutional Health Care Delivery

The Mexican Social Security Laws guarantee health care to all employed
workers. The state has taken charge of its population’ health through its
three major public institutions. These state institutions each operate net-
works of extensive, independently administered, primary, secondary, and
tertiary hospitals and clinics. The National Institute of Social Services, Mex-
ico’s social security system, (IMSS) was established for workers in 1943.
With the expansion of the Mexican bureaucracy the Institute for Social Se-
curity for State Workers (ISSSTE) was founded in 1960." Subsequently, other
government enterprises, including the National Oil Co. (PEMEX), the Rail-
road Workers, the Electrical Workers, and the Society of Marines, launched
health services for their employees.? All these institutions are financed jointly
by the federal government, employers, and employees. People who lose their
jobs forfeit medical benefits provided by these institutions.

These government health care programs cover about half of Mexico’s
population.? The remaining population of unemployed workers, peasants,
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state bureaucracy, the Mexican State safeguards a healthy labor force for
the capitalist, industrialized sector of society. The Ministry of Health fa-
cilities such as Salud Hospital furnishes a last resort for the urban unem-
ployed, the petty merchants and street vendors, unemployed women with
children, and peasants, after private physicians’ treatment has failed.

As we saw, the earthquake and the economic crisis added new finan-
cial burdens to the public sector health care due to the collapse of or dam-
age to several of the major public hospitals.? After the earthquake physi-
cians were displaced from their posts and patients shifted to existing
hospitals.® Due to the economic crisis, persons who usually relied upon
private physicians turned to the Health Ministry hospitals, including those

from the middle class and self-employed merchants who uncustomarily
sought treatment in Salud Hospital.

Biomedicine in the Private Sector

The elite and the poor are most likely to avail themselves of private physi-
cians. Physicians usually function in a two-tiered economy of public and
private enterprise. Doctors employed by state institutions also have private
practices. While their institutional salaries are all equal, depending mainly
on years of service, in the private sector their fees vary commensurate with
their specialization and the economic means of the clientele they serve.

There are private hospitals serving the elites and a plethora of private
physicians in the Federal District whose fees may be exorbitant.!® The pri-
vate medical sector includes not only renowned physicians who occupy
posts in government institutions such as Salud Hospital, but also doctors

who could not gain entry into state-controlled institutions. Physicians hold-

ing posts in the public health care institutions often remarked that unaf-
filiated physicians robbed their patients by charging them high fees and
prescribing expensive medications.

While there is a limited system of peer watch in the public hospitals,
private physicians are judged through the lay referral system,'’ and their
professional performance varies considerably. From the point of view of pa-
tients who lack access to IMSS, private physicians have an advantage be-
cause they are found in many neighborhoods and they can attend to pa-

tients with dispatch by avoiding the bureaucratic maze of public sector
medicine provided by the Ministry of Health.

Salud Hospital

Salud Hospital was built at the beginning of the twentieth century and

is regarded as a pacesetter for its advances in biomedicine. This hospital



54 - Physicians at Work, Patients in Pain

i i 1 i its en-
from the entire country, mclu(%mg Mexico Qélyuzrifg [ en-
] tients, 101
i i i and tertiary care for pa , )
ns. It provides primary and : g
VI:S) medic?ne and all its specialties, SUIGErY o'bStetngs grﬁit agt);ve ol¢ giéine,
3' trics, plastic surgery, preventive medicine, renabl e e b
i n7c service, a blood bank, general laboratory test;, ize; ond lab”
emetrogre serices. The task of the hospital’s social wor serav1 e
O;:s th}; amount each patient 1s charged for labo;ator}; sln ysis,
S . - l .
and other technological services prov1d§d by the C:fpurated 1965 and
The outpatient clinic in Salud Hospital was 1na .glt'es din L e
ovides general medicine as well as all mc?dlcal specialti sand o
gital services. Hlowever, while the outpatlfn; d}(lepar.tzf?esources the o
. i 1 ospl
jorl i spital, most of the hospitat] .
of patients using the hos] . rees e
]c‘)erllgi intg complex technologies and specialty services, including surgery,
n -
i ital i ell known.
for which the hospital 1s especially w < day. Fora few cents

The hospital attends many h}lndrfads of pe}tlen;ls. ey B ories in
1 tients obtained an identity card in which. ries 11
ﬁrStl_'ltlm?tiéll\ifere recorded. After having received thelr“IDs, nev:fll}sation s
e c:istlrjelzcted to a specially designated physician fora péetcki)(erlrls ation.
VAVﬁrfvolmen were instructed to have Pap smears .doner:r ir; hen r?sultatmn
the results of their test to the gttendl?lg E:\Z,s;c;iir;ts we};e o the
vl I?Sted f(zr elli?Zr:th ?r?e?iiglns:v?ce based on their presenting Tértrllgr-l
approdp g Orlécgnsultation. Patients lined up in front of the ﬁreczrrlli:red on
tol'ins' }lflr,lf cpubide and approached him one by one. Asht ey nerec
D diat lv inquired what was WIODg with them and then m? A e
}fmm?ilritrierzclgr(iied it in the patient’s ID. T observed %;/er 1t5 g :1) st ’;;eepfol_
cegrrfslultations provided by various phyS}ClanS fotr;l jl re(z)r;r(li ure.y
lowing are randomly selected transcriptions o p

serves patients

Patient (middle-aged woman):'My a)rms hurt.
Doctor: You have pain in the joints? |
P: No. - B
D: Internal medicine.

P (young woman): [ have pain n my stomach.

D Internal medicine.
P

(middle-aged woman): | have headaches.

5
: happens to you, are you nervous: o
IIZ- VYUe}sl.e1 ; hzsg gone to a doctor and he gave me palliatives.
]j: You are very green.
P: Yes.
D: Neurology.
P (middle-aged woman): My period lasts nine days.

o
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You menstruate a lot: Gynecology.

Sl

(young woman): [ have a rash and a lot of itching.
: Dermatology.

~J

(young male): | have headaches and swollen cheeks.

Did you fall?

No. T had a fright and I got angry.
Neurology.

man entered and said nothing ar first.)
What is wrong with you? )
I am suffering from nerves. [ also have nausea in my intestines.
What else is wrong?
I feel poisoned by constipation.
How many days?
Constantly.

It’s nervous colitis. Internal medicine.

PFUFORUE Yy

Referrals to specific services depend largely on the physicians’ training
and specialty. Two patients reporting the same symptoms would be re-
ferred to different specialties, depending upon the preconsulting physician
they happen to see. Patients whose presenting complaints were headaches
may have been referred either to Neurology or to Internal Medicine. Those
reporting pain in the kidney were referred to Urology or Internal Medi-
cine, while women reporting pain in their ovaries were usually told to go
to Internal Medicine or to Gynecology. Most patients with multisystemic
complaints or diffuse symptomatology— patients with abdominal pains,
back pains, and chest pains— were usually referred to Internal Medicine.
If patients reported abdominal pain and the preconsultation physician was
a resident in surgery, they were usually referred to Surgery rather than In-
ternal Medicine.

Patients were randomly assigned to physicians in the medical services des-
ignated during the preconsultation. Preconsultations and consultations in
the outpatient clinic were conducted in dimly lit cubicles, usually sepa-
rated from one another by an accordion curtain. Each contained one cot
used alternately by two physicians and two writing desks each with two
chairs. A nurse, whose task was chiefly to weigh, measure, and take patients’
blood pressure, worked for at least three physicians. While the hospital
provides morning and afternoon service, the bulk of patients were seen in
the mornings, chiefly because many people were not informed that con-
sultations were given in the afternoons. Afternoons were usually quiet, the
pharmaceutical salesmen had left, and the relatively few doctors working
the late shift attended to patients at a less frenzied pace. Typically physi-
cians in either shift saw between three and five new patients a day and at-
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tended to five to fifteen returning patients. Patients were turned away if
there were more new patients on a given day than could be seen within

the physicians’ quotas.

Nonbiomedical Treatment Options

Homeopathy enjoys an extensive following in Mexico, even among
some biophysicians, and it is the chief professional competitor with bio-
medicine. This prominence has a latent effect on the structural positions of
physicians in Mexico, if not on biomedical hegemony, and for this reason
it merits brief consideration.

Homeopathy was brought to Mexico in 1850 and quickly became a
significant health care option. In 1895 the National School of Home-
opathy was established and the Ministry of Health is currently sup-
porting it. Students in the homeopathic school follow the same cur-
riculum as medical students, except that they are taught homeopathic
pharmacopoeia, which forms the basis of homeopathic therapy, rather
than pharmacology. In keeping with homeopathic physicians’ profes-
sional training, homeopathic doctors have a right to work in govern-
ment medical institutions. However, biophysicians who control the pub-

lic hospitals impede their appointment, restricting their practice to the
private sector.

Writing in 1888, the medical historian Flores y Troncoso (1982) ob-
served that according to homeopathy, sickness was produced by a loss of
balance of the two fluids comprising the human organism, electric and
magnetic. It was founded on the Hippocratic notion that sickness was best

treated by medicines, which provoke disease in healthy people. If a particular
medicine could produce a sickness, it could also cure it. According to
homeopathic practitioners and other sources,'? the basic assumptions of
homeopathic medicine are that no two individuals’ organs function ex-
actly the same way, and that since each illness episode is unique to the per-
son, the treatment must also be unique. The capsules prescribed by home-
opathic doctors presumably contain specific compounds tailored to each
patient. It could be said that while biomedicine is based on notions that dis-
ease entities are shared by a majority of people, homeopathy emphasizes
the individuality of the person’ condition and individualized treatment.
One of the physicians in the hospital associated with this study also
practiced homeopathic medicine. According to him, it is necessary to ques-
tion patients about their moods, the sensations they are feeling, and if they
had experienced any frights in order to arrive at a homeopathic diagnosis.

The patient’s mental state uncovered through questioning, combined with

the presenting symptoms, is the basis of homeopathic clinical judgment. In
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Patients’ Trajectories Within
Health Delivery Options

Fifteen percent of patients participating 111 the study were entitled to
IMSS or ISSSTE services, but they sought treatment at Salud Hospital be-
cause they were dissatisfied with the treatment they had received in these
institutions.'” For the majority of patients the hospital is a last resort, used
after seeking treatment cither from private physicians or other Health Min-
istry clinics. Paradoxically, while patients view the hospital as the last bas-
tion for primary care, the hospital authorities claim that the hospital ought
to supply secondary and tertiary but not primary care to patients, even in
the outpatient clinic.™®

For the overwhelming majority of patients in the study, their health-
seeking trajectory began with a visit to one Or more private physicians.
Private physicians either lack the technological apparatus that patients
often expect or may charge as much as $50 for X-rays and other labora-
tory analysis, sums patients in the study could not afford. Other reasons
patients gave for seeking treatment in Salud Hospital included their de-
sire to be seen by specialists, their desire for laboratory analysis and X-
rays, and their conviction that they will not be made to pay for unneces-
sary treatments and visits in a government hospital. Less common reasons
include seeking treatment as a diversion from household chores and the

opportunity to talk to new people. Some came tO accompany a sick rela-
tive and took the opportunity to solicit treatment for themselves as well.

In keeping with my findings from a previous study,'® 1 have found that
biomedicine was the first and foremost resort to health care among the ma-
jority of people in this group as well. When biomedical treatment failed, then
other forms of health care delivery were sought, including, homeopathy,
acuptncture, and folk healing, or herbal medications. Approximately 12 per-
cent of the people in the study had resorted to alternative treatments, pre-
dominantly herbal medications, concurrently with biomedical treatment.

Table 4.1 displays types of health care patients sought in the study for
their condition prior to their hospital visit.

As is shown in Table 4.1, private physicians were the first entry into the
medical stream for those patients who had sought any kind of medical
help before coming to the hospital. These findings suggest that, for more
than half of the people in the study, the hospital was indeed considered to
be a provider of primary care services, a view of the hospital that was not
shared by the hospital authorities.

For many people pharmacies, where pharmacological drugs are often dis-
pensed by people with only a primary school education,?® are a major, if
not the only, health care resort.
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Table 4.1: ’[ype‘ of Treatment Sought by Patients Prior to
Hospital Treatment by Sex of Patient

(in percent)
Treatment Type Females Mal
| ales

Private physician 29
Health centers ‘16% N
Self-medication ( icine) ' o3

patent medicin

Herbal medicines ? gi T
Have not done anything 42.0 é g
0. 38.5
100.0 100.0
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n p S )
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4. For example, in Salud Hospital general admission to the hospital in 1986 was 40
pesos (about 3 U.S. cents) and in 1988 it was raised to 100, equivalent to about the same
amount. Cost of laboratory analysis ranged from 55 to 130 pesos in 1986 and was raised
to 100 to 200 pesos in 1987, while X-rays ranged from 200 to 300 pesos in 1986 and in
1987 were raised from 400 to 1,300 pesos. These peso amounts varied depending on the
value of the dollar on a particular day but usually were equivalent to no more than S to
30 U.S cents. X-ray materials were sometimes unavailable during the study period, in
which case patients were required to purchase the negatives in the private sector, which
could cost as much as 10,000 pesos or $7 to $10. Electrocardiograms cost between 175
and 400 pesos in 1986 and 300 and S00 pesos in 1987, while the cost of an ultrasound
ranged from 375 to 775 pesos in 1986 and 600 to 1200 in 1987 (all less than a dollar
irrespective of the exchange rate for the particular day). While all fees are minimal, they
are assessed for each patient by a hospiral social worker using a three-point scale that is
applied on the basis of how the patient appeared to the social worker: very poor, mildly
poor, or affluent.

5. Alvarez 1987; Horn 1983; Pena-Mohr 1987; Lépez Acusia 1980.

6. Alvarez 1987.

7. Baez 1988.

8. One of the largest IMSS hospitals collapsed during the 1985 earthquake, as did
several of the ISSSTE and Health Ministry institutions. These have subsequently been
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and committed positvists. In 1988 a series of articles was published in a Mexican major

_newspaper, arguing that homeopathy was not a science and had no validity (Fernandez de
Castro 1988, 1988a, 1988b).

14. Finkler 1985/1994.

15. The large Sonora market in Mexico City sells only medicinal plants and the ven-
dors may often advise clients how and when to administer them.

16. Nopal (Opuntia spp.), the leaf of the prickly pear cactus, is widely considered a
remedy for diabetes.

17. According to these patients, physicians in such insttutions do not pay attention to
themn, never examine them, or ask them any questions; they only listen to the symptoms and
prescribe medicarions. Physicians who work or have worked in these institutions indicated
that the patient load is much higher in the IMSS/ISSTE hospitals than in the Salud Hospital.

18. In fact, some consideration had been given by the hospital administrators to elimi-
nating the outpatient service precisely because the hospital considers itself a tertiary care
institution providing, to its distress, primary care. Afrer I completed the research there was
a brief interval when patients were turned away and referred back ro local health care
clinics. Only those considered to have serious impairments were attended there. However,
the outpatient clinic physicians strenuously objected to turning patients away, and the new
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History of Medicine in Mexico

In this chapter my concern is with the development of contemporary bio-
medicine in Mexico, recruitment into the profession, and with physicians’
social position in Mexican society that also reverberates on biomedicine’s
impact on people in Mexico. I begin with a brief overview of medical be-
liefs and practices prior to the European conquest. While argnably there is
continuity from the past to the present, the historical panorama illuminates
the ways in which medicine is embedded in broader historical and social
processes, especially in the relation berween the conquered and the con-
querors, as well as between Mexico and other nations. Mexican medicine has
witnessed considerable sociopolitical and sociocultural changes, corresponding
to the major historical transformations that had taken place in the society.

The Preconquest Period

There is an extraordinary and rich literature on the great civilizations
of Preconquest Mexico and on its medical beliefs and practices.' The Span-
ish kept meticulous records about the people they had conquered in 1521,
including the Aztecs. According to Aztec beliefs, sickness was caused by
punishment from the gods, by spirit intrusions, by bewitchment,? and by
natural causes. They treated the resultant pathological lesions and patients’
symptomatic complaints with a wide variety of techniques, including surgery
for abscesses, wounds, and fractures, trepanation, and dental incrustations
using gold and jade.? Arguably the most distinguishing aspect of Precon-
quest medicine was its extensive pharmacopoeia, displayed in the markets
of Tenochtitlan, the Aztec capital and present-day Mexico City, that as-
tounded the conquistadores.* Over 3,000 plants may have been used for
medicinal purposes by the natives of Mexico, as well as minerals and an-
imal products.’ This variety reflected Aztec political expansion of their em-
pire into diverse ecologies, rendering a vast assortment of materia medica.

The Aztec cultivated botanical gardens the flora of which were associ-
ated with the gods, accessible only to the privileged. Among the best known
sacred plants was the maguey (Agave sp.) from which pulgue, an intoxi-
cating juice of about 12 percent alcoholic strength, was extracted.s It was
used in surgery for treating wounds and traumatic lesions.’

65
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The highly stratified and specialized Aztec society was mirrored m its med-

e. Two major categories of practitioners mcludec;l thccl);ieadwcl:réi}i
- spired and closely linked to the priests and artisans, an orf the?;o om-
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The Colonial Period
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ractices s’electively,‘ rendering Spanish mech;me in Mexico i
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(l:)i)ré:;lriz:ral PI))latnts with the Hippocratic-Galenic medicine that was pra
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in Spain. Hence, medical practice in Mexico became distinct from that in
Spain not only because of its relative isolation from the mother country, but
because of its incorporation of the indigenous pharmacopoeia. As more
and more Spanish physicians came to Mexico, they became instilled with
indigenous lore that led to a fusion between Spanish and Preconquest med-
icine.'3
Medical historians point out that medical practice begins to parallel the
structural transformations that took place in Colonial society. Broadly
sketched, Colonial society quickly became differentiated into three major
social strata: the Spanish conquerors and their offspring, the Criollos; the
Mestizos, and the native populations that during the Colonial period re-
mained separate from the other two groups. In present day Mexico, the Mes-
tizos comprise the overwhelming majority of the Mexican contemporary
population representing a biological and cultural mixture of Spanish and
indigenous peoples. ‘ ’
Corresponding to the three general groupings of Colonial society, there
were three types of medicines practiced at the time: indigenous, Mestizo, and
the Spanish medicine of the universities.”* Indigenous healers, usually branded
as sorcerers by the Catholic Church and the Spanish conquerors, like their pre-
decessors relied on revelation and mystical experience and their extensive
knowledge of the indigenous flora and fauna that comprised their materia
medica.’’ The Mestizo curanderos merged indigenous medical practice with
Spanish folk knowledge to create Mexican folk medicine, also incorporat-
ing indigenous materia medica and astrology as well as Judeo-Arabic prac-
tices, Catholic saints, Christian prayers, and fortune-telling derived from me-
dieval medicine. The Mestizo curanderos thus had an expanded repertoire of
medical practice drawing upon both indigenous and Spanish folk traditions.'¢

At the top of the hierarchy stood Spanish medicine and its practitioners. The
medicos universitarios, physicians of the universities, were the Spanish and
Criollos, the officially trained physicians who were, according to Somolinos;
d’Ardois (1979), greatly influenced by Arabs, Jews, Hippocrates, and Galen.!”

The first university with a faculty of medicine was established in Mex-
ico in 1551. During the Colonial period the Lady of Succor and the priests
enjoyed the prestige that flows from healing, and all strata of Mexican so-
ciety demanded the medicinal drugs produced from animal, mineral, and
vegetable matter of both new and old world origins.

The Spanish established hospitals in Mexico as early as 1524 to deal
with the devastating epidemics following the Conquest. Despite the es-
tablishment of hospitals and the development of universities and schools
of medicine, according to Flores y Troncoso “the medical sciences (refer-
ring to medicine, surgery, and obstetrics) were all in a lamentable state of
backwardness and so it was in the Colonial period in Mexico” (1982:481).18
Scholasticism prevailed in medicine. Excepting anatomy, Hippocrates and
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Galen were taught in Latin and no dissections were performed.’® Medical
education followed the European pattern of the period, but additionally in
Mexico there was a faculty of astrology and botanicals.?® News from Eu-
rope traveled slowly, particularly new developments in medicine and in-
formation that was not of Spanish origin hardly reached Mexico. Conse-
quently, the decadence that overtook Spanish medical practice also prevailed
in Mexico.?' Given the low prestige of physicians coupled with their low
salaries, the least able students entered the profession at the time.

The history of Mexican medicine sheds light on the complex nature of
relations between the rulers and the ruled. Even this synoptic view of med-
ical history in Mexico brings into bold relief the interaction between the con-
querors and the conquered. Normally, we look at how native populations
assimilate the ideologies and practices of the dominant society. Less at-
tention has been given to how the subordinate culture influences the con-
querors, as exemplified by Spanish absorption of indigenous medical knowl-
edge, a recognition by the conquerors of the medical mastery of the
vanquished. '

It is thus noteworthy that knowledge and beliefs about medicinal plants
were incorporated into Spanish medicine, rather than suppressed, as other
native cultural practices had been, and this fact may partially explain the
contemporary cultural commitment to herbal remedies by all Mexicans. The

Colonial period following the Conquest brought about great discontinu-
ities in Mexican society and culture, including medical practices. The
threads of continuity in medical activities were maintained in the daily ac-
tions of the people, with the Spanish conquistadores and their inheritors
blending the local culture with their own, especially the materia medica.
As we move to the period of Independence, we encounter the supreme
irony: Alien medical beliefs and practices became heralded, and indige--

nous knowledge became denigrated.

Independence

Following Independence, usage of medicinal plants was brought into
question. In fact, with Mexico’s independence from Spain in 1810 the
thread in medical practice was severed and a new era in Mexican medi-
cine began. Perusal of Mexican medical history following independence
reveals how Mexican physicians eagerly embraced the new ideas in med-
icine that were being promulgated in Europe, especially France. The Re-
form laws facilitated the intellectual extrication from Spain during the Lib-
eral Reform period, dominated by Benito Juarez (1855-1862 and
1867-1872). It led'to numerous social transformations, including the sep-
aration of church and state.?? Thus hospitals were disengaged from the

A
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political and social revolution against the regime, there was also a rebel-
lion against positivism, a hallmark of the Porfirio Diaz regime, and con-
sequently against medical institutions that prided themselves on practic-
ing scientific medicine.’” In the 1920s when the country began to return to
stability, new reforms were implemented at the Faculty of Medicine, which
at the time was dominated by the French school of medicine.

The new influences on North American medicine began with the Flexner

Report of 1910, which firmly anchored medicine in the biological sciences
and introduced sweeping reforms in medical education;?® the North Amer-
ican influence on contemporary Mexican biomedicine, with all its spe-
cialties, arrived in full force in 19433 and it was promoted by the na-
tional institutions. That year the Ministry of Health and Assistance came
into existence, as did the social security system (IMSS), which was rooted
in Article 123 of the 1929 Mexican Constitution.*® Various other public
institutions followed, including research institutes. New hospitals were
built promoting tertiary care and medical specialization.* The basic sciences
were incorporated into medical education, and postgraduate and contin-
uing education was introduced.*? Laguna observed, “Our concepts of the
basic sciences followed from models developed in Western industrialized
societies and have facilitated in large measure the implementation of cu-
rative medicine that revolves around medical specialization, growth of
complex and expensive technology, and the concern of the doctors and
institutions have focussed on difficult and complicated medical problems,
on rare medical problems of an organic nature” (1984:67). According to
Laguna, medical practice in Mexico has been transformed in the last forty
years from empirical practices and “imprecise and blind norms to a pro-
fessional process within scientific norms, though based on observation and
analysis” (Laguna 1984:70). In short, according to this and other physi-
cians and scholars of biomedicine,*? the medical profession has pursued
a scientific course, and its major efforts have been dedicated to the basic
sciences in medicine.

During the 1940s, the majority of young physicians went to study in
the United States; in Mexico biomedicine paralleled medical developments
along with its specialization and its organization of hospitals and teach-
ing institutions.* Medical education “has followed the international ten-
dencies of specialization, basically influenced by the North American
school” (Ortiz Monasterio 1984:80). Specialties were defined around the
model of the “Boards” in 1965. In 1946 an inexpensive Spanish edition of
Cecil was made available to medical students, facilitating the transmission
of American biomedicine.*

Mexican physicians take great pride.in the fact that with the creation of
specialties and vigorous research activities,* medicine in Mexico stands
on an equal footing with biomedicine practiced in industrially developed
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Freudian notions regarding a relationship between sexual deficits and emo-
tional disturbances, voiced by some Mexican psychiatrists, flow counter
to traditional cultural etiological notions of emotions that emanate from
social interaction and the life world, as we saw in chapter 3.

Recruitment into the Profession
and Medical Education

‘The biomedical model of disease and its treatment is transmitted to its
practitioners through the education of physicians. Recruitment into the
profession also bears on our understanding of physicians’ status in Mex-

. Ico and on medical education. Medicine is taught in government-supported
universities, foremost of which is the National University of Mexico
(UNAM) in Mexico City. Other state-supported universities in Mexico
City, arguably less prestigious than the UNAM, include the Politecnicum
and the Metropolitan University. Individual states also have government-
sponsored medical schools. There are at least two prestigious and costly pri-
vate universities in Mexico City that, like the National University, inculcate
a strict biomedical model and teach biomedicine as a scientific discipline.>°

Recruitment into the School of Medicine at UNAM since the 1970s
was governed by a policy of overall democratization of education, and ad-
mission was for all practical purposes without restriction to all graduates
from the UNAM preparatory school. During the peak recruitment into

the profession in the 1970s there were 5,000 medical students attending the
Faculty of Medicine. In the 1970s, accompanying the oil boom, a politi-
cal decision was made to open twenty-five new medical schools in the
country, and there was a 130 percent increase in admissions since 1970.5"
There was a sevenfold. increase in medical students between 1970 and
1983.52 According to one educator the open admission policy resulted in
declining educational standards because, in his words, “you cannot fail
everybody.”

The curriculum consists chiefly of the basic sciences with little expo-
sure to clinical practice. According to Frenk (1978) and Flores Carbajal
(1988), 90 percent of the curriculum entails biological sciences and only
10 percent of medical education is dedicated to social medicine and psy-
chology. During the Lazaro Cardenas regime (1935-1939), rural medi-
cine was introduced in Mexico through the Social Service program out of
the president’s commitment to the rural population who suffered a grave
shortage of physicians.®3 The Politecnicum’s School of Medicine was orig-
inally established to service the health needs of the rural population with
a strong emphasis on social medicine and anthropology. Subsequently,
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lationship between ecology and infectious disease.€0 Scant attention is paid
to mechanisms of transmission, which Frenk argues persuasively are rooted
in social causes.®! According to Frenk medical schools use manuals in mi-
crobiology that discuss microorganisms not seen in Mexico. They discuss
Mediterranean fever, North Asian fever, and Montana fever, but fewer
than four pages focus on salmonellas that produce gastroenteritis, one of
the most common diseases in Mexico. Frenk notes that “the inadequacies
of the health needs of the Mexican population that characterize the pro-
grams and the texts used in the schools of medicine are a reflection of the
positivist education that has been copied from foreign programs.” This
creates “contradictions for Mexican physicians who assimilate the most
recent technical and scientific advances from other countries, while the
national pattern of disease continues to be similar to that of the last cen-
tury” (Frenk 1978:24).

Echoing Frenk’s criticism, one physician participating in the study ob-
served that instead of practicing good traditional medicine (i.e., clinical
medicine), they practice bad first-world medicine; they are not taught solid
clinical practice, for example, how to interrogate a patient. Moreover,
physicians lack preparation to use the technology of the first world, which
is not readily accessible to them.

Related to this line of criticism, physicians deplore the emphasis on spe-
cialization in Mexico®? when the country desperately needs primary care
physicians rather then cardiologists and other specialists, especially in rural
areas. In the words of another physician, “In Mexico there is a hierarchy
in the medical profession and the specialists hold the most important po-
sitions and esteem. It is like a military service with only generals and
colonels.” To the lament of the generalists, it is the specialists who enjoy
the greatest prestige and the largest practices because not all medical school
graduates are admitted into residencies in government institutions.®?

Physicians’ Social Status

The distinction physicians make between specialists and generalists
leads me to consider only briefly physicians’ social and economic position
in Mexican society because it also bears on their role as healers. Biomed-
icine has established its hegemony in Mexico and dominates health care de-
livery there. In the words of one patient, “Biomedicine is like the ruling
party, the PRI [Institutionalized Revolutionary Party].”¢* There is a pervasive
conviction in the power of biomedicine to cure all ills. People have phe-
nomenal faith in the curative powers of biomedicine—so much so that,
when it fails them, they are frequently led to believe that they have be-
come bewitched.® The reasoning is as follows: If biomedicine could not cure
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tential. In the words of one physician whose views also reflect those of his
colleagues, “Doctors are completely disunited.” These factors—bureau-
cratic state control, and competition among institutions—f{ragment the
medical profession, deflate its power as a profession, and minimize physi-
cians’ identification with their profession.

Third, the state’s formal support of homeopathy as an alternative healing
system to biomedicine aids in reducing the medical profession’s power as the
sole legitimate health care delivery system, while concurrently reinforcing its
own control over the medical profession. Concomitantly, from Preconquest
and Colonial times medicinal plants have been widely used across class lines
and given legitimacy by the conquerors. Physicians themselves support al-
ternative therapies, including traditional herbal medicines. The readily avail-
able, legitimate alternative sources of health care militate against biomedicine’s
complete dominance as the exclusive health provider in Mexico.

Fourth, the power and prestige of physicians have been further dimin-
ished more recently by state determined recruitment policies designed to
democratize admission. Whereas physicians were once recruited from
among the elite, they now originate from many social classes. In the words
of one physician discussing unrestricted admission to the medical schools,
“Doctors started coming out like sheep.”¢® Not unexpectedly, the rapid
expansion of medical schools in the 1970s resulted in a surplus of unem-
ployed doctors. The glut of physicians further enhanced the state’s abil-
ity to exert its power over the profession by making employed physicians
thankful for the jobs they held.

Last, it ought not to be overlooked that the broader dependency rela-
tionship between Mexico and the United States also bears on physicians’
power in Mexico. The authority of physicians is diminished by its depen-
dence on the professional legitimization of the North American medical
establishment. As one prominent physician bemoaned, recognition within
the medical profession is given when one’s work is first published in the Jour-
nal of the American Medical Association.

Many physicians are caught in a bind. While their prestige emanates
from an affiliation with one of the government institutions, a good por-
tion of their income comes from their private practice. To maintain them-
selves at a moderately comfortable standard of living, most physicians in
Salud Hospital hold at least two jobs in governmental institutions” and also
maintain a private practice. In fact, one physician noted that one day’s
earnings in his private practice were equivalent to two weeks’ salary at the

hospital. On the other hand, the fact that he had a post in the hospital en-
abled him to attract patients to his private practice.”

A doctor’s economic power is further eroded by the lack of state re-
strictions on the sale of almost all medications. Patients have ready access
to drugs in which they have great faith without the need for prescriptions.
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Any employee in a pharmacy readily prescribes medication,’? as do neigh-
bors, friends, and relatives. Individuals themselves may evem resort to
their past experience with a particular drug, which they can easily pur-
chase at any time.

I have given some consideration to Mexican physicians’ circumscribed
power and prestige because they relate to the manner in which biomedi-
cine is practiced in Mexico. The limited influence individual physicians
have on their patients opens the way to view the physician not as the ul-

“timate authority about a diagnosis but as one among many different med-
ical practitioners. It may be one of several factors that lead patients to ques-
tion and often refute a physician’s diagnosis, whereas agreement with the
physician is an important ingredient in affecting the patient’s perception of
recovery, as we will see in Chapter 10.

The control exerted by state policies leading to fragmentation of the
profession may restrict a doctor’s development of allegiance to the pro-
fession. Physicians’ limited identification with the profession influences
how biomedicine is practiced, allowing for more idiosyncratic diagnoses
and treatment. The diversity in diagnosis of the same symptoms given by
different physicians results in patients’ confusion about the nature of the
sickness, a confusion that may also influence the healing process and lead
patients to seek alternative healing regimens. Additionally, such lack of
conscious allegiance to the profession illuminates in part the fact that many
physicians conserve their cultural beliefs about the virtues of alternative

healing practices.
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The Medical Consultaﬁon

In the last chapter we gained a glimpse of the doctor-patient interview, il-
lustrating the diversity in biomedical activities and some of the problems cre-
ated by the duality of body and mind in biomedical practice. The doctor-pa-
tient encounter has been of interest to scholars of medical practice for numerous
other reasons, however. The medical consultation provides a stage for a mul-
tidimensional view of biomedicine in action and how diagnoses are made
and treatment courses devised by different physicians; concurrently, it intro-
duces us to the people it serves as the physicians see them and who will form

“ the focus of my attention in the third part of the book.

The clinical interview stands at the juncture of micro- and macroanaly-
sis.? It is one arena where tacit cultural understandings become molded by
biomedical beliefs and where the lived world shapes broader systems of med-
ical ideas. Clinical interaction is also the core of biomedical practice or, in the
words of Pellegrino and Thomasma, “ the source of integrity of medicine as
a discipline” (1981:64). Most important, the clinical encounter encompass-
ing the doctor-patient relationship is considered by many as the essential com-
ponent of the healing process; successful diagnosis and treatment depend on
it.2 In Mishler’s words, “A complex set of assumptions about the biological
specificity of disease etiology and symptoms and about the primary function
of physicians as applied bioscientists has excluded from serious concern how
variations in clinical practice and in the conduct of medical interviews affect
the course and outcome of patients’ illnesses” (1984:10). As I will show in the
next chapters, the doctor-patient interaction comprises only one of several el-
ements in the healing process, and only certain aspects of the interaction con-
tribute to patient-perceived positive outcome. However, as a component of
the healing process, the doctor-patient encounter engages the two players in
a drama that forms part of the patient’s pursuit of recovery.

The medical interview is not an ordinary meeting between two strangers.
The conditions that bring the protagonists together are extraordinary: One
is in pain and under duress while the other is expected to eliminate or
transform that suffering. By viewing the medical encounter as drama, we
observe the inherent tensions and conflicts that are played out in sickness
and in the healing process and that also bear on wider social processes.

Guided by Turner’s (1974) notion of the “processual” aspects of human
interaction as “social drama,” Frankenberg (1986) proposed that sickness

131
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map on which the physician situates the patient. £ e e orcle.
taken as incoherent statements and bracketed as “su t]her ot e
vant.* Mexican physicians were una’ble to u}corpogate ot'em’s pes oo
edge, the outpourings of patients suffering iank pa 1itiVit et
statements about their lives, not because they af senss rofzssional ey
agony, but because their perceptions of themse vest ztlo I; e O .
cians would have been dim1n.1shed were t}‘l‘eyhno f0 adhere 0 eained
medical model. As Cicourel rlghtly notes, “The p ysnd o
to deal with rnicro-evemi\s/I as soc_lq-cultt};riarl,s ;:gg;lggz zs g e physi-
1 ions” -71). Maintainin, - _
lcfif::étrlgglslirf(:sl f}ifelrr? tl(l ignore the ir%trinsic meapings of typmal1 s(}irrtrkllitg(r)rrlz
and “incoherent” narratives, the.conjcent of Wth}l‘; ofteor} ifl\éese; re:n Lthe core
of the pain the patient was eXperiencing. As mem fer; o e e oo
physicians share with patients the recogn}tlonbo ; Uﬁimately P
tients’ narratives, and some were clearly pame(%i by t he;n.h limar bécause
ever, the patient provides accounts orc}}estratg y the r}; i}tf
the doctors’ medical training and rqedlcal 'scr1p; reqlul ers’. o ests stand
Following Turner’s model of social drama, t f ) a}lr S etors
i osition in the medical encounter..C.ognmve y, at least, e e e
1etnreo Iggund by a common Interest: alleviation olf }t)hf: pattnivsv il ;?;;eré The
encounter as scripted by the biome{d}cal mode brings the AR
i ver. Moved by a crisis, the patient arrives on ’
i::lfllac;\’/i}é:z(;m an expert who presumably knows more about how bod

|
|
l
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ies work than the patient does. The physician claims to have a monopoly
on the knowledge of disease. He is the authority of what went wrong.’
The patient comes laden with personal knowledge encoded by cultural
understandings about the workings of his or her body and the authority
of the specific condition. The patient is certain of his individualized expe-
rience of pain,’ while the physician is often uncertain of the diagnosis.” In
the words of one doctor, “I must sometimes invent a diagnosis” that is
based upon generalized, normative, and the physician’s personal knowledge
of disease entities. In the seventeenth and eighteenth centuries, “It was be-
lieved that each individual had his own unique pattern of bodily events
which the practitioner had to discern in each case” (Jewson 1976: 229).
In the twentieth century the idiosyncratic patient disappeared, replaced by
a generalized class of ills without individuality."'The physician no longer
takes his cues from the patient’s individualized symptoms, despite eliciting
an exhaustive medical history. The patient’s unique personal experience
of pain has not changed since the eighteenth century. The physician’s guid-
ing script has changed, however, as he converts personal suffering to generic,
impersonal disease entities; uncertain diagnoses are scripted by a physical
biomedical model, or in some instances psychosomatic constructs, and re-
flect the physician’s personal understandings.
Physicians also fail to explain the underlying causes of the diagnoses
they make. To cite a compelling example, a patient seen by one doctor
was diagnosed as having a “fallen womb” attributed by the physician to

- the fact that the woman had given birth to fifteen children. The patient, how-

ever, wanted to know why other women who had as many children did not
experience this affliction. The physician, taken aback by the question, had
no response for her except to say, “We are not all equal.” '
The drama is further sustained because there is no chorus to interpret
for the patient what the doctor attempts to communicate. Often, patients
may not understand the physician’s explanation, and ultimately they must
make sense of their affliction, an intensely subjective experience, by them-
selves, as in the case of the woman just mentioned who wished to com-
prehend why she and not her friend suffered from a “fallen womb.”
Another important dimension of the conflict arises from the physician’s
need to situate the patient’s disease in time and anatomical space in order
to make the diagnosis. The diagnostic process must incorporate temporal
and topographical dimensions. For the patient, however, his or her sick-
ness transcends time and body topography. Sickness suspends the tempo-
ral dimension of existence, and the patient is frequently unable to pinpoint
the date of the onset of the sickness. For the patient, sickness and his or her
symptoms fluctuate in time and body space commensurate with the ex-
periences that they signify. The physician is often frustrated by the pa-
tient’s inability to compartmentalize the symptoms to a particular anatom-
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ical region, to conform to the medica_l historX formaic\,I or tocl(;)rcrzla;rtlz rtl}ll;
symptoms in a time frame, as we saw 1n Nomr’s case.d ;)et :r?d s ar;
the patient is forced to guess f(})rr aneﬁt an ‘a;;r)l;,)sr(s)():(;irg?te a p
ical location to satisfy the physici ipt- ' '
an%[t‘:}?iraditional dyadic model of the (_10ct9r—pa_1t1ent re%cllor(lishlp ixciltli(:reli
the family,® which is intrinsic to a Mexican’s existence. e olcto i spin e
encounter individualizes the patient a.lnd 1nv91ves only two playe in the
drama: the solitary, autonornousﬁ{)anznjc f(;azg t}{e ssct)}lllzasroyl,easlllltf(zgrer ous
- an. who gazes upon the afflicted individual as the s .
552’;1;1:;11: Sharc%n’s clinli)cal interview in which the physician erll)dl;;zdf tt:}ﬁ:
cousin. Some physicians, as in Sharon’s case, admit othe¥ mem ; S
family, but many do not l})lecaus_e the medical encounter 1s a me g
e doctor and the patient. _
betlvagirsllglprisingly, the biorrlljedical encounter as er(i' know it t(gi;y@rili C?ls_
it takes place in Mexico emerges out of rnqdem _ esterln 50 i f; -
vidualism, which has become an all-embracing umyer_sad prmdp t.o (e
model conceives of the persg)n :ils an ;u}t;onomonlls Eﬁli, :ﬁuigfioiﬁexts i
‘.olated from other individuals and the soclal a : eXts. |
1r?(())tléilncorporating information about the family gnd the life \;xgc;rijtilrle zvg}lllz}rll
the patient is embedded, the medical consultation aéggrava
allays the crisis for the patient aqd accentuates the ¢ rirna.. < by mitigat
The dramaturgical event requires a’re§olut10n 0 th? ;rizads};o uugat
ing it, and by transforming the patient’s life world, Wd%c leads to xestor
ing the patient to a healthy state. Fpr some, the medica o
drama in one act. Wh}eln the ﬁ)at;)ené is bI"‘O}Elg}rlltg E?’Cﬁl te(r)1 2}11 :g;rsnhe Sy
experiences his or her body as “strange,
rrl;)sigileggrto }fealth. But, for many, th-e crisis is not r'esolved fox}'1 reaz(c))iles (t:}(;i
may be unrelated to the encounter itself. The patient rnusft t gri ore con-
rinue in his or her pursuit of recovery aqd restoration of of t(}al o o
her life, and the aura of b(iiomedicme’s invincibility that raises the p
jons are thwarted. _ o
eXI;‘:)Crtriiélﬁzie argued that physicians in America trgnsr}rlut pOh;K;i r;if;
ologies during the medical consultam_on.10 As we see In t e}fe. an d pumer
ous other consultations, physicians in Mexico transmit t 1612 p a]le fices
about the poor, their morality (espec_:lally pertaining to ma e- eme rela
tions and marriage), and religious ideologies, an_d they exeégis Eexual
through the prohibitions they impose on their patients ée.gl., 1eab,out ual
abstinence). Physicians fail, however, to transmit an 1 deo ogﬁ' at the
state which they themselves must serve and Wth:h renders t irn rfledical
less as well. We can thus say that in l_)r(?ader societal teltidns,lt e edica’
consultation is a vehicle for the transmission .o_f AUMErous 1 dep (fgw(s) Jrhose
content will depend upon the structural position of the medical pr
in the society in which it is found.
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As we see from the medical encounters that follow, the medical con-
sultation reveals to us the drama of doctor-patient relations and the ways
in which the microlevels and macrolevels of interaction intersect within a
medical context. The medical interview on a microlevel—what physicians
and patients say to each other—becomes transformed on a macrolevel into
notions about how to formulate one’s experience of sickness in physical
terms; how sickness is transmitted through inheritance; and how treat-
ment requires tests and medications. Concurrently, biomedical beliefs and
practices become reinforced by patients’ demands for tests, medications
and for treatment for all their ills. :

I'have set the stage for the presentation of the following verbatim tran-
scriptions of medical encounters by the various physicians to reveal the

" nature of biomedical practice and its nuances as it unfolds during the med-

ical consultation. (Whenever available, the pressure, height, and weight
of the patients are also added.) : :
Concurrently, these transcripts disclose aspects of medical practice that
I have discussed in the previous chapter, including ideologies physicians
transmit to patients and patients’ mode of symptom presentation as com-
pared with the way they presented symptoms prior to seeing the physi-
cian. Most important, we discern how different physicians deal with the
same presenting symptoms and how their clinical reasoning reveals the di-
versity in biomedical practice. I selected consultations with patients from
the total number of patients seen by each physician, and individuals that
I also followed on a regular basis, to portray the physician’s particular
style. As we saw in the previous chapter, medical orientations among the
physicians vary, but each physician is consistent in the manner he or she
conducts the consultation. Thus, these interviews are representative of each
doctor’s consultation style and clinical reasoning. I have presented in the
previous chapter consultations with three patients, Jose, Sharon, and Nomj;
I now turn to four additional patients out of the 205 in the study sample,
all of whom we will meet again in Chapter 11 to gain in-depth under-
standing of their lives.

The routine procedures of the medical consultation began with wait-
ing for a consultation, being called by a nurse into a small room to be
weighed and measured and also to have their blood pressure taken. These
data were recorded in a folder that was given to the physician. The pa-
tient then returned to the waiting room until he or she was called by the
nurse and ushered in to see the doctor. Folders of new patients were ran-
domly distributed to attending physicians. New patients were usually seen
after patients on recall appointments. The time a patient waited to be seen
by the doctor depended upon the number of return appointments he had
scheduled for a given day and the number of interruptions by visitors, stu-
dents, or pharmaceutical salesmen. :



136 - Physicians at Work, Patients in Pain

All physicians followed a standar'd procedure. This mcludsfi h?‘}lllp%oia_
tients report their symptoms, taking and recor'dlng zii_me ica : 155t they,
preparing a set of forms for each .lab'oratory analysis and 1agno;tlc e o Z
ordered, writing out the prescription, and in the event that they maﬁ 2
referral, filling out additional paperwork. For statistical purpose\:;;_ah iP
tients were asked where they lived and where they came from. With few
exceptions physicians did a phys'ical examination. . tieal consulta-

Many physicians spent a cons1derabl_e portion pf the gleh ica 1c:o e
tion writing and completing forrrhls.vPrewousl_y, 1 discusse .tke role of red-
ical history taking in the transmission of an }deology of sickness élS }Ifl t
itable. Medical history taking has other .remdue}l and unexpected elfec s;
For example, while a few physicians write rnetl'culous histories, %'nostﬁ ]ot
down the salient symptoms reported by the patient. Some pbysxcxans hrs
listened to the patient’s symptoms and then wrote, in which casit Zy_
looked directly at the patient as he or she spgke. Others wrote as t ef It)he
tient spoke and hardly ever looked at the patient. But, 1rrezispect1veh ot i
length of the written record, the physician’s act of writing down wha % :
tients say made many patients feel that they were In comp}eltenth aigiari
Many patients remarked that what they liked most abqut the pd ¥s !
was that he or she wrote down what they had said and it formed part o

t record. _ o
) pzl;lnol?}?: residual effect of medical history taking is the questclior;lmg
process in and of itself. Various patients indicated that what please ; erri
most about a physician was that he or she asked a lot _of questions. rorelr
ically, contrary to patients perceptions’, a common behefkamongg y(;l;ggé N
physicians is that the more questions 2 physician must ;S a }.)a ien roes
tablish a diagnosis, the less prepared he or she is as a doctor; 2 ﬁgoq and
experienced physician ought to be able to make a diagnosis with mini
ioni the patient. _

qu?)SESinnlg %}?efmorlr)ling shift pharrnacel'ltical salesmen 1nterrupt_ed mfost
consultations. During the afternoon.shlft there was ‘hardlydany 1§ter er-
ence, but as far as I could assess, patients were not dlstgrbe byt is:t ixcr)ln
terruptions. Nor did the number of people present during a consu ion
bother them. Four to five students were }1§ually present during c.:ons\i1 @
tions given by at least three of the physicians during the; morngng shl“;
and most had other occasional visitors. When I asked patients ad out oh
they viewed the presence of strangers other than the physmiian 'unngtit1 ae;
interview, all patients gave a very similar response: it showe patlentii it
many people were interested in them because they we;e; pre;lserzit ?—?n 2
guably, they may have compensated for the abs@nce of family du § the
encounter. Normally, for the purpose of the physical exarr{matlzp, pa 11'61_ X
were asked to partially undress from the top half of their bodies, whic

the nurse covered up with a sheet.
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The similarities in consultation mask, of course, the difference in the
actual content of the questioning and the physicians’ general demeanor
and stance toward the patient. Two physicians gave great weight to the
doctor-patient relationship. According to Physician 7, since most sickness
was psychosomatic, the doctor-patient relationship was crucial to curing
the patient’s ills. Most physicians received patients with courtesy at all
times. Physician 6 could sometimes be quite gruff and treated people in
the manner of a stern mother, which patients did not seem to mind, but
rather found amusing.

Arthur

Arthur’s case is significant because it illuminates the unfolding drama of
a consultation even when the physician combines a folk and biomedical ori-
entation as we see Physician 6 do. Her diagnosis is firmly anchored in bio-
medical nomenclature and her etiological explanation places great stress
on heredity factors, yet she accepted and treated typical symptoms, as was
the case with Arthur. Physician 6 treated the patient’s self-diagnosed typ-
ical symptoms of high and low blood pressure and “created” a disease in
orthodox biomedical terms'! where there might not have been one.
During the first interview Physician 6 clearly suggested symptoms to

the patient that he was not experiencing, especially those related to uri-
nation. The typical symptom of high and low blood pressure was med-

icalized into several syndromes and treated with massive medications. In

this case, both the physician and the patient medicalized the patient’s con-
dition. The physician showed no concern for the patient’s life situation,

although Arthur speculated that perhaps his sickness was related to his

work. This interview clearly illustrates how sexual morality is transmit-

ted in a clinical encounter, as when the doctor condemned multiple part-

ners, yet concurrently expressed widely shared beliefs about male sexual-
ity when she commented to Arthur about the inevitability of his father
seeking another woman when his mother was sick.

Arthur reported in the first interview that he came to seek treatment
for high and low blood pressure. He presented a slip of paper showing
that his pressure had been measured on consecutive days. He feared that -
he would die from a heart attack. His major symptoms were headaches,
dizziness, feeling faint, and feeling numb.

Arthur (pressure 130/80, 144 pounds, and 5'6") was twenty-eight years
old and married with one child. He came unaccompanied to the hospital.

The consiiltation lasted forty-five minutes, but much of the time the
doctor addressed the nurse who was also present. It was not uncommon
for Physician 6 to begin a consultation by telling patients and any other
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bystanders about her problems. In this instance she reported on her diffi-
culties in getting her paycheck and the anger it was provoking in her. Physi-
cian 6 usually listened to the patient’s presenting symptoms and then wrote
a few brief remarks in the medical record. She addressed the patient in the

formal “you.”
y

Doctor:

Patient:
D:
P:

>

PrFPrOrOrRY

UROUTROT

=l

o7

Let’s start. How long have you been sick and why did you come
for a consultation? What is your problem?

I started having the disturbances around May [five months earlier].
Starting in May of this year, what did you feel?

“Pressure.” I have been checking my pressure with the doctor in
the college where I study, and I brought the record of the changes
in my pressure. Sometimes it goes up and sometimes it goes down.
From May 1986 till the present you have had an alteration in ar-
terial pressure. It goes up and goes down. It relaxes. Do you sweat?
It goes up and down in the morning, when it is very high and

very low.
And how did you get it?
Well...
Do you study? Work? Or what do you do?
I work and I study.
What kind of work do you do and what are you studying?
I'work in an auditor’s office.
Auditor.
And I am studying public accounting.
Are there people in your family—father, mother, and grandfa-
ther—that have high blood pressure?
I don’t know.
Your mother, what did she die of?
Heart.
What heart problem did she have?
I don’t know. I was one and a half years old..
Did anyone have angina pectoris [angina de pecho], heart arrest,
or, what was the problem? You should ask your father what prob-
lem she had.
I think she had a heart operation.
She had a heart operation. Probably she had a traumatic prob-
lem, maybe the valvular, due to rheumatism, rheumatic car-
diopathy. You were two and a half?
A year and a half.
A year and a half, correct. And your father is alive? What health
problems does he have?
He has cirrhosis. -

PrOFy

FOrUR D
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Alcoholic. He drinks 2 lot.

Yes.

Did your father remarry?

No.

I"I\’Ihathas bad. Does he have other children?
0. but yes, he had two wives at the sam;: ]

] A time when h
married to my mother. He didn’t marry but he had ‘anvgthi:rrl Wf)nvr: X
with whom he had three children. B
z}slen your mother was alive, he had another woman?

How daring the Mexican [usip diminui
ad
(Y)e%s, from Guanajuato. Lusing rnavel, eh?
course, the song says life is not worth anvthi
ything. (She laughed.
tC}i(.)oc},hhe was young; he was a man; he needed to have 1;;(})1::162
utl}gl, e needed an attraction, incentive in life. Probably your
mother was suffering from advanced clinjca] problems. He needed

a woman closer to him. We a ing i
: . Te Not getting int K
sonal life, of course. s ntoyour father's per-

Of course,
IE'Iou live with two brothers?

0, there was a time when | lived with hi i
hece b ved with him [his brother]. We are
Males?
Yes.
The brothers are h ? Di 1
oo @ ere, correct? Did-your grandparents die of 2
No.
:)Ii(ziu arTl now twenty-five years old. (He was twenty-eight years
o it the time.) Whar serious ailments have you had?
Hot ing. Only pressure now. Of my brothers, I am the least sick
Nave you had frequent diarrhea problems? .

0.
Have you expelled worms e 3

arth 1

Opoex Fanen [y ar worms (lombriz)] or oxyuris?
At what age? Eighe, nine, more or less?
I;‘}I:ound that age. I don’t remember how old I was.

Ow many earthworms did you expel. How many could-there

-have been? Did you see, Did you expel ascaris?

About three, more or less.

IIOI]I tllat tune on you d.ldIl tex el aIly morer Dl you et ally

Yes.
When you were young, since puberty, have you had some problems?
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No.
Your sexual life began normally at puberty?
Yes.
You are not to exaggerate. You don’t run around too much? All
this we need to know to see what is the cause of your arterial
ressure being dislocated. o ,
L;es, before I was married I had another girl with whom I had
sexual relations. )
Good. Did you have children with her?
No.
Yes, but did “we” have a normal life or a very exaggerated one?
No, normal. . .
You were married or lived in free union? You were actually married?
I married only once. - '
Yes, the first time you lived in free union. . .
No, she was my fiancée, and I had sexual relatlpns with her.
(angrily) Already as fiancés, you lived in fref: union. Here we call
things as they are. Your flancée at the begmm}ng,. but once you
had relations with her she was not your fiancée, it was another
thing. It is called free union, and we will leave it at that.
Yes. ) )
How long did you live with her?
Two years. .
Now, as to your marriage, how long have you been married?
Three years.
Do you have children?
One, three years old.
Male?
Yes.
You smoke, drink?.
Sometimes.
Sometimes what?
Smoke, drink. ‘ . '
Smoker, alcoholic, positive. Sometimes, w}fllat times is that?
Well, every three months, every four months. )
Didn’t smoke three months to date, okay. (laughingly) When you
go to a fiesta you drink two or three Citbas (Coca Cola apd brandy]
and you become happy and you drink Wl.th your fr‘lends, ang
after'ten or twenty Cubas you toast, you drink pure vinegar, an
then you play the guitar. _
Tam \};ery reserved, I am very reserved. I am not like one of those.
Exaggerated, what I want to know is the truth you see. (She

laughed)
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(As with all patients, she questioned him in great detail about his bowel

movements and nature of the fecal material.)

OFOFY

o=

OF oror

Fo

YOPO

How often do you get sick in the stomach?

Very rarely.

Once or twice a year.

No, about four or five times.

Four to five times diarrhea a year, okay, that is chronic colitis.
And already had ascaris, already had parasites. Cannot discard that
this is a person with an abnormal colon and Intestine, a person
with parasites, because parasites are cyclical. When djarrhea cy-
cles begin, could have some little animals, could have tricocefe-
los, oxyuris, and there is then 2 normal time when they are asleep,
some food that exacerbates the problem and produces diarrhea,
Did you take some antidiarrheal medication? You have chronic
parasitosis, right? Urination. Have you ever urinated with mucus

or blood, no? Never. Whep you have colic, diarrhea, you have
colic?

Yes.
Do you have pain in the rectum? Your rectum becomes irritated

when you have diarrhea?
No.

Never?

No.

Nor recently, nothing? When? You drink alcohol, you have pain
in the rectum? Try to remember.

Well, when I drink, yes.

You see, another clinical datum, that you have chronic colitis,
rectal tenesmus with alcohol. Now, as to urination, how often
do you urinate a day?

Twice a day.

Do you drink a lot of water?

I drink a lot of water when ] stop. All day I sit, then when [ stop
L urinate more often. . :

You urinate in accordance with the quantity of water you drink,

but normally you urinate twice a day. When you urinate liquid,

your urine is very concentrated, very hot. You feel burning, pain
on urination?

No.

Nothing like that? You have never had pain?
Yes, when [ urinate.

When you urinate, it is Very concentrated?
Yes.
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What color? Clear, yellow, very white, very dark?

~ Very yellow.

All depends what will happen when you do your analysis, so thgt
we know what the origin of the problem with your pressure 1s.

With the analysis we will see whether it Is a-renal problem. You
feel pain, you feel sudden burning on urination.

Yes.

You consume too much salt? A little, normal?

Normal.

You eat salty foods? I like very salty meals.

Regular.

Your meals are salty, you like salty foods?

Yes. . o
You will stop eating salt completely. During one_month you wil
not take any salt to correct the pressure. We will have analysis
done (The doctor prepared the forms.) B

You have never had a venereal disease, gonorrhea, _syph1hs. Have
you had asthma, something else, some other thing. Urticaria
(hives) ? - :

NO. . o -
Nothing like that? Anginas [tonsillitis] frequently, catarrhs, pain
in the ears? ‘

Pain in the ears? No.

Frequent anginas?

Anginas.

How often during the year?

Four times a year. o o

Did you receive a treatment to alleviate it, a palliative or real
treatment for anginas?

1 had a treatment for anginas. .

When? you must be very alert with the anginas because your
mother already had rheumatic fever and then mothers transmit 1t
and you get it. We must doa pharyngeal exudate to see the prob_-
lem because the mother had rheumatic fever, and you can get thI,S
problem as well. That was the time when she had a midwife. It’s
a problem if you deliver at home. And yes, we need a blood them-
istry analysis, a urine analysis. Now, since Ma}_f, what medicines
have you had for this [“pressure”]? It is very important, sO W€
can treat the arterial pressure that goes up. -
Well, nothing—only these were given to me. (He showed a piece
of paper indicating Effortil, a drug for }}ypotensmn.) -
Give me the paper where you have written down Effoml. This
means that you have had more low pressure than high pressure.
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Effortil is to raise the pressure only. To stabilize pressure, pha-
ryngeal exudate and electrocardiogram.

Can you give me a moment to go to the bathroom?

Yes, of course. But ask where it is. [ don’t know where it is.
Upstairs.

O

(In the meantime the doctor examined the paper he brought on which
his pressure was recorded on a daily and weekly basis six times. First time,
140/90; second day, 120/80; two days later, 120/70; three days later
120/90; a day later, 100/60; and two days later, 110/60.) As she read the’
piece of paper she reasoned out loud, “Let’s see what I will consider an
essential arterial pressure, because he does not have many clinical data. But
listeniing to him, there is a problem. He has had parasites. He has a renal
problem, because there is pain and burning on urination and his urine is
very concentrated. And in addition he has chronic tonsillitis. Let us find out
whether the tonsillitis is related to the kidneys, and that will explain the
pressure, because it is high; we will give him an appointment for about
two weeks.”

In addition to the analysis, she ordered an ultrasound of the kidneys
“to see how the kidneys are.”

Arthur returned to the cubicle and the doctor urged him to have the
tests done quickly in case he was suffering from kidney stones, although
she doubted it. She also suggested that he tell the laboratory service that
it was an emergency in order that he be attended to promptly.

Lastly, she gave him several indications.

D: When you get up in the morning at six o’clock, take your pressure
and pulse. Buy a thermometer, and take your temperature daily
and also your arterial pressure daily.

I will have it done at night in school.

We need that you take the pressure in the morning. Can’t you
take it in the morning?

Yes.

You will take it in the morning and in the evening, to see what
variation there is. If you shiver, what you must do to raise the
pressure is eat normally. But eat no pork, or pork rinds, sausage
with chili peppers , nothing like that. Otherwise you can eat any-
thing you like, but without a drop of salt, no salt, to see how your
kidneys function. Food will taste insipid, but you are in treat-
ment. We will prescribe Neurofor, 50,000 mcg. These are vita-

min B [vitamin B12] and they are intramuscular injections. The

first bottle must be injected daily, three centimeters deep, the other
bottles every third day—and you must follow a diet without eat-

or Qg7
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ing salt. It’s very important to have the stu(lilifs done and begin
your treatment right away. Do you sleep wells

fer from insomnia. . .
I\;]V(;t’}{ iﬁifselileurofor, you will get _well. You will take;1 t}}:;:: Ef:g -
tles. It is like you said, the insomnla,’the days thzt y?t have e
anci low blood pressure vary. That 15 why you Orllj takelr)l well
(She also prescribed a vitamin- mineral complex;, to be
times a day after each meal.)
D: You will be called at the front desk.

(wles

i jagnosis was al-
After this interview she explained to me th?it};ef;v ir’l’al clljlztgrixt e
jon i 1 —“it goes up and down — ]
arterial pressure—1 . oo
tiratn'(t)r\lzvlélnt down glore than up. She needed to discover theffeetring gé/om
i 0. ,
Ehi roblem. The clinical data did not suggest that he ::/oa; i s own.
essellj'ltial arterial hypertension, Eec;lalése of 1tts eilz;:iucahronic P ot
ish if indeed he had parasy '
She wanted to establish if in ronic
could harm the kidneys and cause the pressure fluctua

PR . - ho-
Physician 6 noted to me that the patient inherited a problem of cirrho

i i ut she didn’t
sis that possibly could cause the rise and fall in pr;ssillfler, E/as he dic
know if the father had cirrhosis b;fore or’afte.r 1C.rt L e con-

hether this problem was due to his father’s déln mg.f Fin 1ive’r he o
d isord d a disturbance ©
er and a dis ’

d that he had a renal disorder e e s
;l: ifas the son of a chronic alcoholic. She remarkeg‘that f::t S
had suffered from cardiac pathology, another hefre 15312; factor 10 e been
sidered. Her clinical reasoning incorporatefd the naitgtn a At e on

1 ice: jage was a free u , ;

ed twice: The first marri A e
I“nsil;:lal life is not normal” because the worman coulddhau;let : i
other than the patient, thus acquiring an infection and contami

1 joning noI-
f Arthur’s kidneys were functioning

inalysis to assess 1 ' . ;n0r
ikll;ll(;frgf E? (l'ileu ;’11;; c’)i,rrhosis due to alcoholism. In the medical record the di

M »
e e o “art}clfrxa}l .hypg ?v?cs;o;.ore On the first return visit
s1clan 1 .
Arthur returned to see Phy

’ was 130/80. He reported that he con-
iy weeksf laf:?cli\r;}rlllcllrtshir:isrsri:r;e mentioned that he was ex%)eglenct:;r;g
Enujjc;(e)s (efiont a;1d back) and chest pain. The results ofl aIle dlvjeje rorf)lasey

cal es were negative, and his cardiogram was normal. 0 v ;ible >

on, ¢ results the doctor concluded that Arthur was suscep ble to
uporllodllcfctc?zc;s qurens and streptococcus. Based upon this ﬁriism?:nai s
ite?dgility to staphylococcus aureus, she concluded that he had a

fecég?léide; the drama that had unfolded during these encounters- Arthur’s

concern was the fluctuation 1n pressure, 7 the
whether he indeed never had gonorrhea “or any

e the doctor wished to know
Py h thing.” When he re-
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sponded “no,” she questioned him further about his sexual activities before
his marriage and led him to admit that he was a flirt then. On the basis of
this admission she concluded that he was suffering from renal dysfunction
and venereal disease and that this disease was causing the high and low pres-
sure. Additionally, he suffered “intercostal polyneuritis of the thorax.”

Arthur kept his second scheduled appointment three weeks later. The

doctor took his pressure herself, which was 130/90. He reported that he
no longer had any pain on urination. He said he felt better, but he was
having headaches; perhaps he felt sick because of his work. He took all
the medications, except one she had prescribed that was no longer avail-
able in the pharmacy.

In response to her questions, Arthur indicated that he was allergic to
penicillin and other antibacterial agents, which led her to think that there
may be no way of curing him. But when Arthur asked if the infection could
be eliminated, the doctor responded. “Of course we can, son. You will
take a lot of medication. Here there is nothing that is not possible. In med-
icine everything can be cured if you are in a condition to be cured. You
are a young fellow and if you follow the treatment you will get well, if
you exclude salts from your diet, and that is why you have arterial hy-
pertension, and not only is it high but it is also low.” At this time she added
several new diagnoses: renal infection (nephritis), that is, “the kidney is
in disequilibrium,” causing the low pressure; massive infection of the colon;
salmonellosis; typhoid; and tonsillitis. She prescribed a series of medica-
tions including sassix (?), a diuretic to lower the pressure, duroditenil (?)
capsules, and diodicenil (?) (antiparasitics) every eight hours as well as
Pantomicina 80 mgs (antibiotic) intramuscular injections and Uro Bino-
tal (antibiotic for urinary infections), one with every meal three times a
day for eight days, for “your renal infection.” She also prescribed Neu-
rofor (injections every third day for polyneuritis), dipoprin (?), Uropol
(antiseptic for urinary tract infections), and Ponstan (an analgesic) for his

pains in the chest, arms, and kidneys. In addition she indicated a tradi-
tional fruit drink (agua de Jamaica), one glass every hour, “but not when
itis cold.” She prohibited him from eating foods with salt, a special hard-
ship for Arthur, and urged him to eat vegetables and fruits except water-
melon. She prescribed some juices, hot baths, and “never walk on cold
floors.” She gave him another appointment for two months later, which he
did not keep.

During the first interview the doctor clearly suggested symptoms to the
patient that he was not experiencing, especially those related to urination.
The typical symptom of high/low blood pressure was medicalized into
several syndromes and treated with massive medications.

Arthur did not anticipate such diagnoses, although he too interpreted
the symptoms in medical terms. Despite the fact that at one point Physi-
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cian 6 considered the possibility that Arthur’s condition was related to his
lived experience, especially hus work, her final diagnosis was related to her
personal views of male sexuality rather than to the results of the labora-
tory analysis or even presenting symptoms.
In the final analysis, the diagnosis revolved around Arthur’s sexuality
cranslated into biomedical classification —venereal disease—and urinary
tract infection (nephritis). The treatment was purely pharmacological. Bio-
medicine usually holds the individual responsible for his or her disorder.
In this instance, we learn that Arthur was responsible for his condition—
his alleged promiscuity. From the physician’s personal script we glean the
doctor’s interpretation of Arthur’s family medical history: an alcoholic fa-
ther and a mother who died from rheumatic heart disease, conditions
Arthur undoubtedly inherited. But we fail to learn anything about the pa-
tient’s lived world that could {lluminate Arthur’s experience of high and low
blood pressure.
Medical consultations, like all dramas, provide us with insights into
ideologies, in this case, about heredity and about male sexuality. The drama
is, however, not resolved with pharmaceutical drugs that physicians pre-
scribe and patients desire, when they come to seek treatment for lived ex-

perience that they too medicalize.

Serge

ained of high and low blood pressure. But he
received a very different diagnosis and treatment from Physician 4, who usu-
ally diagnosed patients with diverse presenting symptoms in the same way,
namely parasites and skeletal disorders (specifically “scoliosis and flat
feet”). Physician 4’ clinical judgment exhibits the idiosyncratic nature of
the diagnostic process. His script rarely deviated from the standard con-
sultation and treatment procedures we see him follow with Serge-
Serge (pressure 120/ 80, weight not taken, 6’ 57), twenty years old, with
preparatory school education, arrived at the hospital dressed in a very
heavy sweater despite the fact that it was a singularly warm day. In the
first interview Serge reported that he came to seek treatment because he was
feeling “very desperate,” his pressure went up and down, and he was ex-
periencing an internal pain, tiredness, depression, dizziness, and nausea.
Sometimes he heard ringing in his ears and he wondered whether it might
not be psychological. He could not explain the reasons for his condition
except that perhaps he took too many vitamins and did too much exercise.
Physician 4 briefly listened to the patient’s complaints and then took

Serge, like Arthur, compl

notes as he questioned the patient about his medical history. During the con-

sultation there was a movement O

f visitors in and out of the cubicle, in

OFYrFY

o
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addition t
addition :r ;ﬁ;ﬁi@? and tlhe pharmaceutical salesmen. The doctor ad
informal you () during the intervi i i
o : ) . terv
twenty-eight minutes including interruptionsg e which faseed

Doctor: i
Patieﬁ:: %yl 1na;rne is...And how can we serve you?
: Well, I came to see...I came to see if you could help me A

D: Serge, what is
2 your surname? (Th i i
on the folder the doctor getsef) (The name is usually writeen out
P: Serge...
I13: You are very big, good.
I have been sick in my stomach approximately six months; T have

a lot of gas, and I have been havi in 1
,  having pain in “lungs” [that i
i;rd tille pr«ili three months. Since that time, my cirgculaEtioil iifr?gceﬂ
so I have pain in the waist [ci ’ idney
and ateo [ have pain I e waist [cintura] down to my kidneys and
And what else?
I have pain.
Astemia, tiredness.
Ygs, ti;ed and I have headaches.
Is\/hgra}ne [cefalea). What else?
ometimes my pressure goes u mes i
p and sometimes it goes d
i Eave gone to see other doctors and I have been tgold thzzvr?l’aarkl)d
L ave parasites, but I have not had any analysis done e
» p}fistn.c pain. You have this pain in the “mouth of };our st
i:1\(1: 2 Is it a burning sensation, or how? -
o, it only hurts. I feel an emptiness.
Emptlpess, what else?
?}ometlmes my pressure goes down.
Yoogi, you think the pressure goes down.
N z:, gt happens that §o¥netimes I feel very weak and my pressure
has I?Zﬁ :ZI;;nwa;r:li( 1; nl(s1 ltc;lw. Yesierday I played football soccer
. . :
11310 Jou by e ey took my pressure and it was high.
ow? N i
PN ot any more but there was a time. ..
No.
W
ont:i; 35052 lks)znfhceiovyn, do you have water coming up, as if when
, thereis a pain 1 “ :
o e belchingyp in in the “mouth of the stomach” that
No.
But you belch?
No.

What other disturbances do you have? Gases in the belly?

TOFOrRY

<

yorgorE

.
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Yes, I tell you I went to have tests done.
Leave the tests and what you were told. I want to know what

happens to you, not what your mother told you. 1 don’t believe
your mother. And if you tell me that your analysis came out bad,
they are bad. The disturbances continue, true?

Yes.
You say there is a lot of gas in your stomach, and through the
bottom you expel gas. Normal, or a lot?
Yes, a lot.
And do you have itching in the rectum?
Sometimes.
Very well, do you salivate at night and wake up with saliva?
Rarely.
Dry cough in the afternoons?
No.
You move your bowels in small balls, big ones like a rabbit?
No, that is, it has no form.
Sometimes very thin and a lot.
Always very thin and it has been very loose, loose, loose.
With mucus?
I didn’t notice.
Sticky, yes?
Yes, and different colors.
Are the stools very greasy?
No.
Sudsy?
Yes.
Very well. Do you have many nightmares.
Yes, well, not nightmares, but I dream a lot and it bothers me.
That is, for example, sometimes I have been at the point of los-
ing reality. [ feel very depressed. :
You are an angry person?
On occasions, yes.
Do you forget things?
Yes, recently I have been forgetting things.
Very well. You urinate normally? There is no burning, jabbing pain?
No, normal. But sometimes I have difficulty.
What do you mean about the urine? Do you have difficulties,
or what?
I make, but I cannot make.
You want to make more? You remain with the desire to make more?
No.
Burning, jabs?

o .
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No.
Eas your urine ever looked like Coca Cola?
0.
Blood?
No.
Your father, ‘
Jour fart your mother, have they had heart problems, lungs,
No. :
¥ery Ivvhell. Do gou lli)ve with animals, parrots, dogs, cats?
es, | have a dog, but I don’t live with hi ’ 't live i
hotse whes thetion e ve with him. T don’t live in the
Sometimes, yes.
Yes, on occasions.
What others than the dog? Parrots, geese?
No. ’ .
You have been vaccinated?
I had one for rabies.
Have you been operated for something?
Not long ago I was operated on my tonsils [anginas], but..
xery well, allergic to some medication? S
0.
Any food that brings out rashes?
No.
Clothing?
No. Do you have a good sense of smell?
Yes.
Tumors?
Tumors? No, no.
Do you have all your teeth?
Yes.
Very vyell, your throat is okay now?
Sometimes it feels irritated.
Your ears don’t fester?
50, but I hear noises and [ hear a thunder, and sometimes it hurts.
ery wel‘l, go up on the cot and let’s see your belly. Let’s see the
?;?HZV iminali yc?u gﬁt t?ere. (Examined by students, then by doc-
> who looked at is feet.) Flat feet, it’s b
genitals, normal, painful? s bad. What about your -
: Yes.
D (Addressing }tlhe four sFudents present): It is colitis, because, let’s elimi-
nate that there is a pathology, an abscess. (Addressing the pa-

tient): Let’s see, you don’t h 1
) ave a problem with stones?
the heart area is normal. F Verywell

ehsRvisivhis

eieke

RO PY YR FYYRYRYRYrYrYEY
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Student: Do you have headaches?
1 0 ex-
(Doctor and students converse, and doctor Instructs the students t
plore the patient’s thorax and two do so.)

D (to the students): You have all th}el: cliata. \Ii?rthellélzihaxrfilsz?lgg ofseiest
flat and that is his pathology. INothing €lse. 57 ;
iigzcrete, but it is there, nothing else. And yes, there is a small cur

vature in the spine and that is what is.

P: Since I used to pick up very heavy things.

Student: And for the parasites?

D: Where? — o

Student: What medicine for the parasitess
: on, so that they [the para51te§] go away.

IIi. X;Sc’i rl?s};esn can I do my exercises and lift heavy things, or should
- I suspend the exercises?

D: No, come in a week.

P: Yes.

The doctor referred Serge to Orthopedics, and wrote in the medical

record and on the referral slip the diagnosis of unstable spinal column and
flat feet.

D: Go there [Orthopedics] and he vyill Fell you about bex(;:rcise; ;;(;3

: will take this [refers to the medication he prescri ed., s ;01 o
prescription for all patients] exactly as it says. Metro lu:ic
tiamebiasis], Farmeban [antiamebiasis], and one analgesic.

: i1l take the third medication if_ there is’pain. ’
]I?‘ igill Y(V;lov: what? Although I feel pain I don’t take them. I don’t
like it. ) o
D: Take one every twelve hours if there is pain.

o him how to take the medication, one for three

(The doctor o e o first for ten days and

days, after each meal, and then to stop taking the
then take the second medication [farmeban]).

%’t'udent: 2’2 » but there are people even taller. (Patient repeated the name

' of the doctor he was supposed to see in Orthopefiics.)
‘Please go and see Doctor So and So in Orthopedics.
‘Now? At this moment?

Yes. to see when they can see you. .
};S;I (t)o sk him whether I am allowed to do exercises?

PUTY
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D: Yes he, he is the one that will tell you. And this medicine, take it
now, all right?

(The patient was uncertain about hospital procedures, where he needed
to go, and where to have the paperwork done. The doctor instructed Serge
where to go for the blood and urinalysis that he ordered.)

P: And when do I return here?
D: In two weeks.
P: Okay. Thank you.

Physician 4 explained to me that the patient’s principal problem was
“an unstable spinal column and flat feet,” which he had since childhood,
and parasitic colitis. In Serge’s context, Physician 4 attributed the spinal dis-
order to muscular dysfunction.

Physician 4 had no confidence in most laboratory analyses, especially
those for parasitic infections, because “technicians make mistakes” or be-
cause the “parasites do not appear in any one given sample.” He observed

. that Serge’s clinical symptoms, including pain in the belly, bowel move-
. ments with mucus (not mentioned by Serge), and rectal itching suggested

parasitic infection. The medication he prescribed was a composite treatment
for “all animals the patient may have in his belly.”

The physician passed over Serge’s presenting symptoms, his fears, pain
in the “lungs,” feelings of exhaustion, headaches, and high and low blood
pressure, despite his customary, exhaustive history taking. Physician 4 did
not respond to typical or other symptoms, inasmuch as his diagnoses were
idiosyncratic, independent of patients’ clinical symptoms.

Serge returned distraught a week later because he was feeling very sick.
The physician saw him for seven minutes. He reported that he was in great
pain and he had developed rashes on his skin. :

The doctor concluded that Serge had an allergy, urticaria, for which he
prescribed Flebocortid (anti-shock treatment), Avapena, and Chloromycetin
(anti-inflammatory and antihistamine medications, respectively) to elim-
inate the itching. Serge was given another appointment, which he did not
keep. The results of Serge’s glucose analysis were negative (these were the
only results in the medical record).

The patient’s concern, on this and on the previous visit, that he was feel- -
ing depressed and sleepy, was not dealt with. He was being treated me-
chanically for parasites and the doctor even prescribed a medication that,
according to the doctor, would make the patient sleepy.

Serge, unlike most patients, resisted medicalization of his symptoms
when he told the physician that he would rather not take medication. As
we will learn later, Serge read a lot of the sports journals emphasizing
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body building and natural diets, and he also recognized that his symptoms
were not related to problems of the “belly.

Esperanza

w. 1 ied, was thirty-five

Esperanza, who came to the hospital unaccompgmed, ;Si

years old wit’h three years of primary school education. Physician 2, who
2

1 - o the medical consultation,
attempted to make patients feel cheerful during e medica o s pa

saw her. One sensed that he felt no distance berw f deep concern. Never-
tients, whom he treated with a smile and a Senss & €608 0 e oing
theless, he, like the other phy§1c1ans, conductfe t et e hile Physician
the model of the active physician and the passive pat ce in the case of Es-
2 was sensitive to his patients’ life circumstances, Weds'cal ey, dospite the
peranzafth‘at he dealt with her symptoms inl a biome }ated wiéh o oeco.
fact that he recognized that her disorders were assocl dical history tak-
nomic causes. In addition to symptom explo;anlor(li, r(il e o and atis-
ing, and extensive physical examinations that ine ul e'slio I1)'nell<e his final
cul’tation, Physician 2 relied on laboratory a(rila y:l 0 L ddressed
di sis. He usually wrote as he interrogated pa 1ents, Jasted twenty
d ﬁagnion the formal “you.” T he consultation with Esperanza laste
em .

minutes. : d out both in the doctor’s
ama that is played o
Esperanza’s case sugges™ the & t?lntuitively, he understood her

Lo s o den od b
SFnggle Wlthl\}/llmézfnajvi; lihztv Il:fsg:f;r?za’s condition er.nbodi.ed her life cu:;
e Yeiles a phys’ician he was locked into dealing with the pitleil
FumSt_anCCfi-. I r’nanner by administering medication and by referrlrllg : erno
lIN1 ; bl(l)me iﬁiere her C(’mdition continued to be managed pharrnac}(l) oﬁgl;:? ui’.

ell;rs(;;i}r’;za (pressure 110/ 7(})), 111f5 pgund§g15 f g;)nrseiio}iii :: dtt }elatrmade
he came to seek help for “terrbie : nade
her cry, for her pressure which got low, apd for her hand:zwz;c(kix ‘fs(l)tnr(li mb
in the r’nornings.” She feared that she might be going crazy

who would take care of her children.

terview that s

Doctor: How can I serve you? What is your problem?
Patient: My problem is that my head hurts a lot.
Since when?
. Well, more than a year.
‘ hing?
“ Xl;zgrsst:&tis llr(l)%v and the ringing in the ears that enters my head.
. A :
1d vou your pressure was low? . .
?raliodtgcto}; thayt 1 saw in IMSS [the Social Security Service], and

he gave me drops.

sgwPYrPyY
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Parisecon?
Aha.
What else?

And then T have a burning sensation in the soles of my feet, my
hands get numb, and my feet...When I lay down on one side, it
hurts a lot because it gets numb a lot. And my eyes get swollen, -
and when my head hurts, it seemns as if it does like this [she hits her
head and ears], and I hear a noise, and that is what is happening. I
cannot go out or walk downtown because I am dying of pain. My
head, and also I have some pain in my kidneys, and then when my

arm goes numb it falls asleep constantly, and the pain in the head.
Is that what worries you most? V

The head, and the tiredness I feel.

What medication have you received from doctors you have seen?
I will show you the medications. Well, I got this prescription for
low blood pressure, and he told me that [ had fever in my brain,
and also animals [usually refers to parasites], and that [ am los-
ing my memory. I also have my clinical history here.

{She took out scraps of paper from her bag and the doctor recorded

mnto the medical history the information on the slips. She had biometric
analysis done in the Social Security Service two months earlier that indi-
cated normal results, except that she had suffered from typhoid once, but
she did not have it anymore. The papers also showed that she had been pre-
scribed Efforti| [antihypotension] to raise her pressure, Dolo-Tiaminal
[analgesic and antineuritico], a vitamin, Kantrex [antibiotic], and an anal-
gesic. Another physician had prescribed antibiotics, Beclysyl [?], a vita-
min, A.S.Cor [antihypotension] to raise her pressure, and Sydolil [antimi-
graine], an analgesic. A private physician prescribed Bactrim F [antibiotic
for respiratory infection] and Pentrexyl [antibiotic].)

FOrPOF

>

Yes, you have it?

Yes, my clinical history.

And why are you telling me about your clinical history [she had
been seen by physicians in Salud Hospital some years back], and
where is your hospital ID card?

It burned. Well, our house burned down.

When did it burn down?

About three years ago.

Well, no matter. What can we do?

I can give you the date because I was interned here. I told them
that and they told me to tell you to explain to you.

That is why they fill out papers—and they don’t know what they
are doing.
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| here so you could look.
, 1 can tell you what date I'was 1 coul :
ggzuv’vﬁﬁnake do with this (clinical history). Any diabetics, can
cer in the family?
Cancer, 1no. . '
Your father is diabetic?
Yes.
He is alive?
Yes. )
Is he being treated for it?
oy Ise in the family?
Anvything else in the ramily: )
M}?rt mot%er—in—law, but that has nothing to do.
No. Other family problems?
Of those that I know, no.
What do you eat?
little. ;
%ol you feel that you eat what you are supposed to?
No. : ;
Have you been operated ever:
Yes, three times.
What?
Twice caesarian, and once gall bladder and pancreas.
Have you had a transfusion ever?
Yes, twice. o
Allergic to any medication?
No.
Smoke?
No.
Drink?
No. ) .
At what age did you begin menstruating:
At fifteen.
How often?
Every month.
How many days?
What? )
How many days do you menstruate?
Three days.
How many times have you been pregnant?
Nine times.
Abortions, how many?
Four. .
Three pregnancies?

GFIFOSD

yoE
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Not including the....

Four abortions, two cesarean, and three normal births.
Yes.

Date of last menstruation?
Well, it’s been three years that [ have had my womb removed.
Three years then. Any problems on urination?

At night I urinate a lot. During the day not at all, but at night
about five times.

Problems with bowel movements?
" No. My stools are very hard.

Hard. You don’t drink water with your meals?
I am not thirsty.

One should drink water.
Sometimes I forget. [ am not thirsty.

Food does not get stuck. Go to the cot and lie down and uncover
your belly with your head to the wall.
Yes.

Do you get tired when you run or something?
Yes.

(The doctor listened to her lungs with the stethoscope and asked her to

breathe in and out.)

o

o

or

9 FPYFY

Let’s see. What bothers you
Yes.

You have had them for about one year?

Sometimes they are very strong. When I have pain in the head I
feel that my eye is coming out. _
You will do this, okay? Based on what you have told us, we will
give you a treatment. We will continue and begin now with a
medication so that your headaches diminish and stop.

Yes.

You will take the medication the way I tell you, and this is im-

portant, for the next time when you come I can judge if really the
medicine had the effect we want.
Yes, of course.

most are the headaches?

Take one pill [Tonapan, antimigraine] every eight hours, one pill
every eight hours only, when you have headaches. If you get bet-

ter with one pill don’t take any more. Don’t take it every eight
hours otherwise.

If I have no pain I don’t take it.

If in one week, two weeks, you are without pain, don’t take it.
During the day take one pill, and if in six or seven hours the pain
returns, take it in eight hours. We will also request these analyses.




156 - Physicians at Work, Patients in Pain

1 i blem, and it is
i still have your typhoid fe\{er problem, ;
Ip;rlci)lfﬁlylfll\jfh};('c)l':s causing your headaches still. We will try to cor

1 if youare ~
rect this. By means of the laboratory tests, We will see if yo

- e o
still a carrier, and if you have aplmals, okay. And thﬁ‘ is thoe utrt:( .
ment we will give you to eradicate the .prol;llemtv}:e i Iff g’rmation
i them
dication. Go to the front office, give .
Fc}l}l:}fnr(:’:qlliest and there they will tell you what you need to do

P: Yes, doctor. | |
(The doctor gave Esperanza an appointment for two weeks later.
i he results)?
: d the tests, when will they tell me [t ' .
I];- ii:{lle ;eseulis will be sent to me. All you need to do is have them
. done, and they will send the results to me.
P: Oh, good.
D: Take the pills. ;
P: There is a pharmacy here, trues ”
D: Only that it is alreadyhclcl)’lsed..Olﬁ, if...
: i it outside [the hospital).
I];- IYZVslHylgiycalmobuuy it outside. Actually this pharmacy does not have
‘ these pills.
P: Is that all? Thank you.
D: Take care.

' i ; he di-
The doctor ordered a fecal culture and urine and bl;)lo%sp’f(ﬁl:ls); he
sed her condition as a parasite problem, “salmonellas e
3}%;0 Esperanza did not receive the proper treatment for ty}f 0121S « typ’hoid
therefore her headaches persisted. He also believed thgg she :;—le iy
‘er. He wished to see the test results beforg prescribing St
Cafflef(- ing with his socioeconomic etiological orlenta:clon, yh 22
li Ind eesilrlilgs of causes that would explain Esperanza s }fac}ac Oe;sé -
hading family problems, her children not eating, _her lack o mf y.,l
e imlby pd who bc’:at her, her sick mother, sickness in the haml }3
dmnkenh' . aIcli ironing other people’s clothing, too much sun, ¢ 1zingel'l
e du—1 ghaln ed living arrangements. According to Physician 2, 2 sucs_
g’?frik’ ?Il scco?ﬁcgl produce headaches because with such occurrences, ré:d
rges. trl: sent to the brain, stimulating the nervous system tofrsgzﬁn ess.
%%%?Tea}’hysician 2 was conscious of extras}(:matlc fcizrélpor;ar;segher o o;
criot that he followed did not glpde im to find ou
:}If osf th%:se factors he identified pertained to this pa’zﬁixt.w b fasted e
Esperanza returned for the scheduled appointm d, e ence the
inutes: At this time, she reported that she continue R ad
zzlrIrlxl; pains in her head even though she had taken the medicati

.Sh
prescribéd She reported ringing in her ears, and that her eyes swelled. She
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further stated, “I feel something disturbing in the body.” He again pre-
scribed a medication for salmonella on the grounds that she had typhoid
fever. “The medication we gave you first was because we thought that the
headaches were produced by worry and stress, but it looks like your sal-
monella infection continues.” He prescribed clorofenicol, and aspirin every
eight hours for five days. '
According to the doctor, Esperanza was a salmonella carrier; the med-
ication he gave her last time was only for her anxiety. The clorofenicol he
prescribed on this visit was to eliminate “the animals” (parasites). The test
results he had received from the laboratory showed that her urine and
stools were normal, but since there was some indication that she tested
positive for salmonella, the physician added, “At least I considered it pos-
itive.” He was still waiting for the results of the blood examination.
Esperanza returned for her scheduled appointment two weeks later.
The consultation lasted eight minutes. The doctor reviewed her record.
He read, “The first time you came was when you had severe headaches. I
prescribed a medicine that is called Tonapan, to take every eight hours.”
Esperanza reported that she continued to have headaches.

D: It seems that it didn’t have much effect. Good, then I received the

results of your analysis, and I tried to detect a problem of typhoid
fever; it was positive, and I prescribed clorofenicol for ten days,
salisilic acid [aspirin] 500 milligrams was the treatment; that’s

what I prescribed.
P: Yes, doctor.
D: And the headaches?
P:

Yes, they stopped. ... Well, so to say. I couldn’t stay awake from
eight in the morning till nine at night, and I couldn’t go out to
hang my laundry in the sun because I had such pain. Yes, this

pain and the dizziness and pain in the eyes.... That is what does-
n’t let me go out in the sun.

(But as the consultation continued, Esperanza revealed that her headaches
persisted, as did pain in “my feet. Consider me as if I were an old woman.
I cannot coordinate, I cannot walk on my feet, and this ringing in the ears,
think as if gas were coming out. The headaches make me vomit.” He re-
ferred her to an ophthalmologist and suggested she take aspirin and re-
turn in two weeks.) )
On her third visit she indicated that she had seen the ophthalmologistand
she had no problems with her eyes, but the headaches continued. The aspirin
and the original prescription for Tonapan did not alleviate her pain. He there-
fore referred her to Neurology and ordered that she stay on the Tonapan.
Physician 2 described to me his reasoning by recapitulating the steps
that led him to assign the diagnosis. Initially he thought the headaches
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were due to stress, and the pain would be eliminated with the medication.

Then, he interpreted one of the [aboratory results as showing a “high count

of antibodies,” suggesting to him that the headaches were due to the per-
sistence of the typhoid fever. But that did not seem to be the case. He
thought they could be associated with an eye problem, but that was dis-
carded. He referred her to Neurology to eliminate any possibility of a neu-
rological problem, although he doubted that she may have had one be-
cause he believed her disturbance was due to stress, worry, and emotional
difficulties with family and work. Esperanza did not return to see this
physician. Two days later a Neurologist saw her and he prescribed Cafer-
got tablets an antimigraine and Evadyne, an antidepressant.

While Physician 2 was mindful in a stereotypic way that Esperanza
must be having great difficulties, there was no attempt made to address
them other than by medication. When she began referring to the possibil-
ity that the headaches were related to her problems with her husband, the
physician was called away; he left the room and did not pursue the mat-
ter further. But it is important to emphasize that the patient did not ex-
pect the physician to deal with her life circumstances: She expected med-
Ication, which together with sleep, temporarily diminished her pain for a

few hours.

Thelma

Physician 1’s interview with Thelma, typical of his consultations, ex-
emplifies the inherent drama of a clinical encounter when guided by the bio-
medical script. The doctor aimed at pinpointing the anatomical location
of the patient’s distress, which in Thelma’s case, as in most instances, eludes
the patient. Thelma’s declaration of pain in her “lungs,” which she asso-
ciated with her hard work, was ignored. On the other hand, Thelma is in-
different to the temporal dimension of her sickness, an important datum
for the doctor. Is she experiencing the symptoms before or after eating?
How long has she had pain in her lungs?

Physician 1, unlike most of the other doctors, did not routinely give a
diagnosis of parasites. Whereas theoretically his epidemiological training
and Marxist orientation informed his view of disease, his diagnoses were
strictly biomedical.

Physician 1 is soft-spoken and usually wrote copious notes as patients de-
scribed their symptoms and as they responded to his queries. He saw Thelma
for half an hour, during which time he also gave her a physical examination
by auscultation and palpation. He addressed the patient in the formal “you.”

Thelma (pressure 140/110, 127 pounds, 5°2”) is forty-nine years old,
with one year of primary school. She came to the hospital accompanied
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;Zaheer ilst}:r—in;law. Thelma’s first language was Otomi, an indigenous lan-
thati };ercl elrds ightly accented Spanish, she reported on the firsr interview
ould not walk because she was having terrible pains in her entire

Doctor: Good afternoon.
Patient: Good afternoon.

P:

I

YU

PFYFUrTUYOUY D v

PFURPrUTU YUY

I'have a pain.
Pain where? .
In the stomach, in the back of the head [cerebro].
Yes, yes. But we are looking at your stomach.
%}e stqrnach, yes, the stomach.
¢ are mterested in the stomach ?
: , yes? The abd ?
ges, well, the pain has calmed down a bit. omen
Ou are not interested that your stomach h ?
Well, yes, because I fee] very bloated. o grown alor
You have always been like this?
No.
1]3]1d {t’come suddenly or you have had it for long?
Y o, 1}25 be}eln Cfli\ffie years but I have not felt that bad
ou have ha i ins i .
had it e b V€, SIX years pains in the stomach? You always
Yes, there are times thart it
> T . gets bloated and times wh th
}l:loatmg dlsapPea_rs. I'don’t know what I have but from }elrelre ii
urts a lot (pointing to the diaphragm down to the lo b
domen). erey
IYt'e;, yes.IVflhere fdoes it hurt? In what part does it hurt?
urts. It hurt i inti
e o s trom here, all this and ends here (pointing to the
How is the pain? It burns. it 1 jab, li
: , it throbs like a jab, like a th i
Yauriis the t b jab, like a throbbing?
ok yOu.ere [pointing to the abdomen], it burns a bit.
The pain in t}}e back of my head [cerebro]?
We are speaking about your stomach.
And that, stomach. . . Yes, it hurts
Heartburn? '
Sometimes.
f\hl()t, do you belch a lot?
ave heartburn—like I repeat i
Often or sometimes? peat sour, nothing clse
Sometimes.
You repeat a lot.
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D: Only when you walk, and if you don’t go right away then the
P o. 2 urine gets ahead of you?
D: Do you feel that you repgat the meal suddenly P Yes.
P: No. B 5 D: Burning on urination? ,
D: Do you feel very full in your stomach? P: Whether I have burning sensation when I urinate? A little.
P:  Yes,I feel full. D: Since when?
D: Before or after eating? P: Since it began, about fifteen days ago. ,
P: Always. ‘ D: You urinate well, normally, or does it come every minute in spurts?
. Always what? P: No, I am okay.
I always feel full. don’t eat in any event? D: Tiredness.
D: Before or after eating? Whethft:ra}’lC; : eat or con P: Well, yes, when I walk, when I walk a lot, or when I wash a lot
’, ea .
P: Even though donr;gi:?or € N ]c;r when T do I(’ln}’ chor;s. )
D: Does your lgutl gru > : P Sue not to do anything?
P- Well, very little. : ?
bCH}’> : D: Desi 4 hing?
D: No? A lot of gases 1 youl BEL. Iy feel gas as a dis- : esire not to do anything?
P: Well, I feel gas but I don’t let it 0, and T oy & P: No...Yes, when I feel tired T lay down for ten minutes, five min-
t%?[r}l))ané??-' bance? What disturbance? X D. Iu_;es, ;.md Tgetup apd)l continue to work.
D: at disturbance: . loose so that...- : OW 15 your appetite:
P: Like a pain, like I have difficulty. The gas gets P: I, well, I have great desire to eat.
D: Normally, no? D: And, yes, you eat? ,
P: No. ) bowels? P: Yes, I eat whatever doesn’t harm me, nothing, nor do I have pain
D: You have a problem moving your ’ in my stomach, I eat everything, but I have a desire to eat.
P: What? D: You have a desire to eat? '
D: To make number two? - ated . P Yes, ves. Even though I am not hungry, I have desire to eat.
P: When the pain started 1 was C.Ozisz ) D: How many times do you urinate a day?
D: Now you are no longer constupatee: P Boyvel movement? Eat?
P: Very little. ur bowels? - D Urinate?
D: What cils very 1?13? }II{?\:/‘Z ;fffé fyo you move yo ; ;y E g;}i)nate?h"fwg? thrie time; a day.h o
P: Well, during the day; . blood, or that you nee : at other disturbance do you have, ringing in the ears?
with some blood, :
D: Are your stools with mucus, or P: No.
to make an effort? bowels, but it’s D: No? Dizzy?
P Well, yes. [ have hgd to force myself to move my s thhing.
%?[réxmon. finish moving your bowels you don’t feel a desire to II)): Fl;im ﬁn tC}lle heat(}il? ,
D: en you finis : e head yes, the cerebro.
coptinue to be in the bathroom? - D: The pain in the head is daily? Or only sometimes for a little while?
P: Yes. | urination? - P: Well, all day and I feel a pain [diminutive] pain, but it goes away.
3, n . . .
D: You don’t hIave,PrSé) :}r;tsu(; e gets ahead of me. : I])D xhjt other disturbance do you have? .
P: Yes. When I uninate, 6 the urine comes as well? P: Ay lungs, [back], they hurt anc.i they burn a little.
P: When you force yourseli, t "D: Since when do they burn and since when have you had the pain
P: . No. ' in the lungs?
D:  Whenyou laugh? . do 1 laugh? P Since..., It’s been a while. The pain disappears.
P (not understanding the questlon)l-l?g\i’orllt;hou ch y(%“ have no desire to go. D: How long? How long? o
D: "The urine does not come 0 . P: It will be, I don’t know, something like six years.
P: LNO. ; ‘
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It disappears by itself?

Yes, I rest and I lie down a bit and it goes away and I go back
to work. '

When do you feel that your back hurts most?

Well, only when, when I start working. When I wash I have pain
in my lungs, in the back.

Any other thing?
The waist [cintural, I have a pain when I bend down. When I don’t

bend down fast it hurts a little, but when I bend down, the waist.
How does the cintura hurt?

Like it doesn’t allow me to bend down fast nor does, nor does it
allow me to turn around. I feel the back, the cintura as if it slipped.

It locks?
A little.
It burns? It throbs?
No, it does not burn. Only the pain.
Yes, yes, but it burns, 1t throbs like a jab, like a punch?
No, only the pain, the pain. And this foot, doctor, the joint, it
hurts also, and inside the bone it hurts me also.
Very well.
And this arm, it hurts a little.
Since when?
Since when? About six months.
Anything else?
Like I have desire to give up, the stomach, and I don’t go, well, no
I don’t vomit.
And that, why?
My mouth is dry as if there were a lot of heat in the stomach.
But you say that your stomach is well?
Yes, but I don’t know why.
Since when have you had this disturbance?
A month.
A month?
Yes.
Nausea?
Yes, but sometimes.
Any member in the family have diabetes?
No.
Heart problems?
An uncle.
Tuberculosis, cancer, epileptic attacks?
Well, my father. The doctors said he was tubercular. He had a

cough, but the truth is we didn’t know what it was.

PO RO OO Yo

POy

FPrPY

v PrFPOroryg

o
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And he died from that?

Yes, beca f
With bloosss < ¢ 0ugh. He gave up phlegmm bur. .

No, pure ph ike
phlegm, like nopal sp; i 1
nopel piecEr , bal spittle [white secretion from the
IA(; w}’1at age did you start Ienstruating?
5 on’t reme{rlber. It would be, I was about fourt
No YOu continue to menstruate?
No, sinc

, since the second of November [three months earlier] no more

b

the menstruation h
as not come. Befor
months. Now, no more. ¢ that [was late two or three

No more.

Xs been four months and it has not come
t what age did you get married?

At nineteen.

How many times were you pregnant?

How many times? [ :
Allin allz was pregnant four times.

Yes.
Your births were normal?

Yes.

All four?

All four.

Abortions?

Not one.

1Eou ];lidn’t use contraceptive, trué?

O. But sometimes, yes. 1
operatad e tl-Cd.}fes After the last one, the fourth child. I was
When was that? '

The tying? The boy is ¢; i

Rtk g Oy 1s eight years old. He will be nine the Sixteenth.
No, never, I don’t like i

Drink? o

Nothing like that.

Nor pulgue? (This is 4 local drink i

Icaomes from the maguey [Agave spp.fjrgign}tl.e)flnauve reion thar
efore, when I was 2 little baby.

Were you ever operated?

No, never.

H_alve you had a blood transfusion?

Did I'have a blood transfusion? No.

id you ey
b er break a bone on an i

a 2
NO. Y occasion?

een or fifteen.
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, . ;
Have you ever hit your head and lost consciousness?
Nothing like that. N

Allergic to any medicine?

No. _ beod

Has any medicine caused you rashes:

EI?;’ important sickness that you have suffered? The doctor men-

tioned typhoid, bronchitis, malaria, pneumonia, mumps, scarlet
fever, and chicken pox. Nothing to date?
No. I haven’t been sick till now.
Have you had measles?
Eh? 4 : .
Have you had measles?
Well }}:es, my mother told me that I had measles.
Whooping cough? ’
Whooging cough? When I don’t have a cough?
Pain in the eyes [eye sockets]?
Well, very lightly.
Lightly, how lightly?
Very little. e
hat does it consist of?
éVrjl V:ve?l sometimes because of the cold or because of the heat.
Where are you from?
I am from Hidalgo state.
You came from there?
I live here in Neza. _ _
IY\Tc()DI,l wla:]rft to go over there [he instructs her to lie down on the
cot] and we will examine you.
Yes.

(The doctor examined the patient explored her abdomen, and asked
ber about her abourt the nature of her pain there.)

CFUFYSY

R ivicivicivicivhle R v i EvEcivhe

: it hurt? It throbs, or like colic? _
I]’). I"l:Il(lerc‘)lliO;Se; I don’t know how it would-bg I would like to know
ifitis b’ecalise I am fat, or is it gas? Or it is bloated, doctor.
D: What?
P: I get very hungry.
: t? '
II))-. J Iwgclé11 very hungry although I don’t have a desire to eat.
D: ' Youeatso muchl? ;
: ‘- do I do to lose? . o
% : X}La;reovery fat. I don’t know if it is flesh or fat, I say it is fat.
P: 1 It’s flesh.
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D: What do you eat? You are ten pounds overweight.

P: Oh, God.

D: You probably eat a lot of tortillas. Yes, true?

P: Yes, doctor, that is what [ eat most. Tortillas.

D: How many tortillas?

p. Before, I ate about one and a half pounds and now not any-
more, only three tortillas and hard ones, toasted bread, and
vegetables.

D: Every day your stomach gets bloated?

P: Yes, daily yes, because I walk standing.

D: You want to walk sitting? (He laughs.)

P: Walk.

D: On foot you walk, well?

P: Yes, doctor.

D: Don’t eat so many tortillas.

P: No, doctor, no more.
D: Because it will harm you.
P:

Th
vegetables daily, and that she consumed beefstea

Now that I feel sick in my stomach, not anymore. Three tortillas,
toasted and bread.

(The doctor inquired about the patient’s eating habits. In response,
elma indicated that she ate €ggs, white bread, beef or chicken soup, and

k twice or three times a

week, Incredulously, he asked her if she did not eat beans. She said no.)

PORY wyo

PRYFORYrURy

Like what vegetables do you eat?

Lettuce, squash, string beans, peas, mangos, spinach, carrots,
potatoes, all this and . .. .

Every day?

Every day.

You don’t get bored? :

No, because I cook them in different ways. I don’t get bored. Simi-

larly, fruit, not every week, but twice, sometimes three times a week.
The vegetables?

e fruit.
The fruit? What work does your husband do?
He helps, in the work.
In the work? What work?
Well, he works in a laboratory, as a helper.
And how much does he earp; You don’t know?
Minimum wage, he says.
And how many are there jn the family?
There is me, my husband, and four children. We are six.
And with this you eat twice or three times mear a week?




166

F

FURORY FUrUrRY

sAvislwiss)

orY

¥

ORFORORYTON TS

- Physicians at Work, Patients in Pain

Well, yes, because then I was not sick [and] I went to work so
that we would have enough. I used to work.

Do you drink milk?

Well, yes.

Yes? How many times a week?

Well, almost all week. Only in the morning. In the evening no more.
Why?

I buy it there, never in the stores, never, because it is very expen-
sive, and I buy in the government store sometimes.

Sometimes?

Yes.
You have not felt on occasion that your heart jumps suddenly?

No.
As if you are short of breath?
No, doctor. »

(The doctor ordered the standard Iaboratory tests.)

You will have these analyses done, daughter, please.

Yes, doctor.

You will have them done and I will see you on the next visit.
Yes, doctor.

If possible, have the analyses done tomorrow morning.

Yes. More or less at what time?

Well, at seven in the morning. Be here 7:30 so you can leave early.
Well, let’s see if [ can get here at that time because I live in Neza.
You have to come to have them done. There is no other way.
Yes.

Because it would be more expensive outside [privately].

Yes.

from five in the morning.

I came [today] five in the morning.

Why this early?

I came on a bus and then in the metro.

Good. You came by yourself?

I came with my sister-in-law. I spoke with my brother [and asked]
if she could come with me because I didn’t have anyone to ac-

company me.
Do you khow how to read?

A little, doctor. _
Good. Have the tests done, please. I will prescribe some pills so

that your stomach does not get bloated.
Yes, doctor.

Do all that. It is possible to come early. We are up and around

OFrFgo ® o

(He instructed her on where to 80 to have the paperwork done, and he

gave her an appointment for two week late 1
: an ap 1. He prescribed On -
sist the digestion. ) i orontoss

~ Yes, thank you. What can [ eat?

- Yes, doctor, if you will do me the favor.

FYFPF YFYF ORURONONOmowo

= Good.
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After every meal.

After every meal.

When we have the results we will prescribe what is necessary.
Yes, doctor. Thank you very much. ’ -
You will do your tests.

Is that all?

Yes, for the moment. Yes.

At what time do I need to be here?

You need to be here at seven in the morning.

At seven, to be here at that time.

Please.

Now, whatever you can. When we see the results, then we will
see. You need to lose weight. Please avoid soda pop.

Soda pop. No coffee?

Nothing more.

Coffee with milk?

Preferably. If you cannot drink milk, at least coffee with milk
Then I'will give you another diet. .

Well, since you like vegetables. .,
I love them more than meat.

Because fran.klyI am poor and I don’t have, I don’t have enough.

I do everything possible. I help my husband. I work so that we

can get ahead. My sons, I have four, and four are studying and I

}}:avz to help them, with God’s help. I am in yours and God’s
ands.

You will get better. You will have to listen to us, what we will
tell you. ' ’

Yes, thank you very much. With your permission, doctor, we will
See you next time,

Don’t eat tortillas.

Yes, thank you very much, doctor. Very kind.

If1 come tomorrow do I come to see you? ‘

You will come to see me as indicated in your ID card. (He recorded
the next appointment in the ID but did not tell her the date.)
There is the next appointment when you come to see me.

Now, I am going to my house.
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While he did not tell the patient anything about her condition, he ex-
plained to me that her arterial pressure was a little high, and she was a bit
overweight from eating too many tortillas. Based upon her presenting
symptoms, she had parasites and urinary problems. He prescribed urine and

_stool analyses, and X-ray of the spine. He decided to wait until the results
were in to give her antiparasitic treatment. He noted thar it was likely that
she had a spinal column disorder because her waist (cintura) hurt. He did
not believe that she ate meat at all, as she said she did, given how little her
husband earned.

Thelma kept her return appointment and the doctor saw her for twenty min-
utes. At this time she reported, “I have a little pain in the cerebro, in my head
and in my vision.” She had a burning sensation on urination. He concluded
that she had a urinary tract infection and a problem with her spinal column.

This time the physician told me that her major problem was a “deviated
spinal column, which also caused the headaches.” She suffered from a uri-
nary problem and her arterial pressure was normal, but she needed to lose
weight in order to alleviate the problem with the spine. The doctor pre-
scribed Nalidixico Briter (anti-urinary infections) for the urinary infec-
tion, which he treated on the basis of her symptoms, as he did other patients
with similar symptoms. The Xray confirmed for him his original diagno-
sis of a problem with the spinal column.

To reiterate a point made earlier, for Physician 1 as for Physician 2, the
medical diagnosis presented a particular struggle because both adhered to
an ecological and socioeconomic explanation of sickness that conflicted
with the traditional biomedical organic model of disease.

Poverty and ecology alone do not explain the patients’ conditions or
their perceived failure of recovery, as we will see in Chapter 11. Indeed,
Thelma’s pain in the “lung” tells us that she has worked arduously. From
the medical interview we cannot deduce that Thelma’s sickness is not only
related to her bodily condition and to her poverty, but also to the fact that
she suffered from having been abandoned by her husband and from her
problematic relationship with her sons. As we move our focus from the

medical consultation and biomedical practice to the patients and their lives,
we discover more specific phenomenological factors, which I will discuss
in Chapter 11, that combine with conditions on a macrolevel to explain these
patients’ sickness, as well as recovery.

|
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Part Three

Patients’ Responses to
Biomedical Practice




Patients and Their Complaints

In the previous chapters my major concern was with biomedicine and
its practitioners. In the next three chapters the spotlight is on the patients
that I studied, many of whom I also got to know well. In this and the next
chapter I present a cumulative profile of patients, their complaints, their
response to treatment, and in Chapter 11 I turn to the way various peo-
ple perceive their lives to deepen our understanding of sickness and bio-
medicine’s role in the healing process.

Sociodemographic Profile

The sample population interviewed in Salud Hospital consisted of 205
women and 62 men between the ages of eighteen and sixty-five.

Table 9.1 summarizes selected sociodemographic characteristics of the
hospital sarnple group. !

The majority of the people in the sample were migrants to the capital.
Only 48 percent of the men and 43 percent of the women were born in
the Federal District, and 31.2 percent of the men and 17.1 percent of the
women had lived in the Federal District for less than three years.

Most of the people were married, the majority in both a civil and reli-
gious ceremonies conforming to the most desired pattern of marriage for
women in Mexico and affording them legal protection and social appro-
bation. Patients resided in households of four to seven people, with a mean
household size of six. Of those who were married, about equal numbers
of men and women (48 and 46 percent, respectively) have had four or
fewer children, with the remainder having more than four.

The people in this study are usually referred to in Mexico as the “pop-
ular class.” They stand at the base of the socioeconomic pyramid of Mex-
ican society. The overwhelming majority lack permanent jobs, and only
12.6 percent of the men and 12.2 percent of the women had access to
IMSS or ISSSTE, the national government health plans that cover the per-
manently employed and their dependents.

The people vary in access to economic resources and potential. Admit-
tedly, various people were coy about disclosing their income, and some
were unwilling, but most lacked fixed wages, so they were simply unable
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Table 9.1: Selected Characteristics of Sample Group by Sex

Males Females
Average age ) 30.0 33.5
Education (%) :
Primary 93.4 85.1
Secondary 48.3 33.6
College Preparatory 33.8 13.6
University (a) 19.3 53
Marital Status (%)
Married 59.7 55.6
Single 37.1 28.8
Widowed — 7.8
Separated 32 6.8
Divorced — 1.0
100.0 100.0
Employment Status (%)
Unemployed two months prior 34.0
to hospital interview
Domestic and petty commerce (b) 22.0 32.0
Employed by others 24.0
Students 17.0 11.0
Worked at odd jobs 3.0
Housewives 57.0
100.0 100.0

(a) At least one year university, with one subject a university graduate.
(b) Street or market vendors; in the case of women also includes maids.

to list their financial resources. In the absence of a fixed and dependable
income, poor people depend on a variety of sources that may include day
work, petty commerce, having a child washing cars, and other such wind-
falls. In order to differentiate the population along economic lines, I ranked
each household on a 1-5-point scale, with 1 representing the most and 5
the least affluent. Assuming that people’s incomes are reflected in the type
of housing and household goods they possess, the ranking was based on
characteristics of the dwelling that I assessed during home visits.! Exam-
ples of people, who comprise category 1 was a woman whose husband
was a pharmacy proprietor, another a vegetable merchant, a few women
whose husbands were employed by multinational companies such as Ford
Motors, and a;woman who worked for her brother in his employment

agency and had substantial economic resources. By and large those who
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Table 9.2: Economi'c Status as Measured by Dwelling and
Material Possessions {N=205)

Rank N %

) S LI

1

! 12 5.9

3 30 14.6

" 62 30.2

) 67 32.7

Other (a) %g ; g
205 100.0

z(;)dlnc}lludes individuals who 'w.orked as live-in maids who in effect lacked any possessions
who usually earned 2 minimum or less than a minimum wage; individuals who were,

l‘Ilte[ Viewed outside theu' dWC] ir I d i O =
1Ngs a: 1 one case a person WhO IeSided iIl a
- n al IIlale
hotd, alld a feW fOI Wh.lCh dal'a WEre not recorded.

mgl}(le 111p category S were people displaced by the earthquake and women
w1td a cqhohg husbands. W1t}_1 tWo exceptions, all the participants in the
s}tlu y remdgd in the poorer neighborhoods of the city. Table 9.2 displays
t eTi:onoml.c assets of the‘group using the aforementioned criteria.

o thee1 ;'irékmgs ﬁ}siloﬁed in Table 9.2 cut across renters and proprietors

on w. 1 1 i
vided ool 1ch their house stands, with the proportions of each dj-
In sum, the majority of the sam i i i

. , rity of t. ple consists of women in their mid-thir-
ties that were married in civil and religious ceremonies; they had at le;t

a primary school education. about £ i i
_ > about five children, and an im
source of income. ’ permanent

Health Characteristics and Patient Complaints

_ According to official statistics, the ten most common causes of mor-
b1d1ty_ in tl:le Val'ley of Mexico include respiratory infections, followed b
1r;tels)51nal mfecnqns, be]mintbiasis, hypertension, diabetes r;1ellitus, baclz
gn(c)i g;ltl;_ ggljnucflcril;?; el:zlfietcizsfns, conjunctivitis, menstrual dysfunction,

Patients whose presenting complaints included abdominal pain, chest
pains, back pains, headaches, and general feelings of discomfort were chan-
nelec‘l through _the preconsultation procedures to Internal Medicine. The at-
tending physician saw the majority of patients at least twice and a diagnosis
was made on each visit. If we use the diagnoses provided by the attend-
ing physician for each patient at each visit, the most commonly diagnosed
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conditions for the 205 persons in the sample were infections and parasiFes
(35.5 percent); nonspecific etiology (30.6 percent); metabolic gnolrna 1{:)5
(10.7 percent); degenerative conditions (14.2 percent); psychologica %r.o -
lems (6.5 percent); pregnancy (0.3 percent); the remainder were not diag-
nosed or were pronounced healthy.? ' . . .
The degenerative category includes primarily scoliosis. Nonsp‘egﬁc ff:tl-
ology” represents single diagnoses and refers to a variety of .condLFLOr{s or
which no one specific etiology could be given using biomedical cptenfa.h
Conforming to the general morbidity trends,va large proportion ot the
diagnoses revolved around infections and parasites. Nonspecific etxlology,
the second highest diagnostic grouping, correspop_ds to the overal. m?r—
bidity trends of the population and includes COHFllthIlS su'ch as .cohtls or
which the diagnosing physicians had not sup_phed a specific etiology, Oli
fallen womb. The remaining diagnostic entities diverge from the F)\ferall
pattern for the area; the degenerative grouping may represent individual
icians’ diagnostic predilections. .
ph}"?hel diagnos%ic entit?es shown in Table 9.3 represent objectifications 1(1>f
patients’ bodily complaints. As we saw in the previous chapter, gz?lerecll ly
speaking, patients report a litany of symptoms desc,r,ll‘)‘mg their b.o }},1 1si
comforts: “My feet get swollen,” “I feel soreness, I have pain when

Table 9.3: Medical Diagnoses for the Study Group (N=633)

Number
Diagnosis of Diagnoses Percent
Infections and parasites 225 355
Digestve 113 o179
Genitourinary 81 12.8
Respiratory 19 3.0
Other 11 1.8
Metabolic and/or systemic disorders 68 10.7
Diabetes Mellitus 7 1.1
Arterial Hypertension 20 32
Obesity 16 2.5
Anemia 25 3.9
Nonspecific etiology 194 30.6
Degenerative traumatic/sequela 89 14.2
Psychological 41 6.5
Pregnancy 2 0.3
Healthy : 3 0.5
No diagnosis 11 1.7
' 633(a) 100.0

(a) Most people wége given diagnoses in more than one category-
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finish urinating,” “I feel constipated,” “I sweat at night,” “I wish to cry,”
“I have burning sensation in my skin.” Patients present the typical symp-
toms of pain in the abdominal region, such as pain in the ovaries, in the
“mouth of the stomach,” in the lungs (meaning upper back), or kidneys (re-
ferring to lower back or cintura), high and low blood pressure, chest pairs,
and more general bodily states.

Patients have their priorities in the symptoms they report to physicians.
For most, headaches were more urgent than diarrhea. Based upon my ob-
servations, physicians by and large encourage patients to present symp-
toms by prodding them with “And what else?” A few patients were re-
luctant to report some disturbances such as urinary dysfunction. However,
many women openly discussed sexual problems, as, for example, Nomi.
Occasionally, a patient would not divulge to physicians that she had had
an abortion even when directly questioned. For example, a thirty-five-year-
old woman reported she had problems with her ovaries, that she was
menopausal and barren, and that she could not get pregnant. She never
disclosed to the female physician, as she had done to me, that she had in-
duced an abortion of a pregnancy resulting from an extramarital affair.

Diagnostic categories such as genitourinary dysfunction represent dis-
ease entities that patients do not present but that emerge during the physi-
cian’s interrogation about vaginal discharges, for example. Women re-
ported vaginal discharges infrequently, or as an afterthought, as they often
took such signs for granted as normal, unless they were distressed by the
offending odor. Not all physicians gave such discharges equal importance.
One patient asked if it was not natural to have vaginal excretions. Even re-
current diarrheas were not spontaneously mentioned unless they were ac-
companied by severe abdominal cramps, which were the impetus to seek
medical attention.

Despite the discomforts patients were experiencing, 53.1 percent of
the women and 41.8 percent of the men chose to seek treatment on the
particular day they did because “they had time”; only 22.6 percent of
the men and 27.5 percent of the women came because “they were feel-
ing sick or feeling worse than usual.” The rest of the group, like Jose,
came at that time because they accompanied someone else who had an
appointment at Salud Hospital. This suggests that for many people,
seeking treatment is independent of experiencing pain or discomforts. In
fact, patients in the study group reported they had experienced their
symptoms for an average of 2.2 years. Only 25.8 percent of the men
and 14.1 percent of the women reported that they had been recently in-
capacitated by their illness to a degree that it impeded their daily func-
tioning. In this study, as in my previous investigation,* I found that day-
to-day functioning was a poor measure of sickness in Mexico since
people claim, and I observed, that they continue to carry on their daily
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chores irrespective of their professed state of ill health. Usually, only
when people had a fever did they cease to carry out their daily obliga-
tions.

For the majority of patients sickness was accompanied by pain, which
they regarded as their central problem. Only 8 percent of the women
and 14 percent of the men indicated that they became depressed and
dejected by their illness; and 9.7 percent of the men and 12 percent of
the women noted that they became nervous as a result of their impair-
ments.

Many patients sought therapy at Salud Hospital as a last resort after
they had sought help from private physicians or neighborhood health cen-
ters. If these modalities fail, then they may seek alternative treatments. To
cite an extreme example, thirty-six-year-old Margaret kept a record of her
health seeking trajectory so she could tell a doctor that she had already
taken the medication he was prescribing even if “the doctor would not
believe me, and with my record I could show him.” She had seen ten physi-
cians, including a veterinary doctor. She had had twenty electrocardio-
grams done within the past ten years. The treatment she received in Salud
Hospital failed to alleviate her ongoing discomforts of sweating in her
hands, breathing difficulties, numbness in her fingers, and jabbing in her
heart and chest. (These were resolved a year later when she took karate
lessons and also went to a Spiritualist healer.)’ _

Generally speaking, patients seeking treatment at the hospital expected
to receive technological management of their condition, including X-rays
and laboratory analysis, but 35 percent of the men and 25 percent of the
women had no specific expectations. Significantly, when patients were
questioned on follow-up home interviews regarding what their treatment
expectations were, their responses reflected reevaluations of their expec-
tations. Table 9.4 displays patients’ expectations before the medical con-
sultation, and later at the home follow-up visit.

A comparison of patients’ expectations in Table 9.4 reveals that a smaller
percentage of people indicated they did not know what to expect after the

doctor’s visit. In fact, new expectations were voiced after the consultation, -

such as physical exploration and anticipation of a diagnosis. The fact that
patients voiced their expectation of a diagnosis upon follow-up is espe-
cially noteworthy because whether a person was given a diagnosis or not
significantly influenced his or her perceived response to treatment, re-
gardless of whether the expectation was expressed. These data suggest too
that expectations become fine-tuned, probably formulated in the medical
consultation and redefined by its outcome. Similarly, the response “Don’t
know what to expect” decreased, while expectations for technological
management and medications increased expectations that are possibly pro-
moted by biomedical practice itself.
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Table 9.4: Patients’ Expectations of Treatment
Before and After Medical Consultation

(in percent)

Diagnostic and Diagnostic and .
Treatment Expecration Treatment Expectation
Before Medical After Medical
Consultation Consultation
(N=267)a (N=205)
Laboratory analysis 227
X-rays and ultrasounds 12.5 s
Medicarion 1 7.9 2
Operations 4'0 2
More than one of these 5 .2 B
(e.g. lab analysis and ‘
X-rays, medication)
To be given a diagnosis —
Physical examination — i1
Didn’t know what to expect 30.4 103
Other (e.g., referral to specialist) 5.5 102
Missing data 1.8 _
100.0 100.0

(a)Includes entire sample interviewed at the hospital.

In the next ¢ i
hapter we get an aggregate view of the people’s responses

tﬁ treatment to eluc1dgte components of biomedical practice in Mexico
that influence the healing process.

Notes

1. 1=House includes concrete roof, indoor shower and bat i
Ty,hstereo, videocassette players, and furnishings other thal;xablz;citselaez?cfi1 ?ggiéeériggilosi
rv:;;u rfgsr‘noet?]t eﬁlct);l);?gddroof,d mdbolor ;’)atI}}I, refrigeraror, TV, videocassette play;r, and fur-

the €ds and table; 3=House with cement floor, and roof, indoor toiler,
;I;\i;,ein—ii_‘x]mmr;al ’fu’rmshmgs;i4 =House with cement floor tin or asbestos roofing, outdoo;
, TV, an rmnngal furniture; 5 =House without floor, with tin or asbestos roofin:
barracks, and no furnirure other than a bed and a table, 5
wteZ.ngees:V data are based on 1985 statistjcal compilations by the Social Security Insti-
t t}.1 1 ere no comparable ﬁgures ax./al.lable for patients of the Salud Hospital owing
o the earthquake, wh§n many of its statistical materials were destroyed, and there were
no reliable reco.rfis available. Morbidity in Neza, from where a sizeable p’ropon:ion of th
§mdy group originated, largely conforms to the pattern encountered in the Valley of Me ?
1co, according to the Neza district records. Their records also show that 19 §4 out gf
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every 1,000 inhabitants suffer from cirrhosis of the liver. Generally speaking, rates of glco—
holism ’axe high in the entire nation. According to some reports, 2_8 })erlc;g; )ofI_tI};iv zir:nirrsl
1tut di 1 1988; Sesin . A

i institution were diagnosed alcoholics (Hemande; ; ).
irfll: l;‘l:ulc?y population there were no diagnosed alcoholics, alt'hough Phys%clan & \{sua}ly
assumed that all her male patients were alcoholics. For a historical perspective on drinking
patterns in Mexico see Taylor (1979). ‘

3. The classification was done by Dr. Luis M
the National University of Mexicq, based upon the
provided me by the attending physicians.

4. Finkler 1985/1994. ]
5. For a full description of this woman'’s case see Finkler 1994

artin Armendariz, School of Medicing at
individual diagnoses for each patent

10

Patient-Perceived Therapeutic
Outcomes: An Aggregate Analysis

Using quantitative analyses, in this chapter I show factors that impact on
patients’ perceived responses to biomedical treatment. Not uncommonly,
whether or not people recover following treatment is reduced to one set
of variables, as for example, prescribed medications, patient compliance with
treatment, patient satisfaction and, by implication, the doctor-patient in-
teraction. My analysis of patients’ perceptions of their recovery illuminates
various dimensions of human existence that influence patients’ recovery, in-
cluding their reactions to biomedicine as practiced in Mexico. I propose
that patients’ perceptions of recovery from similarly diagnosed non-life-
threatening subacute sickness episodes can only be understood when three
levels of analysis are considered together. These include the objective con-
ditions of the person’s life, the medical consultation concomitant with the
prescribed treatment, and the subjective elements of a person’s being, that
is the degree to which his or her life’s lesions were addressed and allevi-
ated. This proposition is developed in this and the following chapter.

Response to Treatment

To assess patients’ responses to the treatment they received in Salud Hos-
pital, I interviewed each one at home. This entailed visits with 205 (44 men
and 161 women) of the original sample of 267 people whom Il interviewed
before they were seen by the physicians at Salud Hospital, or 76.7 percent
of the entire sample.! Each patient was visited at home within thirty to fifry
days of his or her last appointment with the doctor.2 Fifty percent of the sam-
ple population was visited again between six and twelve months after the
first home visit, and I followed ten patients who resided in Neza on a reg-
ular monthly basis, including those we have met in the previous chapters.

1 gathered the data analyzed in this chapter during the first home visit,
which usually lasted between three and eight hours, during which patients
were engaged in open-ended discussion. They were interviewed using a
fifty-two item interview schedule pertaining to their current health state,
perception of the treatment they had received at the hospital, and sick-
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Table 10.1: Patients’ Perceived Recovery Along Sex Lines
(in percent)

Full Partial None Total
Males (N=44) 11.4 61.3 27.3 100.0
Females (N=161) 19.3 56.5 24.8 100.0
Total (N=205) 17.1 57.5 25.4 100.0

X2=1.452 df=2 p=.10

ness-management strategies since their last visit to the hospital. Included
among the questions asked each patient at this time was: “Do you con-
sider your problem fully, partially, or not at all alleviated?” On the basis
of this question patients were placed in one of three categories: “Full Re-
covery,” “Partial Recovery,” or “None.”

The “Full Recovery” category includes those individuals who stated that
all the symptoms for which they had sought treatment at the hospital had
been eliminated and their problem completely alleviated. The “Partial Re-
covery” category consists of individuals who said that some but not all of
the symptoms for which they had sought treatment had been alleviated,
and while they may have felt somewhat better, they regarded themselves
as still being ill. Those in the “None” category reported that none of their
symptoms had been alleviated and they continued to be sick. Only a small
proportion of the sample (17.1 percent) reported full recovery. The ma-
jority (57.5 percent) reported partial recovery or some symptomatic relief.
Over a fourth of the sample (25.4 percent) reported no recovery at all.

As we see in Table 10.1, this pattern holds for both men and women.
As can be seen, there is no statistically significant difference in perception
of recovery by sex.

In this analysis, [ emphasize symptom alleviation for two compelling rea-
sons. First, symptomatic expression motivated patients to seek treatment
in Salud Hospital and, as I suggested earlier, in the final analysis, physicians
must rely on patients’ subjective reports of symptomatic relief.? Second, pre-
senting symptoms express through the body other facets of human exis-
tence and for this reason I propose that people’s experience of alleviation
of their sickness is associated with changes in aspects of thelr lives which
embody the sickness. I will return to the latter point in the next chapter.

Patients were also asked whether they were feeling better, the same, or
worse since their visit to the hospital* to assess if there was a correspon-
dence between how a person was currently feeling and if the sickness for
which they had spught help at the hospital was alleviated. A Pearson cor-
relation between these two variables—degree of alleviation with whether
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Table 10.2: Pfiﬁents’ Perceived Recovery by Condition
at Time of First Follow-up Interview

(in percent)
Full Partial None Total
Better (N=150) 22.0 70.7 7.3 100.0
Same (N=47) 4.3 21.3 74.4 100-0
- ] . .
orse (N=8§) - 25.0 . 75.0 100.0

Total (N=205)" 17.1 57.5 25.4 100.0
X2=96.417 df=4 p=.001 .

symptoms for which they had sought treatment.

On i i
ol }el :txpla:t’nan_on for level of recovery might well be the nature of the sick-
gave rise to the symptoms and Jed patients to seek treatment

h se lth m
Ore seri us C ndl ons wo P
l O \%Y (o} O 1 u].d not be eXpeCted Lo ex €rience

Patients’. Diagnosed Conditions and
Characteristics as Related to Recovery

AsIdisc i i
ey s lcl)srsi:d Xl Chapters 7and9, d1agnoses were classified into eight
gories. ‘comparative analysis was carried out on six categories
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Table 10.3: Patients” Perceived Recovery by Diagnosis Category

(in percent)
Diagnoses (a) Full  Partial None Total N X2 df P
Infections/
Parasites 13.3 61.4 253 100.0 225 3383 2 .10
Digestive 17.7 584 23.9 100.0 113

Genitourinary  11.1 64.2 24.7  100.0 81

Respiratory ~ 57.9 421 100.0 19
Other 8.3 75.0 16.7  100.0 12
Metabolic/
Systemic 221 558 221 100.0 68 1273 2 .10
Diabetes .
Mellitus 28.6 42.8 28.6  100.0 7
Arterial
Hypertension 10.0 75.0 15.0  100.0 20
Obesity 31.3 56.2 12.5  100.0 16
Anemia 24.0 440  32.0 100.0 25
Degenerative/

Traumatic ‘

Sequela 13.5 629 236 1000 89 2152 2 .10
Psychological 24.4 58.5 17.1 100.0 41 3.009 2 .10
Pregnancy 50 50 -~ 100.0 2
Healthy and/or

no diagnosis -~ 571 42.9 100.0 14 6471 2 <05

(a) Patients could and did have more than one diagnosis.

Table 10.3, there is no statistically significant relationship between diag-
nosis and patients’ perceptions of recovery. Importantly, when the physi-
cian diagnosed the patient as healthy or did not make a diagnosis, patients
were significantly more likely to report that they had experienced no re-
covery. Not one patient in this category reported full recovery.

The data in Table 10.4 show no statistically significant relationship be-
tween the number of diagnoses and patients’ perception of recovery, though
there is a tendency, except among those who were given no diagnosis, that
the fewer the symptoms, the more likely the patient was to report full re-
covery. Certainly a large number of symptoms may make it more likely
that the patient would continue to experience the disorder. For those with
several diagnoses, it may be either that the patients’ presenting symptoms
.were less well understood by the physician or that the patients’ disease
states were less discrete. Concomitantly, it may also suggest that the more
diagnoses per patient, the more difficult it was for the physician to target
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Table 10.4: Patients’ Percejved Recovery by Number of Diagnoses

{in percent)

Full Partial None Total

0(N=12) - 50.0 50.0 100.0
1(N=40) 30.0 50.0 . 20.0 100-0

: 2 (N=50) 22.0 54.0 24.0 100.0
3 (N=31) 9.7 54.8 355 100.0

4 (N=38) 10.5 63.2 -26.3 100-0

5 or more (N=34) 14.7 ‘ 67.7 17.6 100.0
(N=205) 17.1 57.5 25.4 100:0

an appropriate treatment, or that multiple diagnoses may have an adverse
effect on patients’ perception of recovery. It could also be argued that ir-
respective of the physicians’ diagnoses, the patients reporting “Partial” or

I_\Ionf were indeed experiencing diseases of greater gravity than those
with .Full” recovery as measured by the results of routine laboratory
ana.ly51s (blood profiles, urinalysis, stool cultures). While the maj ority o};
patients were ordered routine analysis (53.7 percent), the findings suggest
that among those.who had been ordered laboratory tests, there were no%iif—
ferences in perceived recovery and positive or negative results of labora-
tory tests, as is shown in Table 10.5.

. If we C(?ns.ider the lack of difference in the results of the analysis coupled
with the similarities in the diagnostic categories for patients in each o{P the
thre;e groups, we can conclude that from a biomedical perspective, at least
patients in the three categories were not in a much different health state as
measured by medical diagnostic techniques. It may, however, also be ar-

Table 10.5: Patients’ Perceived Recovery by Results

of Laboratory Analyses
(in percent)
Full Partia] None Total
Positive (N=68) 16.2 55.9 27.9 100.0
Negative (N=42) 16.7 61.9 21.4 100.0
Total (N=110) 16.4 58.2 254 100.0

X2=.598 df=2 p=.10
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gued that the lack of variability in the conditjqns of the patients, fusll.n%
these biomedical criteria, is arrributable to the 1dlgsyncratiic narurfl:) % IIc1 elg_
ical judgment rather than to the patients’ condition based upon bi
1 nts.
lca%rin :j;;ltfizglio the attending physicians’ c.iiagnoses3 I used the C?rze.l}
Medical Index (CMI) to establish a standardized ba§e11ne .meﬁSurti Z VTEe
ability of self-perceived symptomatology among patients in the ; heyi)Od
CMI is an extensive questionnaire that focuses on all systems oft > th}ef
and is available in Spanish.® The CMI was administered to patients a the
initial interview and repeated on the first follow-up home visit to cotmp r
patients responses using this instrurnen‘t‘ befcz’re and zifter treatmenr.e as
While at the initial interviews, the .Full group’s averz;ge $Co € was
38.4 percent “yes” responses, the “Partial” group’s was 5 0. percoetnséatis_
the “None” group’s was 56.8 percent. These dlfferenceshwere n o statis
tically significant using the chi square test. On follow-up Orrtletlilsltical s
all people had lower CM; scores, bu}: a%am there were no sta
mong the second scores either. . .
fer;fn \fvzsaicept%he lack of disease variability in the smple populamc;ni (l)lsilélsg
biomedical and standardized measures of self—p_ercelved symgtoma 0 % Tc;
how then do we explain the differences in patient-perceive recover(}if. o
address this question, we must look beyond biomedical d1agnose’:s a::rrlceilz] <
sumably organic dysfunction to explm the variation in pczii.tlc?ts F;ultation
responses to treattnent. Only by exploring aspects of the me h1_ca coirzl1 ol on,
including treatment, sickness management, s‘oqodemograli ic \;a}r(t that’may
phenomenological and existential factors within a cul.tura fuclcl)n ederstalnding
influence perceived changes in health state, can we gain a full un crsanding
of differential perceptions of recovery. In shor't, the.re is not oneb' ati(;n o
example, medication or the doctor-patient relationship, but ftnclom f;rétors of
factors to explain disparate patient responses to treatment. These fa
also closely linked to the reasons for the onset of the illness episode.

The Medical Consultation and
Patients’ Perceived Recovery

The doctor-patient relationship within the context of the rlr{edtlfclael },C;ri:
sultation is regarded as the essence of medicine and is crucia 1ln the beal
ing process. In his review of the literature on doctor—patlent. relat dissatii s
from the 1930s to the 1980s,’ Armstrong observed that pgtle;ntcsi s
faction and noncompliance resulted directly frqm difficulties 1?1' octor Iea -
tient communication, attributed by some to different types of literacy ex

tant in complex societies.?
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Perusal of the extensive literature on the role of the doctor-patient re-
lationship reveals that diverse components of the relationship are consid-
ered important for treatment satisfaction and patient compliance. However,
few studies examine the doctor-patient relationship and patient-perceived
treatment outcome. Generally speaking, the focus rests on the physician’s
actions as being the major factors that explain the successes and failures of
the interaction and, by implication, outcome of treatment. While numer-
ous scholars maintain that the doctor-patient relationship is the essential
component for diagnosis and treatment, they fail to agree on the specific
aspects of the interaction that are instrumental in effecting patient satis-
faction, compliance, and positive outcome.? It is recognized that the physi- -
cian exerts a degree of power over patients,’® although researchers dis-
agree about which aspects of the doctor-patient relationship aid in fostering
satisfaction, compliance, and positive outcomes. Some have suggested
shared understandings, especially regarding etiology.’ Others have noted
that physicians with the most faith in the efficacy of their treatment achjeve
the best results,’2 while stil] others have emphasized the importance of
communication between doctor and patient, especially when the physi-
cian facilitates the patient’s understanding of his or her impairment and

. what must be done to effect recovery." Pursuant to these considerations,

Inui et al. (1976) propose that by informing patients of their condition,
physicians foster patients’ compliance and cure. Locker and Dunt (1978)
suggested the transmission of information about the illness and treatment,
and awareness of patient concerns,'* while others proposed an egalitarian
relationship between patient and doctor.’s Some have advocated a rela-
tional model of mutual participation,’s and a patient-centered approach
to treatment of the type Szasz and Hollander (1956) described as mutual
participation to promote compliance and satisfaction.!? Fitzpatrick et al.
(1983) have identified referral to 4 specialist and his or her reflected authority
as important and possibly more significant than the physician demon-
strating interest in patients’ biographies, for example. However, these re-
searchers, as well as others, 18 point out that while various factors promote
compliance and satisfaction, their mpact upon ultimate outcome, that js
patients’ health, remains unknown.

In Chapter 81 proposed that the medical consultation is a dramaturgi-
cal event wrought with inherent conflicts emerging out of physicians’ and

patients’ disparate experiences of pain, for one. "To resolve the drama re-
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focused on variables derived from the verbatim transcripts by indepen-
dent observers that are commonly regarded as relevant to the doctor-pa-
tient interaction. These center around the doctor communicating to the
patient the nature of his or her sickness, the giving of a diagnosis, ex-
plaining its reasons, the patient agreeing with the physician concerning the
diagnosis, meeting the patient’s expectations of treatment, providing in-
structions about the prescribed medication, and giving reassurance. Also
involved is how the physician addresses the patient, time spent with the
patient, and the patient’s participation in the consultation as marked by
patients posing questions to the physician."? )

An aggregate analysis of these variables highlights four statistically sig-
nificant components of the medical consultation that influence patients’
perceptions of recovery.2? These are: whether the doctor explained to the
patient what was wrong; whether the doctor gave the patient a diagnosis,
even when the diagnosis was unrelated to the patient’s presenting symp-
toms, whether the patient agreed with the physician, and whether the pa-
tient had asked additional questions regarding his or her condition. These
findings are displayed in Tables 10.6, 10.7, 10.8, and 10.9.

The results from this analysis further support the finding disclosed in
Table 10.3, which shows that when patients were not given a diagnosis
or were diagnosed as healthy, they were significantly more likely to report
that they had experienced no recovery. Brody and Waters (1980) have put
forward the proposition that the giving of a diagnosis acts as a placebo
and is itself the treatment. My findings support this proposition. Within the
parameters of the medical encounter, giving a diagnosis to the patient is
highly significant in influencing patient-perceived positive outcome. The di-
agnostic process entails the naming of the condition and thereby giving it
a reality that provides the patient with a handle on what may possibly be
wrong with him or her, which then can be negotiated with oneself. The
diagnosis also furnishes the patient with an authoritative interpretation
of his or her alien state. Contrary to Brody and Waters (1980), the diag-
nosis does not essentially give meaning to the patient’s sickness because it
does not necessarily suggest that the patient understood its significance.
In fact, when patients were asked on follow-up home visits what the doc-
tor had told them, only 50 percent were able to restate the physician’s di-
agnosis verbatim or in approximation, whereas a somewhat higher per-
centage of people in the full recovery showed that they understood the
diagnosis the doctor gave them. In response to the question “What did
the doctor tell you was the problem?” a patient would report, for exam-
ple, that the physician had told her there “was something wrong with my
spine, it was crooked,” when the diagnosis was scoliosis. On the other
hand, one patient reported that the physician had told her she had worms
on her brain when the diagnosis was parasitosis.

~ Table 10.9.
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Tat;fl 106 Paﬁents" Perceived Recovery by Whether or Not
ysicians Explained to the Patient What Was Wrong
(in percent)
Explanation Full
Partial N '

Explained What = -

Was Wrong (N=122) 246 ‘

. 54,

Dt 1 21.3 100.0

Explain Whar

Was Wrong (N=75) 6.7 66.6 . 26.7 100.0

Total (N=197)(a) 17.8

58.9 23.3 1
) 00.0
X2=10.215 df=2 p=.006

Wilcoxon X2=5.8687 df=1 p=.0154

(a) Eight missing cases not included in analysis.

Table 10.7: Patients’ Perceived

Physician Providing a Dial;(rel((:)os‘i’se oy
(in percent) -
Dia. i =
D]Sd nirio;i \(/II\(; ;5 7) 28.2_ 54.1 17.7 100.0
12 i =
Totalg(rll\cl)ilsl ;1;1)(;)40) 13:: 61.6 28.6 100.0

58.9 23.3 10
) 0.0
X2=12.104 df=2 p=.002 ‘

Wilcoxon X2=9.7623 df=1 p=.0018

(a) Eight missing cases not included in this analysis.
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Table 10.8: Patients’ Perceived.Recove_ry by tht%;rl ;L fNot
patient Agreed with Physician’s D1agnos1s a
First Follow-up Interview
(in percent) )

Full Partial None Total

191 100.0

Agreed (N= 131) 19.8 6216 i o

Disagreed (N=53) 7.6 29.8 i o
Total (N=184)(a) 16.3 .

¥2=8.062 df=2 p=.018
Wilcoxon X2=8.0170 df=1 p= .0046 ——
(a) One case was excluded because of missing data. Twenty cases were exclude

i i i ¢ the disorder.
cause the patient received neither a diagnosis nor a reason fo

C. 110 ellC()ull[el as Wlle]l patlentS pOSCd queS'
the patlent S partl lpa 100 11 the 5

B oo thelrhccr)gj ilrtlltzgiews patients were asked whether the d,octor had
d On\fr%]ﬁ‘:};zs th expected. As we saw in Chapter 9, Pgtlelntiv ﬁff}i;
tiZE: are often shaped by the rnedi‘cal. encounter. Not i}frfi?esrl:(lzge }k,)’etween e
i difference, there is no stansmcqlly significant er een per
ceved d patients’ expectations as met by phquans, as we

ceived feCOVefY-a-n tiworthy that patients with no expectations were just a;s
'Table e ence «Fyull” recovery as those whose expectations were met.
e expenincftudy averaged two Visits with the physician. The_rci1 VZﬁse
noPc?iEflfirisnlcr:: tar(;ong the physicians in the time they each spent Wit

i
Table 10.9: Patients’ Perceived Recovery by V\(h'ether or No
Patient Posed Questions to the Physician
(in percent)

Full Partial None Total
. ke 1.4 100.0
Pzt&:ttfoiss &\1 =44) 27.3 61.3 1
Patients did not oS oy 1000
ask questions (N= 153) 15.0 .9 g o
Total (N=197)(a) 17.8 58.

%2=6.427 df=2 p=.040
Wilcoxon X2=6.3920 df=1 p=.0115

(a) Eight missing cases not included in this analysis.
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Table 10.10: Patients’ Perceived Recovery by Whether or Not
Patients” Expectations Were Met
(in percent)

Full Partial None Total
Expectations Were
Met (N=78) 20.5 57.7 21.8 100.0
Expectations Were
Not Met (N=89) 12.4 584 29.2 . 100.0
No Expecrations
(N=38) 21.1 552 7 23.7 100.0
Total (N=205) 17.1 57.5 254 100.0

X2=3.052 df=4 p:‘lo

patient during first and second visits. The average time spent with patients
on the first visit was 21.5 minutes, and 8 minutes on the second visit. Physi-
cians varied with regard to reassurance of patients. Some reassured pa-
tients “not to worry,” while others were non-committal. There was no
significant relationship between perceived recovery and the physician’s re-
assurance as measured by the number of times a physician would tell a
patient “Don’t worry,” “You will be cured,” or “You will be made to feel
better.” The overwhelming majority of patients were not reassured using
these markers. :

Some physicians castigated patients, particularly if they had not brought
their previous prescriptions with them. Some may have blamed patients
for having “made angers™ or for being nervous, especially when the physi-
cian attributed the sickness to the emotional states of the patient. In fact
in 10 percent of the cases, and evenly distributed across the three cate-
gories, patients were scolded by the attending physician. One of the physi-
clans was abrasive with her patients, whereas another one would frequently
tell patients “Don’t worry,” but neither of these styles seems to have in-
fluenced the perceived treatment outcomes.

There was also no association between perceived recovery and mode
of address, with the majority of patients having been addressed in the for-
mal “you,” marking the interaction with social distance and respect. But
the paternalistic nature of the physician-patient encounter is most notable
and underscored by the informal manner in which patients were addressed
above and beyond the honorific plural “you” (usted). [t was not uncom-

~ mon for a thirty-year old physician to address a female patient of any age

as “my daugliter” (i bija), a term of endearment used by a father or lover,
while a female physician might have addressed a woman patient senior in
age as “my queen” (i reina), a term used by mothers speaking to daugh-
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estioned about the paternalistic posture of
1 tient’s re-
hysicians as reflected in the informal rnodfs of elddress(,:1 0;1: E: nie g
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no significant relationship between having had medication p

ing taken the drugs, and perception of recovery? as is disclosed by the

findings displayed in Tables 10.11 and 10.12.

ters. When patients were qu

Table 10.11: Patients’ Perceived Recovery \?y Whether
Medication Was or Was Not Prescribed
(in percent)

Medication was 24.5 100.0
prescribed (N=184) 16.8 58.7

Medication was not 333 100.0
N N=21 19.0 47.7

prescribed ( ) o s 254 100.0

Total (N=205) -

X2=1024 df=2 p:.lO
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Table 10.12: Patients’ Perceived Recovery by Whether or Not
They Reported Taking Prescribed Medication

(in percent)
Full Partial None Tortal
Took prescribed
medication (N=124) 20.1 58.1 21.8 100.0
Did not take prescribed
medication (N =60) 10.0 60.0 30.0 100.0
Total (N=184) 16.8 58.7 . 24.5 100.0

X2=3.594 df=2 p=.10

While there is great variability among physicians concerning whether
they explain how and when to take the prescribed medications, there is
no statistically significant association between patients’ perceived recovery
and whether or not physicians explained how to administer the medica-
tion. Some physicians warned patients about the dire consequences of not
following their treatment regimens. Others were cavalier about the med-
ications they prescribed. Some explained in great detail how to take the
medication they had prescribed while others mumbled pro forma in-
structions. None of these variants in style seems to have influenced the pa-
tients’ perceived recovery response. My findings suggest that the physi-
clans’ instructions and explanations are not as significant as compared to
whether physicians give patients a diagnosis, explain the reason for their
sickness, and whether the patient concurs with it.

Individual approaches differed but it cannot be said that physicians’
styles differentially influenced patient-perceived outcome. The highest per-
centage of patients who had perceived themselves fully recovered (25 per-
cent) were treated by Physician 7, who also practiced homeopathy and
acupuncture and who gave great importance to nerves. Characteristic of
him, as we saw in Nom/’s case, he prescribed mainly Maalox and placed
great stress on diet. On the other hand, the second highest percentage of
patients with full recovery were treated by Physician 3, who was totally com-
mitted to the classical biomedical paradigm, minimized cultural explana-

tions, tended to prescribe drugs, and gave short shrift to diet. However,
Physician 7 gave the highest percentage of diagnosis to his patients (92
percent), explained the reason for the sickness (53 percent), and had the
highest percentage of patients agree with him (76 percent). With the ex-

. ception of Physician 5, who had the lowest patient compliance rate with
- prescribed medication (27 percent), the other physicians’ compliance ranged
~between 50 and 90 percent. Physician 6, who was the oldest and most
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f the physicians in the sample, had the third highest percentage
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However, in this case, it may be that failure to perceive recovery led to
the search for alternate treatment. ‘

Only two of those with full relief sought other treatment and only one
attributed perceived recovery to the treatment received from another physi-
cian. Of those with partial relief, twenty-one had sought treatment from
other physicians, twelve reported they felt some improvement but did not
regard themselves as fully recovered, and three reported they felt worse
as a result of the other treatment. The remaining seven felt no change in
their health state as a result of additional therapy. Fourteen of the people
with no recovery comprise the largest percentage that sought treatment
elsewhere. Eight sought help from other physicians while six went to al-
ternative healers. Of those fourteen, five reported some alleviation when
they received additional treatment but at the time of the home visit continued
to feel sick. These data suggest that people who do not find relief from
one health regimen source tend to seek out health care services from ei-
ther another physician or alternative healers but they do not necessarily find
them beneficial.

Importantly, a time dimension is significant in the management of sick-
ness. Using one-way analysis of variance, there is a statistically significant
difference regarding the length of time patients experienced the disorder be-
fore they sought treatment at Salud Hospital, as is shown in Table 10.14.
Table 10.14 establishes that whereas the people with full recovery expe-

. rienced their sickness on the average less than a year prior to seeking help

at the hospital, the people with no recovery felt sick an average of four

- years, and those with partial relief for about two and a half years. This

finding suggests that chronicity is greatest among patients with no recov-
ery and that their condition tends to fail to respond to treatment readily,
irrespective of the diagnosis.

There is an important subjective dimension of sickness management as
measured by how patients perceived their overall health state, and how soon
they anticipated improvement. Those who considered their general health

“state as poor were significantly less likely (p=.02) to experience perceived re-

~Table 10.14: Patients’ Perceived Recovery by Number of Days Patients
Had Been Sick Before Seeking Treatment at Salud Hospital

Patient Category Average No. of Days
Full recovery 304.7
Partial recovery 9522

No recovery 1,510.0
F=5.087 df=2 p=.01 '
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covery as revealed by logistic regression analysis. In addition, when patients
were asked how soon they expected to recover, 1.5 percent responded they
didn’t know. But of the remaining 38.5 percent, those who believed they
would recover in less thana week as compared tO months were significantly

(p=.02) more likely to recover using logistic regression analysis.

Sociodemographic and Socioeconomic Variability

Of the sociodemographic variables that 1 posmlated would impact o1l
perceived recovery, including sex, age, education, ecONOMmic resources,
marital status, religion, and degree of religiosity as measured by frequency
of church attendance, number of people living in the household, age of
children in the household, and place of birth, only the last two cited have
a statistically significant relationship to patient perceived symptom alle-
viation. The results of 2 logistic regression analysis reveal that having chil-
dren in the home under the age of five had a statistically significant (p=
.002) negative influence on perceived alleviation. Having children in the
home above age five Jacked a similar impact. Not surprisingly; having chil-
dren under the age of five at home alters health perception for many 0D-
vious reasons, not the least of which is the fact that with small children,
women are heavily burdened in the home, especially when they lack as-
sistance, impeding their perception of recovery-

Additionally, those born in Mexico City were more likely to experience
alleviation than those who migrated to the city ata significant level (p=
.05), according to the same logistic regression analysis. This finding, while
unanticipated, is not surprising considering the fact that unlike well-en-
sconced natives of the city, migrants to the city may experience subjective
and objective pressures that impact on their general health state and there-
fore on their perceptions of recovery.

Using the ranking discussed in Chapter 9 asa rentative measure of
nomic status, based upon dwelling conditions and economic pOssessions,
patients’ perceived recovery was not associated significantly with this mea-
sure as can be seen in Table 10.15.

I hypothesized that the more squalid the individuals’ living conditions,
as a measure of economic resources, the less likely they would perceive
themselyes recovered on the grounds of the long—established relationship
between poverty and sickness. However, there was no statistically signif-
:cant relationship between ranking of $OCIOECOnOMmIC status and perceived
recovery, as 1s suggested in Table 10.15. There is even 2 slight tendency
for those with the highest status in terms of housing to be less likely to ré-
port full recovery- As will be recalled from my carlier discussion, the sam-

ple as a whole forms part of the poorest segment of Mexican society within

eco-
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Tab : Pati ’ i
le 10.15: Panents‘ Perceived Recovery by Ranking of
Socioeconomic Status °
o (in percent)
ocioeconomic Ranking  Full Partial N
e one Total
N 18.3 50.0 41.7 160 0
e 1?3 60.0 26.7 100:0
s e ; 7 63.0 19.3 100.0
e ;i 53.7 22.4 100.0
. 57.2 .
Zi?t Ranked (N=20) 10.0 55.0 iz; 1000
i K . 100.
17.1 57.5 254 100 8

X2=8.381 df=10 p=.10
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Table 10.16: Patients’ Perceived Recovery by Life Events

P
Full Partial Nope  Total X2 df

Death of a Child

05
Yes (N=21) - o4 476 1000 8675 2 <
es =

No(N=184) 191 581 2.8 1000

. 05
1\i?ve(N 51) ;¢ 569 353 1000 6037 2 <
es = .

78 221 1000
No(N=154) 201 S —

(Because an lIlleldual C()Lﬂd have exi)efleﬂced mare than one Of the)se hfe event!
dlstrlbll[loﬂ fOI eaCh event was Compafed to the Sample asa Whole-
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tionship is only indirect. When the other statistically significant variables

are included in the analysis, its effect is no longer significant. Moving thus

has an indirect effect depending on the circumstances and the impetus re-
volving around the experience of moving. Moving from one habitat to an-
other may not play a consequential role in sickness or recovery, but its im-
pact is felt when people become forcibly displaced and downwardly mobile.
For instance, moving was traumatic especially for those who were dis-
placed by the earthquake. Other traumatic moves included people such

as Monica, who was forced to relocate to poor quarters because her hus-

band had failed in his enterprises, or Esperanza, who was dislodged from
her home by her husband’s mistress and she was reduced to living in
abysmal conditions, as we will see in Chapter 11.

In sum, 1n addition to specific elements of the doctor-patient encounter,
through aggregate analysis I have identified several specific sickness man-
agement and sociodemographic variables, including specific life events,
that impact significantly on perceived treatment outcomes.

Attributions for Recovery

To conclude the discussion of the variables associated with perceived
treatiment outcomes in aggregate terms, [ present some important findings
related to recovery attributions. The hypothesized variables bearing on
the relationship between doctor and patient and perceived outcome dis-
cussed earlier were derived from the transcripts of the medical consultation.
The sociodemographic variables describe the objective conditions of a peo-
ple’s existence. When patients were questioned specifically to what they
attributed their full or partial recovery, a variety of reasons were cited by
the people in the “Partial” and “Full” categories. The prevailing first re-
sponse was “the medications.” It is noteworthy that people uniformly dis-
tinguish between treatment as palliative and treatment as cure. Palliatives
are usually referred to when symptoms subside with the medication but re-
turn when the medication is stopped, whereas people regard themselves
cured when their symptoms have been eliminated after they had stopped

taking the medication.

Of those with full recovery, 51 percent attributed it to the medication.

Other reasons cited were that they were “given confidence,” were “made
to feel tranquil,” or “were given advice” (17 percent); laboratory analysis,
X-rays, and other technological management (11 percent), and the re-
mainder (17 percent) were unable to provide any attribution.

Of those in the “Partial” category, 28 percent attributed their partial

improvement to medication. Additionally, they cited reasons such as “get-
ting hope,” “confidence,” «

advice,” and “made to feel tranquil” (18 per-
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cent); the laboratory analysis, X-1ays, and other technological manage-
ment (9 percent); other reasons included physical examination (4 percent),
having been well treated (3 percent), and referral to specialist (2 percent)-
The remaining 36 percent of the people in this category were unable to

provide any attribution for partial improvement of their health state, Sug-
derstandings of their re-

gesting that people often cannot verbalize their un

sponses to treatment.?’
Importantly, many people responded with a combination of attribu-

tions. For example, physical examinations Were frequently cited along with
having been given advice, or having been told “that there was nothing
wrong with me,” oI “the physician had asked a lot of questions.” For the
small percentage of people who were ordered X-rays and electrocardio-
grams (12 percent), the technological management was stressed, although
there was no significant association between the doctor having ordered

X-rays or ultrasounds and perceived recovery.
Significantly, other attributions emerged.that revolved not around
the medical consultation but around their own Jives and thoughts. In

attributed their full or partial recovery to the unbur-

ten cases people
dening of themselves through the questioning at the first interview con-
1 consultation. This

ducted by the anthropologist prior to the medica

suggests that for these people, symptomatic expression was definitely
ues. Other

associated in their own understanding with extrasomatic Iss
es, included “changes
bl

reasons cited, distributed equally among the sex
in my thinking,” “not getting angry anymore,” “being less worried,
and change in their life situation. Examples of the latter include the hus-
band leaving the household, the husband starting to work again, hav-
ing less laundry to do, and changing social relations, particularly with
a spouse of child. :

‘As we saw in Chapter 3, there was some variation among men and
women respecting etiological explanations. Interestingly, however, attri-
butions do not vary along sex lines. While etiological explanations are cul-

turally shaped, recovery teributions exhibit an international cast specifi-
d injections,

cally as they refer to medication, especially the proverbiai pills an:
and technological apparatus-

Without diminishing the significance of other recovery attribution fac-
tors, the fact that there is a preponderant emphasis o0 medication and
technological management among patients suggests that in the same way
as expectations are molded by the medical consultation, O 00 does bio-

medicine contribute tO shaping a shared understanding of recovery attri-

butions by the treatment 1t provides.

Besides the 10 patients with partial or no recovery whom 1 had fol-
lowed on a regular basis, 90 of the 170 patients that reported partial or no
recovery were followed up a second time between six and twelve months
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receive



202 - Physicians at Work, Patients in Pain

« o M 'Stic bed
there. Other reasons included statementj suscg :3 i f:::tl(lg‘i) :10;: gli;r;un gry, .
1 eet vendors, ‘
opeed T:E:Icllgtﬁ);difs oi?t:ry aSt;:ar, an individual failed to ur}xlprolve;rii iz::
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e ¢ whom seven found it also beneficial. However, the Iyp thests
e aires fu }\;V (fr;tin 1 expect that after two or three years, indivi thI >
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iy fiifist %g?nl'rtlualists, or other folk practitioners, es;()iel(;mlvlv};tzlkiz fi y
bosir i eir ailment was caused by raft.
be%il t}(l)' df:i: (i:rﬁlli(l::lilszfeglzilt?he biomedical diagnostic gatfeg(;cr;ess, :;13
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tfe evseer:r? Z}?; 2 series of factors must be examined in t_ar}dergl tec; : fzgtli) e
?c’ieents’ contrasting responses to treatment. In exammmtfigons e 1ne me:i' '
. hypothesized variables drawn from observa e mee:
moved i ypﬁ?om which were derived such findings as those r? :%1 dro
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fluence perceived recovery, suggesting that ot all aspect o ocese, But
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iy gi;CreP:Sn ga??nt‘;;e:cré gi ;atients’ perceived recovery- This vaé;
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our 1 an experience. To rely on any ;
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of a my "
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j o mPOﬁaI}ll(; hgd a positive health outcome, some aspect Of t e(1) i
]19fr1f}}1’ ((;fct}kll:rfgeg For many, improvement in their health state was ass
ife ha .

i 1 anges in the
ciated not only with various treatments but with perceived chang

i i iliar way their re-
conditions of their existence that reestablished in a “farmﬁgo - z’”
Jationship to the life world, wheq life became as 1t oturgisort be level
To comp‘;ehend, then, the healing progessl, we mlusdevised o muld
i 1 ations, and selectively : X
alyses, using direct observatl st
Zﬁd };,)atie’tnt‘s’ S%lbj ective evaluations. In the next chapter, 1p
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cal and patients’ subjective understandings. To combine se
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analysis— in-depth scrutiny of the subjective experiences of individual
lives together with the more general factors discussed in this chapter—is
to shed lLight on biomedical practice and its role in the healing process.

Notes

1. There was a 22.9 percent attriton rate upon follow-up. If after two visits, people
were not found at home, either because they had moved or for other reasons, they were
removed from the roster. Of those removed from the study, 27.9 percent were men and
72.1 percent were women. These percentages correspond to the male-female sample com-
position of 22.9 percent males and 77.1 percent females. Those who were not followed up
on did not differ from the study population along the standard sociodemographic variables.

2. My discussion with physicians suggested that alleviarion ought to take place
between two and four weeks following treatment. For this reason follow-ups were begun
thirty days after the last visit. However, due to the logistics of carrying out the home inter-
views in an urban center the size of Mexico City, it was impossible to adhere to a uniform
and precise schedule. Patients who could not be found the first ime were visited a week or
two after the originally scheduled visit.

3. Spiro 1986.
4. Feinstein 1967.

5. T have used the CMI in my previous investigations and demonstrated that the
instrument measures patient-perceived symptomatologies (Finkler 1981b). As in the past,
the standardized Spanish version was altered to accommodate to the local population’s
understandings. In the standardized version, only “yes” and “no” responses are solicited.
People, however, had great difficulties in responding in discrete “yes” or “no” terms.
Therefore, following a pretest, the option of “sometimes™ was added. Responses of
“sometimes” were calculared to equal half a “yes” point. For an extensive discussion of
the CMI see Finkler 1981b, 1985/1994.

6. There was a statistical difference at the p=.005 level of significance between the
entire hospital sample population and a control group of healthy individuals. The mean

score of “yes” and “sometimes™ responses combined for healthy individuals was 39 and
51.7 for the sample group interviewed at the hospital.
7. Armstrong 1982.

8. Cicourel 1983.

9. The literature is extraordinarily rich on the subject and only a few selected refer-
ences are noted: Almy 1980; Anderson and Helm; 1979; Armstrong; 1982; Ben Sira
1980; Brook; 1977 Fabrega; and Silver; 1973; Fabrega and Manning 1979; Finkler 1984,
1985; Fitzpatrick; 1983; Garrity 1981; Gill 1976; Golden; and Johnston 1970; Hahn and
Kleinman 1983; Hall and Dornan 1988; Haynes; 1976; Helman 1985b; Kleinman 1980;
Korsch et al. 1968; Korsch and Negrete 1972; Kushner 1981; Linn 1975; Locker; and
Dunt 1978; Mechanic 1968; Obeyesekere 1977; Parsons 1975; Pratt 1976; Quill 1983;
Rosenberg 1979; Speedling and Rose 1985; Starfield et al. 1981;Wairzkin and Stoeckle

1972; Weinberger et al. 1981. A comprehensive review of the literature can be found in
Hauser 1981 and Pendleton; and Hasler 1983.

10. Freidson 1970; Waitzkin 1979; Zola 1981.
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11. Kleinman 1980.

12. Benson and Epstein 1975.

13. Haynes 1976.

14. Korsh and Negrete 1972.

15. Anderson and Helm 1979; Pratt; 1976.
16. Kushner 1981.

17. Stewart 1984.

18. Stuart 1984.
19. These included whether the doctor explained to the patient the problem and also

gave a diagnosis; explained the reason for the diagnosis; explained how to take the med-
ication; indicated gravity non-gravity; did what the patient had requested; reassured the
patient by linguistic markers such as “don’t worry,” “1 will cure you,” “Twill make you
better”; gave a return appointmernt, whether the patient posed any questions to the doc-
tor; whether the patient gave a self-diagnosis which the doctor affirmed or disconfirmeds
docror’s mode of address (using the respectful plural or familiar singular).

90. The Wilcoxon and the Kruskal-Wallis that compare the means of the variables
and the chi square tests were applied and these yielded statistically significant differences
of the same variables.

21. Drugs prohibited in Brirain and in the United States are sold freely in Mexico as
well, including Neomelubrina, which contains dipirona, and Diadoquin, which are con-
sidered harmful to the nervous system (La Jornada 1987)-

22 1 checked the prescriptions in the Diccionario de Especialidades Farmaceuticas
(1987) and most medications were appropriate for the diagnosis given.

23. See for example, Antonovsky; 1980; Berkmars 1984; Berkman; and Breslow
1983; Cassell 1974, 1976; Dean; and i.Lin 1977; Eckenrode and Gore 1981; Fleming

1982 Holmes; and Masuda 1974; Hyman 1972; Kaplan et al. 1979; Levy 1983; Margan
et al. 1984; Mechanic 1974; but Hyman {1972} notes that social isolation “can affect not
merely the seeking of treatment but also its course and outcome” (85).

24. See, for example, Barsky 1979; Birley and Connoly 1976; Brown 1974, 1974a;
Cobb 1974; Day etal. 1987; Dohrenwend; and Dohrenwend 1974; Fckenrode and Gore
1981; Finkler 19852; Robkin and Streuning 1976.

25. The instrument included twenty-one life events that centered around failure in
school, change of domicile, loss of spouse, divorce, separatior, abortion, injury t0 loved
one, business failure, lay-off, child leaving home, victim of cfime, unemployed for over
two months, jail term. The instrument was modified to include the earthquake and cultur-
ally idenrified stressors, especially sudden fright and accusatons of witchcraft. Initially
patients were asked to identify events within the past twelve months. Significantly, howev-

er, people were unable to bracket the life event within a time frame, and would identify it
hether it took place a year or ten years earlier. Generally speaking, a life

irrespective of w
event for a Mexican is an ongoing experience that transcends a time dimension. Conse-
hen they had taken place, and when they

quently, life events were recorded no matter W
had taken place was asked separately. The life event identified most often was the earth-

quake.
26. Finkler 1985a.
27. Young 1981.
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Patient-Perceived Therapeutic
Outcomes: A Phenomenological
Perspective
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’ 1 ss and
der the healing process. In the vignettes that follow we Sf{: sglﬁ)l:e,s ane
r:covery being played out in multiple W;YS, %S’hfo'rg ﬁ?ﬂ%  Noms kid-

’s residi ith their in-laws, in Serge's heights j
Anhulrrftrlfs 1sdalirllgev\::;ay as the onset c’)f a sickness episode can only be com
neys.

is 1 ion. The recovery
prehended in multifactorial terms, so t00 18 1tS resolution ;

[)l()CeSS lakes l) ace on severa evels aSS()Clated VVI[I tIaIle()IIIlatl()IlS ef’
fCCEed Separately or [a[ldefxl W 1th tteatlnent and alteIathIl Of percelV ed
ClICuIIlStaIlCe IhlS pr()pOSlthIl comes 1nto viEw 11l t} 1€ case vlgIlCCEGS that

follow.

Jose

| he

orked as a mechanic in his brother’s car body shop ;:Hddzvciai atm_

]OSCVE’ h i1ls. He resided with his in-laws in a large e ¢ fam

fathef o4 Lee : o.werful-looking man with shining eyes an alnhatc%f line

o ]Ose’f? . c(i) rf::’olin intense pains in the lower back (_cmtum) that7 eh : red

nose, su ereall render him a cripple. As we saw in Chapter ,r ey

e CV%HUI yof the hospital physicians. His pains were tempo 3 o
Eri;ii;i?d V}:Il?lilv Z muscle relaxant prescribed by the first physician @

e
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X-ray—had not
ministeations he received there—muscle relaxants and an y

e him a massage,
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a

i ” which he was
ing hi i - o» and “his whole body,” for ,
j his “deviated spine” an ’ ot e e
ag]aurSt:cllgabout $25. He was complete!y recovired “:;tlh the
inini%trations a year after his initial visit to the hospital-

i ialist treated
Jose fell ill thirteen years before, at age SIXIEED, when a specl

llllsuCCCS y oraga tric 1C€I aIld 1ate W t}l ure IleI bS and aCllleJlC-
h Squ fr g stric u T 1 p

ents. At that time he experienced intense pain It the ceng;i,s ;n'; ?
B erves wer disturbed “when everything made me angry | ause 0/
e iekne Wsrfszout five years earlier, when he movgd to Mex1}clo tgf; he
t}tle;fﬁfsi-ng back pains that became intensified eight months pri
sta :
b e tO‘tlil y l?leep'::ﬂrlll.children, born in a state neighboring Mc_el)lucz
C_]OS:};:E?{C?%;CE and forth between Mexico City and his native villag

ity,

i ided. In Mex-
where his elderly parents, about whom he worried a lot, resided. In

] . ] . j 1 ] i ] -]
d €n, a l(‘ an aun who C C Ze(‘ 1111 Seve € y O pel[n]ttlng hls Wlfe to

i i is daughters
have a tubal ligation, particularly smce Jose had only girls. His daug
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were a source of great joy to him, but according to the aunt, only lazy peo-
ple used contraceptive measures. This charge made both Jose and his wife
angry because he felt “it was unjust” and assaulted his manhood.

Jose worked hard for his older brother, and he was satisfied with the
work, for which he was paid a minimum wage. However, he disliked liv-
ing in Mexico City and that was why he traveled so often to his home vil-
lage. But now they “don’t have to beg” as they did when he got married,
when they could not even maintain themselves. :

During the span of a year and a half, from the time I knew Jose, he was

building a room adjacent to the two rooms covered with tin that the en-
tire extended family occupied. His move into his own dwelling coincided
with his full recovery. Jose attributed his sickness to his problems, which
he associated with worries about his parents and other problems he claimed
he was having, and his recovery to the bonesetter’s treatment. Not coin-
cidentally, Jose first began to feel the intense pains when he came to settle
in Mexico City and live with his in-laws. His condition was completely
alleviated when he finished building his little room and, in his words, he
“became independent” from his in-laws when he no longer had to share
his expenses with them. When 1 last met with Jose, a few months after he
and his wife began living in their newly built quarters, Jose was beaming
about how well he was feeling.

To grasp Jose’s illness and full recovery is to understand not only the
abysmal poverty in which he lived and continues to live, but also his cultural
understandings that a man ought not to reside with his wife’s family where
the head of the household was his father-in-law, the eldest male, and where
he was being constantly criticized. It could be said that Jose’s embodied
pain had been alleviated by the prescribed medication or by the boneset-
ter. But more likely his recovery was related to the profound change that had
taken place in his life, when he moved 100 yards away from his in-laws
and from the problems attendant on living with them, including the fact
that he no longer had to contribute to the upkeep of a large household.

Arthur

Arthur did not have any such change in his life. He was experiencing high
and low blood pressure and within the sixteen months that I knew him
he felt recovered only partially. Arthur lived in a large extended family
with his in-laws in a poor section of the city.

A strikingly handsome young man with a soft smile and a wry sense of
humor, Arthur had been married for three years and lived with his wife’s
parents, her unemployed married brother, and an unmarried sister with
a child, in a two-story, well-constructed house that accommodated the



children with his sisters w
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i i -middle-
eople. The house was situated in a lower-mi
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wife’s family originated from a small village, and in I{It u S
they had very little education and used foul Iangu‘age.f e :ggsmher e
wife’s siblings slovenly and lacking respect for him, orhg Lo ea,r.old
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o d that to his great regret he had to leave his fiancée. When e
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tumor on his kidney, and a third that he may have been suffering from
heart disease. The Salud Hospital physician confirmed that he was suf-
fering from high and low blood pressure. Arthur feared cardiac arrest be-
cause his mother had died from a heart condition: He also considered that
he might have a brain tumor because he felt something crawling inside and
on his face after a ball had hit him while playing soccer. His condition left
him nervous and worried, and the medications he had been prescribed
had not alleviated it.

Arthur tried to make sense of his condition. The results of the electro-
cardiogram and an ultrasound ordered by the Salud Hospital physician
were all normal, but he didn’t know what was wrong with him and the
hospital physician never told him. He usually felt worse when he came
home. When he left the city on an outing with his aunt, he felt fully recov-
ered until he returned home. He would like to leave his in-laws’ house, but
he could not afford to do so. He wondered whether it could be “psycho-
logical,” or perhaps “nerves,” but then he dismissed these possibilities.

His wife did not believe he was sick because he had already seen so

many doctors and, according to her, they all said there was nothing wrong
with him. She maintained that the abandoned fiancée was bewitching him,
since doctors were unable to cure him. At his workplace, a colleague sug-
gested that he was being bewitched and that he was being envied, but he
could not imagine why since he had no worldly possessions. Besides, he had
a strong character, an angry character, which protected him against malfea-
sance; he also wore his underwear on the reverse side to safeguard him
against witchcraft. Arthur went to a traditional curer, who he knew was
not a charlatan because she had not charged him anything, but her treat-
ments had not alleviated his condition and he had not kept his last ap-
pointment with her. He went to a social security doctor. There he was told
that he had parasites and was given six medications. He took them briefly,
but they made him sick and he stopped.

The last time I saw Arthur, he concluded that the “angers he was mak-
ing” had made him sick because he was still living with his in-laws. Nev-
ertheless, he had made a decision not to worry, and that was why he felt
better. By then, sixteen months later, he also had landed a new and well-
paying job, he was covered by social security, and he had completed his ex-
aminations successfully; he continued to live with his in-laws.

Arthur’s case is instructive because a constellation of contradictions
combined to impede his full recovery from what was clearly a life’s lesion.
On the one hand, the new job not only relieved some of the economic pres-
sures, but also helped to resolve the inconsistency of failed aspirations, of
having worked hard, and not having had a decent job. On the other hand,
like Jose, Arthur was trapped by having to reside with his in-laws, whom

he clearly regarded as boors and who threatened the future of his son. Re-
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given something to eat.! But he felt that his strong character and being an
angry person protected him from witchcraft. As he spoke, he remarked
that his character was also bland. Besides, he did not really believe in witch-
craft, and he wondered whether I did. His uncle, the sorcerer, had told
him that there was a spirit that wished to kill him but that the Angel of
Death was shielding him.

Serge is a devoted athlete who spent much of his time weight-lifting,
exercising, doing karate, and reading magazines about bodybuilding, which
instructed him to take a lot of vitamins and eat vegetarian foods. He read
a lot about mind control to dominate his pain, as well as about natural
therapy and acupuncture.

In his attempt to comprehend his condition, Serge attributed it to sev-
eral causes: to excessive exercise and vitamin ingestion (he drank thirty
portions of brewer’s yeast for breakfast), which made him tense; to the
fact that he had not been doing anything except walking the streets and
. wondering, (in his words, “I didn’t have a sense of life, sometimes I would

ask why am I here, what am I doing here, I look at the people as if they were
a dream, and I lose reality”), and to the fact that when he was three years
old he fell on his head and fainted. '

Serge was born in Mexico City, a place he regarded as being in total
chaos, a “human zoological garden.” He lived in Neza in a well-con-
structed house that belonged to his paternal grandmother. The grand-
mother had moved in with her daughter shortly before Serge got sick and
he remained in the house with an uncle and his family, a man he vehe-
mently disliked because he had beaten Serge when he was a child.

Serge had been raised by his grandmother since he was two years old,
after his mother abandoned him and left his drunken father, who had trou-
ble with the police. All his life he had sought his mother. Only a year and
a half earlier he was finally able to locate her. When he met his mother, she
was Indifferent to him, and he had little contact with his father. He, like
Arthur, wished he had had a mother and father, a “regular family.”

Until he was about seventeen, Serge seldom left the house. When he
did, he was laughed at and challenged to fights, especially by gangs in his
neighborhood, groups he refused to join because he did not like to smoke
any substance or drink. At first he would avoid fighting, but then he was
accused of being a homosexual since he did not go out much and spent
his time with his grandmother and aunts. )

The gangs frightened him, but the fear was an emotion that made him
“do spectacular things.” Every time they challenged him, he defeated them,
and he feared that he would even kill somebody. In fact, the fear of killing

_ a person during fights, to which Serge claimed he was constantly being

challenged, was a recurrent theme in his discourse. He recounted that just
before he got sick, as he came out of the subway a fellow attacked him
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Esperanza

Biomedicine has not alleviated Esperanza’s condition either. She suf-
fered from excruciating headaches, and like Serge, she feared she was going
crazy. Esperanza, short, pug-nosed, with bleached hair, had five children
and was separated from her husband. She reported that for the past three
years she was having screeching pains and ringing in the head and cere-
bro that made her want to vomit. She had no relief from the pain even
when she fell asleep for a few hours. When her pressure was low, her heart
stopped beating and her hands were numb. She forgot everything, walk-
Ing in a zigzagging way, and she felt dizzy. Esperanza was convinced that
she was going mad like one of her brothers, who “used to take his shoes
off and run in the street naked in the middle of the night.” The diarrhea
she experienced did not concern her, however. Subsequently, she also re-
ported to me that she was having pains in the kidneys (that is, lower back)
and her body was feeling swollen. Her nerves attacked her and she could-
n’t do anything; she felt lazy. Because of her sickness and nerves she could
not work, yet when she worked she felt fine. The medicine the hospital
physician prescribed alleviated the headaches intermittently, but she con-

tinued to feel sick when I saw her on the first home visit.

Esperanza had seen several physicians and a psychiatrist. None, in-
cluding the Salud Hospital physician, succeeded in relieving her affliction.
One doctor told her she had fever in her brain, while the Salud Hospital

- doctor did not tell her anything. He referred her to Neurology but there,

too, they had not told her what was wrong since they had not ordered any
studies and they could only guess what was the matter with her. All she was
told was, “Some little thing was coming out of my head, and the blood
was not flowing right in my head” because of nerves and because of her
husband’s beatings. The medication the hospital physician gave her had
not helped her in the least, nor had the standard teas she took for nerves.
She lacked money to purchase the prescription ordered by the neurolo-
gist. Prior to the hospital visit Esperanza was seen by a psychiatrist and
also by a woman doctor. Both had told her that her problem was due to
lack of sexual activity. Esperanza did not agree because she used to vomit
as well and because she was not in the mood for having sex when she was
this sick. Esperanza claimed she was given hormone injections to curb her-
sexual desires. After her visit to Salud Hospital, she went to a traditional
healer, who instructed her to pray. He gave her some holy water to sprin-
kle in her house, but she continued to feel the same, perhaps because she
lacked faith or because when she lived in her mother-in-law’s house with
her husband she had seen the devil. The devil, in a long cape, with hair
standing on end, used to follow her when she went to work at a restaurant



214 - Physicians at Work, Patients in Pain

and it made her shiver and pray- She also had nightmares in which her
sons were sinking and she could not rescue them, and also a dog wanted
to bite her. Her heart “went tum tum” and then “I was back with my hus-

band in the house and 1 woke up happy.”

Esperanza tried hard to understand why she was sick. She gave vari- ‘

ous reasons for her malady: because her womb was removed three years
carlier, because she had no money, because her husband’s mistress was
performing witchcraft on her, because of the beatings she had received
from her ex-husband, because she saw the devil owing to her husband’s
running around with many women, because she was not working, and
because she had no food to eat.

he fourth of eleven children, arrived in Mexico City with her

Esperanza, t
parents when she was eight years old; at age seventeen she married and
he had a nice

she went to live with her in-laws until three years earlier. S
house and a car, and she worked in her husband’s business as a cashier. Her
husband, however, used to beat her, and she cried when she recounted
how one time he kicked her in her vagina, and he and her mother-in-law
called her a “whore.” Six years before, her husband left her and her chil-
dren for another woman. She was very angry, but she continued to live
with her in-laws. Four years ago he returned and made her pregnant again,
but he also brought another woman to live in the house. The husband
threw her out a year later. In any event, she could not bear watching the
other woman coming and going in the house. She took four of her chil-
dren, including the baby. She left her oldest son, then fourteen years old,
with the husband. The boy was turned against her and she never saw him,
adding to her woes.
At first she felt good when she left her in-laws’ house and she no longer
«“made angers” as when her mother-in-law frightened and mortified her,
but soon after she left, she fell ill and also started drinking. She stopped

drinking after a short “while because the alcohol made her feel very sick.

Esperanza rented a two-100
set off from the outside courtyard by a plece of cloth. She shared the
dwelling with another woman and her two small children. The house, lo-

cated in Neza, was situated in a courtyard containing a pigsty, an out-

house, and a water faucet. On the day I visited her, there was no food in

the house. Esperanza received a minimal subsidy for her children from the
government (about 50 U.S. cents a day per child), and her father-in-law
gave her a weekly allowance (about $5). After separating from her hus-
band, she worked for her sister and then as a waitress on the midnight
shift in a restaurant located three hours away from where she lived. She had
made no attempt to find another man because she had young daughters

(ages ten and eight) and she was afraid a strange man would molest them,

as one of the teachers in the school had done.

m dwelling with a tin roof and earthen floor,
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Desoi .
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. spirit
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a trance, which was like “getti et
getting an injection of anesthesi
ia and
becomes elevated and one sees a strong light.” the body

Esper 1 -
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. pening and there were a lot of drug addi i
tle girls.” She supported herself Ldren by sellin gt
and her four children by selliri
that she bought from a baker i e
y for pennies and resold to childr
ally ate them for their evenin e o
; g meal. She felt perfectly well. Sh
a new temple in the neighborhood where sh *spititaal vitaming e "
L i A ere she got “spiritual vitamins injected
jections.” She had gone to d i
order was not alleviated until she joined g e
he temple. She no | i
that her headaches were due t rehera ’ e
. o witchcraft, only to the fact that th
a sign from God for her to become a ¢ , o that witeherae
: 0 or her t urer. She knew now that witch
csillgnrllgz :r)lctlls; \(;f}fillleflzm witchcraft is usually against Spiritualist teallc(lflirclzf;
g e Esperanza continued to live in ext di :
she nevertheless felt full ife had been mansformed
verthe y recovered because her life had been tra
t full e nsf
ilﬁfcip;rétlzalistﬁleal{ng in ways that biomedicine was unequipped fg?;cli :
: p of changing. She had been incorporated into a new group and
g v;r{) new dignity by becoming a healer herself. °
o L?l:;nd beydond her abysmal poverty, Esperanza’s case suggests that
e inﬁdnglg_age her in constant anger, moral indignation about her hus-
elity and abandonment, and the fear that she was a victim of
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witchcraft. The Spiritualists eliminated her hanger a};@ resgrugttlill’leecil hIe; %ﬁe
iefs, i 1 icti eing bew1 . -
and beliefs, including her conviction that she was bell g D tricd
’ “In the hospital all I got was pills and nobody
et my he WOfd.S: ‘ hat was there. Spiritualist had en-
to enter my head with X—rays to see wha was thes . P e and
d my head” by announcing to her that she had “a g ' .
;r: p(l;rleessed a spirit protector, giving her a new dignity and self-esteem

Thelma

Thelma had secovered only pactaly ey I o e e
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s Es;i:;eh;ﬁiz{ézirédpf;ifgnioi%ri?ﬁ O s wrons
came to Salud Hospital so she would g€ - wh ©
with her. All the doctors had given her was a lot of medications, sorne'r1
which had made her feel “justa Jittle better,” but then she felt sml; aégz:isé
especially when she “made an anger.” S_he took teas for nerves be awas
i vidie e v g T
WO}Eﬁﬁ}; Ziez:leile irnall\lT?zZni; a house that had two rooms amc_if:l Z}lrl:;};_ii-l
oo ooms were gradually b B e i he navve vilge
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?vf/i\r/}:y}i)cr?e (}Ecieta};’saorii,Zztdirﬁtgllsz}::nzzr?s st;eiilces}(;zis}it\}a’;ell. She was en-

gaged to a man in her village and gave birth to a son, but the man beat

her and she refused to marry him. She left her Ch(iilﬁ with h}fr peufreynl'frs1 :121}?
id 1 1 he missed her mother-ve .
came to work as a maid in the city, buts ° o
i ‘oh. When she was twenty-flve years 0id,
She escaped three times from her job. S e rioas cer.
ied a man, who had asked for her hand, 1n civi
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ha?l“phyema had two teenaged sons and an elght-year-olq boy, butesa};eS
wished she had a daughter. She had stopped menstruatm%tw%()ifven-
earlier. Four years earlier Thelma converted to the Seventh Day
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tist church because the priests in church never explained anything, the
Virgin did not speak and she was not a Mexican; the Virgin was Span-
ish and the Spanish had killed many people when they came to Mexico.
She also converted to give her children a better education, meaning that
they would not drink or take drugs and be told to be afraid of evil spir-
its. She ceased going to the temple when her sons refused to attend it
anymore.

Thelma tried hard to make some sense of her sickness, and in every
conversation she stated that she would like to know why she was sick,
why she had a pain in the cerebro, why she was feeling pain in her body,

. and why she had no energy. She attributed her infirmity to the fact that

her children disobeyed her, to her husband who was not providing any
support for her children, to her husband preventing her from leaving the
house to work, and to all the angers she had made, which caused dryness
* in her mouth, pain in the cerebro, and insomnia. She knew that her lungs
hurt because she had worked hard all her life. She may have also have
fallen ill because, she mused, she suffered from nerves following a tubal lig-

. ation. She did not agree with the doctor that she was sick because she had

an infection and because her spine was deviated. One woman suggested that

- she was being bewitched, but she did not believe in witchcraft: “Only ig-

norant people believe in that but maybe a bad spirit had intruded on me.”

Unlike her children, she always obeyed her parents. When they told her
to go to the mill she did; when they sent her to pasture the animals she
did. But her children would not listen to her. She could not understand
why her children would not obey her since she knew that their disobedi-
ence was the real cause of her sickness, coupled with the angers that her
husband had caused her to make because he beat her, and because of the
sadness she felt. She had summoned her husband to the district’s author-
ities on two occasions demanding support, which he finally gave her, but
the money was insufficient to feed her and her sons.

According to Thelma, her husband wanted to remove her from the
house in which she lived and it made her angry. She claimed that the plot
of land was paid with money her father had given her and the land was hers
and not her husband’s. In fact, she asked what she ought to do about her
husband, who also set her children against her. He gave them money, sided
with them even when they did not obey her, and they drank and smoked.
Everybody had advised her to leave her husband, but she knew that he -
had a responsibility to her because she was his legal wife inasmuch as they
were married in a civil ceremony.

Thelma supported herself with the money her husband gave her (§15 a
week) and by selling chewing gum and bread from house to house. Her
oldest son helped her as well, but she could not work because of her sick-

" ness and she hardly had enough to feed herself and her family.
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On the first follow-up visit, Thelma reported she was feeling partially

better. She had stopped making angers and her husband and children rec-
ognized her plight. Their recognition of her sickness made her feel better
even though she continued to experience most of the symptoms for which
she had sought treatment. On a second visit five months later, she was feel-
ing sick again, saying, “I am bleeding with pain.” She had made an anger
and she was in bed for several days. She vomited. She had pain in her stom-
ach and cerebro. A private doctor came to her house, and he told her chil-
dren that they were making her sick. Her husband stopped coming to the
house.
Following this visit I passed her house on several occasions but she was
not home. On my last visit two months later, Thelma was still feeling tired.
She was having pain in her “lungs” and in the cintura, but otherwise she
reported that she was feeling quite well. Her hair was cut and she looked
well. She stopped getting angry because “I am not at home.” She was
working as a washer woman on a daily basis. Her widowed mother, whom
she always missed, was visiting her, and her son had brought his wife to
live in the rooms that by now were almost completed.

She summoned her husband to the authorities again and he was or-
dered to give her a weekly allowance ($25). She ordered her two teenaged
sons, who were using drugs, to leave the house. About a month before,
she stopped taking the various medications she had been prescribed, but
when she had pain in the cerebro, she took vitamins and an analgesic.

Thelma had been treated for parasites, which no doubt were temporarily
elimirated with the medicines she was prescribed by various physicians.
However, she regarded her disturbances as related to her family problems
with her husband and children, which she did not relate to the physician,
and not to the spinal column, as she was diagnosed. Thelma is a spunky
woman, as evidenced by the number of times she had summoned her hus-
band to the authorities. But her great poverty, her recalcitrant sons and
husband presented her with a moral dilemma she was unable to reconcile.
The sons disobeyed her and her husband failed to support her as her fa-
ther had done her mother. She resolved the dilemma when she removed her-
self from the situation by working away from the home and ordering the

sons out of the house. Thelma did not draw upon suspicions of witchcraft,
in which she genuinely disbelieved, but she regarded her sickness as a test
God gave her.

Thelma, like many other women in this study, was trapped in the belief
that a man’s prerogative was to dominate her. She as a woman was re-
quired to be submissive and her husband’s duty was to take care of her
and her children financially. Her husband, however, had not conformed to
the tacit'covenant. He did not take care of her, which unleashed angers
that made her, like the other women, sick and impeded her recovery. In
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When I visited her two weeks later, .one of her children informed me
that she had gone to have some analyses done. A week later, she still was
not home, but a neighbor informed me that Nomi had gone to work with
her husband.

Just as life’s lesions cannot be minimized embodied , for example, in

Thelma’s pain, so too Nomi’s bodily lesions, by which her life was en-
compassed, cannot be played down. Nomi, like the other women, was be-
sieged by angers emerging out of her constant struggle with her husband
about support, and by the fact that her body was ravaged by him as well
as by the physicians who had removed her kidney without her knowledge.
The operation altered her body but it failed to alter the meaning of her
experience of suffering. She was encircled by contradictions related to being
an abused wife, which became imprinted in the lesions of her kidneys, and
which in turn became aggravated by her quest to maintain her body in-
tact. One cannot but wonder whether this indomitable woman will ever
succeed in having her bodily lesions transformed by the treatment of “rays
that were bombarding my body™ or whether this treatment would also
change the meaning of her existence, leading to full recovery.

Not all women’s pains are embedded in contradictions engendered by
oppressive marital relations. There are women whose husbands do not
beat them and with whom they enjoy an egalitarian relationship, “the way
it ought to be,” but normative obligations of their roles are nevertheless op-
pressive to them, as was the case of Mary. Mary had a warm relationship
with her husband but recovered from her bodily pains and headaches when
she worked in the fields of California as an undocumented worker and
could do things for herself. :

Sharon, whom we met in Chapter 7, reported partial recovery. As
Sharon’s headaches embodied her isolation from her family that became ag-
gravated when her closest friend left the city. She was relieved to learn
from the physician that she was not suffering from anemia, which she took
to be a very serious disorder. After numerous visits to the hospital the
physician succeeded in alleviating her major concern, but his treatment

model cannot alter Sharon’s isolated existence, living locked in a house
with a strange family with whom she has no exchanges other than about
“what she would cook on a given day.”

By way of conclusion, it is noteworthy that while patients associate their
sickness with multiple facets of their lived experience, paradoxically, and not
uncommonly, they relate positive treatment outcomes with the physician’s
management of their condition. As we saw in the last chapter, they may as-
sociate their improvement to prescribed medications, to having been ques-
tioned extensively by the physician, to having been ordered analysis and
other technological tests, or to a referral to specialists. The medical con-
sultation, thus, sets the recovery agenda for patients and their expectations
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of recovery that revolve around the resolution of the drama in biomedical
terms, rather then around their life experience to which they attribute their
sickness. Although, as I pointed out previously, people clearly distinguish

between treatment as palliatives when their pains merely subside on tak-.

ing medication and as cure, when their pains have permanently disappeared.
‘When they have ceased to take the medication and their pains have been com-
pletely alleviated, they have been fully cured, but what physicians and pa-
tients do not often recognize is that a cure requires transformations of the
body and the conditions embodied in life’s lesions.

Similarly, while many physicians may recognize the role of life’s lesions
in producing sickness, they do not learn about the intricacies of the pa-
tient’s suffering for which the biomedical armamentarium of remedies
lacks cures, even though physicians seemingly assume the responsibility
for their patients’ recovery. Steered by the biomedical paradigm, the treat-
ment outcome and the correctness of a doctor’s diagnosis are attributed to
the medication, divorced from the patient’s life experience. If patients fail
to recover, the blame falls on patients’ noncompliance with the treatment
or on an ontological state, as for example, nerves.

Paradoxically, both the power and the weakness of the biomedical model
rest on the fact that it appropriates for itself the responsibility for a cure.
By so doing, it exercises the power of structuring expectations for patients
and attributing its failures to patients’ psychophysiological attributes, such
as nerves or somatization. But, what is often not taken into account is that
patients fail to get well because biomedicine ignores a major requisite for
recovery that requires a resolution of the patient’s condition of existence,
and the contradictions and moral dilemmas in which he or she is enmeshed,
the very conditions that may have also precipitated the sickness episode.

In comparison, Spiritualist healers confer responsibility on the patient
for his or her recovery, they resolve some profound contradictions for their
patients, and in some cases they also transform their lives. In those in-
stances they succeed in alleviating the patients’ sickness. A comparison be-
tween the two healing regimens 1s the concern of the next chapter.

Notes

1. There is a common belief that madness is caused by somebody giving the person
food to eat and, in fact, people are frequently cautious about eating at others’ homes.
" 2. Coincidentally, Esperanza joined the same movement I studied previously {1985/1994);
for a detailed discussion of the dilemmas people face when they join the Spiritualists, and how
Spiritualist healers effect cures, see Finkler 1985/1994, especially the case of Chucha.

Part Four

Two Systems
of Healing



12

A Comparison Between
Sacred Healing and Biomedicine

The comparison between sacred healers and biomedicine emerges out
of my study of biomedical practice in Mexico, which I had studied for
many years and which gave me fresh insights into Spiritualist healing. In
turn my work on Spiritualist healing illuminated biomedical practice in
ways that [ had not anticipated.

For the most part, physicians regard Spiritualist healers as “quacks,”
whereas Spiritualist healers see benefits in biomedicine and may refer pa-
tients to physicians. Yet, while the two regimens seem diametrically sep-
arated, they are joined by the people who resort to them, for, to reiterate
a point made previously, when biomedicine fails to heal, patients often re-
sort to alternatives, such as Spiritualist healing, setting the two regimens
in a complementary relationship.

Because my study of Spiritualist healers and their patients was carried
out in a rural sector and the present investigation was done in Mexico
City, the two populations are not completely comparable.! They are situ-
ated in disparate ecological zones and differ along occupational lines. The
rural population was primarily peasants, supplementing their subsistence
with wage work, while the Mexico City population was predominantly
proletarian, or petty merchants dependent solely on cash for a livelihood.

Biophysicians are constantly compared to folk healers.? Since | was a
participant and observer of both healing systems, using similar method-
ologies in my studies, I noted similarities and dissimilarities between these
two systems of healing, which broaden our grasp of each regimen. More-
over, the dissimilar impact these healing systems have on patients’ sheds light
on the strengths and weaknesses of each.

On first glance, the reader may wonder if a comparison is even war-
ranted considering the disparate epistemologies, practices, methods of re-
cruitment, and nature of personnel. Even a synoptic view of Spiritualist
healing reveals that the two regimens differ along most dimensions, espe-
cially since the former is embedded in a sacred context while the latter is
sanctioned by secular science. Biomedicine is a professional system, staffed
by professionals with many years of formal training, and is legitimized by
the state. Spiritualist healers are folk practitioners, lacking any formal acad-
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emies, academic preparation, and state legitimization. The medical and
academic establishment typically denigrates spiritualist healers.

Spiritualist healing forms part of a widespread dissident religious move-
ment.? It recruits its membership largely by ministering to the sick. Gen-
erally speaking, healers are recruited into the healing role own by having
been sick themselves. The usual trajectory is for patients to seek biomed-
ical treatment; when it fails to alleviate the disorder, they turn to a Spiri-
tualist temple, usually on the recommendation of a person who had been
treated there. In the temple, a healing spirit possessing the body of the
healer informs some patients that they possess a gift. With this declara-
tion the patient is in effect recruited into the Spiritualist movement. He or
she is ordered into training for the role of healer or other temple func-
tionary, depending upon God’s designation.

Mexican Spiritualists tame spirit forces (spirits of the dead) roaming
the universe and harness them for the good of mankind. The Spirits come
to possess the bodies of the healers chosen to minister to the sick. Spiritualists
heal in trance, and they resort to a wide variety of healing techniques, in-
cluding an extensive pharmacopoeia, ritual cleansings, purgatives, mas-
sages, baths, spiritual surgeries, trancing, religious ritual, and “passive
catharsis.” In some cases they transform the person’s life when he or she
is incorporated into a religious community,* as in the case of Esperanza. In
day-to-day practice, Spiritualist healers, like physicians, are not especially
concerned with etiological explanations. Generally speaking, they sub-
scribe to etiological beliefs shared by all Mexicans, with one notable ex-
ception. The group that I studied denounces the existence of witchcraft. It
1s believed that afflictions which stubbornly resist both biomedical and

even Spiritualist ministrations must have been caused by the intrusion of
a recalcitrant spirit , not by human machinations, that requires taming in
the service of healing mankind, or must be removed from the body.
Putting aside some important differences between the two regimens
that [ will delineate shortly, I also note similarities. Patients seek symptom
elimination from both. They present complaints to Spiritualist healers in
much the same way as they do to physicians, and in the same way as bio-
medicine focuses on the body,’ so too Spiritualist healers address their
ministrations to bodily discomforts, with one interesting exception. Bio-
medical consultations frequently focus on issues related to sexuality, whereas
this subject is never addressed to or by Spiritualist healers, except for vagi-

nal discharges. In the medical setting, marital relations often become ex--

pressed in problems of sexuality, as we saw in the case of Nomi, for in-
stance. Patients confronting Spiritualist healers discuss male-female relations
in terms of rights and obligations. ’
Both biophysicians and Spiritualist healers sustain a dualistic view of the
body and its attendant disturbances, contrary to the culturally constructed
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Furthermore, patients respond positively to the physical examination
given by the physician, as they do to the tactile communication in the Spir-
itualist healer-patient encounter, when the healer massages and cleanses
the patient’s body. This suggests that tactile communication between pa-
tient and healer has a therapeutic effect.’®

Both Spiritualist healers and physicians in Salud Hospital “deworm”
patients. The former almost always prescribed a purgative (Phillips Milk
of Magnesia was especially favored in one temple) for all patients, and the
latter frequently prescribed antiparasitic medication for a similar purpose.

I must emphasize that within the physician- and healer-patient en-
counters there are numerous individual differences in the practices of both
healers and physicians, including the advice they each gives to patients
concerning life’s problems. Some Spiritualist healers dismiss any social in-
teraction problems, such as difficulties with a mate or child, while some
physicians dispense advice in these domains.

The differences between the two healing systems are, however, con-
spicuous. While both physicians and Spiritualist healers wear the same
white robes, which symbolically separate them from their patients, Spiri-
tualist healers sit in trance with expressionless faces, eyes closed, holding
or stroking the patient as he or she stands before the healer, briefly mur-
muring a description of his or her disorder. By contrast, during the med-
ical consultation, the physician and patient sit facing each other, and their

physical contact is limited to the physician’s physical explorations by pal-
pation and auscultation. Physicians” affective expressions vary. Some con-
stantly smile at the patient, while others maintain a serious demeanor.

Unlike in Salud Hospital, where consultations take place in relatively pri-
vate surroundings, reflecting the individualist cast of biomedicine, in Spir-
itualist temples many healers sit in the same room, each receiving patients
separately. Consequently, there is a cacophony of sounds in Spiritualist heal-
ing places that imparts a sense of a communal experience, unlike in the hos-
pital, where the physician-patient interaction takes place either in isolation
or with onlookers confined to students, nurses, and occasional visitors.

Spiritualist healers do not necessarily devote more time to their patients
than do physicians. Physicians may spend on an average about twenty-one
minutes with a first-time patient, whereas the Spiritualist healer-patient in-
teraction usually lasts less than half that time. The affective content of the
interaction varies. Some Spiritualist healers and physicians were relatively
brusque and indifferent to a patient’s suffering, while others expressed con-
cern and compassion. Folk healers are, nevertheless, frequently idealized
in the literature. Their efficacy is regarded as residing in their relationship
with the patient and their attributes of empathy, compassion, friendliness,
and warmth; their personalistic and holistic approach to the patient is usu-
ally contrasted with the impersonal and disinterested biophysician.
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consider the possibility that witchcraft had been performed on them. As I
noted earlier, Spiritualist healers categorically denied this possibility. There
are important dimensions to Spiritualists’ denial of witchcraft. When they
deny that witchcraft is the source of affliction, they remove the blame for
the patient’s disorder from a neighbor, relative, or other persons with
whom the patient interacts, and they place it squarely on the work of im-
personal spirits for which no one can be blamed. '

Most patients who perceived themselves recovered as a result of Spiri-
tualist ministrations, first and foremost attributed their recovery to cleans-
ing they had received in the Spiritualist temple.’s Such cleansings symboli-
cally remove evil that may have befallen the patient by witchcraft, and
thereby resolve moral dilemmas and restore order into the patient’s life,
even if only temporarily. While biomedical technological management for
which patients clamor carries a heavy symbolic load, and no doubt aids in
perceived recovery, the cleansings Spiritualist healers furnish are powerful
symbols that address the profound contradictions in which the illness is em-
bedded. Whereas patients may disagree with the treatment course proposed
by physicians for medication, patients always agree with the Spiritualist

treatment, especially when it involves ritual cleansings, coupled with herbal
remedies and other ministrations. Physicians do not address the conundrums
in which patients are enmeshed. To explain sickness, the biomedical model
may blame impersonal pathogens that attack the body, explaining the sick-
ness in generalized terms rather than in terms of the patient’s personal suf-
fering. Or, it blames the patient himself, especially his or her poor habits.'¢
Additionally, biomedicine often requires patients to alter customary be-
havior such as diet, work, or drinking habits. It does not, however, at-
temnpt to transform the circumstances of a patient’s life in the way Spiritualist
healing does by incorporating the individual and sometimes even his or
her family into new interpersonal networks or by placing the person in a
new relationship with God. In the latter instance, relationships with other
human beings become secondary to interaction with God, as was the case
of Esperanza, for example. Biomedicine does not address the existential
dilemmas. It does not reinterpret them, give them new meanings, or change
the social relationships in which the patient is embedded, including those
between husband and wife.

In the final analysis, Spiritualist healers, like biophysicians, fail to heal
their patients'” when they fail to attend to the patient’s life world with the
attendant contradictions and requisite transformations. We may-thus con-
clude that to succeed in resolving non-life-threatening subacute conditions,

a healing system must address the patient’s bodily ills and concurrently
transform the patient’s life’s lesions by altering his or her perceived existence.
As we saw in Chapter 11, people’s non-life-threatening sickness of the type
treated in the outpatient clinic of Internal Medicine of Salud Hospital and
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Spiritualist healers are not alleviated just by healers’ ministrations— be
they physicians or Spiritualist curers. Alleviation takes place when a per-
son’s conditions of existence have altered significantly, including those con-
ditions that have also contributed to the onset of the sickness and pain.

One last point merits noting. Much attention has been given to the doc-
tor-patient relationship in biomedical practice. It has been assumed that
the doctor-patient relationship, regarded as so important in biomedicine,
is similarly significant between patient and sacred healer. Yet, as we have
seen, only certain aspects of the doctor-patient relationship tend to influ-
ence the healing process in biomedical practice.

I propose that the emphasis on the doctor-patient encounter in bio-
medicine represents a Western bias for at least two important reasons.'® First,
the emphasis placed on the role of the health practitioner, his or her per-
sonality, and expression of concern for patients may reflect the modern
person’s yearning for personalistic affective ties'® and for compassion in
an impersonal industrial world that, it is believed, seems to have existed
and exists in nonindustrial societies. Second, the psychotherapeutic tradi-
tion has focused on the individual,2® fostering the notion that the thera-
peutic process is rooted in the physician-patient relationship itself.2! The
psychoanalytic model of the therapeutic relationship has been extended
to biomedical practice. In fact, Wilson suggested that “although sensitive
physicians have for centuries been alert to the importance of their inter-
personal bond with the patient as an element in the course of illness and
recovery, the self conscious examination of the bond is characteristically a
modern concern” (1963:285). According to Wilson this view emerged out
of Freudian therapeutics, especially out of the notion of transference.??

My argument is that biomedical practice relies greatly upon patient man-
agement during the therapeutic encounter because its healing techniques
lack certainty; in Fox’s words, “the development of scientific medicine, then
has both uncovered and created uncertainties and risk that were not pre-
viously known or experienced” (1980:19). As the consultations suggest,
the physician’s therapeutic kit lacks certainly, as well as means to resolve
the contradictions by which the patient is encompassed, to deal with the
patient’s subjective experience, or to reorder the patient’s life. For this rea-
son treatment hinges not only on healing techniques and underlying etiological
understandings but also on the encounter itself and the physician’s per-

sonality becomes part of the tool kit. Significantly, Spiritualists insist that
there are no differences among individual healers. I suggest that this is be-
cause in Spiritualist healing, the healer-patient encounter is secondary to
the healer’s techniques in which the person of the healer is submerged.
For those patients who eventually become adherents, Spiritualist heal-
ing reorders their existence by incorporating them into a community of
sufferers who share a satisfying religious reality and symbolic meanings.

A Comparison Between Sacred Healing and Biomedicine - 235

It also_ reorders the male macho role, promoting smoother marital rela-
thnShlpS..IFI fact, Spiritualists preach against machismo, and those who
follow Spiritualist teaching usually cease to drink heavil,y to womanize
and they tend to spend their leisure time with their wives and families
rather than with their friends. By restructuring the men’s lives Spiritual-
18ts promote smoother marital relationships and also the woman”s health.23
_ The empha§1s on the role of the individual healer effecting a cure of t};e
individual patient is modern Western society’s bias because the individual
has become an atomistic unit, Heightening the drama of the consultation
is the model of the doctor-patient relationship that reflects a prevailin
paradox_engendered in an ethos of an abstract, independent individualg
confro'nymg a self-interested, autonomous physician. The patient facin ,
the Spulruali§t_ healer confronts no such contradictions because patientg
know, and spirits constantly remind them, that the sprits work in their in-
terest and that the spirit and God are only concerned with the patient’s
welfare. Whgt is more, the individual in Mexico is not solitary. He or she
is qnbedded_m a family and a moral order that engages the person with oth-
€IS In a continwing process of evaluating day-to-day existence and in con-
ﬂxct§ that must be resolved to influence perceived recovery. Spiritualist
heal'u}g, for example, addresses issues of evil and witchcraft, and of cul-
pability, and it reorders social relationships, especially thos’e with one’
mate,>* which biomedicine fails to do. ’ ones
One lz'is.t point needs to be made. Paradoxically, as a folk healing move-
ment, Spiritualist beliefs exert little hegemonic force in Mexico on a national
scale. But by traqsforming patlents’ existence through Incorporation into
a community of individuals spiritually healed, Spiritualist ministrations
have.promoted, on an aggregate level, religious pluralism in Mexico. S ir-
ttualism thereby contributes to advancing social change by rnobili.zinp a
sizeable population and fomenting a growing movement that furnis}%es
Me;qcans with new options for religious participation. However, the Spir-
itualist movement fails to restructure Mexican society in ways tilat CO?lld
bfineﬁt Its participants economically or politically.2s On the other hand
l?lomedi'cme, by treating individual bodies without transforming peo Ie’s’
lives, fails to contribute to new social forms on an aggregate levef It Is)uc-
ceeds only in maintaining its hegemony as the major authorized -rovider
of health care with legitimization by the state. i

Notes

1. For this reason I am not comparing a statistical analysis of patient-perceived treat-
ment outcomes for the two healing systems.

2. For bibliography see Finkler 1985, 19864, 1986b. Also see a formal economic
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analysis done Lenihan; (1990). She compared. the Fost—effectiveness of Spiritualist healers
using the data reporred in Finkler (1985) and in this book.
3. Finkler 1981, 1983, 1985, 1986.
4. Finkler 1985/1'9514. 1979
ino and Thomasma .- o
Z Ii)%lll:rgg liIs“Zi profound conceptual and experiential differenc
“spirit”, which, however, 1 cannot explore here.
7. Finkler 1985/1994.
8. Armstrong 1983; Foucault 1975; Turner; 1984.
9. Finkler 1985, 1986.
10. Finkler 1985.
11. Fabrega and Silver 1973.

inkler 1985. ‘ .
E’; ?havzrdemonstrated elsewhere (Finkler 1984)nthe high percentage of ag;ement
among% healers about etiology (85.7 percent) and prescribed remedies (61.1 percent).
14, Helman 1985; Koran 1975.

i 85/1994. ‘ ) o
12 FMﬁlcl;l(irogn 1979. And, of course, most recently the etiology of disease is being

atrributed to genetic inheritance. See Finkler 2000.
17. Finkler 1985.
18. Finkler 19862, 1986b.
19. Berger etal. 1974.
20. Orlinsky and Howard 1975.
21. Haley 1963.
22. Wilson 1963.
23. See Finkler 1994.
24. Finkler 1981.
25. Finkler 1986.

e berween “mind” and
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Conclusion

The dual task of this endeavor has been to elucidate how a system of
knowledge, specifically biomedicine, developed in one society becomes
translated in another, and how patients respond to its treatment. I ex-
plored the history of biomedicine and its practice and examined the mul-
tifaceted aspects of Mexican existence in which sickness is played out. We
saw that contrary to the commonly held canons, biomedicine is not uni-
formly practiced across cultures. I have proposed a model of biomedical prac-
tice which suggests that some biomedical domains are anchored in the cul-
ture in which they are embedded and in the individual practitioner’s beliefs.
Others retain an international cast. Biomedicine in Mexico is practiced
along the lines of a worldwide biomedical model that focuses on the body
and its anatomical lesions and depends chiefly upon pharmacological treat-
ments. Diagnostic assessments employ international disease categories and
nomenclatures. Importantly, we must conclude that since clinical reason-
ing is culturally and individually shaped, diagnoses fail to signify similar
ailments universally. Hence, it must not be assumed that the labels physi-
cians give to sickness experienced by patients in one society are analogous
cross-culturally.

The materials I presented reveal that patients” perceived responses to
treatment interventions are not solely dependent upon biomedical minis-
trations of bodily lesions or the medical encounter, but on a concatena-
tion of factors that encompass an individual’s life’s lesions, ignored by the
biomedical model. Biomedicine’s comprehension guides Mexican physi-
clans to disregard a patient’s life’s lesions, of which they nevertheless are
cognizant as private individuals. Biomedicine challenges biophysicians’
traditional beliefs and intuitive knowledge as Mexicans and conflicts 'with
their professional role as doctors. They must negotiate conflicts with them-
selves to accommodate to the biomedical paradigm that defines their iden-
tity as physicians. Biomedical practitioners draw upon cultural etiological
understandings; concomitantly they are constrained by the biomedical
model. They reinterpret the patient’s suffering in a biomedical way by re-
ducing it to physiological categories that are largely amoral evaluations

of the individual’s distress. In contrast, Mexican cultural etiological un-

derstandings encompass individual existential experiences that become es-
pecially manifested in typical presenting symptoms. ‘

%7
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It would be erroneous and shortsighted to surmise that practitioners in
other cultures are simply ill-prepared for their tasks because they do not
practice medicine in the same way as we know it in the United States. The
transplantation of biomedicine to Mexico creates a struggle for its practi-
tioners between the doctor’s intuitive knowledge as a Mexican and the
pathophysiological model of disease that he or she has been taught. The
doctor’s sense of sickness, reinforced by his or her patients’ understandings,
carries moral baggage, and is rooted in a cultural space. The result of the
Mexican doctor’s negotiated efforts reduces extrasomatic experience to
biomedical categories such as the nervous system, psychosomatic prob-
Jems, or stress. In so doing, the physician substitutes finely tuned existen-
tial meanings for meaningless, amoral, generalized categories such as stress,
and concurrently accommodates to cultural beliefs that view experience
as shaping the body’s ailments. The interactive process between the doc-
tor and patient molds local beliefs that in turn also shapes biomedical
tenets on a macrolevel within the cultural context of which they are part.
Several paradoxes encompass the conflict physicians experience. Physi-
cians in most industrially developing nations must confront the struggle

" between technological and clinical management of affliction as modern
technology radiates throughout the world and human beings develop a
commitment to it. Technological management of sickness gives rise to pa-
tients’ expectations of clinical management; it also carries a symbolic load.
However, with existing economic restraints, physicians rely upon clinical
symptomatologies to make their diagnoses. In an industrialized society
such as the United States, technological management of sickness is being
questioned, but in industrially developing countries such as Mexico, patients
clamor for it. Misplaced patients’ expectations bear on patients’ perceived
outcome: those patients who had received technological management
tended to attribute recovery to it.

Moreover, reliance on diagnostic technology denies patients their unique
symptomatologies with their attendant cultural and personal meanings.
When the physician translates the patient’s symptoms in biomedical terms,
he or she transcends the patient’s experience and his or her moral sensi-
bilities in which the sickness is embedded. Mexican physicians know that
the patient is an extension of his or her family. He knows that the anger
and nerves patients experience are as much rooted in the body as they are
in moral evaluations of the social and economic environment about which
he, in his or her role as a physician, can do little, to the frustration of some
doctors.

Related to this point, physicians must struggle with the recognition of
failure. Kleinman and Sung have argued that traditional healers heal be-
cause they must; they cannot fail.’ Arguably, the claim could be made for
traditional healers, but it is more compelling for practitioners of biomed-
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icine. The hegemonic belief permeating Mexican society is that biomedi-
cine must work, and its aura of competence has taken on mythological
proportions. Yet, while physicians cannot take full responsibility for ei-
ther patients’ perceived recovery or perceived failure to recuperate, bio-
medicine is accountable for promoting a model of sickness of the ’body
torn away from space and time in which the patient and his or her sickness
are entrenched.

Paradoxically, while Mexican physicians depend on patients’ symptoms
to make their diagnoses, they are unwilling to accept patients’ reports of
unsuccessful treatment outcomes. In fact, when they confront their patients
physicians insist verbally or by intonation, that they are feeling better. ’

Besides, the Mexican physician, as an employee of the state, is in a struc-
turally disadvantageous position; his or her authority as a physician is
eroded by his or her subservience to the bureaucratic apparatus of the
state. In fact, doctors and the various state institutions in which they work
must compete amongst themselves for limited state resources. Such com-
petition tends to splinter rather than foster professional identification, and
the absence of such identification promotes idiosyncratic clinical j’udg—
ments. The Mexican physician’s status, flowing as it does from employ-
ment‘b_y the state, also opens the way for alternative systems to flourish when
phyS}C}ans’ ministrations fail. My observations support the notion that
physicians have less influence on their patients than do Spiritualist healers
for example. ’

While Spiritualist healing techniques utilize well-entrenched healing
symbols and address moral issues of culpability, good, and evil, the physi-
cian must depend either on technological management or on’ his or her
person encompassed by the doctor-patient relationship. Mexican physi-
cians are caught in the further dilemma that, lacking the technological
toql§ to gaze inside the body of the patient, they lack the legitimacy of
Spiritualist healers to see through the body by means of the spirits that
possess the healers® bodies. Biomedical technology and the diagnostic
process shoulder a symbolic load, yet they are new and alien symbols that
fa_ll to touch profoundly at the person’s innards, as, for instance, Spiritu-
alist healing does. Spiritualist healers confer responsibility on the patient

for his or her recovery, rely on well-established symbols, resolve profound
cpntradxctions for their patients, and in some cases also transform their
h‘yes. In these ways they provide an attractive alternative for patients when
biomedicine fails.

The findings of this study point to specific aspects of the doctor-patient
encounter that influence the resolution of a sickness, such as those re-

volving around the physician’s explanation of what is wrong with the pa-

tient. Yet we were left to wonder about the reasons why so much attention
has been given to the doctor-patient relationship in biomedical practice. I
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addressed this question by suggesting that biomedicine, as practiced in
contemporary times, is embedded in Western individualism. Its concern 1s

‘with the solitary individual, as can be readily discerned from the dyadic re-

lationship between the practitioner and the solitary patient who meet dur-
ing the medical consultation. The dyadic relationship retains its international
cast and physicians must depend on “managing” patients. When his or
her technical armamentarium, coupled with its symbolic significance and
prescribed pharmacological treatments, fails to heal, physicians must nur-
ture a personal relationship with the patient, if biomedicine is to retain its
credibility. \

But why does the drama of the medical encounter fail to have a suc-
cessful resolution? Why do physicians fail to heal? I proposed that to un-
derstand sickness and the recovery process, it 1s necessary to simultane-
ously unravel sociodemographic and socioeconomic conditions, aspects
of the doctor-patient relationship, and a person’s lived experience that may
produce life’s lesions. As we saw in Chapter 10, whereas patients with full
recovery may have experienced self-limiting conditions, patients with symp-
tomatologies associated with life’s lesions are not easily healed by any spe-
cific aspects of the medical encounter, or by medications for that matter.
Patients’ chronic symptomatologies, such as those experienced by people
in the Partial and None categories, become alleviated when their lives be-
come altered. People with chronic distress, the types of symptomatologies
associated with life’s lesions require transformation of their circumstances.
Current medical practice, including the doctor-patient relationship, lacks
treatment techniques to transform patients lives. In this context it is es-
sential to delve into the dilemmas a human being embodies in sickness.? To
perceive him- or herself recovered, a human being must change his or her
perceived existence. Spiritualist healers alter a patient’s existence by in-
corporating them into a new community, removing the inconsistencies re-
volving around beliefs in witchcraft, and culpability, and by attributing
sickness to impersonal spirit forces. The medical model, with its focus on
physiological dysfunction, on disease, is not equipped to implement such

changes. It fails to furnish the physician with techniques to alter the patient’s

existence or a patient’s embodied contradictions, thereby heightening the
drama of a medical consultation. A Mexican physician lacks in his or her
therapeutic kit a technology instrumental in changing a patient’s life, other

" than through alleviating the symptoms, in the way Spiritualist healers do

when they incorporate patients into their social environment and alter
family dynamics. As ] have argued elsewhere,? Spiritualist healers are as help-
less as physicians in successfully resolving a patient’s sickness when the
conditions of their patients’ lives fail to change. The change, however,
needs not be implemented by a religious experience per se. It is not Spiri-
cualism itself or any other religious movement but the process of chang-
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ing‘the existential conditions and resolving contradictions with which the
patient is confronted that is central to the healing process,* as we saw in
Chapter 11. ‘
 The paradoxes are a product of an amalgam of forces that include a
society’s - history and socioeconomic conditions concomitant with its ide-
ological beliefs. I have identified various extant contradictions in Mexico
such as those between belief and disbelief in witchcraft and between beingi
an angry person, which at once protects against and makes one sick. Such
complex conflicts are rooted not only in capitalism itself,’ but in histori-
cal processes.s In Mexico, with the domination of Catholicism, and per-
haps more important, with the hegemony of positivism imported from
Europe during the nineteenth century, witchcraft beliefs were denigrated,
as tbey are at present. Contemporarily, to believe in witchcraft is to be
primitive” and “ignorant,” a characterization all Mexicans eschew. Yet
belief in malfeasance absolves the individual from culpability for his ot
her sickness.

Certainly, advances have been made by biomedicine in dealing with
complex and life-threatening conditions, but on a day-to-day level they
often fail to eliminate or even alleviate a patient’s sickness. Scholars have
recognized that “attempts to limit the scope of medicine to physical de-
rangement fail to take into account psychological and psychosomatic ill-
ness” (Siegler 1981:630). To follow Siegler’s assertion is to dichotomize
the individual, separate his or her psychic from his or her physical ail-
ments, and to overlook life’s lesions, an inimical existential milieu, and
the contradictions embodied in sickness.”

It frequently argued that in practical terms physicians cannot do their
]Qb as physicians and also ascertain and deal with transforming the pa-
tient’s life’s lesions. It is not job of a physician to carry out an anthropo-
logical analysis and get at a patient’s anatomical and life’s lesions for re-
covery to take place. Undoubtedly, a physician must know not only the
physiology of the human body but also the anatomy and physiology of
t}}e f‘social body” that will give him insights to the nature of the contra-
dictions a patient may be experiencing, contradictions promoted by social
processes and cultural ideologies. Most important, it requires an under-
standing of the unity of anatomical and life’s lesions, both of which are
revealed by patients during the presentation of symptoms when they speak
of bodily pain, typical symptoms, and etiology, such as “I have made an
anger.” Knowing that contradictions and life’s lesions differentially con-
fx_."ont men and women,? a physician can eschew the “just nerves” diagno-
sis that reduces the patient’s suffering to a generalized entity such as “stress.”

To know the cultural forms of symptomatic presentation and their at-
tribution is to know that they communicate life’s lesions. When patients in
Mexico tell a physician that they have “made an anger,” they inform the
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doctor that their lesions were shaped by an adverse interpersonal experi-
ence or moral indignation, as much as by any parasites which may have in-
vaded their bodies. If these were incorporated into the medical history, it
would facilitate a more accurate diagnosis and ease the physicians’ goal
to heal their patients.

As social scientists we must seek the universals of sickness and recov-
ery by attending to their uniqueness. While sickness and recovery com-
prise a composite of the medical condition, soc1odemograph}c a{ld envi-
ronmental conditions, aspects of the medical encounter, medication, aqd
subjective meanings and contradictions generated by sociocultural apd his-
torical processes, the specific nature of these constituent elements will vary
cross-culturally. Generally speaking, North Americans are not faced by
contradictions bearing on beliefs in witchcraft, but they must, like _Mex1-
cans, resolve contradictions relevant to failure to achieve €conomic suc-
cess in the face of an ideology of equal opportunity.® Americans, like Mex-
icans and contemporary peoples the world over who recognize historicity
and change, must confront generational conﬂicts,.athough the nature of
parent-child relations differs between the two societies. o

Our task, then, is to develop models of universal processes of subjective
meanings and extant and emerging contradictions, in much t'he same way
as biomedicine has attempted to identify universal categories of disease
entities, and to consolidate these into a model of human sickness, recov-
ery, and medical practice to which this study has attempted to contribute.

Notes

1. Kleinman and Sung 1979. )

2. See also Cassel 1991; Finkler 1994; Helman 1987; Kleinman 1988; Leder 1980,
1985,1990; Low 1994; Pandolfi, M. 1990.

3. Finkler 1985/1994.

4. For additional examples see Finkler 1994.

S. Marx 1974; Wolf 1982. B '

6. Iris even possible that contradictions form part of the human condition emerging as
unintended consequences of social processes and human production of cultural forms
(Finkler 1986). ) L

7. Psychosomatic medicine suggests that any illness diagnosed as” psychosomartic” is

" not “real,” it is in one’s head. My argument is that life’s lesions are as real as any
pathoger. o o

8. 1 deal with the differences in morbidity along gender lines in great depth in Finkler
(1994).

9. Rubin 1976.

Methodology

The methodology employed in the study has been noted at various junc-
tures relevant to the overall discussion. I described the ways in which the
data were gathered for the investigation both in the hospital and in home
interviews in Part I of the book. We learned the ways in which subjects
were selected for the study sample of physicians and patients, and the types
of instruments used to get at the materials discussed.!

I selected Salud Hospital because it was one of the largest in Mexico
City and it serviced a large and diverse patient population, which met with
the sampling requirements. I selected the out patient clinic in Internal Med-
icine for study for several reasons, including the fact that it had the largest
pool of patients from which to choose the study sample. Moreover, after
having sat with the preconsultation physicians for several weeks before
patients were selected for interviews, I found that persons referred to the
Internal/General Medicine service reported non-life-threatening sub-acute
disorders, and similar symptomatologies as those in the Spiritualist tem-
ple, allowing for comparison of patient-perceived response to treatment
between the two populations.

I'envisioned the initial interview with patients as brief so as not to de-
tain them unnecessarily. As I noted before, a specially designed interview
schedule was administered during the first interview to get sociodemo-
graphic profile (sex, age, marital status, household composition, educa-
tion, age of children, employment, explanatory models,? including pa-
tients’ perceptions of their problems and causality, illness management,
and a life events scale developed by Patrick (1982). Also a health ques-
tionnaire was administered to get a standardized baseline of the study
group’s symptomatology.’ These instruments were pretested on ten pa-
tients randomly selected in the hospital, and as a result it was modified in
several ways. For example, to elicit the patient’s understanding of the cause
of the symptomatology, every time a patient responded that he or she was
experiencing a particular symptoms elicited by the instrument, the response

was followed by the question, “Why do you believe you have it?”

As we began interviewing patients at the hospital, it quickly became ap-
parent that with few exceptions, patients responded with extensive narra-
tives to most questions. Consequently, first interviews were tape recorded,
with patients’ permission, yielding an unanticipated rich database and al-
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Jowing for validation of the information elicited by the interview schedule.
For example, on both initial and home interviews, patients were asked
about illness management prior to the hospital visit, and what had pro-
voked the illness and the patient’s etiological beliefs. In all cases there was
full correspondence between the information given during the first and
home interviews.

Patients were randomly assigned to the attending physicians. The sev-
enteen physicians who treated the patients in the study sample were the
focus of the study of medical practice. All physicians supplied the diagno-
sis, etiology and results of analyses. In addition, hospital records for each

patient were checked to verify the results of the various analyses ordered by -

the physicians, and the diagnosis that was entered in the medical record.

Added to the 52-item specially constructed interview schedule adminis-
tered during the second interview, the CMI was administered again. When
patients reported that they were no longer experiencing a symptom to which
they had responded “yes™ or «sometimes” on the first interview, they were
asked to what they attributed alleviation or elimination of the symptoms.
Also, a five-question social support instrument measuring perceived social
supports developed by Fleming (1982) was administered.

It is noteworthy that some patients Jacked explanations for why they fell
ill and why they recovered. In those instances more than any other, social
scientists must resort to anthropologically informed analytical tools. A
point that merits emphasis is that the use of multiple techniques, including
ethnographic, phenomenological, and in-depth observation combined with
quantitative analysis and hypothesis testing-in this instance, postulated vari-
ables influencing onset of a sickness episode and patient-perceived recovery-
, aids in offsetting deficiencies in any one type of methodology.

All my encounters with patients in the home, in the hospital, and during
the medical consultations were taped and transcribed with the people’s per-
mission. Two individuals checked all transcriptions independently. Data
elicited from the first and home interviews and from the medical consulta-
tions were coded by two independent coders, checked by a third person,
and spot-checked by me. All coded data were entered into a Lotus file and
checked independently by two individuals. Frequencies were established
using the Lotus program. The transcribed materials and intensive obser-
vation comprised the large corpus of materials for qualitative analysis.

Notes

1. Space does not permit me to report all the data gathered using the various instru-
ments and traditional anthropological rechniques, especially the 205 descripdons and nar-
ratives of patients. I recorded patients’ life histories, which has led me to the conclusions
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presented in the book. Nor can I present 800 observations of medical consultations and

the OVer 400 Velbatlm UﬁllSCIlptl.()Il ()i me 1 enco W -
S dlcal ncounters
lth the paﬁents thaf com:

2. Kleinman 1980.

3. I decided to use the Cornell Medical Index because I had used it previously (Finkler

1985) and it would permit me to comy
: pare the patterns of i
and patient population elsewhere. P ot sympromatelogiesof the rul



Aire: A traditional sickness usually produced by tormented spirits pos-
sessing the body.

Anginas: Refers to a sore throat in general and to the tonsils in particu-
lar.

Baba de nopal: The white sap from prickly pear cacti (Opuntia spp).

Boca del estomago: Refers to the “mouth of the stomach, the area around
the diaphragm between the lower front ribs and the upper abdomen.

Caida de mollera: Fallen fontanelle. '

Cerebro: Pertains to the occipital-medula region of the head, down to the
nuchal muscle. »

Cintura: Refers to pain in the waist as well as the lower back. Women may
also associate the pain in the waist with pain in the ovaries.

Cintura abierta: Open waist, also related to pain in the ovaries and fallen
womb.

Curandera(f)/Curandeero (m): A folk curer.

Empacho: Bolus attached to the stomach, traditionally beleived to be ex-
perienced by children.

Loco: Crazy, characterizing persons “who do not know what they do,”
and “who have lost their five senses.”

Medicos universitarios: Officially trained physicians in Colonial Mexico.

Novwio: Fiancée.

Ojo: Evil eye.

Piquetes: Refers to jabbing pain in the heart or chest, usually associated with
emotional discharges such as anger or nerves.

Pulmon: Meaning lungs, refers to pains in the upper back and is usually
associated with hard work.

Pulque: Undistilled alcoholic beverage extracted from Agave. spp. widely
used in rural Mexico. It had its origins in Preconquest times.

Susto: Cause of sickness associated with unexpected startle or fright.
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