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ABS1RACf 

The purpose of this dissertation was to identify the components of 

women I s domestic health work in networks surrounding poor Mexican American 

and Anglo households and compare women I s experiences as domestic health 

workers. 

Women representing 10 Mexican American households and 10 Anglo 

households and their surrounding domestic networks were recruited for this study. 

Criteria for participation included the presence of at least one child in the 

household ~5 years of age and household income at or below the federally

defined weighted poverty threshold. Sources included, first, 66 interviews with 

women (n=26) residing in the study households. Second, women kept 3-week 

daily health diaries on behalf of all household members. And third, women 

participated in an inventory of household medications. 

The study employed several analytic methods, including descriptive 

statistical analyses, phenomenological insight, taxonomic analyses of women I s 

knowledge structures, life history analysis, thematic analysis, and narrative 

analyses. 

The results of the study emphasized several points, including the: a) 

gendered but hotly contested nature of domestic responsibility for health, with 

responsibility negotiated between men and women in households, and disputed 

between households and social service agencies; b) significant role played by 
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women I s informal networks in defining and evaluating the enactment of maternal 

responsibility; c) workings of women I s coalitions and cooperatives that protect 

women I s threatened interests and redistribute resources among women; d) 

influences governing the transmission of child health and illness knowledge and 

skills across generations of women; e) double-edged nature of self-medication that 

appears as both a source of female autonomy and expertise, yet paradoxically and 

simultaneously can act as an inappropriate, self-palliating balm for the hurt 

incurred from inadequate accessibility to quality professional health care for poor 

women and children; and f) cross-cutting influences of ethnicity and historical 

situation in each of the above domains. 

Women pieced together resources from their cultural background, 

femaleness, and sometimes their poverty; all these factors also entailed 

contradictory disadvantages in the production of household health. The health 

and social policy implications of this study were described in detail in the 

dissertation, as were the women I s own visions for an approximation of utopia. 
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Chapter 1 

INTRODUCTION 

The Problem 

Daily domestic health work has never been comprehensively chronicled by 

scientists or described in detail by ordinary women. Even more overlooked are 

the experiences of poor and minority women in keeping their household members 

healthy and treating minor symptoms. Generally, the only attention given to the 

daily health work of women by health researchers is negative; their positive 

contributions to household health are ignored while their "failures" carefully 

enumerated and catalogued. The problematic situation of low income faced by 

women and children, particularly in minority groups, is often compounded by lack 

of access to affordable professional health care. Poverty for women and children 

and lack of affordable health care are problems projected to linger--and probably 

worsen--in the next decade. These demographic trends make even more crucial 

the question of how households attempt to manage health given difficult social 

and economic circumstances. Therefore, the problem addressed in this 

dissertation is the invisible daily domestic health work provided by women within 

their households. Since household health behaviors and barriers to health are 

influenced by cultural background, both Mexican American and Anglo women 

.. _. --- ----
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living in poverty will be interviewed to reflect the range and diversity of women's 

domestic health experiences. 

What is Domestic Health Work? 

What is meant by "domestic health work"? And how do we know women 

work to provide domestic health care? Domestic health work (DHW) is a range 

of processes and practices employed in the household, and organized as part of 

daily life, which are intended to ensure the environmental conditions fostering 

health, along with strategies to maintain, promote, safeguard, and restore 

individual and collective health. A compendium of research indicates women 

provide domestic health care and consider doing so their responsibility. 

Approximately 70-95 percent of all health care is domestic--not professional--and 

women provide nearly 95 percent of all domestic care (Verbrugge and Ascione, 

1987; Kleinman, Eisenberg, and Good, 1978; Demers, Altamore, Mustin, 

Kleinman, and Leonardi, 1980; Pizurki, Mejia, Butter, and Ewart, 1987). Women 

make or influence 67 percent of health care decisions (Dearing, Gordon, Sohner, 

and Weidel, 1987). Cross-culturally women--particularly mothers--report 

responsibilities for household health protection and illness cure (Antonucci and 

Davies, 1980; Bauwens, 1977; Finerman, 1989; Kay, 1972). Utman saw early the 

"significant role played by the wife-mother as a primary agent of health behavior 

in the family" (1974, p. 496). Hibbard and Pope (1987) go so far as to label the 

- - --- --- ------



mother the IIfamily health officer, II an apt title reflecting women's domestic 

health contributions and power. 

DHW: Invisible or Exaggerated 

18 

Given what we do know about DHW and women's participation in 

securing health for their households, perhaps we need a new way of thinking 

about DHW to make the work visible. A useful metaphor for DHW is that of a 

quilt. A woman's domestic life could be thought of as the neutral backing of an 

expertly crafted quilt. Although the backing of any qUilt makes the item 

functional, it is seldom considered at all, least of all as an entity apart from the 

decorative and highly-colored quilt blocks on the face. On most quilts, a 

woman's only signature is written in the precision of her stitches and her 

selection of color and form, which are visible (but not always recognizable) to the 

casual observer. As women gather together to quilt, they each stitch in their own 

fashion, some quickly and smoothly, others more tentatively and erratically. From' 

the top, the wide variation in quilting stitches is usually hard to detect among the 

swirls of color and design. But from the back, each stitch is visible, the stitches 

themselves forming the design on a background more unforgiving in its blandness. 

It is the neutral back of a quilt that tells a story of its own, a more blemished 

story written in rare blood spots from carelessly handled needles, with uneven, 

childish, stitches tracing their way haphazardly among the expert designs of more 



experienced quilters, and occasional knots, too clumsily made to hide in the 

quilt I s downy interior, giving unwanted texture to the smooth underside of the 

quilt. 
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A woman I s domestic life, like the quilt back, is functional rather than 

decorative, with a certain distinctive, more subtle, beauty appreciated only by the 

attentive observer. The background of daily, routine chores sews together the 

mundane work of keeping house with the colorful events recorded in family 

albums and engraved in memories. But perhaps it is the routine domestic work 

that reflects more honestly and uncompromisingly the life of woman. Laurel 

Ulrich (1990, p. 9) seemed to think so, since her historical analysis of a colonial 

midwife I s diary placed her at odds with feminists who found the diary trivial. "It 

is in the very dailiness, the exhaustive, repetitious dailiness, that the real power of 

Martha Ballard I s book lies," she proposed, and the same is likely true of 

women I s recitations of their daily lives today. 

Household health work is only one part of woman I s untold domestic life. 

Nearly every aspect of woman I s domestic health work remains unnoticed--even 

among women. Perhaps domestic work is considered customary, automatic, and 

even instinctive (DeVault, 1987), or perhaps women tend to minimize their 

autonomous decisions with statements like "it wasn I t much" or "don I t mention 

it" (Colliere, 1986). Whatever the reason, domestic labor is the underside of life, 



the ordinary and taken-for-granted, the intricately stitched but drably common 

side of a richly colored and more public life. 
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As imperceptible as it is to women, domestic labor is just as elusive to 

scientists. In anthropological history, for example, men entered new cultures and 

.. interviewed male informants. They reported that women "cannot be reached so 

easily as men: they giggle when young, snort when old, reject the question, laugh 

at the topic, and the like" (Ardener, 1975a, p. 2). As a result of these fieldwork 

problems, women are absent in some ethnographies; '" overlooked,' 'muted,' 

'invisible' , mere black holes in someone else's universe" (Ardener, 1975b, p. 

25). To many scientists, women, and the public generally, women's work only 

becomes visible when it is undone: meals unprepared, clothes unwashed, children 

unsupervised, and immunizations forgotten (Gerstel and Gross, 1987). 

When domestic health work is done well, those women who perform the 

work of keeping households healthy fade from view. Women who perform 

domestic health care--and do enough of it well enough to keep household 

members functionally healthy--are invisible because they are physically absent 

from clinics and emergency rooms and mentally absent from our images of 

workers and mothers. In a Whorfian way, our language constrains our thinking 

about women's work. "Socialization," for example, is a word conjuring up the 

idea that parents help shape children's minds, but does not extend to parents' 

., .. _-" "--- ............ _--------_._----
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efforts to ensure children's physical survival or their attempts build or repair 

children's bodies (Graham, 1984a). 
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"Primary health care" is another example of obfuscating language hiding 

women's contributions to household health. Generally, primary health care 

refers to an infrastructure of health care services with specific reliance on family 

practice or internal medicine doctors. Even though physicians are integral to a 

primary health care program, they are actually secondary health care providers 

consulted in only a minority of illness cases, and consulted only after household 

resources have proven insufficient. Graham (1984a) suggests that by naming 

health professionals "primary health care workers" and their grass-roots services 

"primary health care," we contribute doubly to the invisibility of domestic health 

work: first, by implying professional health work is primary in the sense of 

earliest, and second by suggesting it is primary in the sense of most significant. 

Finally, nearly every label for women's domestic health work is gender

neutral, although domestic health work is a gender-specific enterprise in the 

majority of cases. Loose synonyms hiding equally well the woman behind the 

action include: domestic medicine (Blake, 1977), home health care or home 

medicine (Risse, 1977; Florance, 1982), self-care, self-health care, self-help, self

management or medical self-care (Orem, 1985; Goeppinger, 1984; Young, 1977; 

Butler, 1987; Morantz, 1977), extra-market health services, (Carpenter, 1980), 

informal care (Anderson, 1988) and lay care (Wood and Williams, 1988). 
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Paradoxically, the unseen woman casts a large shadow. Professional health 

workers and policy makers envision a mythical, omnipotent mother-figure looming 

in the background of troubled families, able to revitalize others with Amazonian 

strength. The notion of woman's supreme domestic power grew during the 

health reform movement of the 19th century when feminists and nurses 

proclaimed woman's indispensable influence on household health matters, 

perhaps as an avenue to enhance female social stature during a period of rapid 

social change and a constricted feminine sphere (Morantz, 1977). 

As a legacy from earlier times, nurses and other professional health 

workers today hope to teach women clients to heal, reconstitute, and fortify their 

families. Knowledge about health is liberally dispensed in most community 

nursing and health education efforts, but the basic essentials of sufficient time and 

money are not. Moreover, women are often expected by professional health 

workers to make do with less as the role of the family expands to fill the void of 

abandoned social priorities (Graham, 1982). Using a colorful image, Graham 

(1982) sees the social system as filled with cracks, and women's tenacity and 

commitment to silent sacrifice as the plugs filling those holes. 

Unfortunately, the traditional health education approach does little to 

modify the structural problems allowing gender, race, and class to impinge on 

health (Bruce and Dwyer, 1988). A victim-blaming mentality can emerge when 

women's behavior is pinpointed as the direct cause of children's illness. 
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Epidemiological studies demonstrate the strong dependence of children's survival 

on maternal behavior, and depending on interpretative license, women may 

appear more or less directly to blame for children's deaths. Everything from 

competing demands for women's labor, which takes them away from childcare 

(Barrell and Rowland, 1979; Huffman, 1987; Levine, 1988), to women's food 

preparation and housekeeping practices (Stanton and Clements, 1986; Imong, 

1989) predict child health. Women's social responsibilities and cultural health 

practices, which directly influence household health, may be written-off as 

unmodifiable or outside the perimeter of health worker's purview to change. 

Scheper-Hughes's (1985) exemplary study of Brazilian women deserves special 

mention, since it explained child death and contributing maternal behaviors in the 

larger context of the oppressive environments perpetuating them both. 

The invisibility of women's caring work in popular and scientific circles 

stems from a faulty, yet pervasive, notion of what constitutes legitimate work. In 

casual conversation a new acquaintance may ask, "Do you work?" or "Does your 

wife work?", meaning, of course, work for pay outside the home. Women's work 

in the household (whether for payor not) is often not considered work at all 

because it does not match the reigning ideology of work. "Women always work," 

Morokvasic (1983, p. 888) wrote in an effort to correct a myopic vision of 

women's work. "They are not in and out of economic activity, but at various 
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stages of their life cycle they are either paid for their work or not, and their work 

is either recognized as economic activity or not." 

Besides keeping one's household healthy, other kinds of unpaid household 

work usually performed by women have been exhumed by researchers and 

considered "work" for the first time. Recent studies on women's work include 

historical examination of laundry and laundry technology on women's lives 

(Zmroczek, 1990), the provision and division of childcare among parents in 

different employment situations (Cowan, 1987; Crosby, 1987), and the meanings of 

producing meals for household consumption (DeVault, 1987). Cottage industry 

has also been addressed as another part of domestic labor (Christensen, 1988; 

Collins and Gimenez, 1990). 

A Schism Between Household and Professional Nursing 

Care is at the very root of women's history, as it is around care that 

the main part of women's destiny is woven .... [Care] even shapes the 

destiny of those women, who, today, do not wish to be burdened 

with it (Colliere, 1986, p. 95). 

Caring, of one form or another, is work done by men and women. But for women 

more so than for men, care is often considered central to various life experiences. 

Women's moral development has been characterized as the emergence of an 

ethic of care (Gilligan, 1982); women's ways of knowing emphasize themes of 

------- -- .. -
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caring and responsibility (Belenky, Clinchy, Goldberger, and Tarule, 1986); and 

caring stands as a central theme in conceptual models of nursing (Leininger, 1981, 

1984, 1985a; Watson, 1988). 

Whether they choose it or not, and despite whether they admit to it or not, 

women are the carers of our society. Gilligan (1979, p. 17) highlighted the 

vulnerability of women who care for men when she defined woman's place in 

man's lifecycle as being 

that of nurturer, caretaker, and helpmate, the weaver of those networks of 

relationships on which she in tum relies. While women have thus taken 

care of men, however, men have ... tended either to assume or devalue that 

care. 

Yet the problem is not simply that men take advantage of women's care. In part, 

women lack a central sense of themselves as workers, having been trained from 

infancy onward to assemble the personality characteristics that make them suited 

to the unspecialized and nurturant work of caring. With such training behind 

them, many women are neither qualified for long-term workplace success or even 

disposed to think of themselves as any more than transient, supplemental workers 

(Cowan, 1987; Kolbenschlag, 1979). 

As women united in a shared ethic of care and committed to producing 

health in our households and communities--as instilled through our lifelong 

training and cultural expectations--we may reflect on our shared history as 
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"nurturers, caretakers, and helpmates," in the past (Gilligan, 1982, p. 17). 

Professional nursing, which was once more closely allied with domestic nursing 

care, is historically a woman's profession. Following the lead of Florence 

Nightingale (1912, p. 3), who believed "every woman is a nurse," Barbara Melosh 

studied the history of nursing and concluded that "women's dominance in nursing 

nearly equals our monopoly on motherhood: nursing has always been a woman's 

job" (1982, p. 3). 

Given an historical perspective of relations between domestic and 

professional nurses, recent moves by nurses to professionalize their occupation 

and lobby for just remuneration are nearly as divisive in terms of an overall 

feminist agenda as they are helpful (Melosh, 1982; Glazer, 1991). By cloaking 

nursing in a professional ideology, we differentiate it from the diffuse and 

universal category of women's domestic health work. As more discourse is 

produced on the professionalization of nursing, women move from a position of 

possible solidarity based on the cultivation of a shared caring capacity to a more 

polarized position based on educational and class differences between women's 

caring abilities (Bunting and Campbell, 1990). 

The irony of dissension between women in their various capacities as 

nurses resides in the plain fact that the domain of nursing is ill-defined, perhaps 

even undefinable. What counts as professional nursing is embodied in a maturing 
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list of nursing diagnoses, but beyond those approved lists of problems, nurses are 

still not sure what nursing is. The murkiness of nursing 

may be attributed to the fact that most of what nurses do is not 

significantly different from what ordinary people do in their everyday lives. 

What is different is not the acts themselves, but when, how and why they 

are carried out. In nursing, the same acts take on special meanings in their 

enactment (Kim, 1983, p. 120). 

Uniting and clarifying the caring acts of nursing--both lay and professional--is one 

of our most important challenges as women, as nurses, and as the ubiquitous 

caregivers of humanity. 

Purpose and Research Questions 

The research questions posed below combine to meet an overall purpose; 

namely, to identify the components of women's domestic health work in poor 

Mexican American and Anglo households and compare women's experiences as 

domestic health workers. Comparisons between the two groups will take place 

along the lines of perceived maternal responsibility for health, health practices, 

cultural differences, and historical changes. Pilot research conducted with 11 

women who participated in a total of 13 interviews during 1989-90 clarified the 

research questions that would best meet the research purpose. 

--- ---- ---



1. How do poor Mexican American and Anglo women experience and manage 

their domestic health work responsibilities, and in what ways--if any--do these 

groups differ in terms of responsibility for household health? 
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2. What practices constitute domestic health work from the viewpoint of women 

who perform that work? Conversely, of all the health work they perform, what 

part do they not consider health work? 

3. To what extent are women reproducing the knowledge and behavior of their 

mothers and grandmothers in their domestic health work? Are there differences 

between the two groups in their adherence to traditional health and healing ideas 

and practices? 

Importance of Class in a Study of Women I s Domestic Health Work 

Health researchers have been admonished to consider race and class 

together as joint contributors to differences in health status between subgroups of 

the United States population. The "great scientific challenge" identified by 

Navarro (1989, p. 314) is to "show the commonality of conditions within the same 

class and how a gradient exists in which minorities are always worse off." Too 

often, Navarro (1989) claims, health researchers simplify their research design and 

analysis by stratifying a sample by age, gender, and especially by race, ignoring the 

way class cross-cuts each of those divisions. Income may be only one indicator of 

class, but the underclass characteristically lives in poverty. Mason defines poverty 
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as II a power issue .. .it is the relative lack of an individual's access to and control 

over environmental resources" (as quoted in Moccia and Mason, 1986, p. 22). In 

theory, poverty is not just a lack of money, since money is only one indicator of 

power, but in practical discussions poverty is considered synonymous with low 

income. For at least three reasons, poverty has been included as an important 

part of this study of women's domestic health work. 

First of all, poverty affects a sizeable group of people in the United States. 

The percentage of U.S. residents living in a state of poverty was officially 

estimated at 13.0 percent, or 31.7 million people in 1989 (U.S. Bureau of the 

Census, 1990a). A more detailed analysis of poverty using 1986 figures (which 

were not significantly different from those of later years) took into account 

various deductions for taxes and additions for governmental and other types of 

benefits, and found estimates of poverty varied between 20.8 percent and 10.3 

percent for the overall population. Translated into graphic language, 

governmental statistics mean that the richest 20 percent of the population in the 

U.S. enjoys 46-50 percent of the national household income while the poorest 20 

percent of households garner 1-5 percent of the national household income 

(Bureau of the Census, 1988). 

Second, certain groups encounter an increased risk of living in poverty, 

namely women, children, and ethnic minorities. Women fall into poverty for a 

number of complex reasons. Single parenthood is particularly risky. Fifty-one 
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percent of all households in poverty were headed by a woman with children from 

an absent father in 1986, compared to only 12 percent of nonpoor families 

(Littman, 1989a). The poverty rate for black women with children from an absent 

father was 53.3 percent, for Hispanic women 50.5 percent, and for white women 

25.7 percent (Lester, 1990). Only about half of all women awarded child support 

receive the full amount they are due, and a quarter of all women due child 

support receive nothing at all (Lester, 1990). Another risk factor is employment 

in low-waged, sex-typed occupations. Women earn, on average, about two-thirds 

of the income of men, so even when they do work for pay, their earned income is 

lower (U.S. Bureau of the Census, 1990a). Although these risks common to 

women predispose them to higher poverty rates, gender alone has lost ground as a 

determining characteristic of poverty status, giving way to more complex ideas 

about the interaction between gender, race, and age in creating poverty-prone 

situations (Sparr, 1986). 

Women in poverty often live with their children, who are then raised in 

poverty, as well. Since the 1960 t s, the number of children living in poverty has 

been increasing and the poverty of elders steadily decreasing (Preston, 1984). In 

Arizona in 1989, for example, 22 percent of children in Maricopa county lived in 

poverty, as compared to 5 percent of the elderly. Children t s poverty in Arizona 

increased by 9 percent during 1989 while the poverty of elders decreased by 4 

percent ("Ranks of the Poor," 1990). Nationally, a higher rate of poverty among 



black children exists now than has ever been recorded before (Bodenheimer, 

1989). In sum, for women, children, and women and children from an ethnic 

minority, poverty threatens their lives more penetratingly than other aggregates 

within the population. 
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Third, poverty affects the health of women and children. Living in poverty 

is not only miserable, but dangerous. Poverty is associated with lower health 

status from infancy to old-age: more infant deaths, more children's fire-related 

deaths, more motor vehicle accidents, and more homicides correlate with poverty 

(Wise and Meyers, 1988), as do more antepartal maternal deaths, higher accident 

rates, more tuberculosis, and undernutrition (Navarro, 1976). The poor with 

financial barriers to recommended care have poorer mental health than the poor 

without such barriers (Hubbell, Waitzkin and Rodrigues, 1990). Women do not 

seem to adjust to lifelong poverty and become less vulnerable to the health 

compromises associated with it; in one study, widows in poverty experience 

increased physical and psychological illnesses of different kinds when compared to 

wealthier widows (Kay, Tobias, Ide, Zapien, Monk, Bluestein, and Fernandez, 

1988). 

If household health is a woman's job, as already discussed, then the 

equation of poverty and health extends beyond the simple parallelism of higher 

poverty equals poorer health. More illness means more work for women--and for 

women in poverty, it becomes more work with less professional support. 

_______ 0 _0 __ 
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Adequate and affordable professional health care is unavailable to many of the 

poor, including at least 30 million uninsured Americans (Institute of Medicine, 

1988). Worse yet, uninsured and underinsured populations are growing, and will 

continue to grow based on current economic projections (Renner and Navarro, 

1989). Responsibility for household health and the work of carrying out health

related responsibilities are issues for women generally, but for the woman living in 

poverty, achieving and maintaining household health will likely take extra work--if, 

indeed, health can be attained through a woman's work alone. 

Importance of Mexican American and Anglo Comparisons 

Within the class of the poor, a comparative sample of Anglo and Mexican 

American households was selected to compare and contrast domestic health work 

for women from different ethnic and cultural backgrounds. Also, since the 

majority of poor households are headed by women, and most often by minority 

women, considering the unique (and likely more complicated) experience of poor 

Mexican American women in producing household health is imperative. Although 

all participants in this study shared the experience of womanhood and 

motherhood, the Mexican American women also shouldered the burden of being 

"twice a minority" in the complicated world of poverty. 

Research implies that Mexican American women face different health 

threats and employ different health practices. Mexican Americans have higher 

.. _-- -.------
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rates of death from diabetes mellitus and infectious and parasitic diseases than do 

Blacks and Anglos (Gottlieb and Green, 1987; Villarreal, 1986). Differences in 

health practices between Mexican Americans and Anglos include: lower alcohol 

and cigarette consumption among Mexican Americans--and especially Mexican 

American women (Gottlieb and Green, 1987; Roberts and Lee, 1980); lower rates 

of exercise (Roberts and Lee, 1980); more obesity, particularly among children 

(Gottleib and Green, 1987; Mendoza and Castillo, 1986); and fewer health 

practices generally, although not by a large margin (Roberts and Lee, 1980). 

A final consideration in comparing Mexican American and Anglo women I s 

domestic health work is the rapidly growing Mexican American population in the 

United States. Certain areas of the nation (the southwest, for example) contain 

large numbers of Mexican Americans, some from families who have resided in the 

United States for generations, others newly arrived from Mexico. Standardized 

careplans in nursing seem to consider the client a bland, acultural construction. 

Perhaps personalizing and individualizing care for poor women of many ethnic 

backgrounds would be accomplished more quickly if we knew what areas to assess 

for differences and similarities between the insipid, aseptic "client" portrayed in 

standardized careplans and the particular woman receiving our care. All of these 

observations remind us that everyone is acculturating to American life from their 

different backgrounds; perhaps nursing care of poor and minority women, which is 

- -- --- --------



usually rendered identically to nursing care of middle-class Anglos, should be 

more sensitive to differences in domestic health work experiences. 

Significance 
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Household health work is a mirror image of professional nursing activities. 

In contrast to professional nurses, non-professional "nurses" who provide in-home 

nursing services (both preventative and curative) on behalf of household members 

do so voluntarily, are unpaid, work variable hours, are unsupervised, and often 

love those they care for. But emphasizing these differences minimizes the 

overwhelming similarities between the work these different kinds of "nurses" 

perform. We battle a perverse tendency to classify nursing care into the arbitrary 

and discrete boxes of lay or professional care when, in fact, the assessments 

preceding the care, the actual interventions, and the evaluation of the caring 

behaviors are all-too similar. 

A study of women's domestic health work is significant to women as 

nurses and in their other capacities as wives, mothers, grandmothers, sisters, 

daughters, and friends. A study of domestic health work acknowledges women's 

individual and collective efforts to improve the health of their households. 

Writing for the World Health Organization, Pizurki, Mejia, Butter, and Ewart 

(1987, p. 11) state: 
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Unfortunately there is a universal dearth of information about the informal 

health care provided within the family, the preparation of women to 

provide such care effectively, how burdensome they find this aspect of their 

family responsibilities, and how much help they receive from their spouses. 

Further research redressing the "universal dearth of information about the 

informal care provided" by women in households will ultimately benefit women as 

both clients and nurses. 

Important as DHW is to women, it is the poor woman whose life is the 

most misunderstood and underappreciated of all her sisters. Investigating DHW 

among the poor provides a window into the unique class ideology and worldview 

held by poor women. Grasping the viewpoint of poor women regarding health 

has been neglected by some forms of traditional nursing and medical research, 

sometimes called "biomedical" research because of the emphasis on biologic 

causes of disease. Biomedical research which neglects the political, social, 

cultural, and economic origins of illness contributes to the characterization of 

biomedicine as a tool wielded by the powerful to ameliorate social dissent (Baer, 

1989). To the lower classes, biomedicine is perceived as a vehicle of social 

control increasing their alienation from society (Zola, 1972) or increasing their 

dependence on sources of aid outside their traditional networks (Finerman, 

1989a). 
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Nursing can step into the gulf between the poor and the powerful 

biomedical world. "By interpreting illness as a social as well as a biological fact, 

and symptoms as a cryptic language of distress, we can see that illness meanings 

are unstable, negotiated, and contested," but insofar as we as nurses "fail to 

recognize the secret indignation of the sick [we] act as custodians and harbingers 

of sick-making social institutions and arrangements" (Scheper-Hughes and Lock, 

1986, p. 140). With the words of these critical medical anthropologists ringing in 

our ears, we are reminded of our responsibility as nurses to align ourselves with 

our clients and assist them in the business of taking care of their families. One 

part of public health nursing is caring for at-risk groups, but we must not lose 

sight of the more effective role we can play in calling for a redistribution of 

political and economic resources that would make better services possible for 

poor women and the households they care for (Navarro, 1976). 

Several types of public programs now in effect attempt to support or 

augment women I s domestic health work. In general, however, policies are known 

for a tendency to work through women to solve public problems, rather than 

being crafted for women (Ward, 1987). Public policy synthesizes into action 

public sentiment and expert wisdom, forging health and welfare policies from the 

popular assumption that women are responsible for household health and that 

household health work is not really work at all. The outcomes of policies based 

_ ... _-- ._--
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on these assumptions have been identified as "pauperizing motherhood" (Folbre, 

1987) and "feminizing poverty" (Pearce, 1978). 

Since public policy makers are influenced by their own biases and the 

biases of their constituents against women, minorities, and the poor, policy itself 

often reflects these same biases. "Patriarchy has gone public," said Folbre (1987, 

p.506), "in the sense that employers and the state have proved as reluctant as 

[some] individual fathers, if not more reluctant, to help out with the kids." 

Taking a feminist psychoanalytic tack in critiquing welfare policy, Philipson (1982, 

p. 74) extends Chodorow' s (1974) arguments by postulating that "the ideology 

and social policy that attempts to keep mothers at home through 'expert' advice 

or assertion, the lack of child care, and restrictive employment practices, 

undermines" the very nuclear family it tries to sustain through creating isolated, 

unstimulating, and dysfunctional families. 

Ironically, policies purportedly glorifying motherhood have been 

demonstrated to consistently cheapen it (Folbre, 1987). Systematic inequality 

among children, women, and men is fostered by policies dealing with child 

support, social security, Medicaid, daycare and maternity benefits, and Aid to 

Families with Dependent Children (AFDC). In this era of effective 

contraception, parenthood is regarded as a personal indulgence which parents 

themselves should finance through their own earnings (Folbre, 1987). As a result, 

our nation is deficient in welfare and social service policies which would recognize 

.. _- ._--.----
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the work of childrearing and redistribute resources accordingly (e.g. universal, 

safe, and subsidized daycare, parental leave for childbirth, wages for housework, 

flex-time work, adequate welfare payments, and available abortion for low-income 

women). Muller (1988) analyzed Medicaid as a particularly indecent example of 

health policy systematically discriminating against poor women and their children. 

Providing domestic health care is crucial to the survival of the state when 

viewed from the position of neo-Marxist-feminism, even though such labor is 

"cheapened" in matters of policy. "Domestic labor within the family serves the 

production, maintenance, and reproduction of labor power; this essential labor is 

unpaid yet socially necessary and the arrangement serves the stabilization of 

capitalism" (Fee, 1983, p. 28). Reproducing labor power is essential to the 

maintenance of capitalism, but is fraught with practical difficulties. As women are 

drawn to the paid workforce for complex economic reasons, they find a 

paradoxical atrophy of essential governmental social services. At a time when 

social agencies might support women bearing added responsibilities, the opposite 

is happening: social systems cut comers at the expense of women by viewing 

women's household health work as a "free" entitlement available to everyone. 

When women privately bear the brunt of the responsibility of reproducing the 

labor force, it minimizes the amount of "expensive" hospital-based health care 

required (Graham, 1984b). Why women allow this exploitation arises from more 

complicated factors than can here be examined. 

- - -- --- --- ----
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These profound social policy woes, though removed from the immediate 

research task at hand, relate to the significance of the research proposed here. 

Merely using the research findings of this study to specify ways nurses and women 

clients should improve themselves is inadequate. Producing healthy individuals 

from healthy homes requires effort on the part of individuals for themselves, 

effort from caretakers on behalf of those within their charge, and support from 

every system in their surrounding environment, including governmental and non

governmental agencies. One analyst speculates that the cost of neglecting our 

children as a society and as parents may well be the destruction of the fabric of 

our society, already evidenced in the widespread violence mounting in our cities 

(Hewlett, 1991). Public policy is the ultimate target of change essential to the 

healthy preservation of our children, their caregivers, and our society. 

Nursing research must seize the opportunity to respond in collaboration 

with and advocacy for poor women, voicing their unique concerns, needs, and 

indignations, rather than reinforcing the divisive control of biomedicine. 

Throughout our history, nurses have tasted the same bitterness, felt the same 

indignation, as women everywhere: self-depreciation, public underappreciation of 

women's work, and the unmerciful denigration of women .for each other (Kjervik, 

1986). Nurses are in a position of potential solidarity with the poor, which might 

reach a critical mass capable of revolutionizing health care and social policy. 
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The redistribution of resources in society may begin in small ways, perhaps 

through our efforts to dissipate the stigma surrounding poor people as we render 

their lives recognizable, understandable, and part of the human experience 

(Peznecker, 1984). Perhaps now is the time to replace the silence surrounding 

women as household health workers with a cacophony of their voices, a catalogue 

of their responsibilities, a recitation of their burdens, a song of their exultations. 

Chapter Summary 

Domestic health work provided by poor women within their own 

households has been an important and under-recognized contribution to the 

health of individuals, households, and society. The purpose of this study is to 

identify the components of women's domestic health work in Mexican American 

and Anglo households and compare women's experiences as domestic health 

workers. Nurses can be more effective in working with poor women to ensure 

household health if the schism dividing the primary health care workers in the 

home and the hospital can be bridged by understanding. Furthermore, the 

cultural patterning of DHW in households makes examination of both Mexican 

American and Anglo households helpful for comparative purposes. Eventually, 

understanding should give way to improved nursing practice in community-based 

and acute care settings where nurses, poor women, and members of women's 

households are in daily contact. 
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On a grander scale, this research suggests modifications of the social and 

structural impediments to autonomy and responsibility faced by women. Instead 

of reconciling women to their responsibilities and helping them cope, popular 

cultural perceptions about women and their domestic labor must be reformulated. 

More equitable and humane social policy may emerge from endeavors which 

redresses injustices and foster an environment of nurturance for all members of 

society. 

- -- -- --- ----
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Chapter 2 

CONCEPTUAL ORIENTATION AND BACKGROUND 

Domestic health work provided by poor women in households is a fledgling 

area of study. Since this study is exploratory in design, concepts pertinent to a 

study of women I s domestic health work are reviewed in this chapter. Taken 

together, the established concepts discussed in reference to the research questions 

support the construct of women I s domestic health work. 

The organization of women I s domestic health work can be plotted at a 

very general level from what we already know about women as mothers in 

household units. Figure 1 outlines the taxonomic structure of women I s domestic 

health work hierarchically. Each successive level of detail outlines more specific 

elements of women I s health work. In answering the research questions posed in 

this dissertation, futher refinement of the taxonomy will fill in the final level of 

specificity with women I s actual experiences. Enlarging the taxonomy will 

accomplish the purpose of this study, which is to identify the components of 

women I s domestic health work. 

Although the two main branches of the taxonomy of women I s domestic 

health work appear to diverge as domestic health work and extra-domestic health

related work, the reader should bear in mind that the duality of women I s health 

work is categorical in analysis, not experience. Perhaps picturing an imaginary 
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loop connecting the two branches of women's health work would reinforce the 

interrelationships between the household and larger social networks and social

structural institutions. 
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This chapter will be organized around the three research questions. The 

research questions do not reproduce the taxonomy of the structure of women's 

domestic health work, but the research questions and taxonomy correspond. The 

first research question, addressing the responsibility for domestic health work, 

parallels the domestic health work branch of the taxonomy, with emphasis on the 

responsibilities of motherhood. The second research question, focused on 

domestic health work practices, corresponds with domestic health and illness work 

in the taxonomy. The third research question, which deals with the reproduction 

of knowledge, discusses the knowledge underlying domestic health practices and 

responsibilities in the upper half of the taxonomy. Knowledge is also conveyed 

from extra-household sources, outlined in the lower half of the taxonomy. Each 

of the research questions follows, with a review of the pertinent concepts 

described as they are understood in prior nursing and social science literature. 

------ ---------- -------- -- --
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Research Question 1 

How do poor Mexican American and Anglo women experience and manage 

their domestic health work responsibilities, and in what ways--if any--do 

these groups differ in terms of responsibility for household health? 

Women's domestic health work (DHW) experiences are eclectic, 

composed of many different acts: wiping a nose, worrying over a fever, discussing 

an emotional adjustment problem, or fixing a nutritious meal may be woven 

together into the complex fabric of household-related labor. Because of the 

enmeshment of health with other aspects of domestic life, part of the problem of 

studying the responsibility of DHW is highlighting it and making it visible against 

the backdrop of day-to-day household living. Literature related to the first 

research question will be presented in three sections: the daily responsibilities of 

motherhood, responsibility for health and illness, and responsibility differing by 

culture. 

Daily Responsibilities of Motherhood 

Adulthood for women, and particularly motherhood, brings with it certain 

culturally prescribed and seldom enumerated responsibilities. Evidence suggests 

women organize and perform their household responsibilities in coordination with 

many other activities. One woman who worked as a medical center housekeeper 



in Sack's (1989, p. 89) study spelled out her far-reaching but integrated 

responsibilities. 

46 

I have six kids and I' m thirty-six years old. I' m a mom. I' m a 

housekeeper .. .I'm everything. I just do the things that's natural for my 

children. And working is one of them ... Working is a part of my job. 

Another instance suggesting women with children integrate their domestic 

responsibilities appeared in my pilot study of employed and uninsured women. 

The mother of two whom I interviewed looked befuddled when I asked her what 

her responsibilities were in her household: 

I babysit. I cook. I do all of it. I do everything because I stay home and 

my husband works. So I figure, I take this as my job. So I take it, I take it 

kinda seriously. I make sure the kids look like they're, they're washed, 

their hair is clean, the house is clean, there's always a meal on the table. 

And I do babysitting to help give us spending money through the week. 

Both Sacks and I analyzed these women's responses to their work in similar ways. 

To quote Sacks (1989, p. 89): 

The women did not describe any of their jobs as lists of particular tasks .... 

Instead they stressed the unity of planning a day, a week, a life. That was 

work: some of it was 'public work' --that is, it paid a wage; some of it was 

unwaged. It included a large number of manual tasks, but its real heart 



and soul was being able to take responsibility and initiative for knowing 

what needed to be done, and knowing how to do it. 
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Domestic health work, as part of a woman t S integrated day, has been 

studied to some degree. Kroeger (1983) reviewed 11 quantitative studies of self

care in the industrialized world, examining how often symptom treatment occurred 

in domestic, as opposed to professional, domains. Overall, the studies suggested 

in-home care might account for as little as 34 percent of all treatments (in the 

case of severe symptoms), and as much as 93 percent of all treatments (when self

care and lay care are combined). One study (Koos, 1954) found no treatment 

(including no self-care treatment) instituted for over 60 percent of all symptoms in 

a U.S. sample. The professional health care system, given the ttinvisible tt care 

provided in homes, obviously sees only the tt tip of the illness iceberg, tt 

(Verbrugge and Ascione, 1987). 

As mothers, whether working outside the home or not, women take 

responsibility for child health and the health of their spouses. Women decide 

when to make a doctor t S appointment for their children about 95 percent of the 

time, and also assume the greater share of parental responsibility for recording 

immunizations, transporting children to health care services, waiting for needed 

services, and missing work when children are too ill to attend school or daycare 

(Antonucci and Davies, 1980; Carpenter, 1980). As wives, women again shoulder 

responsibility for household health. A study of married people with back pain 
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found wives to be more involved in their spouses' daily care than husbands. 

Women took responsibility for their husbands' symptoms, including the work of 

remembering, keeping account, noticing contexts and connections between 

activities and pain, and drawing conclusions about treatment effectiveness 

(Gannik, 1990). 

This overview of the responsibilities of motherhood will be expanded upon 

in the following section, which details more explicitly ideological views of 

women's responsibility for health and illness. 

Responsibility for Health and Illness 

Any examination of women's household health and illness responsibilities 

is an historically and culturally bound operation. One force behind the allocation 

of responsibility at the workplace or in the home is the availability of technology. 

The Household Production of Health (HHPH) viewpoint, to be discussed later, 

acknowledges technology an important ingredient in the household's ability to 

produce health. By way of introduction, an overview of technology and gender 

will be presented at this point, since responsibility is shaped by available 

technology. Next, the individual will be considered a possible locus of 

responsibility for health, followed by the household as another possible repository 

of health responsibility. 
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Technolo~ Gender. and Health Work Responsibility 

When technology is introduced into any system it reshapes the gender 

relations within and between classes in the marketplace and the household 

(Borque and Warren, 1987). Technology in the workplace has traditionally been 

handed to men, thereby crowding women into a narrow range of "female" tasks 

(Bandarage, 1984). More specifically, health technology has crowded women into 

a narrow range of de-skilled occupations. Nurses (usually women) are considered 

"carers" without technology and men (usually doctors) are "curers" with 

technology (Leininger, 1986; Colliere, 1986). Even when women's work does 

involve technology, it can still be subordinated. One way to neutralize the power 

attached to women's work is to de-skill the work. De-skilling, or breaking up one 

activity into multiple simple activities, serves to "maximize management control 

over labor, and to replace highly paid workers with less skilled and thus less costly 

ones" (Fee, 1983, p. 31). 

Technology and gender relations also shape the household production of 

health. A man working in the formal labor force contributes less to household 

health maintenance, regardless of a woman's employment status. The 

reproductive work of bearing and rearing children and keeping them healthy 

typically falls to women. Research shows employed mothers filed more non

sickness work loss days than their peers who were fathers, presumably because 



women I S domestic health care responsibilities competed with employment 

responsibilities (Carpenter, 1980). 
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Not only are household tasks segregated for men and women, but the 

amount of time required to complete these tasks varies significantly by gender. 

Mothers' total work hours (including household work) represented more than 

'half of the collective work hours of mothers and fathers (Meissner, 1985). In 

families where both parents were full-time workers, mothers averaged 58 percent 

more household-related work time than fathers in addition to their extra

household work, and in families where mothers did not work outside the home, 

their household-related work time exceeded fathers' time by 68 percent (Barnett 

and Baruch, 1987). In families where both parents were employed full-time and 

also maintained a household with infants and preschool children, fathers averaged 

50 hours per week of combined employment and household work, whereas 

mothers' total work time approached 90 hours per week (Scarr, Phillips, and 

McCartney, 1989). 

The disparity between the total work time of men and women reflects, in 

part, the perpetuation of work allocation patterns from an earlier era. Women's 

principle responsibility for two aspects of household labor, care of infants and 

small children, and care of the sick, have not changed at all from preindustrial 

times and constitute the most time-consuming of all household responsibilities 

(Cowan, 1987). Women continue to devote substantial amounts of time to these 



two areas of household labor because modem technology has neither created a 

substitute for women I s labor nor made it unnecessary. As Cowan aptly 

summarized, 
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Thus, despite all the technological changes that have occurred inside our 

houses, the fundamental allocation of work within twentieth-century 

households remains similar to what it was in the nineteenth. Housework 

has become only incompletely industrialized .... The housewife is the last 

Jack-of-all-Trades in a world from which Jacks-of-all-Trades have more or 

less disappeared (1987, p. 172). 

The allocation of housework has not changed in the last century, but our houses 

are larger, our standards of cleanliness higher, and even our numbers of clothing 

changes per day have escalated. Technology has done little to solve the problems 

of the ordinary housewife. 

The influence of technology on the household management of health has 

been an issue of men doing less to care for household health--they are excused 

from such time-consuming mundanities to grapple with the weightier matters of 

the workplace. In contrast, it is the hospital where technology has enabled men to 

do more to minimize disease symptoms and enjoy more control of the entire 

spectrum of health workers than those who have less control over technology. 

The issue of responsibility is suggested here, since men have seemingly excused 

themselves from any significant responsibility for household health while claiming 



the more visibly responsible jobs of managing public health matters, from 

governmentally-funded health research and planning organizations to local 

hospitals and clinics. 

Responsibility for Household Health 
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Who is responsible for health? Is the individual responsible for his or her 

own health and wellbeing? Is the family or household to blame for illness? 

Perhaps the community or the state share responsibility for the health of 

individuals? Responsibility can be seen in two ways, either as blame for the cause 

of a problem, or responsibility for the solution to a problem (Brickman, 

Rabinowitz, Karuza, Coates, Cohn, Kidder, 1982). Tensions are generated when 

conflicting evaluations of responsibility (of both types) between individuals, their 

health care providers, and the emissaries of official agencies suggest discrepant 

models of individual coping and bystander helping roles. 

Although the household is the primary unit of interest in this study, the 

household harbors individuals within it and is itself embedded in a larger social 

structure. Issues of responsibility at all levels (individual, household, and state) 

pertain to a discussion of household health. The responsibility for problems and 

responsibility for solutions will be addressed at each level. 

The individual. In England, evidence points to the propensity for lower

class women to minimize individual agency and responsibility (Pill and Stott, 

-- -- -----~---- ----- - - --- ---------------------
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1982). In explaining contagious illnesses to their children, for instance, English 

women explained why certain children fell ill by the metaphor of turn-taking and 

by a fatalistic version of the germ theory. Blame could only be attributed to the 

individual, it seemed, if 1) one did not go to the doctor in a timely way, or 2) if 

one put oneself in a situation of risk through carelessness or stupidity. 

In contrast to individual absolution from health responsibility, many 

Americans believe they can and should take action to maximize their personal 

health. At least one healthful change in lifestyle was attempted by 87 percent of 

adults in a year's time in one recent survey (reported in Barsky, 1988). The most 

popular changes were related to diet (60 percent), weight loss (46 percent), and 

exercise (45 percent). Reviews of individual adherence to regular programs of 

exercise suggest that approximately 50 percent of individuals who start a program 

have stopped exercising within one year, with the highest attrition rates in the first 

few months (Ice, 1985; Oldridge and Spenser, 1985; Fontana, Kearns, Rosenberg, 

Marcus, and Colonese, 1986). Similarly, long-term success rates in formal 

smoking cessation programs rarely exceed 30 percent (Midanik, Polen, Hunkeler, 

Tekawa, and Soghikian, 1985). Although many people attempt to live more 

healthy lives, most behavior changes are only moderately successful (Byham and 

Vickery, 1988; 0' Donnell, 1986a; 1986b). 

Critique of individual responsibility. Self-help and self-care claims to the 

contrary, individual autonomy is more limited than one would think. About 70 

_._-- _._----- _ .. _-
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percent of the working day (excluding sleep time) is routinized, and over 90 

percent characterized as without any real choice, which makes the notion of 

individual autonomy suspect (Pill and Stott, 1982). Therefore, holding individuals 

completely responsible for poor health is impractical and irrelevant, no matter 

how much they desire healthful change (Pill and Stott, 1982). 

Furthermore, beliefs about control over disease are complex and vary 

according to the disease under discussion. Health locus of control--meaning the 

degree of control an individual feels he or she has over health as compared to the 

influence of chance or influential others--was measured in a large sample of 

Americans and reflected at best only a modest correlation with actual health 

behavior. Even when social and economic variables were taken into account, 

health locus of control failed to predict actual health behavior (Calnan, 1989). 

This finding again points to the problematic assumption that belief of individual 

control should somehow spur individuals to take charge of their own health. 

Whether one believes he or she is in control of more important aspects of life-

like work, money, or family happenings--may prove more powerful in explaining 

variation in health behavior than the more narrow health locus of control 

(Calnan, 1989). If one is not in control at home or on the job, how much control 

could one possibly feel over health matters? And what difference would a feeling 

of control make, given external constraints? 

- ---- --- -------
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The household. Netting, Wilk and Arnould (1984) argue that the 

household is a significant unit of social analysis because nearly everyone grew up 

in a household and continues to reside in one. Therefore, pervasive recognition 

of the reality of the household minimizes the chance that the household would be 

confused with another categorically distinct social unit like a lineage, a commune, 

a prison, or an orphanage. Household membership is usually based on the 

relationships of marriage and descent, which are simultaneously a combination of 

residence, economic cooperation, reproduction, and early childhood socialization 

(Kunstadter, 1984). 

The concept of the household shows wide variation in definition, and often 

definitions of the family overlap with definitions of household. Both household 

and family are culturally defined concepts, with the distinction between household 

and family being that 

the former are task-oriented residence units and the latter are conceived of 

as kinship grouping that need not be localized. Nonrelatives who live 

together, as well as servants and lodgers who cooperate in some common 

activities, are household members, whereas nonresident kin are usually (but 

not always) affiliated principally with other households. (Netting, Wilk, and 

Arnould, 1984, p. xx). 

Based on the above discussion, "household" as a concept used in this study refers 

to a culturally defined, task-oriented residence unit. 
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Looking at households as culturally defined, task-oriented residence units 

helps us determine what a household is, and also reduces cultural tendencies to 

consider any residence unit a household. Wilk and Netting (1984) suggest 

morphology and activity as two related yet distinct aspects of the household. The 

morphology, meaning the structure and composition of the household, may differ 

from the group of individuals actually participating in household activities. 

Perhaps the best way to visualize the interrelatedness of the morphology and 

activity of the household is to picture an overlapping group of ven diagrams (Wilk 

and Netting, 1984). The overlapping spheres of activity could map which groups 

of individuals participate as a household involved in the processes of consumption, 

coresidence, reproduction, socialization, and household health care (Figure 2). 

The image of the ven diagram clarifies which activities lie within the bounds of 

the household and which activities link households with one another. 

Another image suggesting gender-based spheres of activity among 

households and communities is the blue and white checkered cloth commonly 

woven by many women in the colonial United States on their household looms 

(Ulrich, 1990). Such a cloth would have indigo squares, bleached linen squares, 

and where white crossed blue or blue crossed white threads, a lighter, mixed

toned square (Figure 2). "Think of the white threads as women I s activities, the 

blue as men I s, then imagine the resulting social web. Clearly, some activities ... 

brought men and women together. Others defined their separateness" (Ulrich, 
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1990, pp. 75-76). Using the two 

images--the ven diagram for 

overlapping household 

activities, and the men I s, 

women I s, and mixed gendered 

squares of the checked cloth--a 

Activity-defined 
households. The integration of 

genders in household 
activity. 

more complex picture of intra-

and inter-household work is 

possible. 

Figure 2. Representations of the Household Emphasizing 
Activity and Gender. 

History of the household as a locus of health responsibility. Like many 

kinds of survival activities, health and healing in the household approximated an 

egalitarian endeavor prior to the industrial revolution. As an interesting example 

of the household/workplace distinction emergent during the transition to 

industrialization, the word "housework" was not even included in dictionaries 

until the middle of the nineteenth century (Cowan, 1987). Perhaps as a response 

to the incredible social changes of the industrial age and the constriction of 

women I s sphere to the household, women took upon themselves new health 

responsibilities in their households and communities. 

The health reform movement of the mid-nineteenth century offered new 

roles and new power to women, who likely believed changing a hostile and 

unpredictable environment was hopelessly difficult. But gaining control of 

-----_._-- .. _.-
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themselves and their households offered one way women could join with other 

women at lectures and public meetings to rejuvenate society (Morantz, 1977). 

Women became the new watchdogs of society at large, and the glorified nurturers 

and protectors of their families. The ardor of the health reform movement, which 

located responsibility in the household with women, is evident in this passage: 

"There are no duties on earth nearly so angelic as those which devolve upon 

woman," proclaimed one self-help book, "and [i]f all wives loved and delighted in 

their homes .. .few husbands would go down to a premature grave through the 

avenues of intemperance and lust" (from The Young Mother, by William A 

Alcott (1839), quoted in Morantz, 1977, p. 85). 

The flip side of acknowledging woman's influence in household health was 

pointing the finger of blame at her for illness. Morantz (1977, p. 86) quoted a 

mid-19th century woman writer, Paulina Wright Davis, who contended 

women are answerable, in a very large degree, for the imbecilities of 

disease, mental and bodily, and for the premature deaths prevailing 

throughout society .... and no remedy will be radical till reformation of life 

and practice obtains among our sex. 

As suggested by these excerpts, women were considered responsible even for the 

behavior of other adults in the household. According to this line of reasoning, 

women should be able to manipulate the health and behavior of everyone in their 

household through their own righteousness and self-sacrifice. 
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Modem-day women seem to consider matters of household health their 

responsibility, just as their foremothers in the health reform era did, and the state 

agrees. Perceived responsibility is acted out by women as they perform the 

majority of household health-related duties. In a study of women as caretakers of 

children with chronic illnesses, two nurses listened to women I s stories of their 

responsibility (Anderson and EIfert, 1989). After giving birth to a child with 

health problems, these women felt their abilities as competent mothers were 

already in question. Partially in an effort to exorcise their guilt and self-blame, 

and partially in response to health care system and societal expectations, these 

mothers of chronically ill children assumed caregiving burdens not shared by other 

family members. Even when fathers or other family members were willing to 

participate, the women in this study had coordinated so many aspects of the 

caretaking system that everyone else was excluded from assisting because they did 

not know the daily routines, typical responses of the children, and formalities of 

the health care system as well as the mothers. This entire system reinforced 

women's feelings of competence while locking them into caregiving. Perhaps 

some of these same feelings and motivations are at work in households without 

chronically ill children. 

Household and agency. The notion of women I s responsibility for 

household health has been criticized by feminist-oriented adversaries of the new 

household economics school of thought for placing too much emphasis on 
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household solidarity responsive to women I s influence. Households are seldom 

unified entities, but more often groups of individuals with different agendas and 

competing needs, locked in an uneasy alliance. The myth of cooperative living in 

a family is most untrue in the poorest of homes, where gender and generational 

inequities are most startling and individual survival strategies seem to take 

precedence over group-oriented efforts. 

"In a household with a crisis for survival, with insufficient resources, at the 

lowest levels of poverty, ... man, woman, and child are all endeavoring to keep 

themselves alive ... lives by necessity get acutely segregated in both space and in 

tasks and to that extent perceptions are limited to personal experience" so 

"ignorance gets petrified" (Jain and Banerjee, 1985, p. xii). With little overlap in 

tasks or time, and a scarcity of resources, households in poverty may be more 

contentious or divided than the idyllic unified household. Criticisms like this are 

a potent defense against neo-classical household economics, which posits that 

households are like corporate units. In the view of neoclassical household 

economics, a division of labor ensures all jobs will get done for the good of the 

whole, and a benevolent father-figure will arbitrate whatever conflicts of interest 

may exist. 

Within both neo-classical and Marxist analyses, the self-interest and conflict 

dividing the home, as well as productive enterprises residing in the household, are 

avoided. The idea of a unified household appeals to researchers since it is simple 
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and convenient. It is even psychologically appealing to think of a unified 

household, protected from the conflicts that rend virtually every other social 

institution. "This bias [of household unification], however comforting, is also 

incorrect," state Bruce and Dwyer (1988, p. 3), since literature on adult men and 

women's social and economic experience show how "utterly profound the 

distinction between the male and female spheres is, and therefore how unlikely it 

is that men's and women's needs and interests will fully accord within the 

intimacy of family and marriage" (p.3). 

Because households in poverty face a multitude of challenges, a drastic 

error is made by health researchers and policy makers who assume programs 

targeted to women in households will solve household health problems. 

It is believed that these women, with more knowledge (but little more time 

or money) can heal, reconstitute, and fortify their children, although the 

underlying cause of much of the illness--inadequate nutrition owing to low 

incomes--cannot be dealt with at the level of health interventions (Bruce 

and Dwyer, 1988, p. 18). 

Allocation of resources within the household may be a gamble or an investment in 

the most-likely-to survive household members, for which neither Marxist nor neo

classical models can account. Scheper-Hughes (1985) found household resources 

in Brazil allocated by mothers to those children who had the greatest potential to 

survive childhood. In England, poor women were interviewed about the 

- -- --- -- --- ----
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experience of being a mother. The investigator found women viewed themselves 

as "coping" with the complexities of maintaining a household with inadequate 

resources (Graham, 1982). The theme of coping explains in part the compromises 

women make in determining which household member I s health needs should be 

met first, and sometimes which health needs should be met at all, since managing 

competing needs takes a toll somewhere. 

Constraints in time, as well as money, can make household management a 

balancing act of competing demands. Again, gender predicts who in a household 

will shoulder the responsibility of the "household." 

Most critically, becoming a parent has a significant effect of women I s time 

use and very little on men I s. For certain developing societies, there are 

data which indicate that the addition of children reduces the already small 

amount of time a man spends in child care while typically erasing leisure 

and reducing the sleep time of women to a biological minimum (Bruce and 

Dwyer, 1988, p. 7). 

Child care is only one of woman I s household obligations, since women also do the 

majority of the shopping, house cleaning, cooking, and laundry (Scarr, Phillips, 

and McCartney, 1989). Overall, women I s work worldwide accounts for two-thirds 

of all hours worked, yet women receive only ten percent of all pay, and own one 

percent of all land (Tiano, 1987, reporting a United Nations finding). Given the 

these examples of gender-based inequities in households, the fantasy of solidarity 



among household members and impartial rule by a male household head begins 

to evaporate. Coping is an understandably common response to conflicting 

demands. 

63 

Therapy management groups. Examining the household--already defined 

as a task-oriented residence unit--as the unit of health production leaves out 

people who make significant contributions to household health but do not reside 

in the household. Using the images of the ven diagram and the checkered cloth, 

the social groups oriented around both activity and gender interconnect with the 

household in a larger pattern. Household health production connects with a 

larger social web in many instances, sometimes through extended kinship 

networks, others times through friendship ties, and sometimes through impersonal 

social and welfare agencies or the generosity of unknown passers-by. As 

examples, the teenager who confides in a trusted aunt (who lives elsewhere) her 

fears of contracting a sexually transmitted disease is outside the bounds of the 

household, even though significant health-related activity is taking place. A child 

who scrapes his knee while outside playing and then goes to the nearby home of 

his best friend in search of a caring adult to bandage the wound is outside both 

the household and the kinship system. Multiple examples could show how the 

household is not alone and isolated in health production. 

To account for such health and illness generating networks beyond the 

household, the concepts of a therapy management group (TMG) and an action set 



have been proposed by researchers. These concepts account for the health

related activities of individuals who are not technically household members but 

who nevertheless are called upon to provide, or spontaneously offer, their 

expertise and advise in household health matters. 
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Janzen (1978) entitled illness-oriented kin and non-kin groups in Lower 

Zaire therapy management groups (TMG) because these groups assumed 

authority in illness diagnosis and treatment selection. The therapy management 

concept has since been defined to include any group of individuals consulted for 

lay diagnosis, treatment, or referral suggestions in illness (Janzen, 1987). The 

TMG may act in different ways: the group may diagnose and try to eliminate the 

social causes of the immediate problem, or mediate and manage the relations 

between the suffer and the chosen specialist, or even release the sufferer to solve 

his or her own problems without interference. One advantage to the TMG 

conceptualization is the careful attention to competing authority structures in 

therapy management. 

Along similar lines, Chrisman and Kleinman (1983) labelled as an II action 

set" the illness episode-specific group of individuals recruited from a larger social 

network for the purpose of decision-making and treatment selection. In some 

cases, the action set and household may overlap in their shared activities, but in 

others the two may be independent. The action set or TMG notion works well in 

situations where therapy is "typically a very social process, and involves any 
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number of relatives, friends, and non-physician health specialists" as was found by 

Price in Ecuador (1987, p. 908). 

Gender, as shown in prior discussion, is a key variable influencing who will 

become involved in caring for illness and preserving health in the household, but 

gender also guides behavior in TMG' s and in supportive interactions in the 

community. Some researchers claim women have a health advantage in their 

ability to connect with therapy management groups, while others claim women's 

ready access to therapy management groups may actually be detrimental. Women 

are considered more sensitive to social interactions, develop closer and more 

extensive social ties, and contribute more in supportive relationships (Hobfoll, 

1986). From childhood onward, girls' experiences reinforce care and nurturance 

from a same-sex object, their mother, which renders them more affectively 

connected and perceptive in relationships with others (Chodorow, 1974). In later 

life, women's intimacies with others may create burdens, since an extended social 

network consumes emotional energy and time potentially in conflict with other 

role obligations (Flaherty and Richman, 1989). 

Although the therapy management group offers resources for managing 

illness events from the mundane to the tragic, offered help may not prove to be in 

the best interest of the sufferer. One study of healthy, low-utilizers of health-care 

concluded that seeking social support for symptoms may be detrimental to women 

but helpful to men, since women (but not men) who talked about symptoms to 
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friends and co-workers were seldom in the healthy, low-utilizer group (Egan and 

Beaton, 1987). In this instance, talking to friends and co-workers may have 

stimulated referrals to health-care facilities which were out of proportion to the 

symptoms. Whether women and the children in their households gain advantages 

or disadvantages through their extensive involvement in therapy management 

groups is an unsettled issue. 

Responsibility Differing by Culture 

Mexican American and Anglo women experience poverty differently, with a 

greater burden of poverty falling to the Mexican American woman than her Anglo 

counterpart. The topic of risk for poverty among women and children, 

particularly from minority ethnic groups, was discussed in detail in Chapter 1. For 

minorities generally, a greater burden of morbidity and mortality is added to the 

burden of poverty. Surprisingly, Hispanics faced with the troubles of poverty and 

illness share a mortality pattern similar to that of Anglos, even though their 

education and income is closer to that of Blacks, whose mortality pattern is far 

different (Gottlieb and Green, 1987). Given the backdrop of poverty, illness, and 

ethnic stratification, the question raised in this section is what cultural differences 

might we expect in the domestic health work of Anglo and Mexican American 

women? Part of the answer lies in socialization for caregiving, which shapes 

women t s perceptions of their caregiving responsibilities. 
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Socialization for Caregivins 

Women in both Mexican American and Anglo cultures are considered 

responsible for nurturing their families through health and illness (Mirowsky and 

Ross, 1987). Both ethnic groups share an exposure to western ideals of 

womanliness, which are partially built on Christian imagery emphasizing an ethic 

of hard work and selfless service. In Christianity, the attributes of the "valiant 

woman" are described in Proverbs 31. Her hard work and righteousness earn this 

woman the respect and praises of her husband and children and recognition in the 

community. For Latin women, a Christian-derived and culturally embellished 

prescription for service and self-sacrifice has been touted as "marianismo," a 

fitting complement to male authority and "machismo." The historical potency of 

the marianismo ideology has been postulated as one factor drawing women across 

classes together in political struggles throughout Latin American. The image of 

exalted maternal self-sacrifice in the privacy of the home has been invoked by 

women activists of both the right and left to inculcate among women a feeling of 

motherly responsibility extending beyond the home to include political 

participation (Bourque, 1989). 

Both Mexican American and Anglo women may share the ideal of female 

responsibility for household health and accept the entailment that this 

responsibility exacts a degree of self-sacrifice. Mexican American women may 

differ from Anglo women, however, since a residue of marianismo may lead 
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Mexican American women to offer in sacrificial form more of their own selves for 

the wellbeing of their children or other household members. The cultural ideal of 

what II good women II do to keep their households healthy cannot be 

underestimated for either Mexican American or Anglo women. 

Referring to the common Good Fairy and Evil Witch imagery, Swigart 

(1991) explores the related myth of the Perfect Mother/Bad Mother dichotomy in 

terms of women's experiences of motherhood. Both mother figures are false, and 

simplify the overwhelming, ambivalent, and chaotic feelings most women 

encounter in motherhood. But the prevalence of good mother/bad mother 

thinking shapes women's perceptions of their responsibility and their evaluations 

of their own performance when compared to an idealized Good Mother template. 

How Mexican American and Anglo women appraise the important attributes of 

Good Mothers and how they measure their own performance relative to what a 

Good Mother should do may vary systematically or idiosyncratically. 

Summruy 

In summary, the topics covered in regards to the first research question 

included a review of the daily responsibilities of motherhood, followed by an 

examination of responsibility for health and illness. The responsibilities of women 

were then discussed in terms of the cultural differences between Anglo and 

Mexican American women which pertain to their domestic health responsibilities. 

- -- --- - -----



Research Question 2 

What practices constitute domestic health work from the viewpoint of 

women who perform that work? Conversely, of all the health work they 

perform, what part do they not consider health work? 
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As discussed in relation to Research Question 1, women's domestic health 

work is likely integrated with other household tasks also considered part of an 

adult woman's responsibility. Research Question 2 highlights the components of 

daily health maintenance work in a household. Because part of the domestic 

health work a woman performs may not be considered health work at all if it is 

categorized as something else in her cognitive map of her work, the second part 

of this research question asks about health work not considered work at all. 

Daily Health Maintenance 

In this section the health-related aspects of domestic health work will be 

considered. To maintain household health on a daily basis, women engage in 

health practices, engage in self-care, and participate in the household production 

of health. Each of these components of daily health maintenance will be 

considered below. lllness-related domestic health work will be discussed in a 

following section. 

~--- - --~----- ._._- -. --. --.-----------
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Health Practices 

Health practices have been studied to some extent, mostly among white, 

middle class populations. Varying between studies are notions of what counts as a 

health practice and how much health practices overlap with self-care and self

medication. The same behaviors can be called "health practices" or "self-care 

behaviors" with no apparent consistency between authors, and perhaps 

distinctions between the two are artificial. The studies by Woods (1985; Maunz 

and Woods, 1988) combined the ideas of "health practices" and "self-care" by 

constructing two categories of "self-care health practices." As suggested by Orem 

(1985), these categories were "universal" self-care health practices and those 

"related to health deviations." Universal self-care was considered "any action 

the woman took to promote or maintain her health which was not directly related 

to symptoms" and illness-related self-care was "related to symptoms" (Woods, 

1985, p. 229). 

Other researchers visualize and measure health practices differently. Duffy 

(1986) used the idea of primary, secondary, and tertiary intervention, as developed 

by Leavell and Clark (1965), when she chose to study the primary prevention 

behaviors practiced by members of female-headed one-parent households. 

Primary prevention behaviors were considered those "health practices to promote 

health or prevent illness identified by the woman for her family" (Duffy, 1986, p. 

116). Along another line of thinking, Freer (1980) contrasted "medical" and 
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"non-medical" self-care behaviors in his study of symptoms among white working 

class women aged 35-44 years. Medical self-care contained the activities of self

medication, self-referral, and lying down or resting, and non-medical self-care 

included social interactions and pastimes, housework, reading, gardening, and 

watching television. 

When Hautman and Harrison (1982) studied 100 middle-income Anglos in 

the U.S., they found an attention to self-care at both the curative and preventive 

level. Their informants relied on vitamins, exercise, and diet to stay healthy. 

Added to these routine kinds of self-medication were over-the-counter remedies 

in times of illness. Three-fourths of the participants talked about the influence of 

diet on health and the importance of avoiding sugar, salt, red meat, and "junk" 

food. Over half the participants mentioned exercise as a means of staying healthy, 

while others took an eclectic stance and described the balance of work, activity, 

rest, leisure, and eating well as the path to health. 

The most prevalent health practice reported among young adult, married 

women from a predominantly middle-class background was the ingestion of 

vitamins, followed by contraceptive use and use of prescription medications 

(Woods, 1985). Illness-related self-care behaviors were composed of over-the

counter medication use (accounting for 40 percent of all illness-related self-care 

actions), activity alterations (28 percent), use of prescription medications (16 

percent), use of a home remedy (5 percent), professional consultation (3 percent), 
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diet changes (2 percent), and spiritual methods (2 percent) (Maunz and Woods, 

1988). For non-specific symptoms, activity was usually altered, but for nervous, 

respiratory, digestive, or reproductive system symptoms the most common 

response was over-the-counter medication. A further analysis of these health 

practices found significant differences in the types of practices chosen by women 

who were considered either "feminist" or "traditional" based on their responses 

to a sex-role orientation index. The more "feminist" women engaged in illness

related self-care that brought them into contact with the health-care system less 

frequently than the more "traditional" women. 

Among low-income women heads of households, the most prevalent, 

regularly practiced primary prevention behaviors included health care system 

behaviors (regular medical and dental examinations, immunizations, use of 

prescribed medications, etc.), physical health protection (wearing seat belts, 

getting adequate sleep, keeping a clean, uncluttered house, etc.), nutrition (eating 

a well-balanced diet, taking vitamins, minimizing salt and sugar intake, etc.), 

emotional health practices (talking to friends, relaxation, etc.), and exercise 

(walking, swimming, etc.) (Duffy, 1986). Barriers encountered by these single 

women household heads in implementing primary prevention behaviors were 

listed as lack of time, "laziness," and lack of money (Duffy, 1986). By listing the 

barriers to health in terms of their own performance, "I lack time," II I lack 

money," and "I lack motivation, II these women did not identify the structural 

. -- ._._----
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barriers to primary prevention, as they could have by saying "My job is too time-

consuming," "My welfare payments are too skimpy," or "The health department 

is open during the wrong times and has lines too long for me to wait in." 

Although Duffy failed to explain these barriers in a satisfactory way, one 

explanation I propose is that the women in her study internalized victim-blaming 

as the root of neglectful health behaviors. By taking responsibility for social 

structural problems, their behavior could be considered a form of false 

consciousness in Marxist terminology. 

To expand on the patterns of health behaviors in adults with different 

health statuses, Laffrey (1990) interviewed two comparative groups of adults--one 

group had a diagnosed chronic illness, the other group had no known chronic or 

acute disease--about their health behaviors. She found an average of four health 

behaviors practiced per person, with nutrition-related behavior, exercise, and 

behaviors undertaken for psychological well-being leading in popUlarity. The 

chronically ill group engaged in fewer psychological health practices, but in all 

other health practices the two groups did not differ. Surprisingly, the self

perceived health status of both groups did not differ. The health behaviors 

practiced by men and women did not differ in either the ill or the well group, 

although the reasons for engaging in the behaviors varied by sex. When men 

exercised, they did so to promote health, and women I s exercise was more often 

justified as an illness prevention measure. The most common reasons cited 
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overall for practicing health behaviors by both the ill and well groups of adults in 

the study were 1), to prevent illness, 2) maintain health, and 3) promote health 

(Laffrey, 1990). 

Self-Care 

Similar to health practices is the concept of self-care, in that both are 

usually health- rather than disease-oriented. Self-care is more specific than health 

practices in that the actions performed are aimed at an individual's own health 

(hence the term "self"-care). Self-care has been defined in several ways, with 

differences in definitions varying along the lines of who instigates self-care, who is 

the target of self-care actions, and what the goals of self-care should be 

(Goeppinger, 1984). Most commonly, self-care is considered a lay-initiated 

process, targeted at individuals, with the goals of health promotion, disease 

prevention or detection, or disease treatment. Two schools of thought in the self

care field have been identified (DeFriese, Woomert, Guild, Steckler, and Konrad, 

1989). One, led by Levin (1976a; 1976b) and Barofsky (1978) considered self-care 

a protection from the more negative consequences of the medicalization of 

society, while the other branch, led by various other authors, only advocated self

care as a first-aid approach until professional care could be found (DeFriese, 

Woomert, Guild, Steckler, and Komad, 1989) . 

. _. ... --- - .----
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In nursing, too, different definitional emphases on the purpose and conduct 

of self-care are manifest. Defined by Orem (1985, p. 31), a contemporary nursing 

theorist, self-care is "the production of actions directed to self or to the 

environment in order to regulate one's functioning in the interests of one's life, 

integrated functioning, and well-being." This definition fits with the branch of 

self-care emphasizing the empowerment of people in resistance to biomedicine. 

In a critique of several definitions of self-care, Goeppinger (1982, p. 380) 

proposed her own definition, which comprehensively views self-care as "those 

activities, continuous and episodic, volitional and unintentional, which people can 

do for themselves, individually or collectively, in a variety of health and illness 

matters," which complement professional health care services. In contrast to 

Orem's (1985) definition, Goeppinger' s (1982) definition refers to the necessary 

complement of professional health care, more in line with the alternate view of 

self-care proposed by DeFriese et al. (1989). Goeppinger 's definition also strays 

from the strict emphasis on care for oneself by including the possibility of 

collective self-care. 

Orientations to self-care research. Definitions, though perhaps dry, can 

make a difference in what data are collected in studies of self-care and how study 

recommendations are framed. Woods (1989) categorized existing nursing and 

social science literature related to self-care based on the health orientation 

underlying the study. To determine the health orientation being used in self-care 

.. - ._--_._------



studies, she relied on Smith's (1981) four dimensions of health orientation. 

According to Smith, health can be considered clinically, in terms of role 

performance, relative to adaptation, or in regards to a eudaemonistic state, 

meaning a feeling of "exuberant wellbeing." 
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In categorizing self-care literature in terms of a health conception 

orientation, Woods (1989) found a clinical view of health was the most popular 

framework demonstrated in self-care research. Studies in the clinical health vein 

included exploration of symptom perception and monitoring, treatment evaluation, 

and self-medication and self-diagnosis. Symptom and sensation monitoring 

studies, which fit with a clinical self-care orientation, have found individual 

differences in attunement to sensations, a tendency to attribute general sensations 

to diagnosed illnesses, and minimization of symptoms among the elderly as the 

changes accompanying aging (Keller, Ward, and Baumann, 1989). 

A role performance orientation guided studies of universal and 

developmental self-care strategies. These studies frequently included 

rehabilitation techniques as a way of allowing chronically ill or temporarily unwell 

people to perform their usual role. An adaptation model of health emphasizes 

human coping and adaptation to stressful life situations, including illness. 

Research in this area includes self-management research and encompasses 

behavioral changes designed to minimize stress and adjust to illness. The newest 

research on self-care is congruent with the eudaemonistic model of health and 



77 

focuses on optimization of health and self-actualization. The argument has been 

made that a eudaemonistic model of health medicalizes an array of human 

experiences. Health, when viewed eudaemonistically, expands to "include any 

individually, socially, or cosmically ideal state of affairs" (Fox, 1977). 

Eudaemonistic notions of health among Americans illustrates a cultural 

preoccupation with health both practically and symbolically. 

The fact that four different veins of self-care research are underway begs 

the question, Why self-care? What is it about self-care that seems to appeal to 

health researchers? Perhaps reviewing the development of the self-care 

movement can begin to tie the self-care interest with the history of self-care 

practices and philosophies of independence in the United States. 

Development of the self-care movement. The American historical tradition 

of westward expansion was one circumstance necessitating individual and 

household management of dire illnesses (Cassedy, 1977). Isolated from medical 

care, domestic health care was the only option available to travellers migrating to 

the westward wildernesses. Risse (1977) adds three more components to the list 

of circumstances predisposing one to engage in self-care besides isolation and 

inaccessibility: 1) real or imagined possession of knowledge not held by physicians, 

2) feelings of self-reliance, and 3) distrust of professional care. 

As medical knowledge and resultant technological innovations became 

more sophisticated over time, motivations for engaging in self-care changed. 
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Potential patients, once frightened of bloodletting or purging to within an inch of 

death, gradually stopped choosing self-care out of well-founded fear, and instead 

chose self-care for reasons of convenience, cost, or privacy. Demographic changes 

have made isolation somewhat less influential in selection of self-care than in the 

frontier days of the American west. 

Whether 100 years ago or today, the choice to undertake self-care at a 

certain point in time for a certain symptom still leaves open many options, since 

self-care rarely means an individual alone battles a problem without expert advice 

and self-care equipment. The transition from patent medicines led smoothly to a 

modern abundance of literature and instruments promising improved health and 

fitness, ranging from simple household items (herbs, lotions, hot packs) to 

complex equipment made for home use. As with most public interests, marketing 

items for self-care yields high sales and quick profits. 

The supermarket self-help business is an interesting example of the self

care penchant of Americans. In the supermarket self-help business, health advice 

is packaged in the form of easily-readable, purse-sized booklets on topics ranging 

from toning one's stomach in 30-days to preparing nutritious snacks for children 

while adhering to a budget. Starker (1989) studied supermarket self-help and 

found four factors contributing to the power of self-help literature: 1) low cost-

books are much cheaper than a visit to a doctor or counselor; 2) accessibility--no 

need for an appointment or a ride to the clinic; 3) privacy--no one pries into your 



past or personal life; and 4) excitement--self-help is a best-selling fad one can 

discuss with friends and co-workers. Even with these benefits, self-help is more 

often a form of placebo than a successful treatment, cashing in on Americans I 

sense of responsibility and perceived ill health. 
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As Starker (1989) carefully details, self-help, like many types of self-care, is 

based on a philosophy of complete individual agency: with a strong sense of 

purpose, a lot of hard work, and the right strategies, one can heal or change him

or herself. Of course, one must also assume an open-class social system allowing 

individuals to achieve change j)rough their self-improvement efforts. Some self

care theories suggest self-care is a category exclusive of professional care, as if the 

two never overlapped or interpenetrated. 

Self-care has recently been represented as a continuum of individual health 

efforts. Thinking of self-care as a continuum removes the conceptual barrier 

between self-care and professional care. Considering a wide range of activities as 

part of self-care lessens the temptation to focus on the extremes of behavior--on 

the one hand, of treating illness at home in complete individual isolation, and on 

the other hand, adhering to a medical regimen with mindless obedience (Bentzen, 

Christiansen, and Pederson, 1989; Dean, 1989). Self-care can take different 

forms, ranging from a substitute for professional services (self-administered pap 

smears, for example), to attempts to promote one I s health independently 

(through exercise, diet, or stress-reduction), or a collaborative effort between 

---------
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oneself and one's chosen health care professional (as in cases where a prescribed 

medication and certain lifestyle changes are planned together to solve a health 

problem). 

Nursing and self-care. Empirical findings suggest self-care plays an 

important part in the overall health-care system, and part of the job of nurses is 

to teach self-care techniques and behaviors. Often, people who are used to taking 

care of themselves prefer self-care or family care, and the expensive and 

impersonal nature of professional care further motivates them to assume self-care 

lifestyles. Even when patients would prefer to select professional care, the 

economics of health care delivery funnels patients with many acute and chronic 

symptoms away from professional services. 

Physicians, nurses, insurance companies, and patients all seem to know that 

the job of the nurse is to take care of people who cannot take care of themselves, 

and when possible, to teach people how to take care of themselves. Self-care 

nursing interventions can be justified in long-term care, acute care, home care, 

and preventive health care: nurses teach dressing change procedures, instruct 

patients in safe administration of medications, and reinforce self-assessment of 

symptoms which could arise from illness, surgery, treatment, or lifestyle. Nurses 

realize that their nursing care should teach people to manage their illness 

problems (or potential problems) and/or maximize their wellness. Self-care 

nursing fits easily into The American Nurses' Association definition of nursing as 



"the diagnosis and treatment of human responses to actual or potential health 

problems" (1980, p. 9). 

Nursing theory is not far behind the actual practice of self-care nursing. 
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Many nurses find self-care nursing theory appealing, perhaps since self-care 

resonates with the individualism and work ethic inculcated in nurses through their 

own, very American, educational experience. Orem (1985) maintains that each 

person has universal and illness-specific self-care requisites, along with a reservoir 

of self-care abilities. A nurse is needed in a situation where a lack of ability to 

perform self-care activities to match self-care requisites is observed. The nurse 

steps in, performs the needed care on behalf of the client, and then moves the 

client toward independent self-care. Orem made an important contribution by 

showing that self-care is a central value in our nursing culture. Unfortunately, 

self-care performance is valued differently by clients of various cultural 

backgrounds or in varied life circumstances. Stem and Harris (1985) found, for 

example, discrepant assessments of the value of self-care and self-care readiness 

between nurses and their post-partum patients. 

Health Practices. Self-Care. and Domestic Health Work 

As this review of health practices and self-care has shown, theory in both 

areas differs from the concept of domestic health work. Domestic health work 

was defined in Chapter 1 as a range of processes and practices employed in the 
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household, and organized as part of daily life, which are intended to ensure 

environmental conditions fostering health, along with strategies to maintain, 

promote, safeguard, and restore individual and collective health. Chapter 6 will 

describe in detail domestic health work from the viewpoint of the women studied, 

but at this point it is important to point out the ways the domestic health work 

concept differs from both the concepts of health practices and self-care. 

First, domestic health work emphasizes the labor of keeping people well or 

returning them to a healthy state,whereas health practices and self-care concepts 

describe individual health choices without acknowledging the consequences in 

terms of the labor that such choices entail. Second, the labor of producing 

household health is not merely an "health practice" as minute and isolable as 

flossing one's teeth or taking a vitamin pill, but an integrated and ongoing part of 

daily life which permeates everything from coordinating the schedules of members 

of the household to arranging to pay for vitamins and dental floss when other 

needs seem more pressing. 

Third, and perhaps most importantly, the unit of care is not the "self" in 

domestic health care--as it is in most self-care and health practice studies--but the 

household within the context of a community and extended family. Even though 

individuals might hypothetically be able to attain perfection in self-care, reaching 

a state where they focus continually and completely on maintaining their own 

health and potential for well-being, the idea of domestic health work describes a 
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more realistic situation. For people who live in households, and especially for 

adults who live with children, elderly persons, or handicapped individuals, one is 

confronted with finite amounts of time, energy, and resources for producing health 

in the household. Sometimes self-care is possible, and other times self-care must 

be sacrificed for the care of others whose needs seem more urgent. The position 

of households in terms of society and in light of extended family composition 

might also influence the availability of resources for self-care andj or other-care. 

Economic factors and the proximity and demographic characteristics of an 

extended family could further change the distribution of self-care and other-care 

within the household. 

Health practices, self-care, and domestic health work differ in important 

ways, but they also share similarities. In Chapter 6, women's ideas about 

symptom recognition and treatment, self-medication, and daily health maintenance 

will echo the themes of research conducted on health practices and self-care. The 

analytic lens of domestic health work applied to the data does, however, 

emphasize labor, dailiness, and cooperation over self-interest in ways the concepts 

of health practices and self-care do not. 

A concept in its infancy, but which is more similar to domestic health work 

than either self-care or health practices, is that of the household production of 

health. A summary of the household health production concept follows. 

______ -0"0-
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The Household Production of Health 

Because it is hard to see households as producers of health services when 

most health research examines the compliant (rather than proactive) behaviors of 

individuals (as opposed to groups of people), the household production of health 

(HHPH) concept was proposed to account for household health promotion, 

maintenance, and restoration behaviors (Berman, Kendall, and Bhattacharyya, 

1988). The HHPH is defined as 

a dynamic behavioral process through which households combine their 

(internal) knowledge, resources, and behavioral norms and patterns with 

available (external) technologies, services, information, and skills to restore, 

maintain, and promote the health of their members (Berman, Kendall, and 

Bhattacharyya, 1988, p. 2). 

The underlying tenets of this concept include, 1) an emphasis on the presence and 

maintenance of health, rather than the prevalence of a specific illness; 2) the 

recognition of multiple determinants of health beyond simply external health 

programs or internal motivations for health, and 3) an insistence on the household 

as the locus of health production rather than professional health care services, 

technologies, or the larger macro economy. 

Neglect of the HHPH has been noted by researchers who observe more 

intensive interest in public, biotechnologically-oriented illness research: 

--- -------
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The [household] ... provides the context in which both education and 

professional intervention occur. Yet it is the least well-documented area of 

women's health work .... Interest in health intensifies the further we 

move from the point of reproduction towards the intersection of the private 

and public domain .... By comparison, we know very little about the 

physical and psychological labor of sustaining human life (Graham, 1984b, 

p.37). 

To illustrate Graham's contention, myriad studies in nursing and related 

disciplines may be located which detail the professional health-seeking process 

and factors affecting health-seeking, such as economic constraints, definitions of 

health and illness, personal characteristics, interpersonal relationships, and role 

expectations (Evaneshko and Bauwens, 1976; Alonzo, 1979; Alonzo, 1980; 

Kleinman, Eisenberg, and Good, 1978; Demers, Altamore, Mustin, Kleinman, and 

Leonardi, 1980; Young, 1979). Fewer studies describe the domestic health work 

that precedes or supplants professional health-seeking (Hautman and Harrison, 

1982; Kay, 1977; Kay, 1982; Kay, Tobias, Ide, Zapien, Monk, Bluestein, and 

Fernandez, 1988; Finerman, 1989a, 1989b; Patterson, Freese, and Goldenberg, 

1986). A household production of health viewpoint modifies biotechnologically

oriented illness research by joining people with technology and emphasizing 

health over illness, lay care over professional care. These themes are also central 

to the concept of domestic health work. 
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Symptom Recognition and Treatment 

In the prior section, health was considered an important asset which 

households struggled to maintain, employing health practices and self-care as well 

as broader household health producing strategies. In this section, illness is the 

major focus. Symptom recognition and treatment will be considered separately, 

although the boundary between the two is somewhat artificial. Treatment will be 

considered primarily in terms of self-medication, although other kinds of symptom 

treatment are briefly discussed. 

Symptom Recognition 

Self-treatment begins once two prior conditions are met: first, the patient 

and/or involved family or friends must believe they can attach a label to the 

symptoms observed, and second, they must perceive the symptoms as amenable to 

treatment and as non-severe (Igun, 1979). A large-scale study (Verbrugge and 

Ascione, 1987) has also found women more than men are likely to take 

therapeutic actions for the most common daily health problems (respiratory and 

musculoskeletal complaints), and the propensity to take action increases with age. 

Married people, more educated people, more symptomatic people, and people 

feeling more stress have been found more likely to do something about their 

symptoms. No matter which self-care treatment was instigated by residents of 

Detroit, either self-medication or rest, self-care reduced the probability of 



professional consultation and increased the probability of lay consultation 

(Verbrugge and Ascione, 1987). 
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Illness severity is important in determining symptom care behaviors, and 

severity may be the most important treatment selection factor in some situations. 

"For acute problems, people focus on the symptoms. The worse they are, the 

more therapeutic effort occurs," concluded the investigators of the Health in 

Detroit Study (Verbrugge and Ascione, 1987, p. 560). In instances where illness 

was judged non-severe and a home remedy was known and available, the residents 

of a Mexican village selected self-treatment for the condition. Alternatives to self

treatment in the Mexican village under study included consultation with 

physicians, practicantes, or folk curers. Selection of each treatment option could 

be predicted from a cognitively-oriented decision model developed by J.C. Young 

(1979). Logan (1988) studied an urban area in Mexico, and reported the 

percentage of respondents who selected self-medication as an option in a 

hypothetical symptom question. For diarrhea, 50 percent of all women chose self

medication as the first line of treatment, and for acute respiratory illness (ARI), 

self-medication was chosen more often, by 80 percent of the women. 

Because of the salience of self-medication in symptom treatment, it will be 

considered in the following section as the major kind of symptom treatment. 
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Symptom Treatment 

Igun (1979) claims self-treatment is the first action following the symptom

experience stage in health seeking. In addition to medications, other possible 

responses to symptoms include applying heat or cold, administering health

restoring foods or beverages, applying balms, bandages, or poultices, praying, 

resting, talking to someone, or employing equipment to alleviate symptoms (such 

as vaporizers or vibrators). Of the limited number of symptom-related treatments 

considered, self-medication was the most common response to illness in a 6-week 

health diary study of adults living in Detroit; 58 percent of all symptomatic days 

were treated with prescription or non-prescription drugs. In the same study, on 

about half of all illness days (48 percent) people talked with family or friends 

about their symptoms for advice or simply for solace, and for 23 percent of illness 

days activity was restricted (Verbrugge and Ascione, 1987). 

Self-Medication 

Self-medication is one type of self-care which has been studied extensively. 

Although medicines are usually considered cures or treatments for an illness, self

medication can also be enlisted to promote health or safeguard against illness. A 

thoroughly neglected area of research is self-medication for health. 

High rates of self-medication generally decline if illness symptoms persist. 

For the urban Mexicans in Logan's (1988) study, the proportion of parents 



choosing self-medication for diarrhea and acute respiratory infection (ARI) 

symptoms dwindled over time. Among Mexican Americans in the southwest, 

illnesses were classified on the basis on what treatment was required. A mild 

illness, which was generally self-treated in its initial phase, became a serious 

illness if it persisted. Serious illnesses required expert treatment whereas mild 

illnesses could be effectively treated at home (Kay, 1977). 
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Sometimes self-medication is used even in health, as in the case of health 

promotion self-medication. Nichter (1989a) discussed health promotion and 

illness prevention in terms of the commodification of health. Health 

commodification is 

the tendency to treat health as a state which one can obtain through the 

consumption of commodities, medicine. This entails an objectification of 

the body, the decontextualization of sickness as disease, and an economy 

primary based on 'exchange (labor) value' in contrast to 'use value' 

(Nichter, 1989a, p. 236). 

As Nichter (1989a, p. 268) sees it, the commodification of health is an example of 

the process by which 'health' purchasing habits in the marketplace subtly 

reproduce capitalist ideology. As public demand for pharmaceuticals increases, 

more and more medicines are produced and used for generalized health 

promotion and illness protection. Identifying the beginning of self-medication 

practices is easy in the case of discrete symptom complexes, but far more difficult 
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when a background of self-medication for health promotion is juxtaposed against 

self-medication for acute illnesses. 

Health promotion self-medication. Health promotion self-medication may 

take on different meanings: vitamins may be an idiom of responsibility 

fulfillment, a symbol of prosperity and modernity, a response to environmental 

uncertainty, a health action to counteract unhealthy work conditions, or a periodic 

cleansing. As a response to social, economic, and environmental uncertainty, 

mothers may see offers of tonics or vitamins to their children as a tangible, 

symbolic expression of their "affiliation, care, reciprocity and social support II 

(Nichter, 1989a, p. 243). A declining quality of life may also motivate increased 

health promotion self-medication, as was found in India (Nichter, 1989a). Self

medication as a health-promotive or general illness-preventive measure is as 

important to recognize and discuss in this study of poor Mexican-American and 

Anglo women in the United States as it was for Nichter to recognize in India. 

Illness self-medication: boon or bane? Even though self-medication is 

instigated often and early in the symptom treatment process, conventional wisdom 

classifies self-treatment as a risky treatment modality. Research suggests, 

however, that self-medication may not be as harmful as one might guess. Some 

non-pharmaceutical practices are safer than the use of modem pharmaceuticals, 

as in the case of weak herbal teas, and others are far more caustic, as in the case 

of battery acid being used as a medicine (Whyte, 1982). In a Scottish study, a 
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panel of six general practice physicians reviewed the self-care and self-medication 

of 340 illness episodes and judged only 2 percent potentially harmful. The most 

disapproved of practice was use of old prescription medication (Wilkinson, Darby, 

and Mant, 1987). In developing countries, where medications are abundant and 

virtually unregulated, self-medication may still not be overly dangerous. After 

collecting 70 different medications sold in the informal market in the Division of 

Ntem, Cameroon, van der Geest asked a local physician about the drugs' safety. 

The physician categorized 41 medicines as useful or at least harmless (including 

anti-malarials, analgesics, anti-helminthics, and cold remedies), 24 as harmful 

enough to prohibit their sale (particularly antibiotics), and 5 he could not 

categorize (van der Geest, 1988). 

Supposing self-medication is not harmful in and of itself, the money spent 

on useless medications could often be spent with better effect on food, housing, 

clean water, or good medicines (van der Geest, 1988). By choosing self

medication, users may delay or omit formal medical care when the illness 

warrants it. In the Philippines, for example, self-medication was implicated in the 

high rate of children's ARI mortality: although 11 percent of acute upper 

respiratory infection cases and 22 percent of acute lower respiratory infection 

cases were managed "appropriately," 70 percent of all children who died did so 

without presenting at a health center, presumably because they were self-treating 



the illness (Tupasi, Miguel, Tallo, Bagasao, Natividad, Valencia, de Jesus, 

Lupisan, and Medalla, 1989). 
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The poor residents of any country face disadvantages that make self

medication risky practice. These disadvantages include the illness burden borne 

by the poor, who suffer more serious acute health threats, and the probability self

medication will act as a substitute for biomedical care rather than a stepping 

stone to biomedical care, given the barriers to primary health care that the poor 

often encounter. Although the poor are at risk for harm from self-medication, 

they are eager to employ it. In EI Salvador a class differential was discovered in 

health-care seeking, with poorer people relying on pharmacists and richer people 

seeking health care. Among the lower-class families, 55 percent of the illness 

cases were taken to pharmacies as the primary source of health care (Ferguson, 

1988). 

Medication characteristics related to self-medication. Pharmaceutical 

manufacturers carefully attend to marketing research which allows them to 

purposefully select medicine characteristics on the basis of their appeal to a 

particular group of people, thereby boosting sales and profits. Medicine 

characteristics which have proven important factors in self-medication practices in 

the past include size, form (injection, capsule, liquid, or tablet), color, and taste. 

A large size was preferred among the Mende of Sierra Leone, since bigger pills 

appeared to yield the best cost value (Bledsoe and Goubaud, 1985). Nichter 

-----_._.-
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(1980; 1989b) found other aspects of medication important in India. In terms of 

form, injections were considered the most powerful and heating (in the humoral 

sense), followed by capsules. Liquids were best for anemia because the liquid 

form easily joins the blood. Color also influenced self-medication practice, with 

red again associated with blood strengthening properties. Multi-colored capsules 

were also preferred among the Mende because the different colors suggested 

different kinds of medication, making the capsules more potent (Bledsoe and 

Goubaud, 1985). A bitter and astringent taste was regarded as cooling for the 

body and generally health promotive in India (Nichter, 1980). Among the Mende, 

sweet tasting deworming pills were rejected, since worms were believed to thrive 

on sweet things (Bledsoe and Goubaud, 1985). 

Since some Mexican Americans consider the hot/cold classification of 

foods and medicines and may try to coordinate the "heatiness," that is the 

humoral quality, of the medicine with the heatiness of the body and heatiness of 

food (Kay, 1972; Browner, 1985), it is important to discover their perception of 

the match between certain medicine characteristics and illness attributes, just as 

Nichter documented among residents of South Kanara (1980; 1989b). A specific 

attribute of a medication that may affect self-medication is its perceived purpose 

and action. With oral contraceptives, for example, women "self-medicated" 

based on their understanding of how the pill worked: some women believed the 

pill was only needed when their husbands were at home (Seaton, 1985); others 

-- ---- -- --- ---
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took too few pills because the heatiness of the pill was out of proportion to their 

ability to withstand it (Nichter and Nichter, 1989c); some abandoned the idea of 

oral contraceptives altogether because they could not afford food compatible with 

the heatiness of the medicine (Nichter and Nichter, 1989c). Self-medication 

relates closely to other health practices, as this example of matching medication 

with food demonstrates. 

Summaty 

To address the second research question, this section has considered the 

practices women might employ in their work for household health. Health 

maintenance practices have been studied in prior research. Health practices and 

self-care are two concepts which both discuss the day-to-day types of activities 

people employ in situations of health. Symptom recognition and treatment apply 

in situations of illness. Acute and chronic illnesses require different kinds of 

household illness activities, with self-medication among the most common of all 

illness treating strategies employed within the household. 
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Research Question 3 

To what extent are women reproducing the knowledge and behavior of 

their mothers and grandmothers in their domestic health work? Are there 

differences between the two groups in their adherence to traditional health 

and healing ideas and practices? 

The production and reproduction of knowledge is a social process, reactive 

to the actors involved and the particular situation. Power relations, in particular, 

can influence what people claim to know and do. Allan Young (1981) asserts that 

anthropological concentration on the structure of knowledge has given short shrift 

to the processual aspects of knowledge production. How is it that mothers 

acquire knowledge of domestic health practices? And what power relations 

operate in the reproduction of that knowledge? 

People may reproduce different kinds of knowledge at different times, or 

even different kinds of knowledge at the same time. Young (1981) identifies five 

types of knowledge: theoretical, empirical, rational, intersubjective, and 

negotiated. Each of these types are described in detail in his article. What is 

important to the present discussion is what kinds of knowledge are reproduced in 

households in relation to health. A person might hold two or three incongruent 

explanations of an illness or event based on different types of knowledge, yet not 

recognize their contradictory aspects. In a social interaction, particular types of 
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knowledge are elicited or produced. Women may reproduce conventional or tacit 

knowledge acquired through immersion in their own particular cultural setting. 

Using the example of stress research, Young (1980) has convincingly 

demonstrated that people seldom question suggested courses of action or 

conclusions that strike a resonating chord with their own underlying assumptions 

about life. In this way, tacit knowledge can be easily reproduced. 

Whether or not women reproduce the knowledge and behavior of their 

mothers and grandmothers depends to some degree on whether their mothers and 

grandmothers are available to pass on their knowledge. Of course, women must 

also be receptive to the wisdom of their foremothers if it is to be perpetuated. 

The concept of social support is central to knowledge reproduction, as modified 

by other factors. A network of friends and family often sustains a household 

during an illness or other misfortune with information, empathy, and material aid. 

Through ties of support will women's household health behaviors be shaped, 

whether the ties are strongest with family, friends, or professionals. Certain 

predisposing factors and service-related enabling factors also influence the support 

available during health and illness and a woman's utilization of various types of 

knowledge. 
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SUlW0rtive Relationships and Domestic Care 

How supportive relationships between women relates to the health care 

they provide in their households was studied by Finerman (1989a, 1989b) among 

Saraguro Indian women in Ecuador. She found the most powerful form of health 

information to be women I s gossip networks, or as they might be re-Iabelled, 

therapy management groups. The Saraguro women visited friends, neighbors, and 

relatives on a daily basis, exchanging tales of illnesses and treatments. Although 

the community of women felt antagonism for the new government-built clinic in 

their neighborhood, over time, Finerman (1989a) observed changes in domestic 

health care practices. Gradually, biomedical concepts and treatments were 

import~d into domestic practice through women I s discussions of their children I s 

school lessons or their neighbors' experiences at the clinic. 

Many mothers develop social ties with others beyond the usual mix of 

friends and family in therapy management, especially when relationships with 

health care professionals are more cooperative than combative. Arguing that 

pharmacists are part of the therapy management group which provides support in 

illness, one study analyzed U.S. of pharmacists I involvement in 54 mothers' 

treatment of minor illness among their children, aged 1-5 (Cunningham-Burley & 

MacLean, 1988). Levels of resort proved to be first, a mother I s own past 

experience, followed by consultation with a pharmacist, and finally a visit to a 
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medical practitioner if the problem remained unsolved. The study concluded that 

the pharmacist can 

enable mothers to cope [often with over-the-counter medications] with a 

symptomatic child who does not necessarily need the attention of a doctor. 

They also provide some external source of advice, thus reinforcing a 

mother's own feeling that the child does not need a doctor, with the 

safeguard that the pharmacist will suggest such referral if necessary 

(Cunningham-Burley & Maclean, 1988, p. 125). 

Are traditional networks of health knowledge and practice being replaced with 

professional networks, as this study of pharmacists seems to suggest? Who 

participates in a therapy management group and who wields the most influence 

among the participants varies by individual and by situation, as discussed in 

regards to Research Question 1. Those who have seen systematic variation by 

ethnic background claim culture bears a strong influence on supportive 

relationships and health and illness. 

Social Stmport and Culture 

Mexican American and Anglo women may utilize family and friends for 

support in health production differently. According to some studies, Mexican 

Americans seem to have close extended families available to support a family 

member in distress, while Anglos are found to ask for assistance from friends, 
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neighbors, and coworkers more often than family members (Heller, Chalfant, 

Quesada, Rivera-Worley, 1981; Keefe, Padillo, and Carlos, 1979). Contrary to the 

viewpoint that the extended family is an important support resource for Mexican 

Americans, a summary of several studies identified the nuclear family and friends 

as the two most supportive resources for Mexican Americans. The nuclear family 

is described as the major provider of effective support, but specifically, it is "the 

mother [who] emerges as the most important and effective source of emotional, 

informational, and economic support" in the experience of many Mexican 

Americans (Salgado de Snyder and Padilla, 1987). 

Many studies of social support have explored the relationship of support to 

health, but fewer studies look at Mexican Americans specifically. A study of 

health promoting lifestyle among Mexican American migrant workers found high 

levels of interpersonal support reported by all subjects, with a slight edge held by 

those workers who spoke English as well as Spanish (Kerr and Ritchey, 1990). 

Another study found social isolation (used as an inverse operational measure for 

social support) interacted strongly with social class. For the Mexican Americans 

in a small Rio Grande town, those of lower social class with more social support 

had double the odds of utilizing medical services than their socially isolated 

counterparts. For upper class individuals, social isolation had no effect (Chesney, 

Chavira, Hall, and Gary, 1982). 
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For Mexican American and Anglo women, culture is not the only variable 

affecting who is sought for advice about health and illness matters. Other factors 

also influence the reproduction of knowledge and practice among women who 

have many sources of information available. 

Other Factors Contributing to Knowledge Reproduction 

Supportive relationships are one source of information which can shape the 

action a woman takes regarding health care. Other factors have been studied in 

the literature on health-care seeking, and some of these factors are pertinent to 

this discussion of knowledge reproduction. Kroeger (1983) classified the 

determinants of health care use after reviewing the extensive literature on health 

seeking in developing countries. The determinants of health-seeking behavior in 

developing countries fit within a framework of predisposing factors, disorder 

characteristics, and service-related enabling factors (Kroeger, 1983). The 

predisposing and service-related factors are most important to this discussion, and 

a few of them will be considered. 

Predisposing Factors 

Predisposing factors are the characteristics of a person which influence 

health care utilization. Predisposing factors include age and sex, household size 

and status in the household, interaction with the social network, ethnic group and 
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religion, degree of acculturation, education, socio-economic status and occupation, 

and personal propensity for conselVatism or innovation (Kroeger, 1983). Each of 

these factors will be discussed individually. 

Age and sex. Domestic health care depends on the age of the women in 

the household and the mixture of women, children, and men. Older women with 

several children may be more experienced and self-assured about their self-care 

choices, and more forceful in sharing their opinions with other, less-experienced 

women. Professional care may be considered necessary for certain household 

members based on their age and sex, as was demonstrated by Evaneshko and 

Bauwens (1976) in the case of emergency medical treatment. 

Household size and status in the household. Numbers of young children 

relative to adults in the household, the number of household members who can 

actively contribute to household health, or the relative status of women in the 

household may affect practices of domestic health care. As Kroeger (1983) 

reported, the interaction of the household with the social network is more 

intensive with larger households, and the relative status of household members 

determines their influence in therapy management. 

Interaction with the social network. Kroeger (1983) relayed information 

from studies in Mexico correlating larger community size, importance of a social 

network, and strong feelings of familism with higher utilization of medical 

resources. Relatively isolated households may be predisposed to deal with health 



and illness differently than households enmeshed in an active and vocal social 

network. 
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Ethnic group and reli~on. Ethnic differences in symptom sensitivity and 

patterns of response to symptoms have been recognized for some time. I 

speculate ethnicity and religion may also relate to self-care: self-medication, use 

of herbal medicines, reasoning based on humoral balance which affects diet and 

climatic regulation, and certain religious health and healing rituals might vary 

depending on the ethnic and/or religious backgrounds of women and members of 

their households. When women do not share ethnic or religious identification 

with their mothers and grandmothers, differences in their domestic health care 

across generations may be expected. 

De~ee of acculturation. Acculturation may attenuate certain cultural 

health practices. For Mexican American women who have resided in the United 

States for some time, the influence of traditional Mexican illness ideas may recede 

in importance as the local culture infiltrates their working knowledge of how 

children become ill and should be cared for. In their work in Mexico, Fabrega 

and Manning (1979) found selection of a mode of treatment varied with 

acculturation and ethnicity. Biomedical assistance with illness was preferred by 

ladinos of Spanish descent, whereas Indians in the community preferred folk 

medicine. Those between the two extremes in acculturation and ethnicity were 

also intermediate in their healing preferences. For the English-speaking Mexican 

- - ---- -- - ----
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American women in this study, their various degrees of exposure to popular U.S. 

culture and commitment to the values of the Mexican upbringing made a 

difference in their ideas about health practices and illness care. 

Education. Formal education may enhance or retard use of self

medication for household members r illnesses. Women I s degree of literacy and 

their knowledge of the scientific views of human anatomy and physiology will 

influence their selection of self-help literature and self-care treatments. Some 

international studies suggest higher levels of education reduce reliance on 

traditional healing in favor of biomedical care (Kroeger, 1983), but in the United 

States well-educated women have created markets for the alternative services of 

women I s health centers and birthing centers (Dearing, Gordon, Sohner, and 

Weidel, 1987). 

Socioeconomic status and occupation. Economic factors directly determine 

the availability of money for the purchase of medications and the availability of 

time and energy to care for household members preventatively or in times of 

illness. Poverty, as discussed at length previously, constrains health care seeking 

and is related to increased incidence of disease. Perhaps women alienated from 

the economic system which has left them at the bottom of the socioeconomic 

scale would prefer the traditional knowledge passed on to them from a more 

intimate and compassionate system of kin. 

-... _- .- ._---- .. .. - -_._---- . __ .. -_._--_._--



.-.-- ------

104 

Innovators. Some women may be more innovative in their selection of 

drugs or combinations of traditional and modem practices and treatments. 

Innovative women may influence others in their networks. As Finerman (1989a) 

found in an Ecuadorian Indian village, incorporation of scientific concepts and 

biomedical care can spread even through a community antagonistic to 

biomedicine and its proponents. 

Service-Related Enabling Factors 

Service-related factors facilitate the use of particular health services, in this 

case, domestic health care. In choosing among available services, factors which 

enable the choice of a particular service include geographic accessibility, 

communication between healers and patients, quality of care, and costs and fees. 

Each of these factors will be considered individually. 

Geographic accessibility. The proximity of different practitioners and 

medication sources may correlate with domestic health care practices. Proximity 

of the study area to the Mexican border may be related to the availability of 

traditional herb vendors and less-regulated pharmacies selling without a 

prescription what are considered prescription drugs in the United States. Also, 

the accessibility of domestic health work resources--a network of extended family 

or friends, health food stores, pharmacies, libraries, etc.--and other services like 



hospitals and clinics for low-income persons, will affect the service utilization 

patterns of the households under study. 
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Patient-healer communication patterns. Communication patterns between 

patients and providers reflect the relative social positions of healers and their 

customers, and employ concepts of disease used by the provider and the patient. 

In many cases, disease concepts are not shared. Finerman (1983) claims the 

Ecuadorian Indians she studied were more apt to select domestic health care 

because the social status differences present in the clinic were not an issue at 

home, and the underlying concepts about illness were also shared among 

household members, in contrast to the clinic. 

As sociolinguistic studies show, social status and power asymmetries are 

reflected in the language of professional health care providers and patients. 

Waitzkin (1983) portrayed the ways physician language conveys ideological 

messages using three sets of patient-provider transcriptions, and Fisher and Todd 

(1983) illustrated how physicians manifest their power differently in private and 

public clinics. In another study, differences in social status between providers and 

patients meant that women patients in an obstetrical setting were often unhappy 

about their prenatal care: they had little control over the questions asked, the 

kinds of information exchanged, and the decisions made about their care 

(Lazarus, 1988). In addition to sociolinguistic problems in the exchanges between 

patients and providers, Lazarus expanded her analysis to include institutional 

- --- --- --- ------



policies and professional cultural expectations among providers which helped 

explain the problems in provider-patient communication. 
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Differences in disease concepts also complicate the process of 

communication between providers and patients. Explanatory models are 

embedded in individual cognitive systems and expressed in general cultural 

patterning. These cognitive models are composed of the meanings of health and 

illness, beliefs and expectations about health and illness, therapeutic activities and 

evaluation of outcomes (Kleinman, 1980). Kleinman, the originator of the 

explanatory model perspective, views patient-doctor interactions as "transactions 

between explanatory models, transactions often involving major discrepancies in 

cognitive content as well as therapeutic values, expectations, and goals" 

(Kleinman, Eisenberg, and Good, 1978, p. 254). Explanatory models vary cross

culturally and within the same society along socioeconomic and ethnic lines 

(Lazarus, 1988). 

The taxonomies developed by Kay (1977) describing Mexican American 

women's views of health and disease parallel an explanatory model approach. 

Among Mexican Americans in Tucson, certain "Mexican Diseases" (i.e. empacho, 

caida de mollera) are known by Mexican Americans to have certain symptoms 

and to require particular treatments. Kay's informants acknowledged that 

physicians would not recognize these diseases and they sought folk curers, instead. 

Communication between the chosen practitioner should be facilitated if both 
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patient and provider share a similar explanatory model or if the practitioner is 

aware of the patient's model in situations of difference. Practitioners were aware 

of elements in patients' explanatory models in only a minority of cases in one 

study (Helman, 1985). Both conceptual and sociolinguistic differences in 

provider-patient interactions can diminish patient satisfaction with a healing 

encounter and feed back to enable or retard use of specific health care services. 

Ouality of care. Perceived quality of care may alter the proportion of self

treatment to professional care. In some areas, the more expensive practitioners 

and services are selected because they are perceived to be of higher quality, or 

more money is offered for services to bribe the provider into feeling a moral bond 

with the patient (Kroeger, 1983; Nichter, 1989d). Other gauges of quality may be 

practitioner qualifications, service delivery factors (Le. inconvenient hours or long 

waiting time), thoroughness of the examination, or the number of treatments or 

medications prescribed. Domestic health care may be chosen when the quality of 

domestic care is perceived to rival or exceed the quality of professional care. 

Costs and fees. The costs of self-medication and other forms of domestic 

health care are usually seen as negligible. In actuality, hidden costs in domestic 

health work and self-medication include: the expense of the medication itself, 

payment (if any) charged by the pharmacists/herbalist in addition to the expense 

of the medication, informal exchange value of the medication if any remains after 

treatment, social costs like lost work and missed meals, aids considered necessary 

----------
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for optimal functioning of the medication (such as special food or prayers), 

duration of treatment, and the repeated purchase of new medications for 

problems initially unsolved with the first self-medication attempt. As Whyte 

(1982) found in Uganda, self-medication itself is stratified based on the 

availability of funds. If money was tight, Nyole clansmen in his study discussed 

less expensive "test treatments" for a given cause. A down payment could be 

issued towards an expensive medication, and if it worked, then the remainder 

would be paid. If the test treatment was ineffective, then an alternative diagnosis 

and treatment were sought. The same kind of "test treatment" is possible in the 

United States, where neighbors may lend medications for trial use, physicians may 

dispense samples of medication, or pharmacists may sell a smaller, less expensive 

quantity of medication to a customer. 

Summary 

To address Research Question 3, this section has discussed the sources of 

knowledge and practice available to the women in this study. Both traditional and 

innovative information sources are available to influence women who perform 

domestic health care. Factors which contribute to women's knowledge of 

domestic health care include their social support network and certain predisposing 

and service-related enabling factors. All of these sources of knowledge are 

influenced differently by cultural background. 
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Chapter Summary 

This chapter organized pertinent literature around the three guiding 

research questions. First, the experience of Mexican American and Anglo women 

in managing domestic health work responsibilities were explored. The list of 

responsibilities accompanying motherhood is long, containing, among other items, 

responsibility for household health. Responsibility for household health has been 

viewed as an individual task, a household goal, and a therapy management group 

effort. In any event, the production of household health is constrained by poverty 

and differentiated by culture. 

Second, the practices comprising domestic health work were addressed. 

Some practices are mostly health-oriented, falling into the categories of self-care 

or daily health maintenance practices. Other household health practices are 

brought about when symptoms of illness are recognized. Illness treatment often 

includes self-medication. 

Third, the reproduction of knowledge was considered part of social 

relations. Women glean information from a variety of social networks, most 

influential among them the personal network of kin and friends. Other factors 

contributing to knowledge reproduction are certain characteristics of individual 

women (called predisposing factors) and characteristics of domestic and formal 

health care systems (called service-related factors). 
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Chapter 3 will describe how this broad conceptual orientation guided the 

data collection methods. Using the three research questions as guides, an 

appropriate methodology was selected to answer the questions posed. 



Chapter 3 

METHODOLOGY 
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This chapter will discuss the methods employed to answer the research 

questions posed in Chapter 1. The taxonomic framework outlined at the 

beginning of Chapter 2 guided the data collection by specifying the general 

structure of women's domestic health work tied to the research questions. This 

chapter will discuss ethnography as the research approach, the field methods used, 

how the data were recorded, and issues of trustworthiness. 

Research Approach 

My research approach follows some traditional ideas proposed by 

anthropologists studying human culture. I chose ethnographic methods because 

they offer women the chance to talk about their experiences with a minimum of 

researcher-imposed structure. Since so little is known about the lives and 

struggles of poor and minority women as they work for household health, 

ethnography provided the means of answering the research questions. In the 

following sections I will describe the ethnographic process, how ethnography has 

been used in nursing studies, and ethnography as a tool for understanding women. 
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The Ethnographic Process 

Ethnographic analysis may be considered a four-part process (Kirk and 

Miller, 1986). The first part, "invention, II relates to preparing the research 

design. The research design will be discussed in detail in the field methods 

section. Flexibility in design and changes in research design over time are 

beneficial since they broaden and refine one I s research approach. During the 

past two years, my approach to a study of DHW has evolved. Since I lived in a 

low-income, government subsidized housing complex for the data collection phase 

of the research, I was a participant-observer in low-income women I s household 

health management strategies. During that time, I kept field notes on health

related discussions which I overheard or participated in with my neighbors. These 

sensitizing experiences have been coupled with a pilot study on DHW as 

experienced by 11 employed women who had no health insurance. The formal 

design presented in the field methods section is based on these prior experiences. 

In the second phase of the ethnography, the IIdiscovery" phase, I 

concentrated on data collection (Kirk and Miller, 1986). During the data 

collection phase I discovered the conceptual structures that informed women I s 

domestic health care as·1 continued to observe in the natural setting of my 

apartment complex (Spradley, 1980) and ask questions in interview settings. The 

exact procedure for recording the data collected in this phase will be discussed in 

the section on recording data to follow. 
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The third phase, called the lIinterpretation ll phase, denotes evaluation and 

analysis of both observational and interview data (Kirk and Miller, 1986). The 

interpretation phase occurs simultaneously with data collection and may alter or 

expand the data collection in small--yet significant--ways, since new questions may 

arise (Parse, Coyne, and Smith, 1985). The process of analysis is summarized by 

Agar (1980, p. 103-104): 

The first thing to do is to read the transcripts in their entirety several 

times. Immerse yourself in the details ... Now seek to categorize the 

different segments of talk ... to pull different pieces of the interview--and 

pieces from different interviews--together into one place. The trick is to 

try and develop categories from the way the informants talked, rather than 

imposing a set from the outside. 

During this phase the field notes from observations and the transcriptions 

of interviews were scrutinized for domains of meaning, and within domains, 

relational patterns. Relationships within domains are usually structured according 

to "organizing principles" (Evaneshko and Kay, 1982), such as inclusion, symbol, 

sequence, function, part-whole, or others (Spradley, 1979). Other ways of 

organizing data are discussed by Glaser (1978) as process, degree, type, strategies, 

cutting point, interactive, consensus, cultural, and ordering. Lofland and Lofland 

(1984) propose such potential organizing principles as: acts, activities, meanings, 

participation, relationships, and settings. The organizing principles that best fit 



the data and best addressed pertinent issues relevant to the research questions 

were used. 
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The relationship between language and thought is complex and amenable 

to several kinds of analysis. The search for organizing principles stands as only 

one way of analyzing data; cultural models present another way of interpreting the 

data. Whatever the interpretive model employed--and there may well be several 

different kinds of analyses of the same data--the point of this phase of 

interpretation is to make sense of the data collected. Approximating the 

organization of DHW knowledge used by the women interviewed was the goal of 

this phase of the research process. 

Ethnograph version 3.0 software (Seidel, Kjolseth, and Seymour, 1988) was 

used during the analysis phase of the study. Ethno~h catalogues data and 

categorizes it into thematic content groups based on code words which the 

researcher identifies. Once coded, data was printed by code word and arranged 

into groups based on the assigned code. The categorized information with 

definitions and data examples guided me in constructing taxonomic and II thick II 

descriptive accounts of poor women I s domestic health work. 

In addition to the data from interviews and observations, I also kept a 

record of memos in a daily log. In the log I recorded tentative hypotheses, 

introspective hunches, and future plans for sampling, categorization, and analysis. 



The log served as part of the audit trail (discussed in the upcoming section on 

trustworthiness) and also assisted me in writing the final ethnography. 
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The fourth phase of ethnography is explanation and communication, and 

can be described as the packaging of the study (Kirk and Miller, 1986). The 

product of this phase was the written description of women's contributions to 

domestic health that describes, explains, and interprets women's work in 

providing domestic health care within the context of poverty. 

A Nursing Tradition of Ethnography 

Nursing has cultivated a tradition of ethnomethodological research 

designed to investigate the culturally-constituted human experiences of health and 

illness (Aamodt, 1989; Ornery, 1988; Parse, Coyne, and Smith, 1985; Leininger, 

1985b). Although nurses contribute to this body of knowledge, such research is 

multidisciplinary. Cross-cultural health care research is a term used to refer to 

any research which focuses on a "body of knowledge and practice regarding 

health-illness care patterns from a comparative perspective of at least two or more 

designated cultures" in order to determine the major care features and the health 

services of cultures (Leininger, 1978, p. 3). like many other studies across 

disciplines, this study is designed to meet the goals of cross-cultural health care 

research by comparing and contrasting the DHW of a select group of poor Anglo 

and Mexican American households in the southwest. 
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Ethnography for Women 

In the past--and sometimes even now--accusations of sexism, unethical 

human experimentation, and insensitivity are deservedly levelled at many research 

programs in women's health. An ethnographic approach was selected for this 

research project to minimize the potential exploitation of women informants 

(although other, more subtle, risks escalate when ethnographic field methods are 

used with women, as recognized by Stacey, 1988). Ethnography can be 

characterized as "thick description" (Geertz, 1973) of social life with the ultimate 

agenda of social change (Oakley, 1981; Stacey, 1988). 

Defined in this way, ethnography is an appropriate methodology to study 

DHW on two counts. First, ethnography is a suitable tool for describing the 

social process employed by poor women in producing household health. Moccia 

and Mason (1986, p. 21) refer to the changing nature of poverty, which "calls for 

new data about the poor, their health practices and health needs." Ethnography 

is one method that will "enhance tremendously" our understanding of the "lives 

of the poor, their experiences in relation to their health status, [and] the 

successful and unsuccessful ways" they have attempted to deal with poverty and 

health (Moccia and Mason, 1986, pp. 21-22). 

A second benefit of ethnography in a study of women's DHW is the 

compatibility of ethnography with research for women's benefit. Ethnography of 

-- -- - ----_. 
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a woman's health issue like domestic health work in poor households can be 

construed in one of two ways: either as research..Q!! women or research for 

women. Ideally, the products of research should serve women in many ways, 

some of which may be: to heighten their understanding of themselves and other 

women; to identify common experiences for building solidarity between women 

from different situations; and to construct a platform women can use to lobby for 

revolutions in social and structural systems. 

Grounded in a tradition of critical theory, feminist ethnographers believe 

the ethical choice is research for women, since sexism and the medicalization of 

women's bodies and are reinforced by research..Q!! women (Fisher, 1988; Corea, 

1977; Ehrenreich and English, 1978; Duffy, 1985; Choi, 1984; Scully, 1980; Allen, 

1985). Nursing research for women is valuable, as Allan (1988, p. 59) succinctly 

states, because "research for women leads to theory based on women's own 

experiences, which in tum leads to interventions grounded in these subjective 

cultures. " As research for women, the ethnography produced in this study will 

assist in the transformation of poor and minority women's health related work 

from the invisible to the visible, using the women's own words as much as 

possible to give voice to those who provide domestic health care. 
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Recruitment and Human Subjects 

Human subjects approval was granted for this research by the Human 

Subjects Committee of the University of Arizona College of Nursing (Appendix 

A). Subjects were recruited from three sources. First, my pilot research 

experience yielded two informants willing to participate in this research project. 

Second, some of the women who attend the clinic certifying benefits for the 

Special Supplemental Food Program for Women, Infants, Children (WIC) and 

who had also participated in a study of child feeding and nutrition patterns had 

signed a statement indicating their willingness to be contacted at a future time to 

participate in a related study. The co-principal investigators in this project, Dr. 

Jacqueline Blank Sherman and Dr. Mary Alexander, granted their approval for 

me to contact those women whom I interviewed in my research associate capacity 

to ask if they would be willing to talk about domestic health work (Appendix B). 

Fifteen women agreed to participate in this study through secondary follow-up of 

WIC study participants. The third method of informant recruitment was through 

snowball sampling, in which women already involved in the study referred women 

in their acquaintance. This method yielded three informants. 

Approval to interview informants was granted individually by each 

informant after information was provided about the nature of the research in the 

form of a written disclaimer (Appendix C). The disclaimer outlined the purpose 
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of the study, the methods, and the risks and benefits of participation. The study 

was specifically disassociated from the programs and benefits which the 

informants may have accrued from the public aid agencies with which they were 

dealing. Withdrawal from the study was explained as an option without negative 

repercussions for the informant. There were no known risks to participation, and 

all information obtained from informants was treated in an anonymous and 

confidential manner. All names which appear in this research are pseudonyms, as 

was explained to each participant. 

Each subject was paid for her participation in each step in the data 

collection process (as outlined in Appendix D). For each interview a $3 payment 

was made, and for each day the health diary was completed during the 21-day 

diary cycle a $1 payment was made. In the typical situation where three 

interviews were held and each of the 21 days of the diary completed, a subject 

earned a total of $30. Funds from the institutional portion of the National 

Research Service Award granted to the researcher were allocated for the payment 

of subjects. Payment of subjects was carefully considered during the design of this 

investigation. A payment mechanism was adopted because of the considerable 

time demands of participation, the participants' burdens of managing a household 

given low income and heavy domestic responsibilities, and in hopes of 

encouraging more willing and careful responses to the many questions posed to 

the participants. The amount was kept small in order that it not be coercive. 
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Field Methods 

In this section I will outline the field methods which were employed to 

answer the research questions, and then describe how certain definitions 

important to the research process were made operational. 

Overview 

Interviews with informants were the primary source of data in this 

investigation. A series of three interviews was supplemented with other data 

collection methods to reveal women I s domestic health care experiences as they 

are enacted in Mexican American and Anglo women I s households. Different 

types of data collection methods are outlined in Figure 3 in terms of the sequence 

in which they were be employed. 

x----------------x---------------------------x 
1 week 

Interview 1 
edemographics 
einterview 

Interview 2 
eintroduce 3 week 

health diary 
einterview 

3 weeks 

Interview 3 
econclude 3 week 
health diary 

emedication 
inventory 

einterview 

Figure 3. A Time Line Showing the Sequence of Data Collection Points and Measures Used . 

-... _ .. _----- .... .. _._ .. _-- _ .. -'..... ' ..... - -"---



As Figure 3 illustrates, each of the three interviews accomplished a 

different part of the overall goal of the research plan. The initial contact with 

each informant is not shown in the figure, but typically consisted of a brief 

telephone conversation or personal introduction from a common acquaintance. 

Following the initial contact, a first interview was scheduled. At the first 

interview I administered a demographic questionnaire (Appendix E) and 

interviewed the woman using questions outlined in Appendix I. A return 

appointment was scheduled for a mutually convenient time and place 

approximately 1 week after the first interview. 
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At the second interview, I continued with the interview questions 

(Appendix I), including a section dealing specifically with maternal responsibility 

and blame for childhood illnesses (Appendix F). I also introduced the health 

diary (Appendix H) and encouraged its use. The third interview was scheduled 

for at least 3 weeks from the start date of the health diary. During the 3 weeks 

elapsing between the second and third interviews, I telephoned each woman one 

or more times to talk about the progress of the diary. During the telephone 

conversations, I answered questions about the diary and offered encouragement in 

completing it. Some women complained about the format or certain questions in 

the diary, and I noted their dissatisfactions in the daily log. 

The third interview conclude data collection and the health diary. 

Important household events recorded in the health diary were often reviewed 
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during the third interview. In this way, the diary functioned as a memory prompt 

for the woman, allowing her to recall major and "insignificant" illness episodes 

noted in the diary. The medication inventory was also be completed during the 

third interview (Appendix G). Interview questions not addressed during prior 

interviews or emergent questions were also discussed at the time of the third 

interview. 

With this overview of the data collection sequence in mind, the remainder 

of this section will discuss more specifically each of the methods used to collect 

data at each of the three observation points. The explicit operational definitions I 

used in the research process will be listed at the end of this section. 

Setting 

The setting of the study was determined by who participated, where the 

interviews took place, and how many interviews were held. 

Study Particivants 

Even though individual women served as informants, the sample was one 

of households rather than individuals, with women informing about their 

households. As I learned in pilot interviews, a woman alone seldom makes all 

household health decisions; more often, she works with other women and men in 

her household and beyond it (Clark, 1990). Some of the households were 
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composed of several women from different generations, so for this study one focal 

woman was identified as the primary informant. A focal woman was considered 

the woman with primary responsibility for the children in the household. In 

addition to the woman or women whom I interviewed about household health, I 

considered myself a study participant, as well. During the data collection period I 

was quite obviously pregnant. My pregnancy seemed a natural bond between me 

and my informants, one eliciting in them varied responses: curiosity, empathy, 

advice, or commiseration. Sometimes my two-year old daughter, Rachel Morse, 

accompanied me on interviewing trips, where she played with my informants I 

children. Her presence and normal toddler antics frequently sparked 

conversations about the problems mothers encounter feeding children, toilet 

training them, and dealing with typical childhood injuries and illnesses. As other 

mothers doing fieldwork have found, Rachel and my unborn son were "an asset in 

the field from the moment my ... belly protruded enough to be noticeable. I was 

accepted deeper into the host culture.... Just by their existence my children 

helped my work by defining my status as an adult woman" and opening up 

avenues of discussion often unavailable to single or childless women (Huntington, 

1987, p. 83; see also Crandon-Malamud, 1990 for experiences of women with 

children in the field). 

To determine whether or not a woman qualified for participation in the 

study, at our initial contact I would emphasize that participation in the study 
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required that all participants state their identity as either Mexican American or 

Anglo, have a child under 5 years of age in the household, and income of the 

household be considered within the range of poverty. All participants stated they 

fit the description defined for inclusion in the study. All the women who were 

interviewed spoke English, and those who completed the health diary reported an 

ability to read and write English well enough to communicate. Ten of the 

households were Anglo, and ten Mexican American. 

One Mexican American informant, Rosalia, began the study but could not 

be located after her first interview. Her information is not included in 

calculations of demographics, although she did not vary in any significant way 

from the other informants' demographic profiles. Her interview information was 

included in data analysis. Of the other women who agreed to participate in the 

study, all of them completed all phases of the study. 

In general, one woman was interviewed on behalf of each household. In 

Evelyn's case, she and her daughter lived with Evelyn's mother, and both women 

were jointly interviewed on each of the three visits. In another case, Julia's 

mother lived in the same apartment complex, and she was interviewed once 

jointly, and once in her own home. In a third case, two interviews included other 

women who lived in the household; Tina's 16 year-old daughter (who had a child 

of her own) lived in the same household, as did Tina's partner's mother. In a 

few cases, men contributed unsolicited comments or information during 
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interviews. Children often played and talked throughout the interviews. On 

several occasions I brought Rachel along on interviews with the prior permission 

of the women I interviewed, and she, too, would play in the background. 

Sometimes the children would participate in the interviews by embellishing their 

mothers t accounts of illness or injury. 

Place of Interviews 

All of the interviews took place in the homes and yards of the informants, 

although they were encouraged to choose any interview location in which they felt 

comfortable. I rarely met informants at other activities on a less formal basis, 

such as when I attended with Annette her husband t s soccer game. 

Number of Interviews 

Over the course of the study I talked to 26 women in interview situations. 

Twenty-one of these women participated in three formal interviews each, and the 

rest of the women engaged in less-formal conversations or participated in another 

woman t s interview. The modal number of interviews per woman was three. In 

all, 66 interviews were conducted and 43 additional conversations carried on with 

the 21 participating women. Of the interviews, 53 were tape-recorded. In 

addition to the interviews, informants and I also engaged in an average of 2 

additional conversations or visits, with a range of 1 to 5 additional contacts . 

. -- ---------
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Specific Data Collection Instruments and Methods 

Each of the 20 focal women participated in each of the data collection 

points diagrammed in Figure 3. For those women who contributed to another 

woman I s interview or only completed part of the data collection, the information 

they provided before their withdrawal from the study was included in the 

interview data analysis only. Although their data is incomplete, it was retained 

and utilized as far as possible. Each of these data sources will be discussed 

individually in more detail. 

Interviews 

Interviewing a woman about household health and health work three times 

identified developments and changes in household health during the data 

collection period, but it also allowed for reflection between interviews (for both 

the participant and the researcher) and therefore permited more thoughtful 

questions and answers in succeeding interviews. The interview format outlined in 

Appendix I was utilized at interviews 1 and 2. The third interview was a more 

freely structured interview. Based on the prior interviews, new questions were 

sometimes generated for the third interview, or questions not completed before 

were introduced. 
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The Health Diaty 

Several studies have relied on health diaries to capture the daily health 

problems and domestic care usually forgotten because of their ordinariness (e.g. 

Roghmann and Haggarty, 1972a, 1972b, 1974; Duffy, 1986; Verbrugge, 1980;). 

Verbrugge (1980, p. 73) has used and refined health diaries in her extensive 

research experience, and states: 

A health diary is a prospective procedure to obtain reports of morbidity 

(illness and injury), disability and health actions. Health diaries have been 

used for three purposes: in methodologic studies to compare reporting 

levels for retrospective and prospective procedures; as memory aids to 

improve recall of health events in a later, retrospective interview; and as a 

primary data source. 

Studies based on recall alone tend to focus on dramatic illness problems because 

they are more easily remembered and make better stories than daily health 

maintenance problems. The diary will be used in this study for two purposes: as. 

a collaborative resource to expand or clarify events described in interviews, and as 

a primary data source in its own right. 

The health diary constructed for use in this study is a compilation of some 

original questions and some questions used by Roghmann and Haggarty (1972a), 

Freer (1980), and Duffy (1986) and modified for this study. To use the health 

diary, the informant wrote her own thoughts on a blank sheet of paper, and/or 
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answered the structured questions on the two additional pages. Each day for 21 

days she repeated the same process, using a new response paper for each day. 

The original diary was printed on large 11 x 17 inch sheets of paper to provide 

plenty of space for informant responses. A size-reduced one-day sample of the 

health diary is located in Appendix H. 

Household Medication Inventory 

During the third interview session each woman was asked to bring forward 

all medicines in her house. I accompanied her as she emptied her kitchen 

cupboards and bathroom medicine cabinets, writing notes about each medication 

she presented. To collect standardized data on each medication, such as the type 

of medication, its source, and use, among other facts, I relied on medication cards 

for each medication in each household. Medicines usually have a story behind 

them, a group of reminiscences about the occasion for which the medicine was 

required, for instance, or the effectiveness of the medicine, or subsequent 

instances when the medicine was used for a similar condition. These stories were 

recorded in field notes on the back of the medication cards. Appendix G contains 

the medication inventory card I devised . 
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Demographic Questionnaire 

The demographic questionnaire developed for this study is loosely based on 

a questionnaire developed by Sherman, Alexander, Clark, Dean, and Welter 

(1989) and used in a study of childhood obesity. The questions asked include 

household size and composition, income, education and occupation of household 

members, ethnic identity, and a substantial amount of information about the 

health of householders. The health-related questions were designed to reveal a 

baseline health status of household members against which the events of the 

health diary and interviews can be juxtaposed. 

The health-related questions included in the demographic questionnaire 

are based on the Ernic Health Status instrument used in the Health in Detroit 

Study and reprinted in Clinton (1981). In its original form, the Ernic Health 

Status instrument was intended to measure self-perception of one's own health 

status that are "void of any criteria and/or terminology commonly used by those 

in the professional health culture to determine or describe health status" (Clinton, 

1981, p. 43). The 7-item scale was coded so that the greater the numerical value 

assigned any response, the more positive the perception of health status. The 

Ernic Health Status questions were closed-ended, allowing for analysis with 

descriptive statistics, but the nature of the questions also generated further 

descriptions of health or qualifications of answers that was recorded with other 

interview information. 

------_. ---
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Reliability of the Emic Health Status instrument was estimated using 

Cronbach I s alpha (a = .8506) by Clinton. Correlations calculated by Clinton 

(1981) between the Emic Health Status and other external criterion measures of 

health (such as decreased activity, bed days, work loss days, etc.) showed 

significant positive correlations, attesting to the predictive validity of the Ernic 

Health Status. Discriminant validity of the instrument was also demonstrated 

along several dimensions. The index was capable of discriminating between men 

and women, for example, since significantly lower scores with more instability 

were found among women. The strong performance of this measure of health 

status in the past warranted its inclusion in modified form in the present study as 

a source of background information on household health. Minor alterations were 

made in the original index to make it suitable for this study, and an expanded 

form of the index was created to assess other household members I health as 

perceived by the woman being interviewed. 

Observations 

During the interviews I observed the woman I s interaction with her 

household members, the condition of her home, her interactions with visitors who 

may have been present, and any other happenings of interest. Collecting these 

observations was not difficult, since it usually meant simply recording what 

happened during the visit in my fieldnotes. For example, during a scheduled visit 
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with Irma, I noted her preparations for her household dinner: she fixed her 

partner a special plate of tortillas, rice, salad, and chicken, while the children ate 

chicken and kool-aid while running in and out of the house. Irma herself did not 

eat, saying she tried to eat only once a day to keep her weight down. After her 

partner ate, he collected his two sons and they went to visit his brother. Shortly 

thereafter, Irma was also paid a visit by some of her partner's cousins from 

Mexico who were selling ceramic wall decorations. As soon as their visit was 

concluded, a friend and her two children dropped in. The food, the status of her 

partner in the household, his participation in child care, and their network of 

friends and relatives were all pertinent observations recorded in my fieldnotes. 

Operational Definitions 

Operational definitions are necessary to understand how the important but 

abstract concepts of "woman," "Mexican American," "acculturation," "income," 

"poverty," and "household" were made concrete enough for application in this 

investigation. 



Woman 

A woman was considered any person who presented herself as a female 

and stated her age to be over 18. 

Mexican American and Anglo 
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A Mexican American woman was identified as one who claimed her own 

and her household ethnic identity to be Mexican, Mexican American, or American 

of Mexican descent. She and her household members mayor may not have been 

U.S. citizens at the time of the interview. Similarly, an Anglo woman was 

identified as one who claimed her own and her household ethnic identity to be 

Anglo. She could not be an immigrant herself, nor could her household members, 

but her ancestors may have emigrated from European countries. She may have 

described her ancestry in a number of ways; some traced the countries of origin of 

their ancestors and concluded, "I guess It m German, Polish, and Swedish, since 

that's what my grandmother and great-grandparents were. But we've lived here 

for generations now." Others described their heritage as "Heinz 57" or "just 

American. " 

Acculturation 

Although there was no formal measure of acculturation taken on the 

women in this study, and it was not a major variable in the study, the concept was 

used occasionally to describe Mexican American women who, to some degree, 

.. -, ,-- _._----
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took on the health beliefs and practices of the dominant Anglo culture. Assuming 

any uniform "Anglo" or "Mexican American" culture is a dangerous 

generalization, but those women whom I considered "acculturated" to Anglo ways 

were often influenced by biomedicine (e.g. notions of "immunity" or use of over

the-counter medication were typical) while simultaneously de-emphasizing 

traditional Mexican health beliefs and practices (e.g. belief in empacho or herbal 

medication was qualified). In an effort to stratify Mexican American women by 

their level of acculturation, in Chapter 6 I considered the least acculturated 

women to be older than 32 years of age, to have learned Spanish as their first 

language, and to have reported their birthplace in Mexico. 

Income 

Income was defined in this study as it is by the Bureau of the Census, U.S. 

Department of Commerce. Income is considered the sum of pre-tax money 

income, including 

amounts received from wages and salaries, self-employment income 

(including losses), Social Security, Supplemental Security Income, public 

assistance, interest, dividends, rent, royalties, estates or trusts, Veterans' 

payments, unemployment and workers' compensations, private and 

government retirement and disability pensions, alimony, child support, and 

other source of money income ... regularly received. Capital gains (or 

._ ..... _ .. _ .. __ ................ '._." ---



losses) and lump-sum or one-time payments such as life insurance 

settlements are excluded (U.S. Bureau of the Census, 1990b, p. 85). 
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For the purposes of this study, the sum of all income earned by household 

members and known to the woman informant were recorded. Non-monetary 

governmental assistance, technically not considered income, was also recorded on 

the demographic questionnaire. Since total household income may be irrelevant 

to the disposable income available to a particular woman for household 

management purposes, I asked each informant to estimate her degree of control 

over household income. I also asked each woman her perception of the severity 

of her poverty by selecting one of four descriptors of her financial situation. 

Poverty 

Before proposing a formal operational definition of poverty, I would like to 

acknowledge one caveat: The governmental guidelines for determining poverty 

were followed in a general way in this study, but were used with discretion. 

Flexibility in defining poverty was needed since extenuating circumstances can 

render a household with an income in excess of the poverty threshold "poor." 

Therefore, the official poverty guidelines presented were used as one criterion 

measure of poverty. Other considerations were the woman subject's perception 

of her wealth or poverty, the network of persons draining income from the 

household even though they may not be officially considered part of the 

- - -- ------------
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household, and any large expenses which consume a substantial amount of 

disposable income. 

With allowances, then, the governmental definition of poverty applied in 

this study. According to the U.S. Bureau of the Census (1990b), families and 

unrelated individuals are classified as being above or below the poverty level 

using a poverty index, which is reproduced in Table 1. These poverty levels 

represent the weighted average poverty thresholds in 1989 based on advance data 

from the March 1990 current population survey (U.S. Bureau of the Census, 

1990b, p. 86). 

Table 1. Weighted Average Poverty Thresholds in 1989. 

size of family unit 

One person (unrelated individual) 
15-64 years 
65 years and over 

Two persons 
householder 15-64 years 
householder 65 years and over 

Three persons 
Four persons 
Five persons 
Six persons 
Seven persons 
Eight persons 
Nine persons or more 

poverty threshold 

$ 6,311 
6,451 
5,947 

8,076 
8,343 

7,501 

9,885 
12,675 

14,990 
16,921 

19,162 
21,328 
25,480 
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The development of this governmental poverty index casts doubt on its 

worth. The index was originally formulated by the Social Security Administration 

in 1964 using the Department of Agriculture's 1961 Economy Food Plan. The 

Food Plan reflected the food consumption requirements of different sized families 

based on their size and composition as determined in a 1955 Survey of Food 

Consumption conducted by the Department of Agriculture. Emerging from the 

1955 Survey was an important rule of thumb: families of three or more persons 

spend approximately one-third of their income on food. Using this information, 

the Social Security Administration in 1964 set the poverty level at three times the 

cost of the Economy Food Plan. These procedures were revised by Federal 

Interagency Committees in 1969 and 1980. Every year since 1964 the poverty 

level has been adjusted by multiplying the previous year's poverty level by the 

change in the Consumer Price Index (U.S. Bureau of the Census, 1990b). The 

cost of housing and health care is not taken into consideration with this 

computation of poverty. Given this history and the arbitrariness of the poverty 

level, a degree of flexibility in determining poverty of study participants seems to 

be required. 
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Household 

Kin and non-kin persons who lived in the same dwelling more than half the 

time were considered a household if they defined themselves as a household and 

reported shared task-oriented goals (i.e. provision of necessities, child 

socialization, etc.) (Netting, Wilk, and Arnould, 1984). The weighted average 

poverty thresholds base a determination of poverty on family rather than 

household size, but in this study, there was only one instance where a family and a 

household were not identical. For nearly all cases, then, the household unit of 

analysis corresponded well with what is considered a family by those government 

agencies categorizing poverty levels. 

Recording the Data 

Since several different types of data were collected, different ways of 

recording the data were utilized. The interview, for example, was recorded on 

audiotapes and transcribed. Some questionnaire items required paper and pencil 

responses, and the health diary involved a daily reporting of household health. 

Whatever the mechanism for recording data, certain issues must be addressed. 

Recording data from the health diary and the interview will be discussed in this 

section. 
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The Health Diary 

The three week health diary combines a format of complete respondent 

freedom in recording each day r s thoughts with a more structured set of questions 

asking for both closed-ended responses and brief descriptions. Each day during 

the diary period each participant was asked to complete on her own the 

structured portion of the diary, with the option of recording freely any other 

information she felt might be pertinent. 

Interviews 

Interviews with informants were recorded using audiotapes. Each tape was 

transcribed by a transcriptionist familiar with the goals of the research and 

standard transcription procedures. With transcripts in hand, I listened to the tape 

to achieve two purposes. First, I compared the transcript to the tape and 

corrected the transcript as needed to reflect non-verbal communication or 

misunderstood words or sentences. Second, I listened to the tape in an 

interpretive frame of mind. Engaging in reflexive thought, I re-familiarized myself 

with what happened during the interview and what it meant. Using only 

informants who spoke English minimized, but of course did not eliminate, 

misunderstandings between myself and the women informants. 

-----<--- -<-<-
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Trustworthiness 

The accusation that ethnographers are unconcerned with validity and 

reliability issues is dismissed as a myth by Aamodt (1982). Pelto and Pelto (1979) 

first discussed reliability and validity in relation to anthropological research. 

According to the Peltos, the divergent findings of Oscar Lewis and Robert 

Redfield regarding the conditions in the Mexican village of Tepoztlan fueled 

intense anthropological concern over the replicability of research findings. To 

maximize reliability and validity, Pelto and Pelto (1979) suggest employing an 

eclectic mix of research techniques over a long-term field experience, a process 

somewhat similar to the increasingly-sophisticated strategies known as 

"triangulation," "multiple triangulation," and "critical multiplism" (Duffy, 1987; 

Mitchell, 1986; Coward, 1990). 

In contrast to the defensive stance taken by those advocating rigorous 

assurances of validity and reliability, Eisner (1981) represents a group of 

qualitative researchers who claim a concern with reliability and validity is useless 

in some forms of qualitative research. He convincingly argues that a scientific 

approach to qualitative research implies a preoccupation with issues of validity 

and reliability, but that these concepts are inapplicable when a qualitative 

investigator approaches a research problem artistically. If one uses an artistic 

approach, the criteria for appraisal should be the persuasiveness of the personal 

-----~~. 
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vision expressed, its illumination and penetration of some aspect of the world, and 

its ability to shed light on what is unique in a situation that exceeds the limits of 

that particular situation. Like good fiction, a good research report could portray 

truth insightfully and convincingly, yet fall short of complete scientific reliability 

and validity. 

The Four Criteria of Trustworthiness 

Lincoln and Guba (1985) would agree with Eisner that notions of reliability 

and validity, as such, are inapplicable to qualitative research. But instead of 

rejecting the importance of validity and reliability on the one extreme, or 

importing unaltered the concepts of reliability and validity from a quantitative 

research paradigm on the other extreme, they take a more moderate stance. 

Their solution: the invention and definition of a new set of standards for assuring 

trustworthiness (Guba, 1981; Lincoln and Guba, 1985). To establish 

trustworthiness in naturalistic inquiries, Lincoln and Guba (1985) suggest the 

criteria of credibility, transferability, dependability, and confirmability. These four 

criteria for assuring trustworthiness will be applied to this research. Below, each 

of the criteria will be defined and discussed. Following the review of the 

trustworthiness criteria, an examination of the trustworthiness of health diaries 

and interviews will be presented. 
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Credibility 

Credibility refers to the accuracy of the findings and interpretations of a 

qualitative study, and is roughly equivalent to internal validity in a quantitative 

study (Guba, 1981). Credible research maximizes the possibility that the findings 

of the study are due to the phenomena under study rather than to extraneous 

variables or relationships influencing the participants. Mindful of the need for 

credibility, three aspects of the field work were orchestrated with this criterion in 

mind. First, prolonged engagement was made possible. The pilot study was 

conducted over a year's time, and the research reported here required several 

more months of prolonged engagement with the topic of domestic health work 

and with actual women who performed DHW. Acquisition of 

"metacommunicative competence" (Briggs, 1986) prior to prolonged engagement 

in this study was enhanced both through my two-year residence in a low-income 

housing project and my three-year research assistantship in a study of low-income 

Mexican American and Anglo women with preschool children (Sherman and 

Alexander, 1988). 

A second technique used to bolster credibility was persistent observation. 

While prolonged engagement provided a wide-angle view of domestic health work 

for poor women, persistent observation added depth to the study. Although the 

two processes sound similar, prolonged engagement refers to the total amount of 

time throughout which the investigator studied the phenomenon, while persistent 
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observation refers to the intensity of the contact. Scheduling three interview 

sessions over the period of a month's time with each informant prolonged the 

engagement of the researcher and participant and moved our discussion to deeper 

levels of conversation at each encounter, thereby increasing the observation 

intensity. The danger of sporadic, one-time observations is that "lies, fronts, or 

other deceptions," like jokes, may be taken at face value (Lincoln and Guba, 

1985, p. 305). Persistent observation, coupled with prolonged engagement, 

brought into perspective the elements of the situation that really count as opposed 

to situational irrelevancies. 

Third, credibility was enhanced through triangulation. Triangulation 

protects the researcher from making assumptions about a concept or category 

after observing it from only one vantage point. Triangulating means collecting 

several kinds of data from different sources and with different methods to verify 

the findings. Mitchell (1986) refers to investigator, theoretical, methodological, 

and data triangulation. Knafl and Breitmayer (1989) add unit of analysis 

triangulation as a fifth type. The purpose of triangulation is not simply 

duplicating effort, but using alternative sources of information that balance the 

strengths and weaknesses of one method or source with those of another (Knafl 

and Breitmayer, 1989). 

To give specific examples of triangulation, one of my variables is symptom 

recognition and treatment. In terms of ~ triangulation I used retrospective 

.. -- ---_. ----
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illness narratives provided during interviews and a three week health diary to 

record prospective symptoms and their treatment. These two approaches also 

triangulate on methods by using two different ways of assessing the concept. In 

terms of theory, I have reviewed ideas which seem to explain different parts of 

symptom recognition and treatment in the household. According to self-care 

theorists, individuals care for themselves on an everyday basis and refer to 

specialists when symptoms or discomfort exceed their ability to cope. Proponents 

of medicalization trace an increase in medical treatment to higher popular 

expectations and the self-interest of the purveyors of medical care and technology. 

Finally, theorists dealing with gender propose household health care as a 

gendered activity. These feminist theorists relate women r S involvement in 

household health matters to their status in society at large. 

Triangulation on investigators was difficult to incorporate into this research 

project. Since I was a lone investigator, my best chance of triangulating with 

others was through my dissertation committee and through published records of 

other investigators interested in the same or similar phenomena. Finally, I 

triangulated on unit of analysis by collecting data on household health status and 

domestic health work as reported by the woman being interviewed. I also talked 

to other women living in the household, heard children tell their versions of 

illness narratives, and spoke informally with several spouses, neighbors, and 

relatives. 

- ------ ----
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Transferability 

Uncoln and Guba (1985) discuss transferability as a criterion roughly 

equivalent to external validity in a quantitative study. The subjects, tests, and 

testing situations should be described in sufficient detail by the researcher to the 

audience to enable an estimation of the compatibility of the study with real life 

conditions. This kind of thick descriptive information may enable a future 

researcher to determine the potential transferability of study findings to another 

arena of inquiry. 

To meet the criterion of transferability, thick description of the study 

participants incorporating the informant's own words has become part of the 

results (Chapter 5). Using the informants' own words preserved the tone and 

emotion of their experiences better than any researcher reduction. Additionally, 

selecting informants carefully on the basis of their ability to deepen a theoretical 

understanding of the topic of interest promoted the potential transferability of 

findings. Such "theoretical sampling," so-called by Glaser and Strauss (1967), 

selects informants who are representative of the range of women in poverty for 

whom domestic health work is a salient experience. Despite the safeguards of 

thick description and theoretical sampling, providing an index of transferability "is 

not the naturalist's task;" the researcher is only responsible for "provid[ing] the 

data base that makes transferability judgements possible on the part of potential 

appliers" (Lincoln and Guba, 1985, p. 316). 
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Dependability 

Dependability is essentially the stability of the data. Dependability in a 

qualitative study includes the internal consistency and repeatability of a study in 

much the same way as a quantitative study hopes a replication study would find 

similar outcomes in a similar investigation. To demonstrate dependability Lincoln 

and Guba (1985) propose several options, two of which will be used in this study. 

First, credibility was addressed as a necessary precursor to dependability, parallel 

to the necessary establishment of reliability before arguing for validity in a 

quantitative study. The overlap methods of interview, diary, and medication 

inventory represent a form of triangulation strengthening credibility, and therefore 

providing evidence for dependability. 

Second, an audit trail was maintained to keep track of decisions made in 

the process of carrying out the investigation, and to verify the accuracy of the 

product of the inquiry. An audit trail should describe the procedures used during 

the investigation so that an outside reviewer could reconstruct the process of 

events and the logic guiding them (Miles and Huberman, 1984). By examining 

the investigator's daily log, field notes, interview tapes, and transcriptions, an 

auditor could verify the logic behind both practical decisions (like sampling 

choices) and conceptualization decisions (like the merging of two similar concepts 

in data analysis). In this study, the materials needed for audit will be made 



available to the dissertation committee, but will be kept as a dependability 

safeguard even if no one chooses to examine them. 

Confirmability 
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Confirmability refers to the degree of investigator neutrality in interpreting 

the phenomenon under study (Lincoln and Guba, 1985). The findings should 

reflect the viewpoints of the women involved in the study rather than my own 

biases or opinions. The major technique for establishing confirmability is the 

audit trail. The information in the audit trail should provide linkages between the 

raw data and the end-stage conceptualizations. Given such an audit trail, even a 

skeptical reviewer questioning the most bizarre findings could be shown 

substantiating field notes, raw transcripts, and a series of investigator reflections 

and theoretical decisions linking and justifying the outcome. 

One of the most important parts of the audit trail is the log kept by the 

investigator. In the log I recorded reflexive insights. Reflexivity is the mental 

practice of removing oneself from the total picture containing the informant and 

the interviewer self. Reflexivity allows the researcher to enlarge the frame of 

examination and look for researcher effects on both the content of the interview 

and the process of interviewing (Knafl and Howard, 1984). Documenting 

reflexivity is possible if one keeps a daily log of reflections and critical 

examination of the research process. 
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Complete investigator neutrality is difficult to achieve in any study, but 

especially in this particular case where I discussed household health work with 

other women. Since I share certain experiences in common with the women I 

interviewed, the emotions and frustrations they experienced and communicated 

could hardly be met with an artificial display of surprise or detached interest on 

my part. The most natural--and probably most effective--strategy I used was to 

share some of my own corroborating experiences or feelings during the interview 

instead of pretending to be immune to the experiences I was asking informants to 

freely divulge. Oakley (1981) highlighted similar conflicts between the role of 

detached investigator and empathetic woman in her own study of motherhood. 

She finally concluded that 

... the mythology of hygienic research with its accompanying mystification 

of the researcher and the researched as objective instruments of data 

production [must] be replaced by the recognition that personal involvement 

is more than dangerous bias--it is the condition under which people come 

to know each other and to admit others into their lives (Oakley, 1981, p. 

58). 

Recognizing that I could not help but respond to the women and the stories they 

told, I tried to retain as much neutrality as possible in the analysis of the data 

provided. 
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Trustworthiness of the Methods Employed 

The overall plan for assuring the trustworthiness of the study according to 

Lincoln and Guba 's (1985) four criteria has been discussed in detail above. 

Remaining is the question of how each of the methods employed has performed 

in past studies. Since the two main methods of health diaries and interviews are 

familiar to many researchers, we may rightly ask, What are their strengths? And 

alternatively, what are their weaknesses? 

Trustworthiness of health diaries 

Verbrugge (1980) reviewed her own and others research experiences with 

health diaries and summarized the advantages and claimed disadvantages of 

health diary methods. Both the advantages and disadvantages of diaries imply 

direct trustworthiness consequences. 

The advantages of health diaries. Commonly, health diary studies report 

higher levels of reporting for most items as compared to retrospective interviews. 

Reports of symptoms of unknown etiology, counts of recently noticed conditions, 

high rates of reported nondisabling and nonattended illnesses, and evidence of 

health actions are all reported more often in health diary studies than interviews. 

Increased reports of most symptoms and disability using health diaries "is 

attributed to lower recall error in diaries, and it is interpreted as a sign of more 

valid data" (Verbrugge, 1980, p. 81) . 

. . -. "- ._--_._-_ .. -.. . ..... ' ... ,.----
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Possible reduction of recall error is another advantage of using a health 

diary method of data collection. Recall error has two main forms: memory lapse 

(forgetting an event entirely) and telescoping (remembering an event but 

forgetting its correct time frame). Memory lapses can result in underreporting, 

and telescoping can either inflate or reduce reported incidents. The diary 

minimizes memory lapse problems by relying on a i-day recall period. 

Telescoping is entirely eliminated if respondents follow the direction to report 

events on the day they occurred, rather than trying to recall events of several days 

at once. 

In theory, the validity of health diary studies could be assessed by two 

strategies. First, the most stringent validity test is a criterion validity test using 

clinical information recorded in medical records and compared to self-reported 

diary records. Criterion validity of this type can only be assessed for health events 

involving medical care contact for which records are generated, and as such it is 

usually not an appropriate estimator of validity in health diary studies. Most 

events in health diaries simply never make it to a medical record. Since criterion 

validity is nearly impossible to obtain, a second estimate of validity is possible if 

one assumes higher reporting of daily symptoms is more accurate reporting. 

Using this validity estimate, diaries are more valid than retrospective interviews, 

especially in terms of acute and nondisabling conditions, and somewhat more 

valid for other conditions than are interviews (Verbrugge, 1980). 
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In addition to a high degree of estimated validity, health diary studies are 

ideal for learning about the iceberg of health and the health actions employed on 

a daily basis for common problems. The "iceberg of health" metaphor coined by 

Verbrugge and Ascione (1987) refers to the symptoms individuals experience but 

for which they do not seek professional consultation. Analytically, a health diary 

can be reduced to symptoms, disability, and health actions either experienced 

individually or by household. Total symptoms, conditions, symptom days, or 

condition days can be counted, or day-by-day time series data can be studied for 

fluctuations and causal relationships among variables. All of these approaches 

shed light on the "iceberg of health" in the household. 

The possible disadvantages of health diaries. Many researchers doubt that 

respondents will agree to the ongoing responsibility of keeping a health diary. 

However, "prior studies have achieved very high rates of agreement to keep a 

diary and high rates of continuation to the end of the diary period" (Verbrugge, 

1980, p. 87). In most studies, between 86 and 98 percent of interviewed 

respondents agree to keep diaries. Attrition is also low, between 0 and 22 

percent. In general, the largest loss of eligible participants in a diary study is in 

their refusal to participate in a face-to-face interview. Of those who agree to 

keep a diary and then quit, most do so early in the diary period. 

A disadvantage in any study of experiences or behavior is that simply 

measuring a phenomenon can change it. Perhaps participation in a health diary 



151 

study may actually change symptom perception or health behaviors. Sensitization 

to symptoms might spark increased symptom perception and reporting, and on the 

other hand, fatigue may set in towards the end of a study and minimize reporting. 

Seasonality is another factor which might change levels of health reporting, since 

acute illnesses are most common in winter months. Verbrugge concludes that 

most variation in diary reports is due to fatigue and seasonal effects. 

Summer/winter differences in symptoms were explored by Kosa, Alpert, and 

Haggerty (1967), with the conclusion that changes in the incidence of illness and 

also changes in what constitutes a symptom are responsible for reported seasonal 

differences. 

In summer, when mothers do not expect many illnesses in the family, they 

apply less stringent requirements and report less serious symptoms .... ln 

winter the mothers expect many illnesses, they apply more stringent 

requirements and report the most serious symptoms only (Kosa, Alpert, 

and Haggerty, 1967, p. 175). 

In response to the claimed disadvantage of conditioning effects in health diaries 

(including seasonality, sensitization, and fatigue), levels of health reporting do 

drop over time. However, conditioning effects are not especially large, with most 

indicators dropping 5 to 25 percent over a 2 to 3 month period (Verbrugge, 1980). 

In this three week data collection period, conditioning effects were negligible. 

Most women recorded entries in their diaries on a daily basis. Those who did not 



use the diary were consistent in their avoidance of it. Few, if any women, 

decreased in their utilization of the diary over the 3-week interval. 
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Data quality is another concern in any study, and a particular concern in a 

health diary study, where entire pages of diaries may be returned blank. In the 

Health in Detroit Study, 96 percent of all the women involved filled out the diary 

every day; the other 4 percent skipped 1 or more days. Other studies had poorer 

completion rates, with some claiming only 57 percent of all diaries returned were 

completed in a usable fashion (Verbrugge, 1980). Overall, however, evidence 

suggests that "when respondents are monitored and given active encouragement 

throughout the diary period, they produce diaries with few omissions and unclear 

responses" (Verbrugge, 1980, p. 91). 

In conclusion, the rich advantages of health diaries are not outweighed by 

their drawbacks. Keeping the disadvantages in mind helped in the construction 

and implementation of the study, and the triangulation of diary data with 

interview data and other sources of data on domestic health work added strength 

to the conclusions drawn. 
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Trustworthiness of Interviews 

Relying on their substantial experience in naturalistic inquiry, Lincoln and 

Guba (1985) declare a "major advantage" of the interview to be 

... that it permits the respondent to move back and forth in time--to 

reconstruct the past, interpret the present, and predict the future, all 

without leaving a comfortable armchair (Lincoln and Guba, 1985, p. 273). 

Because an informant can condense incidents from across her life experience into 

a discussion of the different kinds of domestic health work women engage in, I, as 

the researcher had access to an unusual density of information. A woman may 

share information about her own experiences, her friends, her mother, or her 

grandmother, perhaps sampling incidents from half a century to illustrate her 

point in the conversation. 

One complication in collecting trustworthy interview data is that 

researchers--and often women informants, too--may not know quite what 

information is needed to answer the research question, even though they have 

access to lifetimes of experience. Sacks (1989, p. 87) asked women about 

everyday processes in their home and work lives, and found 

- -- -- ------

... those everyday processes and their significance were invisible to me as 

long as I looked directly at them in the present. They became visible only 

when I saw them out of the comer of my eye, as it were--when I saw the 

mundane in historical perspective. 

- ---- --------
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Fortunately, interviews allow enough flexibility to shift from a "direct assault" 

type of approach to a more indirect inquiry about the "mundane" work women 

participate in. For Sacks, asking women to recount their life stories yielded the 

information she needed for her analysis. But how trustworthy are the utterances of 

informants in interviews? How truthfully do they recount their experiences and 

tell of their lives? 

The rapport often found between informants and interviewers who have 

talked during several interviews seems unlikely to spawn purposefully falsified 

information by an informant. Even though unlikely, it is possible an interviewer 

may obtain conflicting evidence "proving" an informant is lying. This 

trustworthiness threat is only a problem if one believes "lies" are harmful to a 

study; a more interesting proposition is that "lies" may illuminate more than the 

most accurate "truths," and may themselves be a reconstruction of truth as the 

informant would like to see it. In a discussion of women's personal narratives, 

Passerini (1989, p. 197) states, "All autobiographical memory is true. It is up to 

the interpreter to discover in which sense, where, for which purpose." 

How can we make sense of an interview if the facts, as presented, cannot 

be taken as the literal truth? Passerini suggests we assume "that the symbolic 

and the factual levels [in a story] do not coincide, [and] that the narrating subjects 

are perfectly aware of this difference" (1989, p. 197). With abundant male and 

female stereotypes available, gender acts as a resource for storytelling. 
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Informants can combine their chosen gender-referenced images of themselves 

according to their experience, imagination, collective pressures encountered during 

the rendering of the story, accepted social conventions and values, and their past 

and present interests and desires. When autobiographical stories using images of 

rebelliousness, irreverence, or flippancy are told, they may seem incongruent with 

the self-presentation of the informant as a typically conventional or even reserved 

woman. These contradictory metaphorical images used in autobiographical 

narratives seem to serve the purpose of creating an individual mythology. 

Autobiographical narratives using metaphorical images of self-presentation 

provide a source of inspiration, encouragement, and excitement to the teller (and 

her audience) in the face of a different social reality. They may also express 

problems of identity for women, who transmit their awareness of an oppressive 

social order and lack of integration through their narratives, simultaneously 

constructing a vision for current and future change (Passerini, 1989). 

The most vexing trustworthiness problem in collecting interview data with 

women informants is not that they tend to lie, fabricate, embellish, artfully 

construct, or metaphorize their stories. On the contrary, the problem is the 

tendency of narrators to make their story fit some sort of mold, an archetypal 

formula of what a woman's life story ought to sound like. After studying the 

lives and life stories of many celebrated women, Carolyn Heilbrun (1988) 

concluded that these women used, though ill-fitting and troublesome, the 

'-' '-'_._---- _ .... - . -
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traditional "male" script for their own female life stories. These successful 

women seemed to portray themselves as though they were pursued by their work 

like a romantic lover, when their lives actually demonstrated their own active 

pursuit of their work. The problem, encountered again, is the contradiction of the 

script with social reality. Although the script may be metaphorical, as Passerini 

(1989) proposed, it may also be merely a conventional rhetorical device used 

when no other suitable conveyance of experience is available. 

Perhaps women's lives have been twisted to suppress the truth of the 

female experience in order to make the written life conform to society's 

expectations of what that life should be (Heilbrun, 1988). "Only in the last third 

of the twentieth century have women broken through to a realization of the 

narratives that have been controlling their lives," claims Heilbrun (1988, p. 60). 

The women who have "broken through" controlling narratives are 

certainly not like the women I interviewed. Willa Cather, Louisa May Alcott, 

Edith Wharton, and George Eliot, for example, required different stories by which 

to write their lives, and seemed able to "break through" and construct their own 

narratives. The women living in poverty whom I interviewed lacked many of the 

circumstances that enabled successful women writers to break through the scripts 

controlling their lives. A more conventional narrative form surfaced in the lives 

of the women I interviewed. Be that as it may, the only narratives I can analyze 

are those my informants can tell. If their stories fit a script or contain 



questionable facts, there are at least ways to explain and interpret whatever 

stories they tell. 

157 

Using an approach to narrative data that emphasizes the metaphorical and 

rhetorical, as opposed to factual, (re)construction of reality in interviews should 

placate an overwrought researcher worried about the trustworthiness of the data 

provided by the women in this study. Some of the more pedantic discussants of 

the trustworthiness of interview data propose techniques to enhance 

trustworthiness which stem from a view that informants try to mislead 

interviewers. They suggest an interviewer "test" the informant by asking an 

identical question at another interview, or ask essentially the same question again, 

using different words to see if "identical" information is given (Brink, 1989). If 

the informant fails the test by not repeating the same information, the informant 

is presumably "lying." Another way to strain over a gnat is to present an 

informant with the complete transcription of the interview and ask for clarification 

of terminology and expansions of incomplete information (Brink, 1989). All of 

these ways of establishing interview data veracity discount the performative and 

allegorical aspects of the interview; they minimize the artistic crafting of oral 

narrative by assuming it can be repeated or improved upon; they place the blame 

for incoherencies upon the informant rather than the script constraining woman's 

narrative; and they introduce an element of doubt and confrontation into the 



interview situation that can only hinder, rather than help, the collaborative 

production of knowledge between informant and interviewer. 
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Assuming, in conclusion, that interviews produce narratives with truth value 

on several levels, we can argue that their trustworthiness is inherent, but maybe 

not at the level of the naked facts. Even given a "recipe" format of recounting 

personal experience, there is something of value to be gained from each woman I s 

life story. The large and the small deviations from some expected course in a 

woman I s life portray the variable facets of individual experience. A minor 

consideration, yet one with trustworthiness implications, is how to record the data 

provided in an interview situation in the most useful and advantageous way. 

How to record interviews for ultimate trustworthiness is an unsettled issue. 

The advantages of using a tape recorder to capture the conversation are several. 

A taped conversation is an "unimpeachable data source" (Uncoln and Guba, 

1985, p. 271) that assures completeness, provides the opportunity for unlimited 

review of the conversation, allows for the addition of nonverbal cues in the 

transcribed version, and captures indexes of emotion (voice pace and pitch, for 

example). Of course, the disadvantage of mechanical failure is always a possibility 

with a tape recorder, and some informants may distrust an exact, identifiable, and 

permanent rendering of their personal lives on an audiotape. More disadvantages 

of tape recording include the necessary delay ~etween the interview and the 

completion of the arduous transcription process, and the possibility of significant 
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transcriber errors. Weighing their respective advantages and disadvantages, 

Lincoln and Guba (1985) advocate notes instead of tape recordings. Their 

primary reason for discouraging taping is that the interviewer who tape records 

must wait so long between interviews because of processing lags that his or her 

memory of the first interview might fade, leaving him or her at a loss for 

direction. Despite the disadvantages, I felt that the advantage of having verbatim 

transcriptions of the interview outweighed, in this instance, the drawbacks. 

Chapter Summary 

In this chapter the methodology used in the study was specified. The 

ethnographic research approach was described in a general way, and then related 

to an ethnographic nursing tradition and to women I s health interests. The 

sample characteristics were described and their recruitment detailed. A discussion 

of field methods included a description of each of the data sources and the 

operational definitions used in the study. The data recording procedures used 

were detailed in reference to health diaries and interviews. Finally, issues of 

trustworthiness in relation to the criteria of credibility, transferability, 

dependability, and confirmability were presented, followed by the specific 

trustworthiness issues involved in health diary and interview procedures. 
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Chapter 4 

THE PROCESS OF ANALYSIS 

Introduction 

The methods described in Chapter 3 for the collection of data resulted in 

large amounts of information. Analysis of the data was similar to the critique of a 

painting; a critic can evaluate independently the artistic merit of the composition, 

technique, and subject matter exhibited in a work of art, but in the end it is the 

overall effect of the entire work and the way individual elements work together 

that determines whether or not the painting is successfully evocative. Similarly, 

the analysis of the data from the participating 20 study households required 

consideration of individual pieces of information, such as interview data, 

household medication information, and demographic data for their independent 

contributions to an understanding of the household production of health. Analysis 

of qualitative data does not end with consideration of individual elements, 

however; the picture of women's domestic health work came alive when the 

elements were considered together as a holistic composition. 

Data analysis was a hermeneutic process (Geertz, 1973). Each of the 

discrete data sources (interviews, diaries, medication inventories) interacted with 

each other. As a hermeneutic experience, my theoretical understanding of poor 



161 

women's domestic health work was expanded by the study informants' personal 

experiences set against a backdrop of past theoretical conjecture contained in the 

literature. As my emerging understanding of domestic health work became more 

complex and complete, I approached further data analysis from a different point 

of view. In short, my overall understanding of the phenomenon was influenced by 

the particulars of the data, which then reshaped my overall understanding in a 

recursive fashion. I often returned to various women's health diaries and 

interviews as my earlier interpretations came into question. New insights and 

explanations from the same data revisited enriched the study. 

The research questions posed in Chapter 1 were addressed throughout the 

analysis process. Each datum collected could help answer one or more research 

questions, since in no case was one type of data intended to answer only one 

question. Consequently, different kinds of data often helped answer the same 

question. This chapter will review the analysis techniques employed to answer the 

research questions using the data collected. Interviews, health diaries, medication 

inventories, demographics, and observations comprised the data sources analyzed. 

Interviews 

Ethnographic interviews can provide detailed descriptions of health-related 

practices used by people who nurses usually encounter as "patients" (Aamodt, 

1982). Interviews drawing on the experiences of research informants are 
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particularly advantageous in at least two instances, according to Field and Morse 

(1985). First, interviews can elicit new information in a field where little is known 

about the nature of the phenomenon of interest. Second, interviews are effective 

when certain characteristics of the subject (e.g. attainment of lower levels of 

education) or setting (e.g. higher levels of privacy needed to facilitate disclosure 

of personal information) discourage other types of information-gathering. 

With the benefits of interviews in mind, the analysis exploited the many 

types of data contained in the interviews. As described in Chapter 3, a final 

transcription was generated for each interview. Segments of the text which I 

identified as pertinent to the purpose of the study were coded in the margins of 

the typed transcript. The code words which I used systematically are listed in 

Appendix I. Next, I entered the code words and the corresponding text into the 

Ethnograph computer program (Seidel, Kjolseth, and Seymour, 1988). The 

software allowed me to retrieve and analyze segments of text by code word. The 

interviews were also considered during analysis in relation to the other data 

collected. 

I read and re-read each interview in its entirety for insight into the 

domestic health work performed by the women in the study. Because each 

informant structured her interview differently, analysis was flexible enough to 

adjust to different responses by looking for key elements in each interview which 

would shed light on the topics addressed by the research questions. Elements 

. -- -- - ._---
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frequently contained in the interviews included: ethnosemantic categories of 

sickness; onnositions between types of things, like ill/well and past/present; 

formulaic statements repeated throughout the interview that express a central 

belief or attitude about health or illness; discourse on issues of control and 

resnonsibility; illness narratives; internal contradictions in a woman's story; 

evaluative comments made about events in her story; and a life history. 

Conflicting, confusing, or concurring data gathered through household medication 

stories, health diary entries, or my own observations tempered any hasty 

conclusions I might have drawn from interviews alone. The various elements of 

the interviews were identified and in conjunction with the other data sources, the 

interviews helped answer the research questions. 

The ethnosemantic structure of women's talk suggested distinctions 

between categories of things. In Clara's case, she reported differences between 

being the categories of "sick," "sick in bed," "so sick" and "not too sick to 

work." Determining how sick a household member was by the category of 

sickness they exhibited helped Clara make decisions about their care. 

Qnposition was clear in the instances where women compared two 

contrasting elements of their experience. Generational or gender-based 

comparisons in illness behavior or demonstrations of caring were used by many 

women. Many women told stories about their childhood illnesses, often reflecting 

on the healer/nurse role played by their mother and then contrasting the past 
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with their own adaptation of the same role in their present adult life. Another 

popular and often humorous comparison was between men I s illness behavior and 

their own female responses to illness. Because women I s work is "never done," 

to quote an old truism, some informants believed women seldom had the luxury 

of being sick with the attendant advantages of rest, sympathy, and coddling. Men, 

in comparison, could take a "day off" work and expect a certain amount of 

pampering from their women kin. 

Formulaic statements can encapsulate one I s philosophy about health and 

illness. Clara, for example, said several times during the first interview, "don I t 

give in" to illness or injury. This formulaic statement served as the conclusion to 

a story about someone in her household who "kept going" even when seriously 

ill. Clara I s disabled husband "should be taking 18 pills a day," but refused to 

"give in" to his pain. Sometimes Clara quoted someone else who voiced her 

philosophy, and other times Clara I s philosophy of "don I t give in" is indirectly 

illustrated with stories. Her "don I t give in" philosophy was implied when Clara 

recounted the time her 3-year old daughter, Carmen, fell two stories from a 

playhouse and badly bruised her face. Clara mentioned the trip to the emergency 

room, and then stated, "she didn I t cry," which is one way of "not giving in" to 

pain. 

Control and responsibility for health was a major topic covered during the 

interviews. During the second interview I asked each woman the sub-group of 

- -- -- -.----
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questions on maternal responsibility and blame to stimulate discussion of maternal 

responsibility for child health and illness. In addition to these periods of direct 

questioning about maternal responsibility, women often independently brought up 

the topic of their culpability for others' illnesses. After unfolding a story about 

Carmen's multiple accidents--falling out of a moving truck, falling from a 

playhouse, being kicked in the face by a horse--Clara stated "the hospital called 

the [child protective services] people and they came and talked to me about--." 

Clara broke off before listing what they talked to her about, but she wrote off her 

responsibility for her children's multiple accidents: "My kids aren't in the house 

all day, you know, they're not Nintendo kids or watch TV kids, theY're always 

outside. Their accidents, they just happen." 

Illness narratives were popular linguistic devices used by the women during 

interviews. The illness stories told to me, like those told to Price in Ecuador 

(1987), transcend their topical focus and express more general models of suffering, 

women's roles in caregiving, and helping offered by friends and family during 

illness. The stories transmitted data pertinent to the purpose of this study, 

including women's opinions about cures and curers, theories about illness 

causality, and the articulation of illness episodes with daily household routines. 

Some of the illness narratives followed the structure identified by Labov (1972), 

and contained an abstract, orientation, complicating action, and evaluation. Other 

narratives fit better the description of "generic" narratives given by Linde (1981), 

-------- - --



meaning they reported an habitual happening rather than a strictly temporally 

ordered chain of events. 

A temporally-ordered narrative told by Annette could be edited and 

summarized as follows: 
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Arthur was healthy on Sunday morning, he woke up Monday with a fever, 

and I gave him Tylenol. Then he started coughing. So I gave him Tylenol 

and cough syrup before bed on Monday and also put a vaporizer in his 

room. I made a blanket tent around his bed to hold in the steam because 

I thought the problem was croup like the older kids had had, and steam 

helped them. I set the alarm for 1 a.m. to check on him, but before I 

could check on him, he came wandering out of his room with raspy 

breathing. It scared me, and when my husband saw me scared, he was 

scared, too. He said, "If you're scared after raising 5 kids, I know it's 

serious." I said, "We're going to the hospital." We took him right in. 

This narrative highlights Annette's treatment of early symptoms, her recognition 

of a change in symptoms requiring more aggressive treatment, her expertise and 

household authority in matters of illness, and the benefits of previous child-raising 

experience on her illness caregiving skills. 

Narratives of the generic sort gave fewer particulars than narratives about 

specific instances. Clara generalized about her mother's care of her when she 

was sick as a child, and compared her childhood experiences to her present care 
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of her own children. Her pseudo narrative of routine happenings is summarized 

below. 

Very seldom did we ever go to a doctor as children. You were sick, you 

still had to get up and go. This was my mother's theory, and I guess I 

agree with it because I do it myself. If we were sick, laying around in the 

bed, she would bring us some soup in bed or something. But let's say you 

get up and start playing. She would make it so hard on us that we'd 

rather go to school than stay home. I do that with my own kids. "You say 

you're sick, okay. If you don't stay in bed then that shows me you're not 

that sick. So you're gonna have to mop the floor, you're gonna have to 

sweep, you're gonna have to do the dishes." It's so much better for them 

to be at school that they don't want to stay home. 

Here, Clara's attitude and philosophy about sickness and caregiving are make 

explicit, and her ethnosemantic categories of sickness hinted at. Instead of giving 

a concrete example of illness care, perhaps illustrating how her mother cared for 

her case of chicken pox, or how she cared for her daughter's pneumonia, Clara 

abstracted from particular experiences to draw general conclusions. 

Pseudonarratives, like the temporally ordered narratives, are also helpful in 

analysis. 

Internal contradictions can be found in nearly any story or interview. As 

discussed in Chapter 3, the contradictions, exaggerations, and outright lies told 
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during interviews can be analytic assets rather than liabilities in the data. Major 

internal contradictions can be considered fault lines, areas of weakness or tension 

surrounding troubling issues and threatening the credibility or cohesiveness of the 

story. Internal contradictions can become obvious during a single interview, or 

they can emerge through a comparison of health diary data or medication 

inventory information with information in the interview, or perhaps contradictory 

information can be given by a third-party informant. 

However discovered, the contradictions in personal constructions of 

experience open fissures worth exploring. Clara's mention of their horse kicking 

Carmen in the face concluded with the statement, "he barely touched her." This 

minimization of the injury was belied both by her rationalization that her children 

were "outside kids" destined to get hurt, and also by her acknowledgement that 

accidents such as this one concerned hospital personnel sufficiently to merit 

investigation by child protective agencies. The seriousness, frequency, and nature 

of her children's injuries are surrounded by internal contradictions. Another 

informant interviewed in the course of the study added more information about 

injuries in Clara's household, and stated an opinion that the injuries constituted 

evidence of abuse in Clara's family. The external contradiction of Clara's 

construction of reality confirmed for me the sensitive and troubling nature of the 

"accidents" Clara reported. The fault lines alluded to by Clara's own internal 

contradictions were substantiated by an external account. 
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Evaluative cQmments often followed narrative accounts of events and 

revealed additional pertinent information about the informant. Evaluation is 

considered a necessary part of a narrative, typically falling at the end of the story 

but also cross-cutting the story in waves (Labov, 1972). The important functions 

of a narrative evaluation include alerting an audience to the point of a narrative 

andj or making explicit the self-construction of the narrator. Clara used 

evaluation effectively when she told a story of her horse with a lump on his leg. 

The veterinarian suggested operating to remove the lump, but admitted the 

surgery would probably leave the horse with a limp. Clara illustrated her "don I t 

give in" philosophy when she ignored the veterinarian I s advice and instead taught 

the horse to run even with the probably-painful leg deformity. Clara concluded 

that a II deformed something that I s always a pain from childhood" becomes "a 

part of life. It I s the way I am, I I m supposed to be. I told the vet, I think it I S 

mostly whatever people decide to [make] do with." Clara casts herself in this 

story as the advocate for "not giving in," and provides a testimonial of the 

effectiveness of "making do" with what one is born with using the horse account. 

She evaluates the horse story by reporting her response to the veterinarian and 

expanding it to include humans. 

When I asked each informant to summarize her life strny, I often met 

with a hesitant response. Being asked to condense one I slife on-the-spot during a 

taped interview can be an intimidating request. Many women acted as if their life 

-_ ... __ ._---
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story would make dull reading indeed. Nevertheless, many women told parts of 

their life story unwittingly throughout the period of our contact. Although the life 

history produced in a three-interview time span was not comprehensive, it did 

help place the major interests of this research in a life experience framework. 

A summary of each woman's life history was written throughout the data 

collection period. The reduction of interview data into a case-study type format 

was illustrated by Willms, Best, Taylor, Gilbert, Wilson, Lindsay, and Singer 

(1990) in their anthropological study of smoking cessation. Following their 

example, direct quotes and experiences about a woman's life as she reported it 

were embedded in her story to preserve the woman's particular thoughts, beliefs, 

and feelings about domestic health work and its articulation with other kinds of 

work and life experience. 

Some researchers who focus on women as research subjects fully recognize 

the advantages of imbedding the experiences of women within their research 

reports. Attending to the stories of women will add to our national story, 

according to Linde (1986), by placing in the domain of public discourse the 

private stories usually unheard and unacknowledged. Buss (1985), for example, 

recorded the life histories of low-income women. In designing her research, Buss 

claimed history lacked an appreciation of women's lives, and poor women's lives, 

in particular, are seldom recorded. What the life history method accomplishes, 

according to Buss, is not statistical representation of "typical" poor women, but 
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sensitization to the variety of poor women I s experience, and examination of the 

patterned differences between middle-class and poor women I s past and present 

lives. Hancock (1989), like Buss, used the life history method in studying 

women I s lives. Hancock I s objective was to chronicle female adult psychological 

development. After collecting the life narratives of her informants, Hancock 

pieced together how women I s views of themselves changed over their 

developmental course. 

Buss (1985), Hancock (1989), and to a lesser degree, Willms, et al. (1990) 

presented in their published research the in-depth life histories of a few of their 

informants. I follow their lead and present the life history of one woman, 

Annette, in more detail than the other women, although I have included scattered 

life history information on several other women, as well (see Chapter 6 for the 

results of this study). These women I s histories provide background for 

information pertinent to this study of domestic health work, relating their life 

experiences to their grooming for their domestic work, their knowledge about 

health and healing, and their immediate network of people to care for and rely 

upon. The specifics of each woman's life is highly individualistic, which creates a 

formidable disadvantage in many kinds of research, but the advantage of keener 

insight into particular women's experiences should not be underestimated. Each 

poor woman's life experience creates a story surpassing in vividness any of the 
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glib generalities I could make as a researcher about the amalgamated lives of the 

entire group of women interviewed. 

Health Diaries 

The 21-day health diaries provided daily data on household health in each 

of the 20 study households. In general, open ended items such as those on a 

health diary are more difficult to interpret and code than closed-ended questions 

asked on a checklists of symptoms. Fortunately, these problems have been 

recognized and addressed by researchers more familiar with health diaries than I 

am. 

"The richness of diary data poses several problems for analysis that are 

seldom encountered for interview data," wrote health diary expert Lois Verbrugge 

(1980, p. 92). These difficulties include, first, a problem defining the events 

contained in the diary. What is an episode? a symptom? a condition? an acute or 

chronic problem? A second problem encountered is truncated data. What if an 

episode began before the diary period and only part of it is recorded? Or what if 

it ended after the diary period? For those who drop out of the study or skip days, 

how should their results be analyzed? There is no answer to problems of 

handling truncated data, but it seems wasteful to drop partial days and ignore 

skipped days, and it also makes the diary period nonuniform across informants. 

Using as much data as possible, even though incomplete, is suggested. Third, 

.- _ .. - _._--- ..... - .. . --- --.------- .•.•. -~ ...... 
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statistical techniques are available to calculate frequencies of specific symptoms 

and conditions, but those using diary data to look at more complex sequencing 

and timing issues find statistical processes unsophisticated or uninterpretable. 

Since the primary interest of the study was not symptoms, I spent little time 

dealing with the problems of determining what constitutes symptoms, their 

duration, and timing in relation to each other. Simple quantitative analyses were 

employed to tally the frequency of various symptoms and their correlation with 

other indicators of health and demographic data. More seriously considered were 

women I s responses to symptoms. Careful reading of each 21-day diary for the 

day-to-day work of getting a household healthy and maintaining health in the face 

of real and threatened illnesses was the first step in diary analyses. Next, I 

catalogued important parts of the dairies by day and event, and retrieved selected 

diary happenings that supported or expanded upon interview data. Often the 

entailments of household illness recorded immediately in diaries surpassed in 

detail, intensity, and emotionality an interview recounting of the same events. 

Medication Inventories 

Household medication inventories contributed to the analysis of women's 

domestic health work by providing tangible evidence of the health and healing 

resources on hand. Many of the women told stories about a few of their 

medications or gave me their personal endorsement of a medication I s 

. -- --------



174 

effectiveness. Medications were analyzed by categorizing each as either an over-

the-counter product, a prescription medication, a home remedy, or a medicine 

purchased in Mexico. Determining the proper categorization of each medication 

required a list of decision rules, since some medications could possibly fit into two 

categories. Further analysis involved a frequency count of medications overall 

and in each category, and correlation of medications with demographic 

information and health-related data. Women's descriptions of past illnesses in 

the household collected during interviews were compared with medications on 

hand, adding further depth to interview information. 

Demographic Data 

Data collected with the demographic questionnaire was analyzed 

quantitatively to determine relevant means, ranges, and standard deviations across 

variables. Mean household size and ages of household members, for example, 

were mathematically computed and taken into consideration when medication 

inventories and health diaries were reviewed, since these demographic factors can 

influence the type and number of symptoms in a household and the medications 

required to treat those symptoms. Qualitative analysis of demographic data 

included consideration of the ethnic background of the women interviewed and 

their reflections on their financial situation. Often, the information discussed 
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during the demographic data collection also provided information pertinent to the 

life history. 

Observations 

My own observations of the setting and behavior of the informants were 

recorded along with interview data and coded in the same way as the interviews. 

Some of the women had pets and livestock for whom they also provided daily care 

and healing as needed. Other women and their families lived in seemingly unsafe 

housing, with inadequate plumbing or lighting, or unfinished construction projects 

threatening harm. Observations also included the women I s interactions with their 

children and their children's contributions to the interviews. Priscilla, for 

example discussed her problems disciplining her son, Pedro, and observation bore 

out Pedro's recalcitrant behavior when he hit me and threw a toy at my head. 

All of these observations were recorded along with the interview data and coded 

in the same fashion. 

Chapter Summary 

The hermeneutic data analysis process took into account data from 

different informants and different data sources, often returning to the data as my 

emergent interpretations became more refined. The analysis of interviews was 

detailed, using several different analytic techniques to answer the research 

--- -- --- -----
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questions. Health diaries, medication inventories, demographic data, and 

observations also required specific types of analyses. The analytic techniques 

employed worked together to round out the picture of women I s household health 

production experiences. 
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Chapter 5 

DESCRIPTION OF HOUSEHOLDS AND HEALTH STATUS 

This chapter will review the characteristics of the households that 

participated in the study. The characteristics I will review are divided into two 

sections: first, demographic information about the women and their households, 

and second, information about health and illness in households. The 

demographic section includes sections on ethnicity, income, health insurance 

status, age, education, marital status, household size and description, and 

employment. Information about health and illness in the study households will be 

inferred from interview data, the Ernic Health Status Questionnaire, the daily 

health diary, and the medication inventory. 

Description of the Sample 

Each woman was given a pseudonym, and all household members given 

pseudonyms using the same initial. Table 2 lists the 20 focal women's 

pseudonyms and summarizes information on household size, household poverty, 

and extended family influence. Following sections describe the sample of 

households in detail, but one cannot lose sight of the larger networks in which 

these households were embedded. It was the households in the context of their 

networks that comprised the sample, which represented far more than the 108 

--- --------- ---------- ---
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individuals living within the study households and a far greater timespan than the 

few months spent in data collection. 

Ethnicity 

Of the twenty households represented, ten were Anglo and ten Mexican 

American. One informant, Diana, also identified herself and her husband as 

Yaqui. None of the others added a second ethnic identity. 

Of the Anglo informants, their reported regional origins spanned the 

United States: New Jersey, Oklahoma, Georgia, California, Wisconsin, and 

Arizona were represented. Of the Mexican American informants, three were 

born in Mexico and the rest in the United States. All three of the Mexican-born 

women and three of the U.S. born women reported Spanish as their first 

language. 



Table 2. Selected Demographic Characteristics of Informants. 

Household % of Federal Extended 
Informant Ethnicity Size. Poverty Level Family 

Influence* 

Annette Anglo 7 101% +++ 
Bernice Mexican American 4+ 51 +++ 
Clara Mexican American 7 51 +++ 
Diana Mexican American 5 42 +++ 
Evelyn Anglo 3 60 ++ 
Grace Anglo 3 109 0 
Hildegard Mexican American 5 127 +++ 
Irma Mexican American 9 69 ++ 
Julia Mexican American 5 42 ++ 
Karena Anglo 4+ 114 + 
Lucia Mexican American 7 30 ++ 
Melinda Anglo 5 87 0 
Naomi Anglo 5+ 116 0 
Olive Anglo 4+ 147 0 
Priscilla Mexican American 4 28 ++ 
Sarah Anglo 4 95 +++ 
Sharon Anglo 5+ 88 + 
Tina Mexican American 13 45 +++ 
UnaJo Anglo 3 104 + 
Wanda Mexican American 4 38 ++ 

X= 5.2 X"= 78 

thousehold is defined in Chapter 3; pregnancy of the focal woman is indicated 
with a "+,, following household size. 
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*proximity and strength of influence of extended family members on the day-to
day operation of the household in sickness or health, as estimated by the 
investigator after analysis of interview data; 0 = little or no contact, little or no 
influence on household; + = some influence; + + = moderate amount of influence; 
+ + + = large amount of influence. 
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Income 

The raw numbers of household income were converted to a percentage of 

poverty income using the 1989 Bureau of the Census guidelines for poverty (as 

reproduced in Chapter 3, Table 1). A poverty threshold takes into consideration 

household size, with higher income allowed for larger households. Using 

percentage of poverty as an income measure standardizes the relative poverty of 

the households in the study. 

The highest income was earned in Evelyn's household. Evelyn and her 

daughter lived with Evelyn's mother, Francine, while Evelyn worked to complete 

her baccalaureate degree at the local University. Although Evelyn's income was 

only 60 percent of the poverty level for a household of 2, adding Francine and her 

income boosted the household income to 240 percent of the poverty level for a 

household of 3. Of course, there was no indication that the two women's income 

was completely pooled, so strictly speaking, Evelyn was likely still living in poverty 

with her daughter, even though her mother's income cushioned the experience. 

For this reason, Evelyn's income alone was used in all calculations. The next 

highest income was in Olive's household, with 147 percent of poverty income. 

The lowest income was earned in Priscilla's household. Her entire income 

was attributed to the Aid to Families with Dependent Children (AFDC) check she 

received each month, which brought her up to 28 percent of the' federal poverty 
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level. Again, extended family played a role in buffering her poverty. Her mother 

and father lived nearby and assisted Priscilla by lending her their car and helping 

her financially when needed. 

Both Priscilla I s and Evelyn I s cases demonstrate the difficulty of 

determining some accurate indicator of poverty. Income alone may be 

misleading. Some situations were even more complicated than theirs. Wanda, for 

example, reported that her husband worked 3-4 days per week as a custodian at a 

state institution. She reported a $400 monthly income, which would mean her 

husband earned less than the minimum wage, a claim hard to believe. I did not 

ask for paycheck stubs documenting income, and all reports of income were taken 

as accurate, although I expected some degree of exaggeration, concealment, 

forgetfulness, and extraneous circumstances. 

With all their frailties, I used estimates of household income provided by 

my informants to calculate the mean percentage of poverty experienced by the 

households. For the 20 household sample, the mean percentage of poverty was 

estimated at 78 percent, falling below the poverty threshold for households in the 

United States by 22 percent. For the sample as a whole, income ranged from 147 

percent of poverty to 28 percent of poverty. The sample did, indeed, qualify as a 

sample living in poverty, since many federal programs accept as "low-income" any 

household falling below 150 percent of poverty. The Mexican American 

households reported a mean income of 54 percent of the poverty threshold. The 
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Anglo households fared better, with mean household income at 102 percent of the 

poverty threshold. The national trend of higher poverty rates among minorities 

may have expressed itself differently in this sample, since the minority households 

experienced deeper poverty. 

Perceived income adequacy was addressed by asking women to rate their 

financial situation. One woman responded that she "couldn't make ends meet," 

nine women believed they were "barely scraping by", and half of the women 

(n = 11) said they were "doing okay most of the time." Only one woman 

responded that she was "satisfied" with her financial situation. 

Women's control over household income was significant. Although some 

women are dependent on the good will of the men in their lives for access to 

money, the majority of the women in this study (73 percent) said they had total 

control of their own earnings (if they had any) and at least partial control of their 

husband's earnings (if they were partnered). Some women reported their 

husbands "handed over" the paycheck to them. Only one woman reported she 

had no control over household income, and she explained her answer by saying 

that her husband had no control either--his paycheck was simply devoured by their 

bills as soon as it got home. 

Not only did women have reasonable access to household income, but they 

also had a personal "stash" in about half the cases (46 percent of all study 

women reported having a stash). Nine women reported they kept some amount 
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of money hidden or reserved, money that only they knew about. These stashes 

were to be drawn upon in the event of an emergency. The amount of the 

women's stashes ranged from a few dollars to a few hundred dollars. Some 

women entrusted their stashes to a relative to "hold" for them, while others hid 

the money in their own belongings or a bank account. 

Participants were asked who they could approach for an informal loan if a 

household health emergency struck and they needed money quickly. Three of the 

21 women who answered the question said they had no one they could approach 

for a loan. Of those who could think of a way to get money quickly, nine 

specified their own parents as a source of a loan, four said they would sell 

something they owned, and one woman each chose in-laws, siblings, and friends as 

sources of loans. Nine of the women listed two potential sources for quick 

money, and only two women could think of three different sources. 

Social Welfare Programs 

In addition to households' self-reported household incomes, women's 

stashes, and loan sources, another important income supplement is aid from 

governmental programs. Women were asked if they participated in income 

maintenance programs (which disburse cash) and/or in-kind transfer programs 

(which offer noncash needs-tested benefits, the major ones being medical care, 

food, and housing). More specifically, each woman was asked if she or anyone 
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else in the household participated in any of the following: Aid to Families with 

Dependent Children (AFDC), Special Supplemental Food Program for Women, 

Infants, and Children (WIC), Arizona Health Care Cost Containment Program 

(AHCCCS or ACCESS), Food Plus (FP), Housing and Urban Development 

housing assistance programs (HUD), or the U.S.D.A commodity food distribution 

program (CF). 

Women reported a range of participation, from no involvement at all in 

governmental programs to participation in as many as seven different programs. 

For perspective on these women's involvement with governmental programs, it is 

interesting to note that in the federal public welfare system there are over 70 

federal programs that offer cash and noncash need-based benefits (Davis, 1991). 

The median number of governmental social welfare programs in which study 

households participated was 3.5. The various rates of participation are listed 

below in Table 3. As shown, the most popular program was Food Plus, a food 

supplementation program for healthy, low-income children under 6 years of age .. 

The WIC program, which takes low-income women, infants, and children with 

health risk, had a lower rate of participation, again signalling the overall 

healthiness of the women and children in this sample. The rates of participation 

in social welfare programs for this group exceeds national rates of participation. 

Food Stamps, for example, serves about 10 percent of the population nationwide 

(Gottlieb, 1991), yet for this group, 50 percent received food stamps. 



Table 3. Rates of Household Participation In Governmental Poverty 
Programs (n=22). 

program 

AFDC 
WIC 
FS 
ACCESS 
FP 
HUD 
CF 
OTHER 1 
OTHER 2 

number of 
households 
enrolled 

5 
8 

11 
12 
16 
4 
9 
9 
2 

percentage of 
households 
enrolled 

23 
36 
50 
55 
73 
18 
41 
41 
9 

Health Insurance Status 
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Of the 108 individuals residing in the households under study, 10 were 

concurrently covered by two kinds of health insurance coverage. Vera, Julia I s 

mother, had ACCESS and Medicare. Diana's family was covered by her 

husband's Health Maintenance Organization (HMO), but was also covered by 

Indian Health Service because of their Yaqui ancestry. Olive and her family 

qualified for ACCESS, but her husband also had private insurance for the family 

through his work. 

Adding together all sources of government-provided medical care 

(ACCESS, military service-related, Indian Health Service, and Medicare), 54 

percent of the individuals represented received government-financed care. As 

shown in Table 4, ACCESS provided almost half of all individuals' health care 

financing, followed by HMO/private insurance payers. Almost a fifth of all 

--------. - -. 
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individuals were without any form of health care financing, a rate slightly lower 

than nation-wide estimates of uninsured status. Approximately 14 percent of 

whites and 29 percent of Hispanics nationwide are uninsured, with those rates 

increasing to around 30 percent for individuals living below the poverty level 

(Bodenheimer, 1989; Moyer, 1989). 

Table 4. Sources of Health Care Financing for Individuals (n=108) and 
Households (n=23) in the sample. 

Source of # individuals # households 
Health Care Financing enrolled (Ok) enrolled (Ok) 

ACCESS 46 (43) 12 (52) 
Mexican American 38 (35) 8 (35) 
Anglo 8 ( 7) 4 (17) 

HMO/Private Insurance 35 (32) 10 (43) 
Military 6 ( 6) 2 ( 9) 
Indian Health Service 5 ( 5) 1 ( 4) 
Medicare 1 ( 1) 1 ( 4) 
None 20 (19) 6 (26) 

Mexican American 13 (12) 5 (22) 
Anglo 7 ( 6) 2 ( 9) 

Unknown 5 ( 5) 

Individuals with concurrent financing 10 ( 9) 

Households with two or three different 
types of non-concurrent financing for 
various individuals 5 (22) 

The mean age of the women participating in the study was 32.2 years 

(SD = 10.4). The two grandmothers who participated in the study were included in 

the calculation of the mean, skewing it to a higher level. Without the 

._. -._ .. _._.- ..... . .. '. - .. ------
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grandmothers, the mean age of the mothers was 29.5 years (range 22-40), with the 

Mexican American mothers being slightly older (1'=31.6) than the Anglo mothers 

(1'=27.3). One explanation for the older age of the Mexican American mothers is 

the longer time span of poverty for minority women and women with more 

children. If Mexican American live longer in poverty than their Anglo 

counterparts, which happens to be the case, their mean age reflects the fact. 

Education 

The women in the study ranged in their educational attainment from 

completion of ninth grade to completion of two years of college/university. The 

modal educational attainment was completion of high school. Seven of the 

women had no high school diploma, six had graduated from high school, and 

three earned high school equivalency with a GED. Seven of the women had 

attended some post-high school education or training program. 

Of the 14 men who were husbands or partners to the women informants, 

the women provided educational information on 12 men. The range of 

educational attainment by these husbands or partners spanned completion of third 

grade to completion of three years of college/university. The modal educational 

attainment for the men was completion of high school. Two of the men had not 

finished high school; five were high school graduates; seven had attended some 

post-high school education or training program. Two of the men were enrolled as 



students during the time of the study, and both of these men were from Anglo 

households. 
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Compared to national statistics, this group of poor households was better 

educated than average. Nationwide, about half of all Anglo households living in 

poverty in the United States have a household head with a high school diploma, 

yet only one-third of household heads in Hispanic households have a high school 

diploma ("Poverty Rate," 1991). In this sample, all of the Anglo household 

"heads" and one-half of all Mexican American household "heads" had a high 

school diploma. Researchers at the Children I s Defense Fund report that low 

educational attainment of Hispanic household heads translates into low-paying 

jobs, which then drives whole households into poverty. The hypothesis relating 

lower Hispanic education to lower paying jobs and higher poverty rates seems to 

be reflected in the poverty of children: The poverty rate of Hispanic children 

grew at a rate of 29.3 in the 10-year period from 1978-1989. In comparison, the 

proportion of black children in poverty rose by just 6.1 percent, while the overall 

poverty rate among children climbed by 19.5 percent (ttPoverty Rate,tt 1991). 

Marital Status 

Marriage was the modal marital status reported by half the informants. 

The standard categories of marital status seemed inadequate to describe the 

informants I varied relationships with men. Priscilla feared that the father of her 

-- ._- -----------_. --.-.-.-------
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1-month old child, who lived elsewhere and rarely visited, might barge into her 

house, act on his ill-founded jealously, and kill her; UnaJo lived next door to her 

estranged husband, stating that, although he actively participated in raising their 

son, they got along better when he lived elsewhere because of his excessive 

drinking; Wanda lived with her husband of nearly a decade, but they had been 

separated for half of that time by his prison sentence. Like the three women's 

stories mentioned here, almost every woman's relationships defied neat 

categorization. 

Household Size and Description 

The mean household size of the 20 study participants was 5.2 (SD=2.3). 

The sample Mexican American household was larger, with a mean of 6.3, and the 

Anglo household smaller with a mean of 4.3. Three pregnancies among the 

Anglo women would bring the mean household size to 4.6 by year's end, and one 

possible pregnancy in the Mexican American group would change the mean 

household size to 6.4. The younger overall age of the Anglo woinen and their 

larger household size suggest that the Anglo women are in the midst of their 

childbearing course, whereas the older Mexican American women with already

larger families may be ending their childbearing era. 

During the course of the study, household size demonstrated flexibility in 

both groups. Before the study ended, Irma welcomed her sister, Inez, into her 
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household after her three month absence in jail. Inez I s three children had lived 

with Irma during her jail term. Inez accounted for the increase of one person in 

the Mexican American households. The Anglo households cumulatively lost one 

person. Karena, her son, and her boyfriend were housing a friend who had just 

returned from a military tour of duty in Saudi Arabia when the study began. 

Within weeks, the family friend had made himself unwelcome in their home 

following a spree of violence and discourteous behavior. Karena said she 

threatened him until he left. 

Six of the households contained household members who were not 

members of the nuclear family. Clara I s household contained her husband I s 

adult nephew; Evelyn and her daughter lived with Francine, Evelyn I smother; 

Inez moved in with Irma after her release from jail; Karena housed Kurt after his 

military tour in Saudi Arabia; and Tina I s household contained her boyfriend I s 

brother, aunt, and mother, as well as her daughter I s boyfriend and their child. 

Household boundaries seemed to cross at times, even among the study 

participants. For example, Clara I s husband I s nephew, Carlos, was also the father 

of Lucia I s youngest child. Because he lived most often with Clara I s family and 

worked with them on a daily basis to accomplish labor beneficial to Clara I s 

household, he was counted in Clara I s, rather than Lucia I s, household. 

In terms of household composition, the households were generally 

composed of young people. Of the 108 individuals represented within all study 

._- .-- --------_.- ._-----_. __ ._--
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households, 66 were children. Excluding only the women informants and their 

husbands or partners, age distribution was as follows: 91 percent of the 

householders were s: 17 years of age, 62 percent were ~6 years of age, and 54 

percent were s:5 years of age. The ratio of adults to children in the Mexican 

American households was 2:1, whereas the Anglo households had a ratio of 1:1. 

The presence of a husband or male partner was nearly equivalent in both ethnic 

groups, with about 1/3 of all women reporting no male partner. Therefore, the 

difference in adult:child ratios may be accounted for by the higher number of 

children per household for the Mexican American women. The children in the 

Mexican American households were older on average than the Anglo children 

(Mexican American x=7.19 years, Anglo x=4.B2 years), which fits the description 

of the older Mexican American woman with more children still living in poverty in 

her later childbearing years. In the Mexican American households there were 23 

girls and 19 boys, and in the Anglo households B girls and 14 boys. 

To extend beyond a description of those living within the house, one of the 

differences between the Mexican American and Anglo households was in the 

estimated amount of extended family influence on household matters. The 

Mexican American households rated higher in terms of extended family influence 

on household matters than did their Anglo counterparts. As shown in Table 2, I 

judged the proximity and contact of each household enrolled in the study with 

their extended family. This judgement was impressionistic rather than 

_._-- --------
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quantitative, and based on interview data about the women I s contact with 

extended family. Most Mexican American households had first-order relatives in 

town, while many of the Anglo households had no relatives in town, or in the 

state, for that matter. All of the households with no relatives in state were Anglo. 

Grace, for example, had a divorced father and mother who both lived in the 

southern U.S. Their only contact was an occasional telephone conversation. 

Olive, too, had a divorced father and mother. She had no contact with her father, 

and her mother was preparing to move from a distant state to an Asian country 

with her husband. Their only link was telephone conversations, which Olive 

feared would end entirely once her mother moved. Olive did report regular 

telephone calls from her grandmother and great-grandmother, who had helped 

raise her as a child, and through these calls she kept track of local and family 

gossip. 

Even though contact was minimal between some of the Anglo women and 

their mothers or other extended family members, their influence may have been 

stronger than proximity would suggest. Even so, the influence of distant mothers 

and other women kin did not approach the marked influence of some of the 

mothers who lived in the same household or nearby and visited frequently. 

Priscilla, for example, saw her mother and father daily, and often collected her 

three children and stayed in her parents I home for a few days at a time. She 

took to heart her mother I s and grandmother I s advice on childcare and illness 
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treatment, employing many of the same teas and homemade remedies they used 

for her when she was sick as a child. 

Employment 

Anglo focal women were more often unemployed than the Mexican 

American women: 2/5 of the Anglo women were generating money at the time of 

the interview, compared to 3/5 of the Mexican American women. In about half 

the women's lives their unpaid domestic labor was combined with paid labor in 

the workforce. Not all women left their homes to generate money; some cooked, 

sewed, or babysat for pay. The most frequently listed past and present 

occupations included nursing and hospital work, assembly, home daycare, and 

sales. Women's paid labor mirrored their unpaid household labor of caring for 

children and the sick. Of note is women's heavy involvement in service 

industries, especially service jobs traditionally dominated by female workers. Men 

in six of the Anglo households earned money, whereas men in only four of the 

Mexican American households earned money. The men's occupations represent 

a range of manual labor and service jobs. The past and present extra-household 

paid work of the women and their husbands/partners is listed in Table 5. 
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Table 5. Past and Present Employment of Informants and their Husbands. 

woman present work past work busband! present work past work 
partner 

Annette none bome Able building unknown 
daycare maintenance 

Bernice home assembly Bertran unemployed construction 
daycare 

Clara none assembly Caesar disabled masonry 

Sarah sewing and home Steve secretary tele-
cooking daycare marketing 

Evelyn tele- movie 
marketing theater 

manage-
ment 

Francine library x-ray 
technician technician 

Grace nurse's aid student 

Hildegard tele- hairdresser Hector laborer laborer 
marketing 

Irma medical unknown Israel construction ranch labor 
records and ranch 
technician labor 

Julia newspaper nurse's aid 
inserter 

Vera seamstress seamstress 

Karena none prison guard Kevin grocery clerk unknown 

Lucia telecatalogue unknown 
sales 

Melinda none receptionist Mario disabled small 
business 
owner 

Naomi none assembly Ned automated unknown 
machine 
observer 

Olive none hairdresser Owen grocery clerk unknown 
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have examined women's domestic health work in situations where illness, 

especially chronic illness, is overlain on the baseline of daily health work (e.g. 

Anderson and EIfert, 1989; Gaynor, 1990). Without a baseline, interpreting the 

magnitude and meaning of illness-related domestic health work is more difficult. 

Interview Data on Health and Illness 

Most women stated they were healthy. A few then added, "I just 

have ... [these awful headaches, or a few problems with depression, etc.]," or 

"except during ... [allergy season, a certain time of the month, etc.]." Annette, for 

example, said she was healthy and strong. "I can haul around 50 pound feed bags 

that someone who sat in an office and punched keys all day couldn't even pick 

up. All of us [in my family] are very healthy, very fortunate." When I picked up 

the health diary from Clara, she said her household was healthy, too, "all except 

Caesar [her husband]. He's always sick. So I didn't even write down anything 

about him." In an earlier interview she said, "the monkeys [children] have great. 

health. They don't cry much, either." For Clara, healthiness was at least 

partially judged by one's ability to "not give in" to poor health by crying or 

demonstrating anything but stoic acceptance. 

Both Annette and Clara, despite their statements about being healthy in 

general, encountered a range of symptoms and illnesses in their households. One 

of Annette's ongoing concerns was her second daughter, who was behind two 
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years in school from a birth injury that left her slightly mentally retarded. Less 

serious, but still of note in Annette I s mind, was that three of her teenaged 

children were overweight by about 20 pounds each. Also, Annette I s 2 year-old 

son had been hospitalized two weeks before our first interview. His case of croup 

had compromised his breathing to the degree it became life-threatening. 

Clara, too, faced ongoing as well as sporadic illness issues. Clara I s 

husband was officially disabled from a motor vehicle accident that left him brain 

injured. His lack of motor coordination continued to haunt him, causing him to 

pass out unexpectedly; once he even dropped a running chain saw on his leg with 

disastrous results. In addition, daughter Carlotta was learning disabled and 

receiving special education. Daughter Celeste suffered from chronic knee pain 

that her doctor diagnosed as harmless "growing pains," according to Clara. 

Clara I s son, Calvin, experienced multiple problems at the time of his birth which 

required a prolonged hospital stay and extensive home monitoring equipment for 

his first year of life. He, too, required special educational assistance. Clara I s 

youngest daughter, Carmen, was unable to talk at all, although she was three 

years old at the time of the interviews. Carmen went to a daily preschool for 

handicapped children where a multi-disciplinary team worked with her. All of the 

children had frequent accidents around their house and yard, which had been 

report to child protective authorities as possible abusive andj or neglectful actions 

on the part of the parents. 
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To step back from the specifics of Annette's and Clara's cases, the women 

described the turbulence of individual susceptibilities, acute symptoms, or ongoing 

illnesses superimposed on a backdrop of normalcy. During the course of this 

study, none of the household members in study households were hospitalized. 

Several women visited clinics for themselves and their children during the course 

of the data collection, and two illness episodes required more extensive care (one 

at an urgent care facility, and one at a hospital emergency room). The ongoing 

illnesses and weaknesses of household members, as described by the focal women 

who participated in the study, are listed by household in Table 6. The perceived 

strengths of individuals are listed in Table 7. These strengths and weaknesses are 

listed in the women's own words. 

-- -- ----------------- ---



Table 6. Individual Susceptibilities, Weaknesses, and Expected Illnesses 
Identified by Women for Themselves and Members of their 
Households. 
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Woman SusceptJbllities, Weaknesses, and Expected Illnesses of Individuals in the 
Reporting Household 
for her 
Household 

Annette colds, bronchitis, athletic Injuries, depression, over weight, uncoordination, 
problems with math and reading, emotionally sensitive. 

Bernice headaches, colds, bad temper, stomach aches. 

Clara nerves, depression, weakness, bruised brain, bad memory, slow learning, 
accidents, sore throats, growing pains. 

Sarah injured knee, low self-esteem, depression, poor eating habits, too little 
exercise, slightly overweight, allergies, tiredness, rundown feeling, colds, 
bumps and bruises, unopened tear ducts. 

Evelyn and conjunctivitis, strep throat, bladder infections, sinusitis, bursitis, arthritis, stuffy 
Francine noses. 

Grace poor mental health, back problems, viruses, earaches, cold sores, too much 
caffeine, poor diet, emotionally sensitive, worries, poor teeth, personality that 
succumbs to aggression, too much crying, aggressive personality, 
rebelliousness, too much yelling. 

Hildegard headaches, overweight, psoriasis, weak knees, allergies. 

Irma allergies, hates menstrual periods, he is a pain to me when he's sick, runny 
nose, eats too many sweets, sore throats, bad eating habits, overweight. 

Julia asthma, diabetes, knees hurt in the night, earaches. 

Karena overweight, ovarian cyst, chews tobacco, doesn't work out In the gym 
enough, does not listen to his mother at all, co-dependency. 

Lucia headaches, worries, moods, does not like school or do well there, growing 
pains, does not listen to discipline, bloody noses, asthma, diarrhea. 

Melinda post-traumatic stress disorder, rheumatoid arthritis, degenerative spinal 
disease. 

Naomi menstrual cycle pain, tonsillitis, flu, strep throat, allergies, colds, sinus 
Infections. 



Woman 
Repolting 
for her 
Household 

Olive 

Priscilla 

Diana 

Rosalia 

Sharon 

Tina 

UnaJo 

Wanda 
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SusceptIbilities, Weaknesses, and Expected Illnesses of Individuals in the 
Household 

hate the heat, tired, allergies, ear infections, irregular bowel movements, 
throws up all the time, nerves, crying. 

varicose veins, headaches, depression, asthma, constant ear infections, 
colds, bad temper, nerves. 

burning sensation in stomach, nausea, headaches, bad temper, not patient, 
speech problem with articulation, prone to ear infections, prone to bronchitis, 
going through terrible two's. 

stomach cramps, very short temper, very moody. 

crabbiness and depression prior to onset of menstruation, backaches in the 
morning due to a bad bed, overweight, out of shape, recurrent ear Infections. 

stress over finances, conflicts with daughter over diSCipline and curfew, 
gallbladder removed, ulcer in the past, colds, flu, always tired, back 
problems, headaches, problems with pregnancy, has mental ups and downs, 
asthma, constant ear infections, bronchitis, Down's syndrome, heart defect, 
cyst on neck removed, tuberculosis as a child, bedwetting, bloody noses, 
tonSillitis, ovulation twice a month, allergies, stomach aches. 

ventriculoperitoneal shunt to drain cerebrospinal fluid, allergies, headaches, 
toothaches, bad back, bleb on lung, bums on leg that stili bother him, 
drinking, burned eyes at work, mild mental retardation, asthma. 

allergies, diabetes, fatty liver, overweight, drinking, asthma, flu. 



Table 7. 

Woman 
RepeNtIng 
for her 
Household 

Annette 

Bernice 

Clara 

Sarah 

Evelyn and 
Francine 

Grace 

Hildegard 

Irma 

Julia 

Karena 

Lucia 

Melinda 

Naomi 

Olive 

Priscilla 

Individual Strengths Identified by Women for Themselves and 
Members of their Households. 

Strengths and Positive Atltfbutes 01 Household Members 
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strong, outgoing, eager to participate at church and school, in good physical 
shape, mentally alert and smart, creative, coordinated, active, advanced for 
their age. 

healthy overall. 

great memory once she's learned something, never gets sick, high tolerance 
for pain, helpful In alerting me to her father's falls. 

hasn't been physically sick In a long time, last pregnancy went well, has 
learned to manage with very little sleep, eats well, exercises, is health 
conscious, is very strong, is on a predictable schedule, likes to brush his 
teeth, comb his hair, and have a bath. 

walks to work every day, likes to exercise, I believe I am well, therefore I am, 
knows how to stimulate body energy points, has lots of energy. 

strong, likes to walk and swim, can live on little sleep, likes fruit, resilient and 
can bounce back after troubles, happy at work, take vitamins, active, good 
weight, smart, verbal, likes to brush teeth. 

extra-sensitive sense of smell, Intelligent, strong for his age, very active. 

good eater. 

mentally and physically strong, only drink alcohol once or twice a month, 
don't smoke, don't have bad habits, good friends. 

strong mentally and physically. 

doesn't cry. 

mentally and physically strong. 

no ear Infections. 

mentally strong and stubborn. 

none. 



Woman 
Reporting 
for her 
Household 

Diana 

Rosalia 

Sharon 

Tina 

UnaJo 

Wanda 
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Strengths and Positive Attributes of Household Members 

mentally strong, decisive, patient, sociable, intelligent, generally healthy. 

none. 

none. 

always make It through, not sick at all if weather is good. 

son is greatest strength, hard worker, eager to learn. 

antabuse a strength. 

The lists of strengths in Table 7 shows that the women found it easier to list 

weaknesses and illnesses than attributes of healthiness. Psychologists have long 

noted the human predisposition to recognize the presence of something--such as 

illness. In contrast, it seems much more difficult to notice and give meaning to 

nothing--such as noticing that the absence of illness indicates health (Hearst, 

1991). 

In reviewing the correspondence of the interview data with the listed 

strengths/weaknesses collected with the Ernic Health Status, a troubling paradox 

emerged. Many women's glib and global statements about healthy household 

members clashed with the more sobering reality of illness and disability common 

to many households. Perhaps the paradox is partially interpretable, given Clara's 

off-hand but important remark: she wrote little about Caesar's symptoms, she 
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said, because he was always sick. Once Clara had integrated a set of expected 

symptoms into her background information about Caesar, those symptoms failed 

to signal an alarm response, and were not even noted as "symptoms." Caesar 

being sick became the unmarked case, to use a sociolinguistic term. 

The Emic Health Status Ouestionnaire 

The index measuring ernic perceptions of individual health also portrayed a 

state of general healthiness among the women and their household members. Of 

the 23 women who completed the Ernic Health Status Questionnaire in terms of 

her own health, 6 of the women rated their health a solid "10" when using a scale 

of "1" (worst health) to "10" (best health). Two women rated their health "9" 

out of 10, with the other women rating their health lower. The mean was 7.3. 

When using verbal descriptors of their health, not one of the women selected 

"poor" as an apt descriptor of her own health. Seven women chose the term 

"excellent" to describe their own health, and an additional 10 women believed 

their health was "good." 

Standardizing the items on the emic health status scale to a 3-point scale 

(where higher scores equalled more health), and then summing the scores across 

all items produced a mean score of 2.16 for women's overall ernie health 

perception. Standardizing women's ratings of their husbands or partners health 

yielded a mean score of 2.36 out of a possible score of 3. These scores indicate 

----_. __ . ---



women viewed their husbands as healthier overall than themselves. Women 

viewed their children as the healthiest of all, as indicated by their standardized 

ernic health status score of 2.46. 

Daily Health Diall Data 
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The daily health diary proved an important supplement to both interview 

and Ernic Health Status data. Because interviews and the Ernic Health Status 

questions referred to general states of health at that point in time, the daily 

variations in health were glossed over. The diary, however, captured each 

household member I s symptoms and ranked his or her health on a scale of 1-5 

(best to worst) on a daily basis. Summing the mean daily rating of the women, 

their husbands, and their children revealed a pattern of children having the 

highest mean score for daily health (1.41 out of 5), followed by the women (1.81). 

The husbands I health was rated significantly lower on a daily basis (2.07) than 

one would suspect based on the ernic health status data, which indicated men 

were viewed as less healthy than ·women. 

Symptoms were not uncommon in most households. The symptoms noted 

by the women ranged from stuffy noses to splinters in fingers, from rashes to 

fevers. Some of the variability in household symptoms is undoubtedly an artifact 

of the diligence of the woman recording, her awareness of others I symptoms, and 

her view of what constitutes a symptom. During the 21-day diary period, women 

. --- -------- ... --- .. _ .. _----.--_. ----
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reported 45 percent of their days were symptomatic. For the women's husbands, 

their days were reported symptomatic 38 percent of the time. Children were 

reported to have symptoms on 31 percent of all dairy days. Percentage of 

symptomatic days as a health indicator places children as the least symptomatic, 

husbands with more symptoms, and the women themselves as the most 

symptomatic of all household members. 

The Medication InventOIY 

The low levels of daily medications taken by the women signal a high level 

of healthiness overall. One of the questions asked in the initial interview was, 

"How many medicines do you take every day?" Half of the women (11/22) 

reported taking no medicines on a daily basis. The highest number of daily 

medicines (7), was reported by a woman who took several different kinds of 

vitamin and mineral supplements. The mean number of daily medicines taken by 

the women in the study women was 1.0 (SD = 1.6), with a median of 0.5. In all 

cases except for two, the medicines taken by the women were either vitamins or 

birth control pills. Of the two women who took daily illness medications, one was 

taking two allergy medicines and acetaminophen for headaches, and the other was 

taking an antidepressant and an ulcer preventive medication. 

The number of medications taken by the other members of the household 

was also low. Of the 14 husbands for whom data was reported, only 4 men were 
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supposed to be taking a daily medication. Of those four, three took one medicine 

a day. One man, Caesar, was prescribed 13 daily medications, but according to 

Clara, his wife, he never took any of them. Clara explained his reluctance to 

acknowledge his pain by taking medicines: "I just got to the point where I said, 

I Okay, if you don I t want to take them." I was always nagging him and bitching 

and nagging, and he would say, I Pain is in your brain. I" Even though Caesar 

threw away all the prescription medication he was given, Clara religiously saved 

each empty pill container: "Just so I know what he I s supposed to be taking." 

Of the 64 children and 6 other household members in the study, the mean 

number of medications they were taking daily was .45. These medications 

included vitamins, allergy and asthma medicines, and antibiotics. 

The medication inventory addressed household health less-clearly than the 

interviews, the diary, or Emic Health Status questions. The amazing variety of 

medicines and medicine-storage habits proved ambiguous. Not always is the 

healthiest household the one with the fewest drugs, nor is the number of 

prescription versus non-prescription remedies a clear indication of household 

illness. The mean number of medications in the 20 households that completed 

the inventory was 32, with a range of 7-75 and a standard deviation of 21. Of the 

total number of medications, the average household had 7.8 prescription 

medications on hand, with a median number of 4 prescription medications per 

household and a range of 0-24. Over-the-counter remedies were more popular, 

_. -- - .. _-- ... _ ... _._---_._. __ ._- ----
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with the mean number of 21.8 per household and a range of 4-55 and median of 

15. The range of prescription and non-prescription medications available among 

the study households is listed in Table 8. 



Table 8. Kinds of Prescription and Over-the-Counter 
Medications in the Study Households (n = 20) and their 
Frequency of Possession. 
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KlndofDtug Frequency 

Analgesics 
Nonsteroidal anti-inflammatory pain relievers (acetaminophen, aspirin, naproxyn, 
ibuprofen, etc.) 49 
Narcotic pain relievers (any analgesic combination containing codeine or a synthetic 
narcotic) 8 
Miscellaneous pain relievers (teething, backache, throat, toothache, menstrual cramps, 
topical) 25 

Anesthetic, Injectible 1 
Antacids 11 
Antibiotics 23 
Antidepressants 4 
Antidiarrheals/gastrointestinal upset relievers 13 
Antiemetics 4 
Antifungals 14 
Antipsychotics 1 
Antiseptics, topical (rubbing alcohol, betadine, hydrogen peroxide, mercurachrome, merthiolate, 

antiseptic spray) 25 
Benzodiazepines 2 
Bronchodilators (both systemic and inhaler preparations) 10 
Cleansers/Medicated shampoos 4 
Contraceptives 5 
Cough suppressants 23 
Decongestant/Expectorant! Antihistamines/Cold Remedies 60 
Diabetes Home Screening Test 1 
Diet Aids 3 
Disulfarim (Antabuse) 1 
Eyedrops (antibiotic. lubricating. and vasoconstricting) 1'2 
Eardrops (analgesic. ear wax removal, antibiotic) 12 
Fish Oil 2 
Hemorrhoidal remedies 5 
Herbal Extracts (commercially prepared) 6 
Homeopathic remedies 3 
Hormone supplement (estrogen) 1 
Ipecac 5 
Laxatives/Stool Softeners 17 
Muscle relaxants/Antispasmodics 3 
Nasal Spray or Drops (saline. decongestant) 5 
Rehydration Solution 1 
Sleeping aids 1 
Stannous Fluoride gel 3 
Sunscreen 3 
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Kind of Drug Frequency 

Systemic Steroids 3 
Sympathomimetics (Ritalin for hyperactivity) 1 
Topical Ointments/Salves/Powders (moisturizing, anti-itch, acne drying, insect repellant,diaper 

rash ointment, Vick's vaporub, steroid cream, colloidal bath powder, cold sore remedy, 
~ M 

Ulcer preventives 3 
Unknown Medications 4 
Vitamins/Minerals (vitamins B complex, B-6, B-12, C, E, stress formula, multi-vitamins, prenatal 

vitamins, children's chewable and liquid multi-vitamins, zinc, iron, calcium, selenium) 47 
Wart/CallotJs Removers 6 

The medications found in the homes correlate well with the major bodily 

weaknesses women reported on behalf of their households (see Table 6 for a list 

of weaknesses). Analgesics, ear and eyedrops, cough and cold remedies, and 

stomach upset relievers were well-represented in most household pharmacopeias, 

corresponding with reported propensities for headaches, eye and ear infections, 

stomachaches, musculoskeletal complaints, and colds. The medication inventories 

also correlate well with other large-scale studies which typically find the three 

most common symptoms among adults to be respiratory and muskuloskeletal 

(Verbrugge and Ascione, 1987). The percentage of medications contained in the 

study households which could be used to treat respiratory symptoms represented 

20 percent of the total medication stockpile. Analgesics commonly used for 

musculoskeletal complains accounted for 17 percent of the total medication 

stockpile. These two most popular classes of drugs were followed by drugs used 

to treat skin conditions (15 percent) and vitamins (10 percent). 
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Home remedies and medicines from Mexico were the least common 

categories of medication. More people reported not having any home remedies 

or medicines from Mexico in their possession than did produce them for the 

inventory. The medicines from Mexico were· predominantly antibiotics available 

over-the-counter in that country, intended for eye infections, diarrhea, or skin 

conditions. Other medicines from Mexico could not be easily categorized, as their 

ingredients were not clearly listed or were not in English. Clara had 16 medicines 

from Mexico and about 14 home remedies on hand, all of them herbal. Clara 

grew most of her herbs herself, relying on commercial sources or her mother for 

the few she could not grow. Lucia also produced bags of dried herbs in her 

kitchen, but her knowledge of their use was skimpy, and she could not even recall 

the names of the herbs in either English or Spanish. One bag she referred to 

simply as "green leaves" that she thought might have been given to her to treat 

gingivitis. Others described their home remedies as baking soda for heart burn, 

bag balm (which is a veterinary medication intended for cows' udders) for 

chapped hands, and manzanilla tea for stomach upsets. 

Some of the women--like Bernice, who had only seven medications in her 

house--kept only the medications they had used recently. "I get worried keeping 

medicine around too long, just like having food sitting out too long," she 

explained to me. "I throw it out when I'm done with it so someone doesn't take 

a medicine that's gotten too old." Other women, most notably Annette, had 

- -,--, '- ._._--- ..... - - . .. .. '- ---------- .. -------,--
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medicines from years earlier, and medicines they had forgotten about. In four 

cases I even ran across medicines stored without labels or instructions. We ended 

up listing these mysterious medicines as "unknown." 

One of the more interesting medicines that showed up was a bottle of 

erythromycin at Tina I s house. "Who I s is this?" I asked, as usual. "Oh, that 

bottle of pills belongs to my boyfriend I s brother I s girlfriend. They stopped by 

after she saw the doctor and left the bottle here about a year ago. She had mono, 

and it made me really mad, because while they were here she drank out of our 

cups. " Obviously, neither the germ-spreading visitor nor the miffed hostess were 

interested in restoring the medicine to its rightful owner. Tina described herself 

as someone who "has her own pharmacy." Odds and ends of left-over 

medications, including some that did not belong to household members, were 

among the many bottles in her kitchen. 

Sharon, too, had a fairly large collection of medicines. She saved what she 

could of her antibiotics instead of taking the entire course, saying, "I save these 

things in case we get sick again." With her background as an Army corpsman 

and her nurse I s aid training, Sharon knew skimping on antibiotics was not 

recommended, but she used her best judgement in determining when to stop 

antibiotic treatment. "My sinusitis wasn I t too bad that time, so I saved the rest," 

she explained. Another way she accumulated medicines was by refilling all 

prescriptions whenever a refill was ordered. "I I m on ACCESS [Arizona I s 

_. -_._ .. _---- -._.- . - ._- .-----------.. -..... ----.. ------
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Medicaid alternative], so when they say there are two refills on one of the kids I 

decongestant, I make sure to get the refills even if they I re feeling better. That 

way I don I t have to go back to the doctor the next time." 

Comparing Mexican American and Anglo Women I s 
Household Health Status 

In comparing Mexican Americans and Anglos, national distributions of 

morbidity and mortality show higher rates of certain diseases and earlier age at 

death among Mexican Americans. The higher health risks for Mexican Americans 

co-occurs with other social and economic disadvantages. In my small sample, I 

found Mexican American women reported, on average, only 2/3 the number of 

daily symptoms that Anglo women reported. The difference is partially, if not 

completely, attributable to more vigilant and complete recording among the Anglo 

women, rather than symptom differences. But the experience of household health 

production can be complicated by more factors than just higher morbidity. The 

Mexican American women were older, probably signaling a longer period of 

poverty, experienced more profound poverty, and lived in larger households with 

more children. The Mexican American women did not record more symptoms in 

their health diaries, but other differences in their demographic profiles hint at a 

more complicated household health production experience. Chapter 6 will 

explore more fully the experience of domestic health work for Mexican American 

and Anglo women. 
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Chapter Summary 

The women in this study could be described as either Mexican American or 

Anglo. They were from low-income households, yet in most cases they had some 

sort of health insurance coverage for their household members. In their twenties 

and thirties, these women were generally married or living with a male partner. 

Their households were composed of many children (most of them under age 6) 

and a smaller assortment of other kin and non-kin members. The women I s past 

and present employment was primarily in the caring occupations of society where 

they worked with children and the ill. Their educational background was limited 

to completion of high school in most cases. The differences between the Mexican 

American and Anglo women typically showed more difficult circumstances for the 

Mexican American women: less money, more children, fewer years of school, and 

poorer employment options. With these characteristics in mind, the health status 

of the households and individuals within them can be placed in context. 

The portrait of household health painted during the interviews and analysis 

of diary and medication inventory results shows a group of households that are 

basically healthy, although they also experience both acute and chronic illnesses. 

Children are the healthiest group within the household, with fewer reported 

symptomatic days and higher scores than women or their husbands on the ernic 

health status questionnaire and the summed daily health diary ratings. 

Medications available within the households are many, with over-the-counter 

--- ----- - - --- --- -------------- ~---
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drugs best represented. The high number of analgesics and cough and cold 

remedies available in most households parallel the most common types of 

illnesses reported for individuals in this country, namely upper respiratory 

symptoms and musculoskeletal aches. Medications were used to treat 

symptomatic days and for general health promotion. With this general overview 

of health and illness in the household, the research questions will be addressed in 

Chapter 6. 

. .-. -_ .. _------_._._ ..• - "---
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Chapter 6 

ANSWERS TO THE RESEARCH QUESTIONS 

The results of the inquiry address both the universal work of domestic 

health care common to all women living in poverty in households with young 

children, and also point to differences in the experience of domestic health work 

between Mexican American and Anglo women. This chapter will answer the 

research questions using the data as collected and analyzed by the procedures 

described in Chapters 3 and 4. As mentioned in Chapter 4, life histories will be 

woven into the discussion of the research questions, thereby giving historical 

context to the women's domestic health work experiences. Each research 

question will be discussed individually in this chapter, following roughly the same 

outline as was used in Chapter 2 for the presentation of past scholarship on 

women's domestic health work. Chapter 7 will integrate these findings with the 

corpus of literature addressing aspects of women's domestic health work. 

Research Question 1 

How do poor Mexican American and Anglo women experience and manage 

their domestic health work responsibilities, and in what ways--if any--do 

these groups differ in terms of responsibility for household health? 



The Daily Responsibilities of Motherhood 

The daily responsibilities of motherhood include much more than 

managing health. For Annette, the responsibilities of managing a household 

extended to include the care of a garden and animals, comforting her recently 

widowed father, and helping a large network of friends and neighbors. For 

Bernice, taking care of her chronically ill mother was part of her daily 

responsibilities. Priscilla acted as a translator for her parents at all of their 

doctor's appointments and also drove them to and from their appointments. 
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Irma helped raise her sister's three children while her sister was in jail, and 

Sharon worked almost 80 hours a week during her difficult pregnancy to support 

her husband, brother-in-law, and two sons. Each of these women's daily lives was 

stuffed to capacity with routine tasks and unexpected impositions, yet the variety 

makes each story different. 

A large part of Annette's life story is retold here to give a context and 

framework of dailiness to her domestic health work. Her story was chosen from 

among the others for two main reasons. First, the frankness and articulateness 

with which she recounted her life made her story rich and believable. Second, 

Annette's experiences conform in many ways to the culturally-approved pattern 

of the "good mother." Although poor, she worked hard, used her resources 

wisely, loved her children, and believed in values like education, church, and 

family, that earn approval and acceptance in our society. In some ways, 
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Annette I s poverty made her seem all the more virtuous. Telling the story of a 

socially acceptable poor woman should put in the background questions of moral 

fitness, which tend to surface, and focus attention on her daily health work, which 

is the issue at hand. 

By making obvious what a II good II poor woman does for household health, 

I hope to lay bare the implicit behaviors expected of women, both by themselves 

and the people and social structures which surround them. I also hope to 

examine the special circumstances accompanying poverty for women with young 

children, and compare and contrast several women I s experiences in working for 

household health. Outside the household, Annette I s status as an Anglo woman, 

married, and with a high school education, placed her in a less-vulnerable position 

in regards to discrimination, employment, and bureaucratic entanglements than 

some of the other Anglo women and many of the Mexican American women. 

Less idyllic life stories than Annette I s will be incorporated into this chapter to 

temper the model of motherhood Annette embodies. 

Annette I S Daily Domestic Responsibilities 

Before our first interview, Annette gave me instructions to her house, 

which was 45 minutes out of town in a rural part of the county. On the dirt road 

leading to Annette I s house we passed scattered farm houses, many belonging to 

neighbors whom Annette would later tell us about. When we drove up, my 

daughter, Rachel, and I were greeted by Annette, her two preschoolers, Ashley 

-----_. -------- _ ..... 
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(age 4) and Arthur (age 2), and an array of dogs. They were busy finishing their 

morning chores. "Come on out and help us feed the animals," Annette 

instructed, so we all trekked out to the barn. I learned after my first visit to wear 

work clothes to Annette's house. 

First we collected eggs from the chickens, geese, and ducks, then we fed 

the horse and dogs. Near the chicken coop she found four or five rusty nails on 

the ground, which she picked up saying, "That's where the old man used to have 

his shed, and when we moved out here and tore it down, we picked up all the 

nails we could see, but more keep surfacing every couple of days." When we got 

back to the house, we put the eggs into the refrigerator, but not before Annette 

recorded the day's egg assortment with an intricate number system. First she 

noted on the calendar how many eggs she had collected from the chickens, geese, 

and ducks. Then she wrote on the eggs themselves what number they represented 

in each bird' s lifetime egg output. 

After completing the morning chores, Annette showed me some 

photographs of the land three years earlier, right after they purchased it. II An old 

man lived here," said Annette, and he was a horrible housekeeper from what I 

saw in the pictures. In one photo she and her friend were literally shovelling out 

the littered interior of the house, removing a thick accumulation of beer cans, 

scrap metal, and all kinds of junk. Since moving in, Annette and her husband, 

Able, had rebuilt much of the house. "We were building and remodeling the 

•• 0< _" ________ •••• _ • _ ••• ". ___ ._~.-__ ._ -----_ .. _---. .--
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whole time we lived here. In fact, we didn't get a furnace for about two and-a-

half years. There's still a hole in the kitchen wall from where they replaced my 

gas line. I didn't have a stove for a year, we either microwaved or grilled or 

crockpotted everything. Now I have gas to my stove, but there's still a hole in 

the drywall. I t ve just collected these knickknacks from the thrift store or 

wherever, and I don't think people even notice the gas line hole." The wall she 

pointed to was covered with hot pads, pots, small decorative wall hangings, and 

the like, but a large T-shaped hole was definitely visible beneath the decor. 

Annette continued with her story of their house. Her pride in their work 

was evident, and from the photos she showed, they had certainly worked hard to 

make such major changes in only three years. She and her husband worked side

by-side in the house re-construction, often with the children's help. "We didn't 

have plumbing for almost a year. To go to the bathroom we went down to the 

wash and peed. If it was something else, you'd have to dig a hole and bury it 

when you were done. We replaced the roof on the house, some of the floors, 

moved walls, built a bathroom. We still aren't done. But we got the property 

and the house for $29,000 when the old man died. It was my birthday present 

from my husband. Now we have five kids, five acres. One each, we quit." 

Annette and her husband participated together in a range of household and 

farmyard activities, with a pattern of domestic labor similar to households of a 

century ago (Florance, 1982; Cowan, 1983). There was little split in their early 
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years on the property between inside chores and outside ones, female housework 

and male farmwork. 

Annette's life story slowly emerged. She had been raised in a rural area 

some 30 miles away, and had grown up "on horseback and hunting and stuff all 

my life." Her brother recently offered to share a deer he had killed with her if 

she would come and help him butcher it, saving him the cost of sending the deer 

to a butcher shop. "We love venison," she concluded. Her mother, who died 

two months earlier of cancer, used to tell a story of Annette as a child. In 

Annette's retelling of the story of her childhood, she would "go out in the yard 

and catch bugs or lizards or something and bring them in the house to my other 

sister in the playpen because she couldn't go out and catch them for herself. So I 

was a real terror." In constructing her self-presentation, she followed Passerini ' s 

(1989) observation that women may create an individual mythology utilizing 

metaphorical images of themselves. In Annette's stories, she frequently uses 

images of herself as a kind of frontier woman. In the frontier woman myth, 

Annette is portrayed as a bit of a risk-taker, a big-hearted woman who is not the 

least bit squeamish, but practical and interested in utilitarian rather than cosmetic 

outcomes. 

After high school, Annette married and had three children in about three 

years. "I remember fuzzy days in there," Annette recalled, "when all you do is 

change diapers and clean up toys and stuff. It's much better to spread them [the 

.. _._- -- -- ---
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children] OUt." For several years while her children were small, Annette operated 

a Department of Economic Security licensed daycare in her home. As part of the 

training required for licensure, Annette took classes on nutrition, children's 

growth and development, household safety, and discipline. She spoke highly of 

the classes, and even gave me some handouts she had saved from the classes years 

earlier, which she thought I might need as I raised my own young family. Her 

childrearing ideas originated from the socialization she received in her household 

of origin, but also from the overtly indoctrinating system of education 

promulgated by the state for daycare workers. 

During the busy years when she had her own preschoolers and the daycare 

children, her first marriage floundered. It ended in divorce. After the divorce, 

Annette met Able, a single man seven years her junior. At that time, she was in 

dire financial straits and using Food Stamps to buy groceries. Her ex-husband 

sent no child support money for several years. Without another source of support, 

she relied on state aid despite its difficulties. 

I've heard other people, too, say that they make it so difficult for you to 

get on Food Stamps that it's not even worth the hassle. And even Able 

said, 'This ain't worth it. I' II buy your groceries.' And we weren't even 

married then. He said, 'That is such a hassle,' and it's such an 

embarrassment, he thinks, to have to go in there and count out your little 

food stamp coupons, that he wouldn't want to. He would shop with me 
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and the kids, then when I got up to the register he'd say, 'Well, I '11 go 

take the kids to the car while you pay for it.' Finally he says, 'Well, here, 

I '11 buy you some groceries and I '11 do this and I' 11 do that.' And then 

we just got married. 

Entering a marriage with three children was not easy for her new husband. 

Annette mentioned again his young age as a partial reason for Able's difficulty 

coping with the children, then said, "When you grow up with a kid, you deal with 

it daily as you're growing up with it. If you suddenly jump into it already with a 

family, it' s like EEECH." During the medication inventory, Annette ran across 

an antipsychotic prescribed about four months earlier for Able. "He uses it to 

take the edge off his temper problem," she explained. Sometimes he takes the 

prescription medicine with aspirin, since he usually has a headache from the 

children when his temper flares, she told me. Able also had an antidepressant on 

hand. "About a year ago, the kids, the marriage, and the house just got to be too 

much for him. He's taken about 12 of these tablets (30 were prescribed) and he 

hasn't needed them for ages." The difficulties of their life have been manifest in 

Able's health. 

Since their marriage seven years ago, Annette and Able have added two 

more children to their family. Ashley was a planned baby who took a year to 

conceive. Arthur, however, was a different story. "It was Mother's Day," 

Annette recalled. "And were out here building fence. We'd left the birth 
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control stuff in town, and what do you know? Just once, and I I m pregnant. 

Some Mother I s Day present," she said, laughing heartily. "Now I tell my girls, 

I it just takes once. I" To eliminate the possibility of another child, Annette had a 

tubal ligation. An unplanned pregnancy can be a problem, but Annette seemed 

to have dealt with it. "Now Ashley I s got Arthur to play with or fight with, she I s 

not left out all the time. I I m real tickled to have him, especially with Ashley 

being so much younger than the other kids." 

Not having enough money was an ongoing problem for Annette and her 

family. Even though their Food Stamps application was denied because they had 

a new car--despite the fact they had no income for two months--Annette I s family 

still benefitted from other government food programs. Part of the way Annette 

coped was by "making do." During the interviews I collected a series of 

statements echoing the underlying theme of frugality: 

"They I re clothes and you wear them," she said when her daughters teased 
her about wearing clothes she had in high school. 

"It I s food and you eat it," she remarked about some government provided 
commodities they did not like. 

"If the Tupperware lid fits, it works. It doesn I t have to match." 

"Moldy hay is good enough for the horse." 

"Blow dirt off the cookie and eat it. Or put it in the dog dish if you can I t 
eat it." 

"Cut the mold off and eat the cheese. Even penicillin comes from mold." 
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"Buy the clothes at the thrift store, clothes that boys or girls can wear, then 
pass them on. II 

As these statements suggest, the main resource that kept this family of seven 

afloat on Able's $1,000 per month income and Annette's $500 per month child 

support payments was Annette's resourcefulness. Government programs played 

an important, but less crucial, role in maintaining their financial stability. 

Annette's household participated in only three programs, each of which provided 

in-kind aid on a means tested basis: government commodity foods were secured 

through the Department of Agriculture commodity food program, the school-aged 

children received reduced-rate school lunches, and the preschoolers received 

commodities from the county-operated Food Plus program. 

A significant amount of Annette's time was spent organizing household 

needs and trying to meet them efficiently. She was instrumental in fostering an 

informal neighborhood barter cycle that worked to meet some of her own and her 

neighbors needs for extra labor or commodities on a periodic basis. The barter 

cycle in the neighborhood proved a strong asset for Annette's household, 

generating goods and services in exchange for time. One day during the study 

period, for example, Annette's friend, Ginger, came home to find her washing 

machine had flooded the house with several inches of water. She called Annette, 

who spent until midnight that night pulling up carpet and helping her clean up. 

Annette also volunteered her oldest daughter, Abbey, as a babysitter for Ginger's 

baby during the clean up. Several days later, Ginger called to tell Annette that 

~-~ .. -- -~-----
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her insurance would pay for the labor of the clean-up crew, and she wanted to 

split the money with Annette and Abbey. Annette responded, "Hey, I would have 

done it anyway because you I re my friend. I don I t need any money. You keep it, 

and when your husband is back in town, have him lay some of his tile remnants in 

one of our rooms or something." 

Trading with neighbors in barter instead of relying completely on a cash 

economy proved successful for Annette in earlier dealings. Once Annette gave 

Ginger a crib and some other baby equipment she no longer needed, and 

Ginger's husband tiled their hallway. Another time, Annette gave a neighbor a 

puppy from one of their litters. The neighbor drove a truck for a tortilla 

company, and periodically stopped by Annette I s house with packages of out-dated 

tortillas for her family, and crates of old lettuce from restaurant garbage bins used 

by Annette as chicken feed. Summarizing the barter economy she fostered with 

friends and neighbors, Annette said, "That's what friends are for, that I s why 

we're here, to help each other out. And I hope if I I m ever in a situation where. I 

need help, other people will act the same way." 

Continuity permeated Annette I s domestic cycle, even though much had 

changed in the last few years of her life. The needs of her children, her animals, 

and her garden provided a coordinating rhythm for Annette I s daily schedule. 

Her older children attended school, and her younger children also followed a 

routine. "They know theY're gonna have lunch and their hands washed and go 
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potty and have a story and then take a nap. And that I s just it, every day, 

religious as rain. It I S a schedule that we stick to. I think they feel secure with a 

routine. " On a weekly basis, Annette~ her husband, and the children drive nearly 

100 miles to attend a small church on the other side of town. There they meet 

Annette I s father for the worship service. Afterward, they typically go to his 

house for a big Sunday dinner. "We like to keep him company. He I s had a hard 

time since my mother died a couple of months ago." Annette I s discussion of the 

daily and weekly routines of her children led to a discussion of children I s 

developmental cycles (from breastfeeding, to weaning, to toilet training, and so 

on), and then she concluded with a statement of her philosophy of domestic life. 

"I think I should have been born a hundred years ago," she said. 

As Annette threaded this statement through several of our conversations, I 

began to see how her frontier woman identity related to her experience of the 

routines and cycles of domestic life. After talking about her strong belief in 

breastfeeding during our first interview, Annette then progressed to talk about 

how she made her own baby food for children during their weaning period. She 

continued, "and I like to grow my food in the garden, and I I ve got the fresh 

chicken eggs and stuff, and I like to do things like a hundred years ago. I was 

born, I think, a hundred years too late. I I m weird, but I I m not into computers or 

these high technology things. I I m just kind of like, I Back off, guys, I you know, 

I give me my land, and my kids, and my critters, and let me go. I I m fine. I " 

. -. -- ------ _.-.- . - ..... _- -------~------... -.-----
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Annette believed she did things the old-fashioned, natural way: she breastfed, 

made homemade baby food, and grew vegetables and raised animals. Her life 

was one many of the women in the study might envy. In several interviews 

women fantasized about one day living in unison with the seasons and in harmony 

with the land. 

Contrasting her more old-fashioned, organic life with "land, kids, and 

critters" to the lives of her contemporaries, Annette said, "I think people are so 

busy nowadays with jobs that they take the convenient way out." In contrast to 

the "convenient" way of gratifying every urge with a commodified quick fix, 

Annette told of the many ways she resourcefully provided for the needs of her 

family with a little more effort, perhaps, but with the creativity and skills that 

allowed her to manage within a tight budget. Annette realized a life "like a 

hundred years ago" would not be easy; she endured the primitive conditions that 

accompanied her move from the city to the country, where they lived a primitive 

house during its remodeling phase. Returning to the country, not far from the 

rural area where she herself was raised, Annette was able to replicate the 

domestic cycle typical of many rural women. She accommodated her children, 

garden, and animals with an old-fashioned practicality. 

Like children of a century ago, the children on Annette's farm work hard. 

They can count on work as part of their daily routine and also suspect work will 

be the prescribed antidote to their foolishness. "The kids all help with the 
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chores," said Annette. "It's something we do together. I say, 'Let's go nail 

that pen up,' or something, and I' 11 hold the board and they' 11 nail it, or they'll 

hold the board and I'll nail it, or we' 11 take turns holding and nailing." Working 

together also allowed Annette and the children to laugh and play together. 

"Abbey and I are like two high school kids. We'll talk about her dates or this 

and that, and we'll be laughing and giggling. We're all Christians and we go to 

church, and I think the Biblical background helps a lot. Some people say, 

, You're strict with your kids, I and I say, 'It's the way I was raised, it I s the way 

they were raised. '" Part of Annette I s strictness means doling out work-related 

punishments for bad behavior. The children might be asked to haul in an 

armload of wood or vacuum the living room if caught misbehaving. 

In her childhood, Annette brought in "critters" for her baby sister to enjoy 

in her playpen. As an adult, she takes care of animals in much the same way as 

she takes care of her children: with a down-to-earth, resourceful, and yet slightly 

sentimental attitude. On my arrival for our second interview, I found several cats 

on top of an old refrigerator outside, eating the fresh red flesh off a stiff rabbit 

carcass. "This morning I took Abbey to the bus," Annette explained. "Here I s 

this fresh, warm rabbit that somebody else had run over. It wasn I t me. And, oh, 

it was sad, and so I brought it home, and I got out my knife and skinned it and 

cut it up and quartered it and gave it to my cats. Free cat food, you know. They 

love fresh meat." Earlier in the week she found another way to save on animal 
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food. The man at the feed store likes to buy Annette's chicken eggs, and after 

she sold him eggs she bought a bale of hay. "I bought the cheapest, $5.50 for a 

bale that was a little brown and moldy. I said, I It's good enough for the horse. I 

Driving home a couple miles down the road, here's this busted bale of hay in the 

middle of the highway. What did I do? Pull off the side of the road, let the cars 

go by, grab a handful, throw it in the truck, grab another handful, throw it in the 

truck. II 

Although willing to use moldy hay or highway hay for her horse, Annette 

still felt a strong attachment to him. When I asked where she could go for a loan, 

the last possibility she listed was selling her animals. IIIf I had to sell something, I 

guess I could sell my horse. The chickens don't make much in eggs, but I do sell 

my eggs because they give me more than I can use. But the horse is probably the 

frivolous thing that I have, I cause that I s not necessary. But I really, really enjoy 

him. And I've talked about selling him to get the bedroom built, and Able's 

said, 'Oh, you need that horse more, just looking at him makes you happy,' and I 

said, t Yeah. t I go up and I pet him, you know, and I hug him, I ride him as 

often as I can." Although the horse was not an economic asset like the chickens, 

he was an emotional resource for Annette. 

The garden was another part of Annette's domestic cycle, adding an 

annual rhythm to the daily cadence set by her animals and children. The garden 

they grow every year is an old-fashioned way of making a short supply of money 

- -.-- - ___ ••.•• _ • 0 '.0. _ •• _ •• __ •• __ ._ ••• 0_._ •• __ .• ___ . __ _ 
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stretch farther. The children in Annette's family like to eat all the garden 

vegetables. "We have broccoli soup, and we have fresh tomato sliced out of the 

garden, and the pumpkins make pumpkin bread and pumpkin cookies. We had 

51 cups of pumpkin out of our garden just this year. Had zucchini 'til it was 

coming out of our ears. And we raised and killed our own turkey for 

Thanksgiving and a goose for Christmas." She even showed me a cookbook for 

cooking with desert plants, with the Prickly Pear Cactus Jelly page well-worn from 

repeated use. 

Annette's resourcefulness in using garden vegetables and a few desert 

fruits was supplemented by other kinds of cost-effective and healthful food habits. 

The children who were in school all received the free school lunches provided for 

low-income families. At home, they all helped eat the commodities from the 

Food Plus food supplementation program. "We use honey for a sweetener on 

their cereal or toast, and we drink milk and juice more often than Koolaid. We 

eat the peanut butter, the prunes, the raisins, the flour. You've got to figure out 

what to bake with your flour and stuff, but it's food and you've got it." 

At the membership discount food warehouse in town, Annette bought 

certain bulk items to save money. "I buy the #10 cans of fruits and vegetables. I 

buy a gallon of mustard at a time, and 25 pounds of sugar. When you buy bulk 

food you can freeze what you don't need right away, or split it with your 

neighbors or something." Both goods and services, including bulk food, were 
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fodder for Annette I s neighborhood barter mill. Bartering and sharing bulk items 

can save money for all who participate, but additional ways of saving money are 

possible in food storage, too. For storing bulk food, Annette cautioned me: "You 

don I t need to have fancy Tupperware containers. You can put the food in 

Ziplock baggies, or old margarine tubs, or in second-hand, mismatched 

Tupperware you pick up at the thrift shop." With these basic bulk ingredients 

Annette does a lot of cooking from scratch. "It I S just better for you, healthier. I 

have a personal preference for that, and my mom had a preference for that, so I 

was real fortunate she raised us that way." 

None of the work of caring for her "land, kids and critters," as she put it, 

was without its emotional import. Her fondness for her horse was evident in her 

reluctance to sell him except in an emergency, and her emotional investment in 

her children was even more evident in our several meetings and conversations. 

Once she even spelled out her love for her old-fashioned life. After recounting 

how two-year old Arthur had won over all the nurses with his cute antics during 

his recent hospitalization, Annette burst out, "But, he I s such a riot. I love it, you 

know. You know, I really, my full goal in life is not to work, but to be with my 

kids, be with my critters. I like being here. And some people don I t appreciate 

that. But I, I really like it." 

Annette I s life history and daily domestic experiences help to answer part 

of the first research question. To summarize, managing domestic health is 
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rhythmic and integrated. For Annette, the needs of her children, animals, and 

garden helped organize her daily life. She managed many of her ordinary 

responsibilities by teaming up with her children to accomplish chores. Her 

emphasis on working hard and working together earned her the reputation of a 

"strict" parent, a title she accepted easily, since she, too, had been raised by 

"strict" parents. With her mother I s recent death, Annette maintained close ties 

with her father. She also assumed an intermediary position between her children 

from a prior marriage and her new husband, who found the trials of parenthood a 

test of his temper. The experience of domestic management involved many kinds 

of work: teaching and disciplining her children, caring for her father, buffering 

the relationship between her husband and children, providing the necessities of 

food and clothing, accessing appropriate social welfare programs and maintaining 

eligibility, and coordinating with her neighbors in meeting their collective needs 

through bartering goods and services. 

The difficulties in Annette I s life included keeping track of her busy 

husband and five active children, and arranging transportation for each of them. 

Soccer games, aerobics, church activities, work, doctor I s appointments, and school 

all required a car and driver. More often than not, Annette shuttled her own 

children and some of their friends to activities. Despite her frugal ways and 

innovative approaches to household management, Annette found insufficient 

money a problem, particularly after she was billed for Arthur I s hospitalization. 
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Another challenge for Annette was keeping peace between her children. When a 

particularly loud argument broke out between the children, her husband would 

also lose his temper, causing an even larger problem. 

With this overview of Annette I s life story, the stories of other women will 

be recounted as they pertain to the research questions. The value of learning 

about Annette through her life story is that the situation in which one woman I s 

domestic health work takes place has been recounted whole, not cut up into 

pieces to fit the research questions. As Heilbrun (1988) observed, women IS 

narratives are already twisted and contorted to conform to societal expectations. 

In the retelling, at least, I tried to keep Annette I s story from further mutilation 

and editing, and undefiled by layers of theory-laden interpretation. It stands, for 

the most part, on its own. The other women I s domestic health experiences and 

practices will be more abbreviated and subject to further interpretation and 

analysis. 

Responsibility for Health and TIlness 

Instead of a discrete entity, household health work was portrayed as an 

integrated part of daily life. Moreover, health work was described as an aspect of 

daily life for which mothers were best suited. The women took consistent pride in 

what bas been called the "heart and soul" of women I s work, or "knowing what 

needed to be done, and knowing how to do it" (Sacks, 1989, p. 89). The gestalt 

. -- "- ._------...---- .. _.- ... -.. -------
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of household health responsibility militated against women describing it as lists of 

chores. To borrow a metaphor, health producing activities were best viewed 

indirectly, like faint starts are most visible when viewed from the corner of one's 

eye (Sacks, 1989). Assuring household health drew on tacit knowledge, enacted in 

a routinized way on a daily basis, and improvised in situations of crisis. Using her 

husband as a contrasting example, Diana highlighted her own competence at 

"knowing what needed to be done, and knowing how to do it" in a crisis. 

[My husband] can handle the minor stuff, but he panics when it's 

something big. My second little boy, one time he fell down and got like a 

piece of a tree stuck in the white of his eye, and he would blink, and you 

could see it was stuck. I was scared, I didn't know if I should pull it out 

or what. Well, he swung his hand and broke the little stick. My husband 

was yelling at me like it was my fault. So needless to say, I went on the 

defensive, you know, I said, 'Shut up. If you're not gonna help me, then 

just get the hell out of my way. I know what I'm doing.' I went in, I had 

the baby in my arms, and I called the emergency room. I [drove to the 

emergency room] and they got him immediately and they took it out. 

Diana's responsibility narrative projected the image of a caring and competent 

mother in the interview situation, while replaying the superiority-of-motherly 

knowledge theme. 

- -- -- -- ----
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Based on my interviews, the importance of maternal competence applies to 

mothers of well and ill children, although Anderson and EIfert (1989) first 

described the "ideology of competence" in women's caretaking experiences with 

chronically ill children. In their study, mothers of chronically ill children were so 

invested in establishing and maintaining an aura of competence to prove they 

were "good mothers" that they rebuffed offers of help from family members. 

When their children's illnesses progressed and they needed help, no one was 

available who knew the complex routines and details of the ill child's care 

precisely because of their earlier exclusion from caretaking roles. In times of 

children's illnesses and accidents, as well as during periods of health, the 

experience of producing health involves acquiring the many skills of caring for 

children and running a household. In particular, the experience of producing 

household health entails the attainment of an ideology of maternal competence. 

Health Responsibility 

Understanding the experience of domestic health production, rather than 

symptom-focused care, proved difficult for the women participating in the study 

and for me as the investigator. Part of the problem in describing what "health 

production" entailed was women's global definition of health. A diffuse and all

encompassing definition of health held by many of the women in the study 

seemed similar to what Smith (1981) labelled a "eudaimonistic" concept of 

health. Eudaimonistically speaking, health is lIexuberant wellbeing." Nearly any 
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activity can qualify as health work using such a definition; scrubbing the floor, 

reading a book, or paying the bills can all be done to further someone' s potential 

for exuberant wellbeing. Annette grasped this complication when she asked what 

was meant by one the health diary questions. The question was, "what did you 

do today that was good for health?" Annette said, "I could have written down 

things like, 'I woke the kids up by singing a goofy song and giving them a 

morning hug and kiss.' Now, was I supposed to write that down every day? Is 

that really what you meant? I think that's probably important for their health, it 

helps them feel good and start the day off right, but it's just a normal part of how 

we live around here. Every day I need a quota of hugs, and so do they." 

Sarah, too, saw health production as a multi-faceted part of normal 

activities. Because Sarah needed to earn money to supplement her husband's 

meager paycheck, she began teaching piano lessons. She did not necessarily like 

teaching piano, but she thought it was "healthy" for her 18 month old son. "It 

puts him in with other people. Someone has to take care of him while I'm 

teaching. Right now I'm lucky enough that it can be his two grandmothers. And 

that's healthy for him. And of course, the money that I bring in helps us provide, 

and that's healthy. And then the piano lessons are culturally healthy. When I 
, 

have students in the house it's teaching him he can' t have my undivided 

attention all the time and it exposes him to different kinds of music and different 

kinds of people. And I think that's healthy, too." 

_ .. _-- _._--
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With all-encompassing views of health ranging from hugs in the morning to 

music exposure, it is no wonder these women sometimes felt a matching sense of 

global responsibility for health. When I asked Irma what her responsibilities were 

for health in her household, she said, "I make sure they're healthy. I'm the 

mom." The question seemed silly to her, as if being "the mom" should 

automatically indicate what her responsibilities were. Sarah saw herself as the 

pivotal person in the household, the one who almost single-handedly determined 

the health of her family. 

I was thinking how much stress it puts on you as a mom to have all those 

little worries [about your children's health]. I don't think that dads feel 

that way. I think they have other stresses, of supporting the family, [for 

example]. At least I know in our household it's that way. I'm more 

concerned with the actual physical and emotional welfare of Seth. Steve's 

concerned, but it's not a constant thing, like what's going through my 

mind. 

So strong was Sarah's sense of responsibility for her child and her husband that 

she admitted she neglected herself. "I take better care of my husband and son 

than myself," she said, and described several instances where she "put [her]self 

on hold." Most difficult were the mornings in her early pregnancy when she had 

to ignore her own nausea to fix Seth breakfast or help get her husband off to 

work. 
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Illness Responsibility 

During the study nearly every household experienced illness. This section 

will look at the global responsibilities devolving on mothers, then examine the 

attribution of blame for children's illnesses. 

The global responsibilities of illness. Taking care of an illness episode 

entailed more than simply caring for the ill person. To illustrate the attendant 

responsibilities of illness, Irma's narrative will be recounted. The most dramatic 

illnesses during the study was Inez's abdominal pain, which resulted in a trip to a 

hospital emergency room. Inez was 15 years old at the time, and living with her 

Aunt Irma while her mother was in jail. The entire narrative, as told by Irma, 

follows: 

Well, Inez started getting a real bad hip pain. I thought maybe it was her 

appendix. I called the doctor and he told me, well, take her to the 

emergency room. We were there from 9:30 p.m. 'til 3 in the morning. 

They got kind of busy. It wound up that she had a pelvic inflammatory 

disease. They gave her an antibiotic and that was it. 

With little dramatic flare, Irma reported the events in a factual style. But hours 

spent at the emergency room and the diagnosis of pelvic inflammatory disease 

disrupted Irma's placid home life. Lack of sleep alone made Irma's next day at 

work difficult. And she worried about Inez. With more questions and my sincere 

interest in the events, Irma elaborated further. "When they said it wasn't her 
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appendix, I said, 'Shoot, could she be pregnant? ' So I was all over there FBIing 

her. (What did she say?) She got all quiet. She goes 'uh uh. ' [The doctors and 

nurses] asked her that, too." Part of Inez's reluctance to discuss her sexual 

conduct was the presence of "a guy, standing next to the triage nurse." Inez felt 

embarrassed admitting to anything in front of a male. Because the doctor never 

positively diagnosed pelvic inflammatory disease, Irma was not sure how far to 

question Inez at home. "The doctor said, 'We'll TREAT HER as if she has it. 

He didn't say she had it. And I don't know if it's from sex or not, he didn't 

say." But Irma determined to ask Inez more probing questions about boys and 

sex at home. "She'll tell me, even if she wouldn't tell her mother, because I 

raised her for a year and a half right after she was born," Irma said. 

In Irma's story, she was responsible for making a preliminary diagnosis 

(she believed Inez had appendicitis) and then acting on that diagnosis. She called 

the doctor, followed his advice to seek care at the emergency room, secured adult 

supervision for the other children while she was away at the hospital with Inez, 

and finally formulated ways to follow up Inez's hospital visit with some pointed 

questions of her own. Once home, she also bought Inez's antibiotic and 

monitored her use of the medicine. Illness narratives told by every woman 

attested to the involvement of mothers in illness care and accompanying, far

reaching, illness-related responsibilities. More information about illness care 

follows in the section on symptom recognition and treatment. 
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Blame. A final aspect of responsibility for illness was the acknowledgment 

or disavowal of maternal blame for illness or injury. During the second interview 

I systematically asked each woman her opinion about whether mothers could be 

to blame for their children's illnesses or injuries. The three most important 

situations in which women believed a mother was to blame for a child's illness 

were: First, if a mother was oblivious to hazards which could threaten her child's 

safety; second, if she neglected to protect her child from envirOliIIlental extremes; 

and third, if she failed to provide for the health of her children by adhering to 

conventional food and health care expectations. Although the situations of 

maternal blame described by the women were many, the first--exposure to 

hazards--will be developed at this point using the instance of children's 

medication poisoning. 

How did these women attribute blame when they found themselves guilty 

of allowing health hazards to harm their children? Accidental medication 

ingestion by children illustrates variation in amelioration and acceptance of self 

blame for hazards. Three women narrated stories of their child's accidental drug 

ingestion. All three of the women were Anglo. In each case, blame is deflected 

or provisionally accepted with justification. Their stories will be presented 

individually, with a discussion of the elements of blame. 

First, Sharon recalled how her two sons swallowed some multivitamins with 

iron. As background, she and her husband both had limited medical training. At 
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the time of the accident, Sharon was operating a licensed daycare in her home, 

which meant the house had been inspected for safety. At the time of the retelling 

of this story, her husband was sitting and listening to the interview. 

My husband left the locked medicine box open. He got some Tylenol out 

and he went off to work, and he said, "I hate these locks on these cabinets, 

I can I t never get into these things." Then my friend called me on the 

phone, and I hear these little chairs going creak, creak, and I thought, 

II They 're headed to the refrigerator." And I said, IIJust a minute, Dixie," 

and I came in here, and there's the bottle of the children's chewable 

vitamins, and there was half a bottle, but they took and ate them all. Then 

I got out the syrup of ipecac and said, "Now mommy has told you never, 

never, to eat these. They're not candy, theY're vitamins. I have to give 

you the puke medicine. II And that scared them. 

A few minutes later, her husband called from work and asked what she was doing. 

She said, "I'm here in the bathroom with the kids, waiting for them to puke." 

He said, "Why are they going to puke?" She said, "Because they took syrup of 

ipecac; the medicine cabinet was left open. II As Sharon concluded this story 

during our interview, her husband chimed in, defensively stating, "I haven't done 

that since. II 

In telling the story, Sharon subtly placed the blame for the boys vitamin 

overdose on her husband, since it was a direct result of his actions. Her report of 
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the situation could have emphasized blame far more, but perhaps she was 

protecting him, since his presence and the officiality of the interview made 

stronger allegations uncomfortable. In telling the story, Sharon described herself 

as the parent who rescued the boys. Her awareness of their whereabouts led her 

to discover the accident, and her knowledge of appropriate treatment prepared 

her to administer the ipecac. Since many women would have called the poison 

control center or taken the boys to the emergency room, Sharon explained why 

she treated them at home. 

I didn't take them to the doctor because I had seen a girl that tried to 

commit suicide when I was in boot camp, and she was fine after she barfed 

it all up. The bottle says to call poison control or go to the doctor 

immediately, but I thought, "I'm not gonna do that. I know it's out." I 

could see the fragments coming out in the toilet. I didn't want to hear 

anybody saying, "Well, Mrs. So-and-So, why didn't you have your stuff 

locked up?" You already kick yourself enough. 

Part of her treatment decision to administer ipecac at home was based on prior 

experience, which gave her the confidence to proceed. The other part of her 

decision was based on the expectation that the poison control workers would find 

her blame-worthy. Bypassing professional treatment for Sharon also meant 

avoiding outside indictments of blame. 

-.... - . - ... -... _. __ ._--_ .. _._ .•. __ .. _. __ ._--



243 

Naomi, on the other hand, readily accepted blame when her toddler drank 

some mouthwash. She accepted the blame, then provided justification for her 

actions. Knowing her audience consisted of an interviewer who was also a busy 

mother of a toddler, she constructed her justification accordingly: 

He had gotten the mouthwash and he had, oh, it was my own fault, I cause 

I had put him in his crib, and I had set the mouthwash down to put him in 

his crib. I forgot I put the mouthwash by the crib. And he reached over 

and got it, opened it up, and dumped it allover the crib. And he had 

tasted some, I cause I smelled it on his breath. So I called the poison 

control right away. And they said because it had alcohol in it, and they 

didn I t know how much he swallowed, I should take him to the hospital 

and get it pumped out. Sometimes it I s like my own fault; I forget. I I m 

rushing to do something, and I III just set it down, you know, which I know 

is not good. 

Although accepting blame, Naomi preserved her identity as a competent mother· 

by accentuating the minor nature of the event (he only "tasted" some mouthwash, 

which was a relatively harmless drug anyway) and her responsible reaction (she 

called poison control "right away" and then followed directions to take him to the 

hospital). Her discussion of the antecedents to the accident (rushing around to do 

something) and ready admission of being at fault were important elements of the 
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story, which most mothers would readily appreciate. Although admitting blame, 

Naomi effectively ameliorated it. 

A final example of maternal self-blame for a child I s medication accident is 

from an interview with Karena. In this case, Karena did not acknowledge self

blame, but instead placed her toddler son as the protagonist in the story. Even 

though blame ideology did not surface in the narrative, Karena I s distress over the 

situation indicates her sense of responsibility for whatever consequences might 

arise from her son I s accident. The poison control worker was depicted as a voice 

of reason in opposition to her voice of maternal emotionality. 

One time he got into my purse and pulled out a bottle of Midol pills and 

ate, I don I t know how many of them. I I m like having a heart attack. I 

call poison control, "My kid ate Midol," and she I s like, "Does he have 

PMS? I And she thought it was funny, she I s trying to make me calm down 

I cause I I m having a heart attack, you know, and she told me, "Just give 

him some milk to coat his stomach." 

Humor, as used by the poison control worker, was intended to alleviate Karena I s 

distress over her son I s drug ingestion. As retold in the interview, the question 

about premenstrual syndrome (PMS) inserted into her story also served to 

separate her intense emotional response from a situation deemed almost 

laughably benign by an outside authority. 
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The three stories of drug ingestion illustrate different reactions to a similar 

event. Blame, or at least responsibility, was part of each narrative. Once the 

drugs were accidentally taken, the women in each case took responsibility for 

treatment without consulting members of a wider therapy management group. 

Not surprisingly, the children who took the forbidden medicines were seen as 

active agents of mischief, except in the case of Naomi's baby, who drank some 

mouthwash she left next to the crib. The degree of maternal self-blame was 

based on several elements, including the parties responsible for the accident 

(husband, self, or son), the perceived toxicity of the drug involved, the perceived 

appropriateness of maternal response to the accident, and the final outcome for 

the child. Even when maternal self-blame was minimal, the women were aware 

that outsiders could evaluate the situation differently and attribute maternal 

blame. When Sharon concluded she was not to blame, and therefore refused to 

call the poison control center and listen to a reprimand, she recognized the 

automatic propensity to cast blame onto a mother. As this section illustrates 

using the case of children I s accidental drug poisoning, maternal claims of 

responsibility or blame range from the complete to the minimal. 

Tied to the larger topic under discussion, blame is only one part of 

responsibility for illness. In narrating children I s accidental medication poisoning, 

the women indirectly addressed their own culpability. Unraveling the cause of a 

problem, determining if maternal actions played a part in the cause, and then 

----_ .... _. - --- --_._-------, 
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finding a solution to the problem can be complex, reiterative steps in women's 

illness-related domestic health work .. 'The next section addresses the ways poverty 

and maternal responsibility are related. 

Responsibility Complicated by Poverty 

As preceding sections demonstrate, women tend to view health 

eudaimonistically, and their responsibility for health globally. In situations of 

poverty, however, expected tensions between self-responsibility and maternal 

responsibility in the household are further complicated by the cross-cutting 

responsibility of the state. This section examines the connection of poverty to 

responsibility for the women interviewed. Examined first is the way maternal 

responsibility for health and illness meets with friction from other spheres of 

responsibility inside and outside the household. Next addressed is the way scarcity 

accentuates competing maternal responsibility. Third, the interaction of 

household and governmental responsibilities are examined in light of the close 

association of women and welfare agencies in situations of poverty. And fourth, 

the way women manifest or conceal their own symptoms in situations of poverty is 

discussed. 



Tensions Between Spheres of Responsibility 

Tina's household was a perfect example of how maternal responsibility 

and competence is negotiated within the household, since three generations of 

mothers lived in Tina's home. 
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Tina was a Mexican American acculturated to mainstream life in the 

United States. Three generations of her progenitors had lived in the southwestern 

United States. When we met, twelve relatives lived with Tina, including her six 

children and her boyfriend's mother, Thelma. Tina's husband had died three 

years before our interview, leaving Tina with five children under twelve years of 

age. She had never worried about money or working before his death, and her 

untimely widowhood plunged her into .. a whole lot of stress and anxiety attacks 

and stuff. I was all alone, with no income, and trying to make ends meet." 

Shortly after her husband's death, Tina's daughter, Trudy, began a spree of 

behavioral problems. At the time of our interviews, Trudy was 15 years old and 

the mother of an infant daughter. For nearly two years prior Trudy had been the 

center of conflict in the household. Tina reported Trudy's early and extensive 

experimentation with drugs and her sexual relationships with several boyfriends . 

.. Me and her have a lot of conflicts about discipline and curfews." 

Overlapping spheres of responsibility for household health can compete for 

dominance and the control of bodies within the household. The following 

excerpts from an interview with all three women shows the fluidity of 



248 

responsibility and blame negotiations between a seasoned grandmother, a capable 

mother, and a 15 year-old first-time mother who was also a daughter and grand

daughter. 

Tina illustrated how mothers are to blame by targeting her daughter's care 

of Tamara as blameworthy. Both Tina and Trudy believed they should decide 

what was best for Tamara. As a result, Tina and Trudy frequently tested the 

limits of control over the baby's health: 

I always tell Trudy when she takes her baby out to make sure she has a hat 

on her, especially if it's windy, so she doesn't get an ear ache or ear 

infection. She's prone to ear infections. Once, Trudy came home with the 

baby after a walk in the stroller, and the baby was all sweaty and hot. So 

she turned the cooler on and stood underneath it with the baby and I 

jumped allover her for that. She I d done it twice in one day. Each time I 

caught her I jumped allover her and said, "Don't you do that. Your baby 

is going to get pneumonia from having her in the heat and bringing her in 

and sticking her under the cooler to cool her off." That's the night she 

got sick, too, with the fever. No matter what I tell her, she thinks she 

knows better, and she does what she wants to do. Then when the baby 

gets sick, she doesn't want to hear about it. Sometimes it is the parent's 

fault, you know. 
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Several minutes after Tina related this story of overlapping spheres of 

responsibility in the household, Trudy entered the room and joined the discussion. 

Tina looked accusingly at Trudy when she spoke deliberately and directly toward 

to the tape recorder. As if tattling to me, she reported: "Parents can be blamed 

for sitting babies in front of coolers when it's hot." As she realized her mother 

was referring to her, Trudy looked embarrassed and remorseful, and holding her 

baby tenderly, kissed her on the head. Then Thelma, a grandmother figure to 

Trudy, chimed in, "Yes, that's why Tamara got real sick and you had to run her 

to the hospital." At that blunt attribution of blame, Trudy began to slink from 

the room. She did not seem able to withstand the naked and public criticism 

dispensed by her mother and grandmother. "Come back here," said Tina. 

"Don't get mad." After the crescendo had climaxed and Trudy was effectively 

reduced to something less than responsible adulthood, both Tina and Thelma then 

tried to rebuild Trudy's confidence, emphasizing her fledgling membership in the 

circle of women who had all learned principles of motherhood through 

experience, making mistakes along the way. 

Thelma: 

Tina: 

Thelma: 

Nobody said you neglected her. 

You're a new mom and barely learning. 

Tina could be to blame when Thad gets sick. Say, Thad gets 
a diaper rash, your Mom is to blame because she doesn't 
change him properly, doesn't clean the diaper area properly. 
That's a parent's fault. 

. -- -- ._-----_.-.- . _ ..... -... _-----------
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Tina: Remember, you learned about thrush at school? Whose fault 
is it if the baby gets thrush? It's the mother's fault for not 
cleaning the bottles and the nipples properly, right? 

Thelma: 

Tina: 

Thelma: 

So we're not picking on you. 

Nobody said you weren't a good mom. You just don't know 
yet. 

And you don't listen. You hear what you want to hear. 

Mollified, Trudy stayed and participated in the rest of the interview. But the 

lessons taught to Trudy about the reality of maternal blame and the 

responsibilities of motherhood were not to be taken lightly. 

The foregoing discussion portrays the way spheres of maternal 

responsibility can overlap within a household. But what of extra-household 

individuals and agencies who also seek to question or override maternal 

responsibility in the household? Again, Tina's household was a crucible, in and 

around which wars of responsibility raged. Health care professionals and state 

agencies are two of the interests vying with women for control over household 

health matters. Tina's experiences with state agencies led her to believe that her 

maternal competence was constantly in question. If she was ever found officially 

wanting as a mother, Tina feared her children would be taken from her by the 

state. Because Tina was poor, Mexican American, and a widow without proper 

male supervision in a patriarchal society, she was likely more prone to the 

buffetings of extra-household interests intent on over-running her claims of 

maternal responsibility. An example of how Tina's maternal responsibility was 
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called into question arose when Trudy was hospitalized with pelvic inflammatory 

disease. 

Trudy's sexually transmitted illness nearly forced dissolution of Tina's 

family a year prior to my meeting them. 

She was with her friends when the pain started. When I got to the 

hospital, she was connected to IV's, and I kept asking them what was 

wrong with her, what was wrong with her. And they didn't want to tell 

me. Finally they told me, and then they were telling me it was my fault 

that she got sick the way she did, because I must not have been taking care 

of her right. They turned me over to Child Protective Services. 

Because Trudy was a 14 year-old with a sexually transmitted disease, a social 

service consultation was ordered as a routine measure. Trudy was present when 

the social worker talked to Tina. Trudy recalled that the social worker looked 

right at her, but acted as though she were invisible when she said to Tina, 

" I There's something wrong with her. There's something wrong with somebody 

that, this young, can go out and get something like that. ' " 

Tina said she was accused by the social worker of " 'teaching Trudy too 

much about boys and sex. ' " 

--------- -- -- -----

But I told her [the social worker] that as soon as I learned she was sexually 

active, I took her to Planned Parenthood and they gave her a checkup and 

birth control pills. I held her hand through the exam and everything. And 
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that I s not because I approved of her having sex, I just did not want her to 

get pregnant with a baby she didn I t want. And the social worker goes, 

"That I s very unusual for a mother to do that with her daughter." 

Apparently Tina convinced the social worker that she was a responsible mother, 

and that Trudy I s sexual activity and resultant disease happened despite her well

intentioned efforts to protect her daughter. Trudy was not sent to a foster home, 

and the state protective agency mobilized to investigate Tina I s competence as a 

mother retreated. Even so, Tina and Thelma continued to fear authorities who 

could take the children away to foster homes. 

Thelma, as Tina I s fictive mother-in-law, had weathered less successfully 

similar scrapes with state investigative agencies. At one time when she was taking 

large amounts of heroin, all of her children were "taken away." The youngest 

remained in foster care at the time of the interview. Based on these experiences, 

both Tina and Thelma explained how their preferred disciplinary tactics were 

altered out of fear that child protective agencies would "take away" Tina IS 

children. Tina explained the situation: "Nowadays teenagers don't listen 

because they can't get punished. I used to get hit all the time. And I didn I t 

tum out bad. If Trudy' d had to grow up the way I did, she wouldn I t be in the 

predicament she I s in now." To counter Trudy's suggestion that parents don't 

care about what their kids are doing, Thelma said, "It's not that we don I t care. 
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Our hands are tied. If we correct you the way our parents corrected us, we'll be 

behind bars." 

Thelma, Tina, and Trudy's experiences with governmental child welfare 

programs were ambivalent. On the one hand, they needed many of the program 

benefits provided by AHCCCS and other programs, but by virtue of their 

participation in essential programs, their private home life became a matter of 

public interest. In their case, poverty increased their contact with social workers, 

case workers, and eligibility workers of all types, thus increasing the number of 

authoritarian voices influencing the workings of their household. The blatant way 

Tina and Thelma questioned and humiliated Trudy about her care of Tamara 

echoed in its punitiveness the way Tina and Thelma's own maternal competence 

had been called into question by external agencies of authority. Could the two 

older women have been preparing Trudy for a life of questioned competence, 

patterned after their own? Responsibility can be complicated by poverty when 

various groups vie for control of bodies, as the foregoing example illustrates. 

CompetinG Maternal Responsibilities Accentuated by Scarcity 

Another way tensions arise between spheres of responsibility resides in the 

intrapersonal domain, unlike the interpersonal tensions described in the preceding 

section. Mothering usually entails some conflicting responsibilities, insomuch as 

the responsibility to take care of oneself and the expectation that a mother also 

takes care of her children seldom allows for the adequate completion of both 

---"---- ----------
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missions. Scarcity accentuates the complications inherent in conflicting maternal 

responsibilities. How, then, does a woman with limited resources allocate her 

grocery money, or find housing, or decide between food and housing when a 

choice must be made? Some mothers skimped in fulfilling their own needs; some 

women opted to provide simple indulgences for their children despite the 

sacrifice, believing an attitude of austerity might conflict with children's 

developmental needs; and a few women came up with inventive ways of dealing 

with shortages. 

Some of the most disturbing and/or poignant examples of responsibility 

complicated by scarcity include: 

• Bernice had no health care insurance because it was unaffordable. 

Her husband was unemployed and Bernice was self-employed. Bernice 

admitted her last pelvic exam and pap smear was three years in the past, 

and she would not have sought preventive gynecologic care for herself, now 

or ever, had she not begun to fear she was pregnant during the course of 

our contact. She scheduled a gynecologic appointment for herself at a 

county-operated clinic with a sliding-scale fee system. Given her suspected 

pregnancy in a problematic context, she would have liked a familiar health 

care provider, but scarcity had robbed her of that lUXUry. 

• Frustration characterized Lucia's decisions about what to provide 

for her children when she could not pay all the bills. She said, "I already 
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make enough sacrifices, and so do the kids." She was unwilling to sacrifice 

the small, seemingly inconsequential luxuries (like occasional new clothes 

for her growing children) that relieve the feeling of austerity. But in 

providing some essentials, others were omitted: 

I can I t make them do without school shoes or clothes when they 

need them, and I can I t deny them going out once in a great while 

for a pizza. This last month, I took them out shopping. The twins 

have holes in the knees of all their pants. I shopped around, and 

found them pants and shirts . . . [on sale]. They needed those 

things, and when the child support check came in, that's where it 

went. So we are behind on our rent. 

• Clara found the scarcity at their home embarrassing. When her 

children were asked to provide small items for class parties at school, she 

found herself in a quagmire of embarrassment and conflict: 

[My biggest concern is our] financial problems. How am I gonna 

get them clothes? And Monday, one of Carlotta's teachers had a 

ice cream float party, and she asked Carlotta to bring napkins, and 

we didn't have any. You know, it I s little things. 

Clara believed scarcity contributed to her unstable mental health and her 

own and her children I s embarrassment. Clara solved this particular 

shortage by borrowing napkins from a neighbor. 
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These stories of tensions between spheres of maternal responsibility, 

accentuated due to scarcity, are stories characterized by frustration, shame, and 

disappointment. Each woman meted out a workable, if not satisfactory, 

concession to these tensions. 

The next section will return to the larger interpersonal environment 

surrounding mothers in their conflicted spheres of responsibility by exploring the 

dynamics of participation in the social welfare system. 

Women's Interaction with Welfare AGencies 

Governmental services for poor women and children may appear to bridge 

the gap between a woman's hard work and whatever necessities remain out of 

her reach. Unfortunately, governmental services were more of a hindrance than a 

help. Despite good intentions and substantial personal effort, many women found 

governmental services did little to bridge the gap between their limited resources 

and their legitimate needs--like food and health care, for example. 

To participate in social welfare services herself, or enroll her children, a 

woman must travel to and then endure an enrollment screening, prove her 

eligibility, and eventually utilize the restricted services provided. The first step in 

this process was enough to deter Annette. When Annette's two-year old son was 

hospitalized with a severe case of croup, Annette realized her health insurance 

coverage was completely inadequate and would only contribute toward an illness 

of catastrophic proportions. Because she knew they had no money (they were at 
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101 percent of the federal poverty level by my calculations), Annette wanted to 

retroactively enroll in the Arizona Health Care Cost Containment System 

(ACCESS) program in an attempt to defray the $2300 owed to the hospital and 

physicians. Annette reported the difficulties of enrolling, should she even qualify: 

I talked to the woman on the phone, who said we make about double what 

it takes to qualify. But she said they have a lot of different programs, so 

she is going to mail me an application. Hopefully it' s not long. I have to 

fill it out and mail it back in. After I mail it in, they'll mail me an 

appointment date. She said the office is downtown. I love parking 

downtown and dragging your kids in all these big buildings [said with 

sarcasm]. Then I will go down and it might be like food stamps. You 

might waste hours and days and gas spinning your wheels. For nothing. At 

this point I don't feel like it's going to be real beneficial. 

Ultimately, Annette and her husband decided not to apply for ACCESS. Instead 

they opted to payoff the hospital bill on a monthly basis using credit cards. 

Annette's reference to the food stamp program was important in her 

decision not to pursue ACCESS. Only a month or so before the croup 

hospitalization, Annette had investigated food stamps. Her husband was laid off 

his job at the time, and they had no income. Even so, they were denied food 

stamps. Annette's estimation of the ACCESS program was based on her food 

------- -- -- -----
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stamps experience, and she assumed both government programs were equally as 

difficult to qualify for and utilize. Annette explained the food stamps problem: 

We bought a new van two months ago. A plain-Jane, roll up the windows, 

no power, nothing-extra model was cheaper than what we had, counting 

repairs and bad gas mileage and insurance. It was unreal, but insurance on 

one new van was cheaper than insurance on the two old clunkers, which 

weren't as safe. Exactly one week after [my husband] got the van, he got 

laid-off. So now you have van payments. Then we went down for food 

stamps. You fill out nine miles of paperwork. You stand in line for a 

couple of hours. Then the guy who's looking at your paperwork tells you 

to go in the next week. They mail you an application. You go down there. 

You stand in line for another hour-and-a-half. You get your appointment. 

You go in there and the guy says, "Oh, you're not going to like me." and 

I said, "Why?" He says, "Because I can see already that you're not 

going to qualify." and I said, "Oh, why not?" He says, "Well, your van's 

too new." I said, "Well, what am I suppose to do then? Sell my van to 

feed my family?" He said, "No," and he showed me in this book, he said 

"this states that if you sell a vehicle in order to make yourself qualify for 

food stamps, it automatically disqualifies you for one full year." So I said, 

"Well, even if I sold my van, to feed my family, I would still owe the 

money I lost on the van. Plus I wouldn't have the vehicle for 

... _- . __ ._----_._- ..... -.. -. - -----
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transportation. Plus I wouldn't have anything left over for groceries. So it 

would be stupid to do it anyway." And it was totally, 100% ridiculous. I 

mean, how are you suppose to get ahead when everybody who is part of 

the system is against you? 

The food stamps experience tempered some of Annette's naivete about 

the helpfulness of government programs. When the possibility of getting 

AHCCCS to help pay Arthur's hospital bill came up, Annette decided not to bet 

on the government coming through; in her experience, it did not payoff to hope 

for help. Paying the hospital bill was a frightening financial setback for Annette, 

but one which she would probably surmount. Annette and her husband were both 

Anglo high school graduates, and Annette reported a small but fairly stable 

income from her husband's work, a network of her own and her husband's 

relatives who could be pressed for money in an emergency, and a history of 

successfully surmounting past problems with money, illness, and their five 

children. 

Women less fortunate and less tenacious than Annette would have 

probably abandoned the search for governmental assistance earlier, and in fact, 

many women did just that. Like Annette, they suspected "the system" was really 

not intended to help them at all. Hildegard was without health insurance during 

various periods of time, and she, like Bernice and Annette, met with resistance 

---" .. --- - _ .. _----
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I applied for food stamps recently, when Hector was out of work. It took 

them weeks to process the papers, and then they sent me a letter that said 

we were over by $20 income a month. That wasn I t as bad as the last time 

they turned me down seven years ago. Then they said I was over by $2 a 

month. The lady said she was sorry, there was no way she could make the 

$2 disappear. 

Women struggled to find governmental services which they believed they needed, 

only to be turned away. They were not quite poor enough, or not enrolled long 

enough, or not eligible for some other reason. Annette, Bernice, and Hildegard 

all realized they would have to assume full responsibility for their problems, 

without much governmental help. Sometimes coping on their own meant they 

tried to keep their needs to a minimum, as the following section describes. 

Symptom Manifestation: Responsibility Constrained by Poverty 

For women in poverty who felt a global sense of responsibility, as 

described previously, symptom manifestation was a lUXUry. Even with the large 

question of payment and health insurance coverage set aside, poverty itself 

constrained women I s ability to manifest their symptoms. The women explained 

to me how burdens on their time and labor generated frustration and brought 
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sometimes unwise or impossible. 
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The notion of symptom manifestation among women as a strategic process 

tied to cycles of household labor was originally developed and illustrated by Stein 

(1982) among women in the Oklahoma wheat belt. Stein found wheat farming 

women were symptom manifesters in their households at certain predictable times 

in the annual cycle, and symptom concealers at other times. Health service 

utilization reflected those annual patterns of symptom manifestation and 

concealment. Using Stein's observation, I looked for evidence of a similar 

pattern. Among some women the role of symptom manifester was prominent. 

Sarah, for example, was the symptom manifester of her household. She 

explained to me that it was her responsibility to stay well until "the stress" was 

over. I heard other women also mention the "luxury" of being sick and taking a 

day off. Some fondly reminisced about the days before they had children and 

unrelenting responsibilities, when their mothers cared for them, and when no one 

made demands on them during their sicknesses. Sarah elaborated on the 

responsibilities that kept her functionally healthy: "I have people who are 

dependent on me," she explained. "If I can't fulfill my responsibilities, where 

does that leave the people who are dependent on me?" When push comes to 

shove and someone I s needs have to be sacrificed, who or what is neglected? I 

asked Sarah. "I think my biggest tradeoff is probably the selfish things that I 
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would like to do [like crafts, sewing, needlework.] I think another one of my 

problems is that my mental health suffers a lot more than other people because 

I'm always taking care of everyone else. I make sure [my husband and son] have 

enough energy and a positive enough attitude to get through what they need to 

do, even though it might put mine at a disadvantage, and I' 11 have to work 

through that later." Sarah believed she was the glue in the family, the one to 

hold the family together and prop up each person's self-esteem. Meanwhile, she 

gave up many of the leisure activities that anchored her own sense of identity. 

Sarah manifest her symptoms only when she had the opportunity for a 

partial release from responsibility. When things were at their worst, Sarah 

managed to get by--it was her responsibility, after all--but once the crisis had past, 

she allowed herself to express her frustrations. Almost exactly one year after our 

first interview, I interviewed Sarah again. What had changed in the past year? I 

asked her. 

There's a little more money now, but there's also another baby. And 

things are a lot more expensive than last year. The economics is still a big 

challenge. Keeping myself in a good attitude is a big challenge for me, and 

I still think a lot of my family's health centers on me, my mood, how I'm 

doing. But we have health insurance now, and I know that if something 

happens, I have that to fall back on. 
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For the first time in their marriage, Sarah and Steve had a little money and health 

insurance. The luxury of symptom manifestation was finally a possibility. 

As her initial expression of need, Sarah convinced her husband that they 

must go on vacation. A $500 tax return was quickly deposited in their first savings 

account. Using part of that money, Sarah escaped the tension that had 

accumulated during the difficult preceding year. "Last weekend we spent four 

days sightseeing in the state," she told me as soon as I sat down for our first 

interview since the year before. "I convinced Steve that my mental health 

required a vacation. It took about $150 to $200 of our savings, but it was worth 

it. I was about to go crazy," Sarah said. Before the $500 windfall, Sarah had 

spent all their money on food and rent, without any to spare for even expected 

periodic purchases. "My parents and Steve I s parents still need to buy the shoes 

for us and for Seth. Shoes are just one expense we can I t afford." When a little 

excess money finally appeared, it was spent on a vacation. Perhaps the vacation 

was a balm, a sort of comfort measure she insisted on applying to a year I s worth 

of accumulated pain from all the times they had skimped, postponed, or 

eliminated frivolity in their lives. 

The other avenue of expression open to Sarah for the first time was 

affordable professional health care. "I went to see a psychiatrist last week," she 

reported. Their visit was completely unsatisfactory, with the psychiatrist making 

light of Sarah's housewifely complaints. She told him of the two children, their 
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poverty, her lack of leisure and interrupted sleep. "He wasn I t very 

understanding. His advice was that I get a job," she reported. "He thought I 

needed the adult socialization. Finally, I said, mE PROBLEM IS THAT I 

DON I T LIKE MYSELF. He couldn I t get the message." Even though Sarah 

left the appointment feeling misunderstood and angry, the visit itself was an 

important landmark. She had finally made time to seek help, and she had finally 

admitted it was her turn to get it. Formally expressing her feelings to a 

professional demonstrated that the crisis had abated: she did not have to live up 

to her own expectation of strength any longer; she did not need to be strong to 

prop up everyone else. 

Part of some women I s responsibility for household illness is to manage (or 

"cope with," to use Hilary Graham I s [1982] terminology) their own symptoms. 

Symptomatology must be minimized if one feels responsible for meeting 

dependent household members needs. The theoretical concept of symptom 

manifestation was employed to explain some of the variation women I s health 

care seeking or avoiding practices, given the constraints of poverty and the 

fluctuations of family (mis)fortunes. Discussed in the next section is the 

negotiation within the household of the health and illness responsibilities 

identified. 
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Managing Responsibility: 
Negotiation in the Household 

Even when a woman claims ownership to many household responsibilities, 

circumstances can make her change her mind. She may want to disburse her 

responsibility temporarily if she feels ill and cannot keep up with children, house 

cleaning, and cooking. Or a child's illness can pose so many burdens that she 

must enlist help in caregiving. Sometimes, her responsibilities for aging parents 

outside her own household can require a renegotiation of household 

responsibilities as her time at home diminishes. Examination of the ways women 

tried to allocate responsibility for health within the household revealed diverse 

strategies, some used serially, others simultaneously. 

Diana, a Mexican American mother of three young sons, narrated her 

illness story and candidly described how she attempted to re-negotiate household 

responsibilities with her husband during a three-week bout of pneumonia in 

progress during the study. Diana said the uncontrollable coughing associated with 

her pneumonia reduced her to a worn-out and over-worked mother. "It got so 

bad that I was squeezing my legs shut [so as] not to pee in my pants, 'cause of 

the cough, cough, cough," she said. While ill, her husband passively refused to 

help with the housecleaning, meal preparation, or child care. He was over a 

decade older than Diana, she reported, and "stuck in his ways." When she asked 

him to help, "he acted so resentful, he didn't have to say it, his look said it for 
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him, like' can't you do anything?'" So "my mom ended up having to stay here 

and help me take care of the kids; I found my husband was very unsympathetic." 

But Diana assertively questioned his behavior, saying, "Don't you feel 

embarrassed? I'm a grown married woman and I had to ask my mom to come 

and take care of me." Diana then brought up his past surgery and her attentive 

care, perhaps hoping to evoke in him a response similar to her own past 

solicitousness: "Remember when you had surgery on your knee a couple of years 

back? I used to bring you everything in bed. Without nagging about it. Without 

saying anything to you about it. And I used to take care of the kids, too." 

Diana made a final, though unsuccessful, attempt to inspire in her husband 

some empathy for her plight. Her tone became threatening as she cast him as a 

future victim of illness: "I hope the time comes soon when you're sick. Now 

I'm sick, and you don't give a damn. But I hope the day comes soon when 

you're sick and I' m gonna act like I don't give a damn." Although Diana used 

several different tactics and demonstrated tenacity in seeking a redistribution of 

labor within the household, she eventually accepted her mother's help instead. 

Her mother was still recuperating from knee surgery, and Diana felt her first line 

of recourse should have been her husband. Even so, calling upon her mother for 

help was justified. 

Part of Diana's reasoning behind accepting her mother's help was based 

on her idea of reciprocity. 
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[My mother] had a complete knee replacement, so she I s having a hard 

time, you know, bouncing back. So when she had her surgery, I I d go all 

the way to her house, and I I d do her physical therapy with her, and just all 

kinds of stuff. My sister lives right next door to her, and I had her do [the 

physical therapy] with her in the evenings. I didn I t find out I till two 

weeks later that my sister wasn I t doing it. 

After household labor re-negotiation attempts failed with her husband, Diana 

exhibited the gendered, generational pattern of resort common to other Mexican 

American women in the study: she called on her mother for help. 

The stories-within-the story heighten the point Diana was trying to make. 

The main story was of her husband I s neglected duties: he did not do the 

responsible thing and assist her in taking care of herself or her children while she 

was sick. She wanted him to do the laundry, dust the living room, fix meals for 

the children, drive her oldest son to school, encourage her to take naps, fix her 

snacks, and in general, take on the duties of their domestic life. Sub-stories 

within the larger narrative reinforce the legitimacy of her demands. First, the 

story of her husband I s past surgery and her attentive care shows that she expects 

from him only what she herself had willingly offered in the past; her demands 

were reasonable. Second, the story of her mother I s surgery illustrates first, the 

importance of her husband taking over and sparing her ailing mother, and second, 

her own conscientious care of her mother in the past. The foil represented by her 

-.-.. _ .. -_.- .... ~--- -------_. ---
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sister magnified the commend ability of Diana's caregiving. In the end, Diana did 

get help around the house during her pneumonia episode, but she believed the 

help should have come from her husband, not her mother. 

Another story of domestic labor renegotiation was recounted by Olive, an 

Anglo woman who successfully bartered with her husband. Olive and her family 

lived hundreds of miles from relatives, in contrast to Diana's close contact with 

her mother and sister. Written in her health diary was an entry about a family 

trip to the zoo and paddle boat lake. The next day, she reported in the diary that 

she was tired and sunburned from the zoo trip. In response to those symptoms, 

she ask her husband to rub her back. He countered with a request for a steak 

dinner. Olive agreed to his bargain. The difference between Olive's success in 

getting help from her husband and Diana's disappointment in her husband was 

that Olive requested only a back rub--much easier to negotiate than the more 

permanent, burdensome responsibilities Diana lobbied her husband to accept. 

Additionally, Olive offered an incentive, whereas Diana could only threaten her 

husband with the vow that someday when he was ill she would treat him poorly. 

Significant domestic work redistributions between men and women who 

have established certain patterns of labor in their household seem difficult to 

enact, even temporarily. When a mother is ill, her partner may be less willing to 

pitch in if he knows his wife I s mother or some other woman relative could be 

called upon, if the responsibilities he is asked to assume are ongoing and 

----.. -.. _--- .... -
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considered burdensome, and if he ascribes to traditional values of men I sand 

women I s work. The microscopic examination of intra-household divisions of 

health-related labor is one important task in analyzing responsibility; another is to 

compare households at a macroscopic level stratified by ethnicity. The cultural 

variation in responsibility will be addressed next. 

Responsibility Differing by Culture 

The locus of responsibility for health and illness was consistently touted as 

residing primarily within the individual. Assisting children in the transition from 

dependence on maternal care to full self-responsibility crystallized many women I s 

attitudes about the relationship of self- and communal-responsibility for health. It 

is these two facets of culturally-influenced notions of responsibility which are 

addressed in this section. 

Different Approaches to Self-Responsibility 

Emphasis on individual responsibility is congruent with the dominant value 

system in this country. To perpetuate these values, mothers had ways of teaching 

their children to accept self-responsibility for health and illness, using methods 

which appeared to vary along cultural lines. Among Mexican American mothers, 

teaching children self-responsibility entailed a curative emphasis. Curing oneself 

was a crucial skill children needed to acquire. In contrast, Anglo mothers 
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emphasized the importance of preventing or curing illness with a positive attitude, 

a form of self-responsibility which I refer to as a "mind over matter" emphasis. 

A curative emphasis in responsibility among the Mexican American women 

will be illustrated in three arenas: first, children could be taught the therapeutic 

agents needed to effect their own cures; second, placebos could be employed to 

cure through the power of mind; and third, a "cure" could be effected in 

someone who was objectively diseased by a refusal to admit illness. The third 

curative manifestation is equivalent to the disease/illness distinction popularized 

by Kleinman, Eisenberg, and Good (1978). 

Two of the Mexican American women described empowering their children 

to take responsibility for their own cures. As Clara explained, her children knew 

how to use various herbal cures from their yard. "And I told my kids, [if] you 

guys have a stomach ache, then you go--and if you're so sick that you have to 

come and tell me then you should be able to go and get the plants. You know 

what the plants do." Similarly, Lucia encouraged her daughter to apply her own 

over-the-counter medication. "I still use the Vick' s on [the older children] for 

their growing pains. But now they do it themselves. I want them to learn to take 

care of themselves." When her asthmatic daughter did not want to take 

prescribed medication, Lucia did not press her to do so; again, it was her 

responsibility to cure herself. "Usually she gets really bad asthma. Even when 

she needs her medicine, though, she won't take it. She says it makes her tongue 
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bum. " These examples demonstrate the range of children I s independence in 

Mexican American households in regards to making health decisions and effecting 

their own cures. None of the Anglo women admitted to such curative freedom 

among their children. 

A second characteristically Mexican American manifestation of self

responsibility was exercised by harnessing the power of placebos. In biomedical 

parlance, a placebo is a pharmacologically ineffective preparation that is still 

capable of relieving symptoms in about one-third of the instances it is used. The 

Mexican American women who utilized the concept of a placebo only occasionally 

used the word "placebo," but their descriptions of the effectiveness of herbs fit 

loosely within the placebo model of biomedicine. As an example of the 

testimonial affirmation of herbal efficacy, Hildegard described the miraculous 

effects of a plant unknown to her, but used by her mother: "I wouldn I t have 

believed it worked either, until I saw it myself." In explaining how herbs were so 

effective in curing, Irma explained, "Manzanilla will help if it I S in your mind it 

will help." Describing placebo qualities in herbal remedies, the Mexican 

American women invoked the power of the mind to cure illnesses. In this form of 

self responsibility, one could effectively treat symptoms even when a cure was of 

unproven or unprovable worth. 

A third manifestation of Mexican American women I s approach to self

responsibility was in the asserted ability of a person to conquer disease by refusing 
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to submit to illness. Clara was the only Mexican American woman who 

consistently utilized this form of self-responsibility discourse, but she did so with 

such fervor that it is worth addressing. According to Clara, people suffered in the 

"olden days." With the modem proliferation of pills she believed people were 

becoming so intervention-oriented that we as a group were losing the ability to 

deal with pain. When her daughter was prescribed the antibiotic ampicillin for 

her pneumonia, Clara only allowed her to take the pills for one day, then threw 

away the rest. A clue to her reasoning emerged when she began to refer 

consistently to the antibiotic as pampercillin. To Clara, the antibiotic was 

pampering her daughter, which was a serious mistake, in her way of thinking. On 

one occasion she referred to the reprehensible practice of "pampering children 

too much" when they fall and hurt themselves, and she took pride in the fact that 

her unpampered children had been seriously injured many times, but never cried. 

To give me a model for how people should avoid pampering themselves, she 

explained how her husband, who she believed suffered greatly from the extended 

effects of a serious car accident, refused to "give in to" illness. "I was always 

bitching and nagging for him to [take his pain pills.] He said, 'The pain's in 

your brain. If I was a normal man and thought the way you think, I would never 

get out of bed.' And I think that's true. All we have to do is say it doesn't 

hurt." 
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In sum, the Mexican American women discussed self-responsibility in the 

three characteristic ways described. The placebo discourse was linked to the use 

of herbal medications, which also varied by ethnicity. Also part of the Mexican 

American women's responsibility discourse was an emphasis on children taking 

responsibility for their own medication, and on the ability of people to deny illness 

when faced with disease. In contrast to the curative emphasis of the Mexican 

American women, the Anglo women assumed a more preventative stance based 

on the power of the mind to influence the body. 

Positive attitudes can prevent problems, according to two Anglo women. 

Annette referred to the importance of doling out daily hugs to her children, then 

later stressed the importance of a loving and cheerful attitude. Sarah also valued 

uplifting, positive attitudes. She located her mental health problems with her 

inability to "feel good" about herself. She feared that her depressed mood would 

effect the others in her household, in some sort of contagious fashion. "Even 

when it's contradictory to what I feel, I try to be very encouraging. I've been 

trying to have a positive attitude for them, because I don't think [my husband] 

can keep going when I' m negative." The more negative attitudes accumulated in 

the household, the worse she believed were their prospects for ever escaping their 

bleak situation. Positive attitudes would create a positive reality. Evelyn made 

the most blatant assertion of this proposition when she modified Descartes' 

famous line: "I think I'm well, therefore I am." Identified here as an Anglo 

---- ... ,,- . - .... -- .-... -------- .. 
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A third characteristic belief about self-responsibility common to the Anglo 

women was that thinking a negative thought could actually create a negative 

reality. This reasoning was used to justify avoidance of suggested preventive 

health care. Francine, a grandmother involved in the study, was obviously in the 

age bracket encouraged to receive mammograms. But her belief in the mind I s 

ability to create a negative reality prevented her from following standard medical 

advice: 

I think a lot of it I S scare tactics. Like mammograms. They say you I ve got 

to have one every year or every three years, something like that. But come 

on now. Nobody needs that kind of thing. If you I re looking for something 

you I re going to find it, right? If you poke around long enough, you I re 

bound to find a lump. 

The same kind of reasoning surfaced when I asked her about the safety of her 

neighborhood. "I think if you I ve entertained that kind of thought [that someone 

may harm you] in your mind, it III bring it to you. That I s my philosophy." 

Reasoning that thinking negative thoughts will create a negative reality is a twist 

on the more positive outlook of placebo therapy described by the Mexican 

American women. 

Self-responsibility discourse varied, at least in emphasis, between the 

Mexican American and Anglo women interviewed. In this section I described the 

three facets of responsibility common to the Mexican American women I s 

. __ .- -.----- -._.- . - .... - ._._--------_ .. 
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discourse, and the three common to the Anglo women's discourse. In general, 

the Mexican American women promoted self-responsibility for cure, while the 

Anglo women attended more carefully to the mindful ways individuals are 

responsible for preventing illness. The other difference in terms of responsibility 

between the Mexican American and Anglo women, addressed in the following 

section, was the relative extent of responsibility for health that each encountered 

outside the household. 

Differences in The Extent of Extra-Household Responsibility 

Differing demographic trends between the Mexican American and Anglo 

women pertain directly to the extent of their health responsibility outside the 

household. First, The Mexican American women engaged in more care of their 

parents, a trend which is not unreasonable based on demographic information. 

The Mexican American women were older, on average, then the Anglo women 

(Mexican American women's mean age was 31.6 years, versus a mean of 27.3 

years among the Anglo women). Although a small difference, it suggests the 

possibility that the Mexican American women's parents, on the whole, may have 

been older, as well. With the shorter lifespan and more abundant health 

problems common to Mexican American (as compared to Anglo) persons, the 

health status of the Mexican American women's parents was likely lower than the 

health status of the Anglo women's parents. In addition to demographic 

information, the Anglo women's need to care for parents was reduced in 
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comparison to the Mexican American women, since only three had parents who 

lived in the state. In sharp contrast, each and every Mexican American woman 

reported her parents lived in the same city. 

A second demographic finding implying greater extra-household 

responsibility for the Mexican American women was their larger families. Not 

only did the Mexican American women raise more children (4.2, versus 2.2 in 

Anglo households), but their families of origin were also larger. Information 

about the size of their natal families is anecdotal, since I did not systematically 

inquire about their families of origin, but two of the Mexican American women 

mentioned they came from families with 12 or more children, most of whom were 

still in the vicinity. With larger families come more potentially ill or needy family 

members who may require care. Irma was raising her nieces and nephews, for 

example, and Bernice and Diana routinely helped their frail, ill mothers. 

A third demographic trend which pertains to the heavier burden of extra

household health work for Mexican American women was their higher rate of 

husband/partner absence. Although 1/3 of both Anglo and Mexican American 

households reported no partner at all, Mexican American women reported more 

partners who were partially absent. For women with partially-absent partners, his 

extended family could still be considered a fixed part of a woman's network. 

Lucia confronted such a case, in that Carlos was often absent but his family 



routinely called on Lucia for transportation or money. Thus, Lucia faced 

additional extended family demands without the assistance of a partner. 
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Two women's contrasting extra-household responsibilities and philosophies 

about caring for extra-household individuals will be described. Comparing and 

contrasting these two case studies will enliven the demographic predisposing 

factors conjectured to intensify Mexican American women's responsibilities. 

Bernice, a Mexican American woman, assumed a more encompassing vision of 

her responsibility, whereas Sharon, an Anglo woman, viewed her responsibility 

toward extra-household members as hierarchically organized and time-limited. 

Although both women had relatives for whom they cared, Bernice seems to both 

give and receive more in her extra-household health activities. 

Bernice described her family of origin as consisting of her mother and 

father and their 13 children, all of whom continued to live in the same city. 

Bernice was concerned about her mother, who was shouldering extra-household 

obligations but was often ill. Even though she suffered from various chronic 

complaints, Bernice's mother was asked by her son to raise his four children. 

My mom's been sick, she had heart surgery. We don't know what's 

wrong with her, and [the doctors] can't find out. It's difficult for us to go 

other there and see that the pain is bothering her. And it's been difficult 

helping my mom out as much as she needs it, because I run this daycare 

here at home. My dad helps, but it's tiring for him to take care of her. 
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So we help, me and my brothers and sisters. My sister's 18 and still lives 

at home. She calls me and asks, "how do you cook this or that?" She 

does the cooking. Then my four nieces and nephews who live there, they 

help by cleaning the bathroom and doing their own laundry. My brother 

who's 30 and single, he lives at home, too, and helps, but me and my 

sisters still have to help some. We take turns. And sometimes when I can 

I like to just stay with my mom during the day. 

Bernice's mother cared for her grandchildren, while Bernice, her father, and her 

siblings all cared for their mother in an arrangement of collective, reciprocal 

labor. 

On a day when she canceled our scheduled interview, Bernice told me of 

her strenuous efforts to attend an uncle's wake in Nogales, where she believed 

her grieving father needed her support. Bernice's unemployed husband took 

over her daycare for the day, which freed her to attend the wake. Bernice also 

recounted her efforts to secure medical care for a different uncle who lived in 

Mexico, but preferred to be treated in a U.S. hospital. With her large extended 

family came multiple demands, demands which Bernice consistently fulfilled. Her 

philosophy about caring for her mother was reflective of her sense of familial 

obligation: 

My mom brought us up helping each other out. I guess that's why we [still 

help out]. It doesn't matter who's sick, we worry. I always call, or take a 
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tea up. But it I s different with my Mamma and Dad. I hear people say 

that theY've sent their parents to [nursing] homes. I can't imagine why. 

Their parents took care of them, why can't they take care of their parents? 

Mutual concern characterized Bernice I s family. Instead of one-way giving, 

Bernice also benefitted from her family's support. Bernice's father allowed her 

to live in a house he owned, and he charged her only half of the mortgage 

payment. On another occasion during her husband's unemployment, Bernice's 

brothers helped them out. 

My married brother has a good job, and he would cash his check on Friday 

and bring us money right then. My single brother let me use his charge 

card to buy a refrigerator. When my husband started working again, I kept 

track of how much I paid him and how much I still owed--it was a $600 

refrigerator. I paid him a little every month. After six months, my brother 

said, nOon' t bother giving me any more money. I've paid it off." 

The system of reciprocity operating among Bernice's large extended family was 

probably fraught with the same difficulties facing most families, but the overriding 

theme she conveyed was one of helpfulness and mutual aid. She did not resent 

the time spent caring for her mother and seemed to appreciate the care offered to 

her in times of difficulty. 

Sharon I s discussion of extra-household responsibilities is characterized by 

more resentment. Although her responsibility for non-household members was 

-------- --- ---- --------- -- --
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less encompassing than Bernice's, she perceived it as more cumbersome. Her 

primary extra-household obligation consisted of housing her husband's brother, 

Scott. Scott was 24 years old and, depending on his fortunes, had periodically 

moved into and out of Sharon's household. Sharon's husband felt he needed to 

take care of his younger brother since the time their mother died. Curiously, 

Sharon's husband, Stan, did little to "take care of" Scott, and Sharon ended up 

making a living for the entire .family, as well as managing all household 

responsibilities. Sharon worked 60 hours a week operating a daycare in her 

home, and an additional 24 hours on the weekends as a nurse's aide. At home 

with children during the week, she also prepared all the meals and did all the 

housework. Her husband attended a university full-time during the week, and 

watched their two boys on the weekends. To pay for his education, he used the 

money given to Sharon when she cashed in her military benefits. 

Scott: 

Sharon explained her philosophy about her extended responsibilities for 

There I S no reason why I should take care of him. When I married Stan, I 

married Stan. Not his brother. I've had him the better part of our 

marriage, and that's no lie. We got married in August, moved here in 

November, and had just four months together as a couple. Then we moved 

in with Stan's dad temporarily. We finally moved out after the baby was 

born, and just one week later, Scott lost his job and moved in with us for 

-------._. ---
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nine months. I kicked him out, but then he was wanting to move back in. 

I said to my husband, "He's not moving in. Your dad's more responsible 

for your brother than I am. He's got more money than I do." His dad's 

tired of bailing him out now, and he moved in with us. It's been about 2 

months past the time he promised he would move out. 

Obviously, her attitude is less communal than Bernice's. For Sharon, there is a 

hierarchy of responsibility for extended family members, and she should not be 

called upon to help Scott, at least not until his own father and brother had helped 

him. Bernice, on the other hand, does not invoke hierarchical justification for 

helping her family members, nor does she keep account, the way Sharon does, of 

the time limits to her aid. 

To dispel any suggestion that Sharon was a niggardly sister-in-law or crabby 

wife, I would like to emphasize the situation surrounding Sharon's behavior. A 

further comparison of Sharon's and Bernice's situations may help to explain both 

of their philosophies of responsibility extending beyond the household. 

• Both Sharon and Bernice were the sole wage-earners in their 
households who made money watching their own and other people's 
children. Sharon also worked weekends. 

• Bernice had children who were 5 and 11 years old and able to help with 
the childcare business after school, whereas Sharon's children were 2 and 
4 years of age, making them more of a contribution to her work than a 
solution to it. 

• Sharon had none of her own or her husband's family in the city, nor 
had their relatives helped her to the extent Bernice's relatives helped her. 

----- - .... - .......... _-_._._ ...... . ------._. _._. 
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• Taking care of an independent adult man, as Sharon did, may not seem 
like a difficult burden, especially compared to Bernice's responsibility of 
caring for her invalid mother, but the differences between the two 
dependents were important. Scott was at an age where he should have 
been making money, perhaps even establishing his own family. His 
dependency on Sharon and Stan seemed to Sharon an unwarranted 
imposition, and perhaps even a manifestation of his basically flawed 
character. Bernice's mother, on the other hand, had lived a life of service 
on behalf of her children. She was sick and deserving of care in Bernice's 
eyes. 

Bernice's responsibilities were representative of the range of extra-household 

responsibility demonstrated by the Mexican American women in the study. More 

unusual was the amount of support she in turn received. Perhaps the aid she 

received from those she would willing help prevented her attitude of generosity 

from approximating more closely Sharon's disaffected philosophy of extra-

household responsibility. 

The demographic trends distinguishing the Mexican American and Anglo 

women suggested more work for the Mexican American women. This hypothesis 

was born out after a thorough consideration of the interview data, of which these 

two case studies were a part. As Sharon's and Bernice's descriptions of extra-

household responsibility suggest, the Mexican American women bore a heavier 

burden of responsibility, but often had more help in carrying out those 

responsibilities. 
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Summaty 

This section has addressed the answers to the first research question. 

Mexican American and Anglo women I s household health experiences and 

responsibilities have been addressed, beginning with a retelling of Annette's life 

story. Placing women's household health work in perspective within the context 

of their lives and daily routines suggests that health work is an integrated part of 

daily life. Illness-related household health work punctuated the routines of 

domestic life with unpredictable demands. Poverty complicated women's 

household health responsibility by exposing them to scrutiny fro~ external, 

authoritarian voices, and constraining their opportunities for symptom 

manifestation. Some of the responsibilities of domestic health work were 

negotiated in the household. Responsibility assumed by the Mexican American 

and Anglo women interviewed suggested differences between the two groups in 

terms of self-responsibility and extra-household responsibility. 



Research Question 2 

What practices constitute domestic health work from the viewpoint of 

women who perform that work? Conversely, of all the health work they 

perform, what part do they not consider health work? 
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Feeling responsible for the global well-being of children, as outlined in the 

prior section, was translated from concern to action. The work of providing 

domestic care included the labor of monitoring daily health variations among 

household members, observing and treating symptoms, and commonly self

medicating illness. This section is divided into the subsections of daily health 

maintenance, symptom recognition and treatment, self-medication practices, and 

unrecognized health work. 

Daily Health Maintenance 

Examples of health-producing and health-maintaining activities and 

strategies were woven into women's narratives. Most often described were 

preparing nutritious foods, providing a clean and hazard-free environment, and 

preventing exposure to temperature or weather extremes. Occasionally, exercise 

or preventive health care was discussed. Components of a healthy lifestyle, such 

as those identified by the women in this study, have been commonly described as 

part of women's experience of self-care and health promotion in the health care 



literature (Dean, 1989; Duffy, 1986; Laffrey, 1990; Maunz and Woods, 1988; 

Woods, 1985) or part of the experience of motherhood in phenomenological 

studies of women's lives (Bergum, 1989; DeVault, 1987; Graham, 1982; 1984a; 

Oakley, 1974). 

Providing Healthy Food 
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A predictable description of providing healthy food was offered by Olive, a 

young Anglo mother of two boys: 

You don't bake your chicken, you don't fry your chicken: you broil it. 

You take the skin off it. Things like that. The kids have never been ones 

to sit down with a bag of potato chips and a soda. They are just as 

satisfied for me to open up a can of pineapple. There's not a lot of junk. 

Sometimes we do get sodas, but theY're caffeine free. Candy is rare. 

Words like cholesterol, saturated fat, and chemical preservatives were introduced 

by the women as conversation topics during the interviews, testifying to the 

permeation of popular health concerns. The rehearsed quality of many women's 

recitations of "good" and "bad" foods, coinciding with observations of family 

mealtimes which paradoxically included "bad" foods, reinforced the maxims that 

knowledge does not equal practice, and that interviews can elicit idealized, not 

necessarily real, behavior. The women interviewed "reproduced knowledge" for 
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the interview situation, but simultaneously exhibited incongruent behavior (Young, 

1981). 

Regulating Time. Temperature. and Tone 

The women in the study described fulfilling a maternal role of household 

regulator. As the regulator in the household, women believed they set the pace 

and the tone of household functioning. Regulating time-oriented activities like 

meals and naps on a daily basis was part of the work of producing household 

health, as was scheduling more occasional events like immunizations or family 

outings. In describing her role as a regulator of her son, Sarah said, "It I s up to 

me to make sure Seth gets his regular check-ups and I I m the one that fixes the 

meals and makes sure he gets them on time. I make sure he gets his nap, I make 

sure he goes outside. Steve checks up and is concerned, but he I s not here. So it 

does fall mostly to me." Regulating 3, child I s day was also important to Annette, 

who emphasized the importance of a routine, "religious as rain," that kept her 

children on a schedule. 

Part of the work of regulating the timing and sequence of daily life was 

making small adjustments to keep equilibrium amidst change. Sarah gave an 

example of the daily monitoring she used to detect slight deviations in Seth I s 

physical health, and the adjustments that restored timely functioning. 
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I always notice Seth I s bowel movements. Before you have a child you 

think it I S really funny, these people who talk about diapers and bowel 

movements and all of these things. And then you have a child and all of a 

sudden, his regularity is important. Like with everything else, it's one of 

those things you notice. Without even thinking about it. 

If Sarah noticed a longer lag than usual between Seth's bowel movements, she 

started "giving him a little more water" to see if that would enhance his 

regularity. An awareness of each child I s baseline level of functioning was 

important to mothers who discussed monitoring children's health in relation to 

daily and annual timing. Since each child seemed to arrive with his or her own 

personality and characteristics, it was important to learn the child I s particular 

habits and rhythms. Seth, for example, had always had a problem with 

constipation. Sarah described it as part of his constitutional makeup: "It's 

funny, when he was first born he didn't have [a bowel movement] forever. It was 

a long time, like five or six days." She saw this pattern as a part of Seth's being, 

a characteristic present since birth. Any deviation from Seth I s usual pattern of 

elimination that would cause Sarah to assess the problem further, and perhaps 

intervene. 

Being outdoors was considered hazardous by many women, but the health 

risks were believed to be higher at certain times of the year when inclement 

weather was common or allergy-producing pollens were numerous. Annual timing 
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in illness was noted by Lucia, Sarah, Priscilla, Irma, and UnaJo, among others. 

They each expressed concern for their children t s health as it related to annual 

weather patterns and allergies. The attribution of illness to weather or 

temperature changes was not confined to either the Mexican American or Anglo 

women. When I asked Olive, an Anglo woman, the general question It What do 

you think are the main reasons for children getting sick? It she responded, It Just 

playing outside. They eat dirt and stick all kinds of nasty stuff in their mouths, 

and the wind blows in their ears and face, and probably just outsidedness. It Irma, 

a Mexican American woman, mentioned wind, as well, but attributed it to her 

Mexican culture, It I don t t know if you know Mexicans, but they believe a lot of 

things. You can t t go outside without a sweater t cause the wind will, if you get a 

cold breeze, you know, that, that t 11 do it right there. It 

Part of these mother t s work was anticipating weather-related health risks 

and averting them. Seasonal temperature changes were sometimes identified as 

precipitating children t s illnesses. Terry, whom I interviewed in a pilot study, 

concisely explained: 

Fall is a bad time of year. Because the nights and the mornings are cold, 

and during the day it gets hot. Plus the allergies, the colds. Mothers 

don • t know how to dress their kids this time of year. They dress them 

warm in the mornings and then they run around in their jackets at school 

and it t s hot and they sweat. I find my laundry room gets bigger because 



it's sweat shirts in the morning and then T-shirts later. Winter's bad 

because of all the kids, everything is passed around and around, and the 

kids bring it home to the younger kids who aren't in school. 
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The work of regulating temperature changes for children involved dressing them 

in clothing appropriate for the weather and then doing extra laundry when the 

weather proved unpredictable. 

Allergy symptoms which recurred each spring prompted several women to 

initiate self-medication and regulate children's daily life around the weather. 

UnaJo wrote about her 4 year old son's susceptibility to allergies and the weather 

on almost every day during the health diary period. During the first five diary 

days these comments related to Ulysses, the weather, and his allergies: 

DAY 1: I only had to give Ulysses one dose of medicine for his allergies 

today. He is still getting red from the heat [outside], which concerns me a 

lot. His face looks like a tomato, I don't think he sweats enough so I' 11 

try to keep him in during the hot part of the day. 

DAY 2: Ulysses was coughing during the night. Today his DDD 

[developmental disabilities] caseworker was going to call his doctor about 

Ulysses' allergies. Because she was also worried about how much he 

coughs. I've done everything the doctor suggested, like keeping the dust 

down. But it is a never ending battle. The cats are another problem. 

How am I supposed to keep [the neighbor's] cats 50 feet from the house? 

-.... --- _._--- -.-.- . _ .. - ... _- .--.------.-.-. 
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DAY 4: Ulysses' dog is also coughing. I think she also has allergies. 

DAY 5: I gave Ulysses his meds twice today. I only give it to him it if is 

necessary. I don't like him to take too much. 

UnaJo was not the only person concerned about Ulysses allergies. 

Ulysses' cough was so loose and painful-sounding that some official representing 

the school called UnaJo one day. In her interview she retold the conversation, 

"The school even calls me. 'Well, if you don't do something about it, we're 

going to call CPS [Child Protective Services].' Well, what can I do? He's on all 

that medication, I can't medicate him any more. I just keep him inside. And I 

try to keep the cats away. And this neighborhood is dustier than anything." A 

threatened call to Child Protective Services implied to UnaJo that she was 

suspected of neglect. She saw the weather and Ulysses' allergies as the culprits 

behind his respiratory problems, and despite her efforts, she could not control the 

heat, the dust, or the neighbor's cats. The school, or more likely Ulysses' 

teacher, reinforced UnaJo' s concerns and heightened both her sense of 

responsibility for, and helplessness in controlling, Ulysses' symptoms. Regulating 

children's exposure to heat, cold, and "outsidedness," as Olive put it, was 

supplemented by other types of regulation. 

Annette's discussion of daily health maintenance moved from the 

regulation of temperature to the way she created a loving atmosphere at home. 

At our third interview, Annette was critical of the way the health diary asked each 

.... _. -----_. - ..... " . . .... -- .. ,,-----..... 
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day "what did you do today that was good for health?" She was not sure how 

much to write, since she did some of the same things every day. Furthermore, she 

explained that she was unsure about whether or not the things she believed were 

important to regulate where things I would consider "health" related in my 

research. I recorded part of her complaint in our interview: 

And another thing, I think its important that when I dress the little ones 

that they put on shoes and socks in the house, and that we have a fire if 

it's cold. Is that part of what I do for health? Another thing is how we 

talk to each other. Arthur said to me yesterday, 'Good boy, Mom' when 

I did something. We tell him that all the time, and he and his sister say 

that to each other. We tell them they're doing a good job and give them 

hugs, and that kind of thing. It's part of health, and part of raising kids 

with a good self-image. I also think it's important that you enjoy the kids. 

My sister gave me a poem about how the dust and the dirt will be back 

tomorrow, but your kids are only young once. And I take that to heart. I 

spend a lot of time playing with them, just enjoying them, reading to them. 

I guess I do a lot of things my mother did, and I've adopted a lot of her 

philosophies about how you raise kids. I think that your attitude and your 

cheerfulness has a lot to do with health. 

After asking, "is that part of health?" Annette proceeded to build a strong 

argument that her emphasis on positive reinforcement and cheerfulness was, 
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indeed, an important part of health. I did not disagree. Part of Annette's 

conversation was a soliloquy, a clarification to herself of the health implications of 

her childrearing philosophies. 

The tone of household interactions and individual attitudes was regulated 

by women who saw part of health work as attitudinal. Annette's emphasis on 

regulating attitudes and behaviors was shared among other women, too. Francine 

and Evelyn also emphasized pleasant interactions, but believed cheerfulness was 

not an end-in-itself as much as an antidote to the stresses of daily life. With the 

variation of personal meaning, a common thread to most women's daily health 

maintenance experience was an emphasis on regulating time, temperature, and 

tone. 

Buildin2 Immunities 

Described by several of the women, both Mexican American and Anglo, 

was the importance of exposing children to life's dangers as a means of ensuring 

health. Familiarity with children's immunizations may have provided a model 

some mothers used to describe how children became "toughened" by exposure to 

small doses of daily dangers. Evelyn said she used to be concerned about her 

daughter putting her hands in the dog I s mouth because "that is the ultimate in 

dirt. " But then she reconsidered: "A little bit of germs getting into you is good, 

you know." Annette explained why a "a little bit of germs" might be beneficial 
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when she explained, "I I m not real super sterile with things. I think kids need a 

certain amount of, what would you say? A little bit of a germ here, and a little 

bit of a germ in a dirt there, to build up their own immunities." 

The idea of building up immunities was a step beyond the more concrete 

idea of "toughening" that Clara used. Without reliance on a scientific notion of 

building immunities Clara still captured the essence of the process. She described 

her approach to her severely ill, premature son. "I started throwing him on the 

dirt, and taking him off the machines [intended for home respiratory monitoring]. 

I started feeding him garlic, and in about three months he gained five pounds." If 

they had treated him "delicate," as she referred to it, "he I d still be on the 

[machines]." Putting garlic in the bottle reflected Clara's extensive knowledge of 

herbs commonly used by Mexican American women like herself. Using like

produces-like reasoning, such a strong herb should make her son stronger, too. 

Diana, another Mexican American woman, found that children I s exposure 

to danger was all-too-often prevented by misguided parents. Her husband, for 

example, insisted on trying to catch her two-year old when he impetuously jumped 

from the couch. "[My son IS] so pampered, he I s the dare devil. And he hasn't 

gotten hurt yet. That's why he keeps on doing it. Like I' m telling my husband 

now, 'Will you leave him alone. Let the kid fall. Let him know that it's gonna 

hurt.' I've already seen with the other kids that they have to do it to know." 

Letting the boy get a sample of the pain that accompanies "dare devil" behavior 

_ .. _- _. ------_.- . _ .... _--- ._------
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was the only thing Diana believed would end his "pampered" existence. 

Inoculating children against danger or disease seemed paradoxical in relation to 

maintaining health in the household, but only in the short-run. In principle, 

inoculation built up children's health. A few germs were good, a little pain 

prevented larger injuries. The next section addresses the identification and care 

of symptoms, followed by a more detailed analysis of one kind of symptom 

treatment--self-medication. 

Symptom Recognition and Treatment 

The day-to-day routines of feeding, cleaning, and regulating children's 

behavior was punctuated by illness. Sometimes a sick child required extra care, 

and sometimes a sick mother needed care herself. Irma described the work of 

symptom recognition and treatment for her children and extended family. Irma 

lived with a man who spent about half of the year in Mexico working for relatives 

on a ranch. During his absences, she cared for their three children. When her 

sister went to prison on drug-related charges, Irma took in her three teenagers. 

Between full-time work, her part-time school classes, and six children, her 

schedule was hectic. But things could--and did--get worse when illness entered 

the picture. During two months of the study she responded to both chronic and 

acute illnesses: She gave her mother daily insulin injections, took her niece to the 

emergency room with severe abdominal pain, visited her father in the hospital 
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after he suffered a heart attack, gave a neighbor an injection which he had 

purchased in Mexico, and counseled her recently released sister about her post

prison options. Two of her children developed colds during the month, and 

according to her health diary, she rubbed Vick' s on their chests every night for a 

week. Her infant had a week-long bout of diarrhea, and she took him to the 

doctor and modified his diet until he recovered. 

Luckily, Irma herself did not have any illnesses of her own which might 

have hampered her ability to care for others during the study period. Irma's 

parents and children required her care during the study period, as did her male 

partner. Israel, Irma's partner, was confined to bed for a week during the study 

period. He told Irma how his illness was caused, employing illness causing 

concepts Irma attributed to his Mexican culture. Irma related to me the story of 

Israel's illness and her care: 

._._- .- ._._---

Apparently he got the flu because he was outside working in the yard, and 

okay, Mexican myth, he was outside working on the yard, and he started 

sweating, and then the wind started, you know how the weather changes, 

the wind started getting cooler and cooler, you know, and he said 'I 

started feeling really hot so I took off my jacket,' he said, you know, and 

the cold wind hit him. That's how he got the flu. So that, that evening he 

was like, groaning and moaning. And I go, 'What's the matter,' and he 

goes, 'I'm getting something,' he goes, 'I know I am.' And he can tell 

-..... - . __ ._------_._---_._--_._-----_. -.-
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when he is, you know, and I told him, 'You think so?, and he goes, 

, Yeah.' He stayed a week in bed. And I go, 'You're really into it.' He 

said, 'Yeah, I am. You better make me something warm to drink.' So I 

said, 'Ok,' so I came and made him some yerba buena with lemon and 

honey. A rub down with Vick' s. And then the next day he had a little bit 

of fever. And he just slept all day. He didn't eat the first two days. Then 

he made me make him chicken soup, 'cause you know, chicken soup is a 

cure. I made him chicken soup like two nights in a row. And then, like 

the third day he started coughing, so he said, It m getting better t cause 

I t m bringing it up. t And he started coughing. And he has a little bit of 

cough still. 

Irma did not believe that Israel was sick from the wind blowing on him, and she 

labelled the notion a "Mexican myth." But whatever the cause, Irma observed 

his week-long absence from his adult responsibilities while he recuperated, and 

treated him with chicken soup, a rubdown with Vick t s, and hot tea. Such 

symptom treatments were common to many other Mexican American and Anglo 

women, and only the mention of yerba buena marked the illness narrative with 

cultural specificity. 

The extent of domestic management of symptoms varied considerably, 

depending on what each woman considered a domestic--as opposed to 

professional--responsibility. In some cases, domestic responsibility extended into 

--- --- -- -- ------
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what is usually considered the realm of health care professionals. Annette, true to 

her self-description as a frontier woman, was prepared to "doctor" her own 

children. From her earlier experience as a veterinary technician she learned how 

to suture simple lacerations. She even had sterile packages of suture material in 

her medicine cabinet, a gift from a friend who worked as a nurse at the local Air 

Force base. Part of Annette I s care of symptoms included suturing injuries. Her 

narrative about- suturing Arthur I s head a month or two before our interview was 

one example of how she sutured her children I s lacerations. 

Arthur was running through the house and hit his head on the microwave 

table. He comes tearing down the hallway and into the kitchen without 

seeing it, and he was bleeding like a stuck hog. I washed him all up and it 

was just a little bitty cut. Well, this one I s notorious for clunking himself. 

It I s so far to go into town, not that it I s too far if you really need to. But I 

had my oldest daughter hold his head, and I had him wrapped up in a bath 

towel so he didn I t have his arms and legs loose, and my son held his legs, 

and I just took one quick stitch and it was done. I just stitched him up 

myself. 

Annette pointed out that she would take her son in to town for stitches if it was 

really necessary, but for minor injuries, she believed she could do just as well 

suturing his wounds herself. 
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As dramatic as suturing is, it was one of the most rare forms of symptom 

treatment, even for Annette. Much more common were stories of home remedies 

and self-medication with over-the-counter and prescription medications. The next 

section will examine more fully the range of self-medication. 

Self-Medication Practices 

To one extent or another, every household stocked medications and used 

them in the treatment of illness andj or the promotion of health. The ways self-

medication was practiced varied considerably between the Mexican American and 

Anglo households. How Mexican American and Anglo women t S self-medication 

practices have changed over time will be addressed in relation to the third 

research question. At this point, comparisons and contrasts between these two 

household groups will be considered in detail, with a focus on the following 

questions: 

ewhat medicines are commonly contained in the stock of home 
medicaments, and what are their characteristics? 

ein what ways does ethnicity relate to household medication inventories? 

ein what circumstances is self-medication employed in the treatment of 
children t s illnesses? 

ewhat role does self-medication play in health promotion? 

ewhat are the common medication saving and sharing patterns? 
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• how do networks of women share medications, and what purposes does 
sharing serve? 

Data from the health diary, medication inventory, and illness narratives will be 

used to answer each of these more specific questions about self-medication. Each 

question will be entertained separately. 

What Medicines are Commonly Contained in the Stock of Home Medicaments. 
and What are their Characteristics? 

The mean number of medications on hand in these households was 33.5, 

with a range of 7-75. Available were a variety of prescription medicines (27 

percent of the total supply of medicines), over-the-counter medicines (64 percent), 

home remedies, including non-medicines used medicinally and herbal cures (5 

percent), and medicines purchased in Mexico (4 percent). Although the ethnic 

groups varied in the composition of their respective household medication 

inventories, the overall picture of medication inventory composition is presented 

in Figure 4. 

Some of the medications in household medication inventories were 

duplications. Duplications of certain medication types was often by design, but 

other times accidental. Sometimes duplication resulted when free samples were 

saved, medications were given or loaned to a woman, and different types a certain 

drug were sought out for their supposedly-different characteristics. Night-time 

cough medicine, for example, might contain the same active ingredient as another 

----- --------
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Figure 4. The Composition of Medication Inventories Across All Households, by 
Percentage of Medication Types. 

cough medicine, but its supposed specificity for night-time coughs meant some 

women purchased two different bottles of cough medicine which were actually 

duplications of the same drug. The most often duplicated medications were 
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analgesics, decongestants, and cough medicines. With each of these drugs, age-

appropriate variations meant most mothers had the same drug in different forms. 

As Tina said, 

If they I re running a fever I give them Tylenol. Depending on their age. I 

give infant Tylenol [elixir] to the baby, children I s Tylenol [chewable 
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tablets] for the other kids, and like that. So I carry all that kind of stuff 

around here and also in my purse. 

Several women noted the importance of carrying certain medications with them in 

their purses as an extension of a more permanent stockpile at home. Age-

appropriate variations of the same drug contributed to many duplications in 

typical household 

medication 

inventories. 

If I eliminated 

duplicate drugs in my 

calculations, the 

mean number of 

unique over-the-

counter and 

prescription 

Medication Types 
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Figure 4. Number of Medications per Household, by Type, in 1991 
and 1972. 

medications decreased. The average household had 25 unique types of 

medication on hand. Apparently this number has changed little in the last twenty 

years, since a 1972 study found an average of 22.5 medications in U.S. households 

at that time (Knapp and Knapp, 1972). The same study reported over-the-counter 

drugs (OTCs) outnumbered prescription drugs in U.S. households, with the 

average household containing 17.2 OTCs to 5.3 prescription medications (Knapp 



303 

and Knapp, 1972). I found similar results, with the average household containing 

18.9 ocrs to 6.5 prescription medications, but both numbers had inflated since 

1972. Figure 4 illustrates the differences in medication quantity (by type) between 

my own inventory and the inventory of Knapp and Knapp (1972). 

In What Ways Does Ethnicity Relate to Household Medication Inventories? 

Comparing Mexican American and Anglo women I s stores of medicines, 

the overall total number of medicines was equal in both groups (x=28.3 

medications in Mexican households, compared to x=28.8 in Anglo households.) 

At the level of medication inventory composition, ethnic differences emerged. A 

t-test revealed that Mexican American households differed from Anglo households 

in each drug category, as illustrated in Table 9. 

Table 9. Mean Number of Medications, by Category, for Mexican American 
and Anglo Households 

*=p<.OS Mexican American Anglo 
x stnd dev x stnd dev 

home 3.2 0 0.2 0.07 
remedies * 

Mexican 3.0 0 0.0 0 
medicines * 

Unique ocr 
and prescription 22.1 2.78 28.6 1.78 
medications* 

total 28.3 28.8 
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None of the Anglo women showed me any medications purchased in 

Mexico during our medication inventory, nor did any Anglo woman describe 

seeking Mexican medications. In contrast, five of the Mexican American women 

produced drugs from Mexico during our inventory. In terms of acculturation and 

Mexican medication possession, three of the five women owning Mexican-made 

medications were born in the U.S., the other two reporting their birthplace as 

Mexico. All five of those owning Mexican medications reported Spanish as their 

first language. None of the Mexican American women who reported a U.S. 

birthplace and first language of English possessed any Mexican medications. 

Taken together, degree of acculturation to life in the United States was inversely 

related to owning Mexican-made medications for Mexican American women. 

Among women who did possess Mexican medications, innocuous medicines 

like aspirin might have been purchased in Mexico simply because they were much 

less expensive there. More often, however, medicines unavailable in the United 

States were purposely sought on the more liberal Mexican market. Of those 

medications from Mexico which could be identified and classified, the list included 

antibiotic capsules, antibiotic creams, antipyretics, antidiarrheals, vitamin B-6, and 

patent medicines. Four Mexican American women described how they or their 

extended family members bought injections in Mexico. Sometimes the injections 

were given by a Mexican doctor, but often injection vials were smuggled into the 

U.S. and administered informally by friends. 

-------_. ---
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In terms of home remedies, the Mexican American and Anglo women 

differed in their familiarity with herbal cures. Each of the 10 Mexican American 

women knew of at least one herbal home remedy and its use. Seven of the 10 

Mexican American women had at least one home remedy in their homes. Of 

those herbs named during interviews as potentially helpful to an ill person, 48% 

were actually contained in the Mexican American households and identified as a 

medication during the inventory. Knowledge of herbal remedies was not evenly 

distributed among the women, however. Most Mexican American women were 

novices in herbal medicine. Lucia, for example, did not know the names of the 

herbs given to her by her father, nor had she used them. The two bags of herbs 

were safely stored--unopened--in one of her most inaccessible kitchen cupboards. 

Clara was the most knowledgeable of all the Mexican American women in herbal 

medicine. Clara was responsible for over half of the home remedies contained in 

all of the Mexican American households combined: Of the 30 home remedies 

procured among the Mexican American women, Clara's inventory of 16 was the 

largest. 

In interviews with Anglo women there were fewer home remedies 

mentioned. For the two households voicing a preference for natural or herbal 

remedies, both relied on health food stores for their medications. In contrast, 

none of the Mexican American women acknowledged shopping at health food 

stores. Their herbal remedies were either grown in their yards, grown by their 
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mothers or grandmothers, or purchased in Mexico. Table 10 shows the range of 

medications either mentioned and/or possessed in the households, byethnicity. 

The disparity in familiarity with herbal remedies clearly favors Mexican American 

women's knowledge of diverse cures. 

Table 10. Home Remedies Mentioned by the Women or Possessed in the 
Households of the Women Informants 

Mexican American 

alamos, anise, candlewax chest poultice, 
canela, canutillo, cerado, chicura, coffee, 
egg, garlic, greasewood, hediondilla, 
higuerilla, lemon, malva, manzanilla, 
mapisol, mesquite, oregano, pamita, 
potatoes, rice water, romero, ruda, sage, 
salt, soap suppositories, tapiro, tomatoes, 
watermelon rind, yerba buena 

Anglo 

bag balm, baking soda, chamomile, 
fennel, lemon and honey, health food 
store herbs 

In What Circumstances is Self-Medication Employed in the Treatment of 
Children's Illnesses? 

In answer to this question, two illness narratives will be presented, both 

involving children's respiratory infections. Self-medication was employed prior to 

hospitalization in one instance, and not at all in the other. Why this was the case 

will be examined after the narratives are presented. As background on the 

women narrating the stories, both were their thirties, and both had extensive 

experience taking care of children, since they each had at least 5 children. The 



first story is told by an Anglo mother, Annette, who discussed her 2 year old 

son f s problem. 
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Two weeks ago Sunday Arthur was perfectly healthy. Monday morning he 

woke up, and he had a slight temperature, slight enough I didn f t even 

bother taking the thermometer out. I just gave him a little dose of Tylenol 

and said f aw, you f re cutting teeth or being a baby or doing something. f 

At lunchtime, he still had a fever, so I gave him another dose of Tylenol. 

And then in the afternoon he still had a fever so I gave him another dose 

of Tylenol. He started coughing and I thought, f ok, fine. f At bedtime he 

was really coughing, so I said, f well, you f re gonna get cough syrup plus 

Tylenol. f So I gave him both. And I put him in the vaporizer because it 

was a croupy sounding cough, and the other kids had slight cases of croup 

before so I knew what it was. I set the alarm for one 0 f clock in the 

morning to get him up and give him his next dose of Tylenol, or at least 

check him. 

Even with extensive self-medication, the end to the story is that Arthur was 

wheezing by 1 a.m., and had to be rushed to the emergency room, where he was 

hospitalized with croup. 

The second story is narrated by a Mexican American grandmother, Tina, 

about her 4 month old granddaughter. Tina told about her 15 year-old 

daughter f s four month old baby, Tamara, and how she developed acute 

---- _ ... - .... ~~ .. -... -.----~-----~--.-- --_._---_. -. -. 



respiratory symptoms. Tina spearheaded a search for medical care instead of 

encouraging self-treatment with over-the-counter drugs. 
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My daughter was sending her baby to the daycare at the high school while 

she was in class. And the baby got sick. She started breathing real real 

hard, like she had a hard time trying to breathe and stuff, and she took her 

to Urgent Care. They said that she just had a virus. They didn't give her 

nothing for it. Then the baby had stopped breathing like three times after 

she had brought her back, so I told Trudy, 'there's something wrong with 

the baby,' so we took her to the hospital on the other side of town. They 

had to hospitalize her for about a week and a half 'cause she had RSV 

[respiratory syncytial virus]. 

Tina and her daughter did not self-medicate Tamara. Instead, they petitioned a 

doctor for some prescription medication, but were refused. 

In Arthur and Tamara's respiratory illnesses, both children were in dire 

straits when they were hospitalized. The outcome was basically the same, but the 

events leading up to the two children I s hospitalizations were different. Annette 

relied heavily on self-medication in the early phases of symptom recognition and 

treatment, whereas Tina did not. Several factors account for part of the 

difference in their self-medication patterns, as outlined in Tables 11 and 12 below. 
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Table 11. Facilitators to Annette's self-medication. 

Self-Care Philosophy self-reliance and independence 

Nature of Symptoms common: fever and cough 

Effective Drugs available: Tylenol, cough syrup 

Prior Experience older children similarly ill 

Additional Home Therapy available: vaporizer 

Availability of Professional Services 45 minute drive 

Insurance to Pay for Professional catastrophic coverage only 
Health Care 

Table 12. Barriers to Tina's self-medication. 

Self-Care Philosophy better safe with professional care 
than sorry with self-care 

Nature of Symptoms serious: difficulty breathing 

Effective Drugs not available over-the-counter 

Prior Experience experience with more common 
symptoms reinforced seriousness 
of this episode 

Additional Home Therapy none available 

Availability of Professional Services 2 hospitals nearby 

Insurance to Pay for Professional ACCESS coverage for outpatient 
Health Care or inpatient care 

The facilitators and barriers to care listed in these two cases parallel the 

trilogy of predisposing factors, disorder characteristics, and service-related 

enabling factors outlined by Kroeger (1983). The predisposing factor of age in 

Tamara's case likely contributed to the more serious evaluation of her symptoms. 

The more severe disorder characteristics in Tamara's illness also favored 
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professional, rather than self-treatment. Geographic accessibility and cost, 

considered enabling factors, were another way Tamara's presentation at the 

hospital was predictable. Arthur also received professional care, but unfortunately 

the financial burden born by his family was greater than in Tamara's case. 

In explaining her way of dealing with children's illnesses in general, Tina 

compared her method to her mother and grandmother's way of treating 

children's illnesses: 

When I was growing up we lived with my grandmother. She always used 

home remedies on us. Unless it was real serious, then they'd take us to 

the doctor. But whenever my kids get sick, and if I don't know what it is, 

I take them to the doctor. I keep telling myself, it's better to be safe than 

sorry. 

Tina did report giving her children manzanilla tea when they were small, but had 

since abandoned the practice of herbal medicine. Tina's daughter, Trudy, 

reported giving Tamara manzanilla tea on two occasions. As a 15 year-old 

mother, experimentation was part of her teenaged approach to motherhood. 

Learning a little about herbal remedies was exciting, and she honed her curing 

skills and experimented with the new herbal treatments she encountered in her 

boyfriend's family. Unlike the educated Chicana women Kay (1980) interviewed, 

her return to herbal knowledge was not a political statement motivated by an 

emerging sense of ethnic pride or increased consciousness of her cultural heritage, 
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but her utilization of herbal remedies was more a mixture of serendipitous 

exposure and youthful experimentation. Annette's philosophy, presented in more 

detail in regards to the first research question, emphasized rugged individualism 

rather than careful health-care seeking for minor illnesses. 

Self-medication was the standard response to children's symptoms among 

many of these women, but each case was monitored and then medicated 

differently. Although a woman might state a philosophical stance toward or 

against self-medication, the illness situation and available treatment modalities 

proved more pertinent to actual illness behavior. Tina's stated reluctance to 

home treat illness was reflected in her professional health care seeking on behalf 

of Tamara when the infant was wheezing. But in two other cases, Tina self

medicated less-severe infant illnesses. In the case of her own six-month old 

baby's diarrhea, she "put him on Pedialyte, JelIo water, and took all the food 

away," and when he had diaper rash she "washed him with warm soap and water, 

put on Desitin, and then put on Diaperene baby powder with cornstarch, and 

changed his diaper a lot." Her stated philosophy of reliance on professionals was 

not an absolute rule, and Tina's experience and prior contact with professional 

advice armed her with the knowledge to effectively treat many common childhood 

illnesses at home. 



What Role Does Self-Medication Play in Health Promotion? 

Health promotion medication is related to models of causation. The 

women I interviewed only employed health promotion and disease prevention 

strategies against weaknesses or illnesses they believed were alterable. Three 

types of health promotion self-medication were employed: 1) general 

strengthening, 2) protection from a specific pathogen, and 3) counter-acting a 

general vulnerability. Each type is briefly described below. 
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Some medications were believed to improve general health. Two Mexican 

American women reported daily ingestion of a garlic clove by members of their 

households as an all-purpose strengthening agent. Clara administered garlic and 

sage to her son when he was brought home from the hospital as a premature and 

very ill infant to make him stronger. Irma I s sister told me she swallowed a whole 

garlic clove each day to make her body healthy. Julia, also a Mexican American, 

reported her brother drank manzanilla tea every day to flush out his kidneys and 

keep him healthy. 

Julia reported increasing vitamin C intake when people at work or at 

school were sick with colds. With enough vitamin C, she believed, one could 

forestall a cold. Vitamins were usually administered daily during a period of 

vulnerability. Sarah told me her mother started giving her vitamins during her 

later teenaged years when she was frequently ill. She perpetuated the practice of 

treating susceptibility with vitamins, and administered children I s multiple vitamins 

-.---- --- ._---_.-.- . -.. -.•.. __ ._---------_. __ ._--



to her sons when they were suffering with allergies or otherwise feeling unwell. 

Sarah I s husband began taking extra vitamin C when his work became tense. 

Others reported taking vitamins for premenstrual symptoms (Naomi), or 

seasonally for allergies (Francine). 
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The sheer number of vitamins detected in the households through the 

medication inventory attests to an interest in health promotion and illness 

prevention rather than simply illness management. Among the Anglo households, 

vitamins and health food store preparations were used in health promotion, as 

compared to a propensity for Mexican American women to employ herbal 

medicines for general strength. A t-test confirmed a significant difference (p<.05) 

between ethnic groups in regards to the presence of vitamins in the household: 

Anglos had more vitamins than Mexican Americans. 

What are the COmmon Medication Saving Patterns? 

Medication saving can be risky, according to both experts and lay persons. 

Two metaphors were used to describe either the danger or the safety of saving 

medications. First, medicines can "go bad." This metaphor equates medication 

"going bad" with food spoilage. This metaphoric model was suggested by a 

Mexican American woman. Rosalia explained, "I don I t trust medicine that I s 

been around for a long time. You know, like, food that I s been around a couple 

of days after I cook it, I don I t feel comfortable with it. So I end up giving it to 
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the dog." The metaphor breaks down at the point of medication disposal, since 

the dog could eat rotting food, but probably would not be fed old medicines. 

Bernice was also careful about old medicines, believing old ones were unsafe. "I 

throw old medicine away. And I always check the expiration date. My mother is 

the one who saves medicines, but I don't like having it around." Bernice's 

dislike of old medications was not based on the spoilage metaphor, as far as we 

know from her brief mention of medication saving. If more information were 

available, it is conceivable her careful watch for expired medication could 

represent an extension of her food buying and saving practices. 

The second metaphor pertinent to medication saving could be paraphrased 

"medication can be a personal drug store." In contrast to the two women who 

discarded old medication, Tina tended to accumulate medicines. In an alternative 

model, she cast her medication hoarding as another expression of her tendency to 

save everything. She described herself as a "packrat," and admitted she only 

culled old medicines from her inventory when her new boyfriend insisted. People 

who entered the house would immediately see Tina's bookcase filled with 

medicine bottles and comment that the house "looks like a drug store," according 

to Trudy (Tina's daughter). "I don't know why I kept them, admitted Tina. "A 

lot of them were out of date and I didn't use them, I just kept them on hand." 

For Tina, having medication available for a multitude of ailments was a kind of 

insurance, a personal drug store that never closed. 
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Keeping drugs "on hand" was important to Tina, who relied on her 

personal drug store when she was denied prescriptions from her doctor, or when 

she was denied a payment source for medication by the state's medicaid-type 

program, ACCESS (also known as AHCCCS). Tina had the highest medication 

inventory ratio of prescription to over-the-counter medicines in the entire study. 

Having prescription medication on hand allowed her to subvert the problems of 

limited availability through physician prescription and unpredictable payment 

through ACCESS. 

The habit of saving medicines as a kind of personal drugstore rings familiar 

to women who, for whatever reason, have confronted limited access to 

medications. Tina's situation reminds me of John Steinbeck's short story, Flight. 

In the story, a single Mexican American mother, called Mama Torres, became 

concerned about her dwindling supply of all-purpose medication. She and her 

three children lived perhaps a hundred years ago in an isolated area along the 

rugged California coast. She asked her eldest son, Pepe, to "ride to Monterey. 

The medicine bottle is empty. There is no salt" (Steinbeck, 1938/1962, p. 456). 

The necessity of salt for human survival is well accepted, but to Mama Torres in 

the fictional account, and more importantly, to Tina in a twentieth century 

interview, the requirement of a well-stocked medicine cabinet cannot be 

minimized. As it turned out, Pepe in Steinbeck's account lost both his childhood 

-------" ---



and his life in his quest for salt and medicine. None of the women in my 

interviews paid so dearly for a personal drugstore. 

How do Networks of Women Share Medications. and What Purposes Does 
Sharing Serve? 
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Many women rebelled against restricted access to prescription medications 

for common childhood illnesses. Some rebelled by saving medicines for personal 

use later, others by sharing with others from their accumulated supply or 

borrowing needed medications. Sharon's illness narrative about conjunctivitis 

highlights the relationship between restricted access to medications and 

medication sharing and saving: 

I've lent medicine to my friend, Darlene. Her kids had conjunctivitis, and 

I had one of the droppers, I told her go ahead, you know, I wasn't gonna 

run out' cause I had a refill on it. I lent it to her. But you pretty much 

know what conjunctivitis looks like, I think there ought to be one that's 

over the counter. Why can't you just go to the store and get it instead of 

spending 45 dollars to tell the doctor to tell you, ttWell, it's conjunctivitis. tt 

Sharon was confident in her ability to diagnose and treat common the childhood 

problem of conjunctivitis. She considered seeking a prescription for each and 

every occurrence a waste of time and money, an irritating restriction of access to 

a necessary drug. 
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Lucia, too, faced a restricted medication access problem. Several women 

believed that the most effective medicines were not available in the United States, 

and thus they made special trips to border towns to buy Mexican medicine. When 

Luke, Lucia I s infant, became constipated, her sister-in-law offered to share some 

medicine from Mexico. 

My sister-in-law gave me some medicine. She got it when her baby was 

constipated, she took her baby to the doctor in Mexico, and it was a 

prescription you put in the milk. I gave it to Luke one time only, and he 

started going to the bathroom. She told me, "Give it to him again," but I 

was afraid to. I was afraid to. But she gave me a little bit, and it helped 

him out. 

As both of these stories of medication sharing illustrate, access to medicine 

was the key to both medicine saving and sharing. Medication saving is minimized 

among women who question the safety of old medication, but it is facilitated 

among those women who suspect their access to medication will be hampered by 

their poverty or by the reluctance of physicians to dispense prescription 

medication. Medication sharing is related to restricted access, since shared 

medicines are usually offered from a stockpile of saved medicines to someone 

who is denied access to a medicine any for a number of different reasons. 
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One narrative told by Lucia illustrates how sharing medications confounds 

helpful, supportive relationships between intimates with a placid resignation 

toward dysfunctional health and welfare infrastructures. 

When I went to pick up Luke from her house after work the other day, my 

cousin-in-Iaw asked me to take her to the hospital. Her baby had diarrhea 

constantly, then an ear infection, and now a bad diaper rash. He'd been 

sick constantly for a month. I had some medicine in my diaper bag from 

when my baby had a diaper rash. I said, 'Sure, I' 11 take you to the 

hospital, but listen, I've got a medication for diaper rash that maybe will 

help the baby. Do you want to use it?' And she said, 'Oh, yeah.' I said, 

'I can't guarantee that it's gonna work, but it's worth a try.' And she 

tried it. 

Why was it "worth a try" to share a prescription medication for an infant's 

diaper rash? Lucia wanted the baby to get well without a trip to the hospital for 

many reasons: 

.Lucia was this woman's main source of transportation. Providing 

transportation to the hospital took time and precious gas money . 

• The cousin-in-Iaw wanted to go to the hospital that day. If Lucia agreed 

to take her, it would mean bundling up both of their babies, picking up 

Lucia's four school-aged children who attended school in the area, and 

taking them, as well. The added work was a disadvantage. 

---------- -- -.-
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.To go to the hospital would mean Lucia would need to leave her eldest 

child, 12 year old Lupe, home alone. Lucia had enrolled four of her 

children in schools near her cousin's house. Lupe, however, attended a 

school near their home. Lupe' s school performance and involvement with 

a boyfriend were worries already plaguing Lucia. Leaving Lupe alone 

more than necessary was unwise in Lucia's mind . 

• Lucia was also the cousin-in-Iaw' s translator. Agreeing to take a trip to 

the hospital was more than just offering a ride; it was offering to stay, wait, 

and eventually translate for the nurse, doctor, and pharmacist. 

.Lucia needed to reciprocate the cousin-in-Iaw' s graciousness, since she 

babysat Lucia's infant while she worked. If it solved the diaper rash, 

sharing the medication with her was equally as useful in their reciprocal 

relationship as taking her to the hospital. Sharing was simply a little 

easier. 

To Lucia, it was "worth it" to share the medication rather than go to the 

hospital. The transportation, education, and childcare problems listed above 

stemmed from Lucia's status as a single-parent, her motherhood, her bilingualism 

in a monolingual culture, and her enmeshment with similarly poor and minority 

relatives. Her cousin's poverty, too, played a role in the medication sharing 

situation. Although the cousin probably qualified for ACCESS, which eliminated 

or at least defrayed the direct costs of health care, she still did not have the 

----- --_.- . - ... _- ------------- .. _._--_.- -
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means to cope. The indirect expense of transportation, for example, was not 

incorporated into the ACCESS plan. It seemed unlikely that the cousin-in-Iaw 

would find employment which would provide her with extra money for 

transportation, or even qualify her for benefits from employer-underwritten health 

insurance. Without English language skills, in the absence of job retraining, and 

with several young children in her care, her situation was not likely to change. 

The "make-do" message communicated when Lucia shared the diaper rash 

medication pacified the cousin I s concern over her son I s illness and forestalled a 

direct confrontation with the ailments of the health care system and the 

hopelessness of poverty. Medication sharing, as only one means of self

pacification, does not address the larger and more troubling health and poverty 

issues of these women I s lives: namely, a piecemeal, unregulated, and expensive 

child care non-system; the inability of public transportation to meet the needs of 

women with many young children in tow; a monolingual health care system ill

equipped to provide health care for a growing population of Spanish-speaking 

clients; and an educational system strapped for funds that supervises children for 

only part of the day, leaving them to return to empty, discouraging, or unsafe 

environments afterwards, where they wait, unprepared and uninspired to forge a 

new reality. 

I am reading into Lucia I s simple story of diaper rash an encyclopedia of 

meaning. But knowing a little of Lucia, her life, and her children, and knowing 
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other women like her, I believe the interpretive license I have assumed is justified 

in portraying the complexities of life for poor Mexican American mothers of 

young children. Pacifism, in this case doubling as medication sharing, can never 

spark the reform needed to change the distribution of economic resources, 

overhaul the childcare system, or infuse energy into the educational system in this 

country. For this reason, especially, medicine sharing is dangerous. 

The practices constituting domestic health work discussed thus far were 

central to household health production from the viewpoint of the women involved. 

They believed daily health maintenance and symptom recognition and treatment 

were part of their jobs as mothers. The next section will look more closely at 

what practices were not considered part of domestic health work. 

UnrecoIDrized Health Work 

Unrecognized health work done by patients in the hospital setting was 

described in detail by Strauss and his colleagues (Strauss, Fagerhaugh, Suczek, 

and Wiener, 1985). Patients labor over sentimental work, cooperative work, 

substitutive work, and other kinds of work, all of which is overlooked or invisible 

in hospitals. Instead of seeing active patients working to get well or cooperate, it 

is much easier to see the multitude of nurses, physicians, and other support staff 

as the real workers in the hospital. In a similar way, there is unrecognized health 

work in the household. Bandaging a cut or brewing a tea was recognizable by 

.... -- -----_._-_._._-_.- -----
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(Finch and Groves, 1983) were more difficult to claim. 
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When I first began interviewing the women about their household health 

production experiences, I admit I was impatient at times. The details of getting 

acquainted and learning about a woman's situation seemed to take more time 

than our discussions about health. After several months of reading and re-reading 

the interviews, I gradually began to give more significance to information that I 

always found interesting, but could not connect directly with health work. Diana, 

for example, told me about an agreement she had with her mother. Diana lived 

in her mother's house, and her mother did not expect Diana to pay rent. 

Diana's husband did not know of the arrangement, and both Diana and her 

mother happily let him pay rent whenever he was living with Diana. Situations 

like this--including day-to-day financial arrangements women worked out to stay 

afloat--gradually became incorporated into my understanding of domestic health 

work. Work for health was very basic in some situations, and fixated on securing 

food, clothing, and shelter. I had originally considered health work the activities 

that started after the basic necessities of life were assured. For women like Lucia, 

who was on the brink of homelessness, assuring a supply of necessities was 

sometimes the only "health work" she had time for. 

Hilary Graham (1984a) refers to part of poor women's household health 

work as "providing for health." The idea of providing for health became for me 

--.-_ .. - -------
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a type of health work that was actually a precursor to the more involved types of 

work described in other sections. The women in my study may not have had 

health foremost in their minds when they rued the violence in the neighborhood, 

stashed away small amounts of money in a personal cache, or wished for a 

reliable vehicle to get them safely to a Food Stamps eligibility appointment. But 

amassing a certain amount of money and basic material resources was definitely a 

large part of their work, and in most cases a prerequisite to establishing and 

maintaining household health. 

Another overlooked part of women I s domestic health work, in their own 

eyes, was the work of loving their children. The" sentimental work" of caregiving 

(to use the term of Strauss, et al., 1985) has been carefully identified by many 

other researchers interested in women I s caregiving experiences (e.g. Bergum, 

1989; Gilligan, 1982; Belenky, Clinchy, Goldberger, and Tarule, 1986; Swigart, 

1991). I do not attempt to explicate the many emotional and sentimental facets of 

caregiving discussed by the women I interviewed in such detail. But it was 

impossible not to notice how the ephemeral emotional components of women I s 

domestic health work intersected with concrete, physical care. Setting the tone of 

household interactions has already been addressed, but I bring it up again because 

it was one aspect of domestic health work often overlooked or considered 

something other than work, or something different from health. 

--------_. - --



324 

These mothers put in long, irregular hours caring for their ill children and 

found the work depleting physically and emotionally. Priscilla captured the 

weariness that soon engulfs mothers dealing with household illness episodes. She 

described a time when each of her three preschoolers was sick with acute upper 

respiratory symptoms. Their unrelenting needs began to affect her own sense of 

well-being: "There was a point where I didn't know what to do. With all three 

of them, you know. It's hard. I'm tired, and when theY're sleeping, I want to 

get some sleep. And then they wake up. I don't get rest. They're just fussing 

and crying all day. All three of them." 

The emotional drain of caring in illness was described by Sarah, who 

recorded her feelings in her health diary. Sarah took her two preschool-aged boys 

to see the pediatrician five times during the month for their acute respiratory 

symptoms. Examples of her comments during the boys' illnesses reflect the toll 

taken on her sense of well-being by the care she rendered: 

I'm getting no sleep. Sam's illness breaks my heart. I only left the house 
to get the mail today. 

My fuse is short today. I'm impatient with Seth. 

Sam had a 102 degree fever and I was up from 2-4:30 a.m. today. I'm 
achy and my head feels funny. 

Sarah described feelings of grief, isolation, impatience, and physical depletion. 

Affective responses to the caregiving experience may also be positive, but mothers 

who were overworked and worried by their children's illnesses, like Sarah and 
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Priscilla, tended to describe their immediate concerns rather than whatever sense 

of fulfillment or joy childrearing brought them during the better times of health. 

In comments focused more on the fulfilling aspects of caregiving and the 

emotional rewards, Annette spoke of the humor her children infused into her life; 

Sarah mentioned how beautiful she found her children; Clara was proud of her 

children's toughness; and Melinda wanted to spend as much time as possible 

learning from her children. A sense of reserve permeated most women's 

admissions of love, frustration, joy and disappointment. Griping and complaining 

was more easily elicited than ebullient bliss. 

Emotions can be a reaction to caregiving, but manipulating the emotional 

environment is also part of the caregiving job. After divorcing her husband, 

Evelyn and her newborn daughter moved in with her mother, who was also 

divorced. Together they raised Evelyn's daughter. As Francine described the 

emotional milieu of their home and its relationship to health, she said: "We try 

to provide a loving atmosphere, and I think that when you have a loving 

atmosphere you'll be less apt to have a person upset, [which WOUld] bring on 

disease." Both women discussed their belief in the concept of stress and the role 

of stress in disease causation. Within their model of disease, part of health 

maintenance was countering stress with a loving home environment. 

Each of these women's discussions of their health work revealed the 

obvious and the obscure components of domestic health work. The less obvious 

- - --- "- ._------
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work of producing household health discussed in this section included providing 

for health through securing a basic standard of living and managing the emotional 

work of caregiving. The connection of the affective and physical work of 

caregiving reminds us of the interpersonal intimacy characterizing the 

relationships between the carer and the cared-for. 

Summaty 

In answering the second research question, I have addressed the practices 

constituting domestic health work. First, daily health maintenance was described. 

A variety of practices were listed, including preparing healthy food, regulating 

children I s time, temperature, and the tone of household interaction, and 

inoculating children against danger. Second, the work of symptom recognition 

and treatment was described. Chronic and acute conditions required different 

types of treatment, ranging from daily insulin administration to suturing 

lacerations. Self-medication was a particularly common type of symptom 

treatment, and comparisons between the Mexican American and Anglo women 

showed differences in their self-medication practices. Finally, the unrecognized 

aspects of domestic health work were addressed, specifically the work of providing 

for health by seeking material resources to ease poverty, and integrating the 
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sentimental work of caring with the physical work of care giving. The next section 

will explore the sources of knowledge undergirding the domestic health practices 

addressed in this section. 

------._. ..-
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Research Question 3 

To what extent are women reproducing the knowledge and behavior of 

their mothers and grandmothers in their domestic health work? Are there 

differences between the two groups in their adherence to traditional health 

and healing ideas and practices? 

In our multi-cultural, transient, and media inundated society, a flood of 

information about health and illness confronts each of us every day. Little of that 

information makes its way into our personal philosophies about health and illness 

or alters our practices. To address the sources of knowledge the women in this 

study used as a basis in their domestic health work, I will answer the research 

question in three parts. First, an overview of the attributed causes of illness will 

characterize the knowledge of the women in the study. Second, I will compare 

and contrast the ways women believed they were perpetuating or altering the 

caregiving skills they learned at home. And third, I will describe knowledge 

reproduction among women from a Mexican American cultural background. 

Causal Attributions 

Before one can compare the knowledge possessed by the low-income 

women in this study with any other body of knowledge (traditional or scientific), 

the knowledge held by the women in the study must be explicated. Four different 
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symptoms will be considered in this section, and the causal attributions made by 

the w,omen diagrammed and discussed. Often the women spontaneously discussed 

these illnesses, but in each case I asked about the presumed causes of respiratory 

illnesses, diarrhea, skin rashes, and earaches. After all of the data were collected, 

I systematically searched for every mention of these four symptoms in each 

interview transcript and health diary entry, looking for the diagnoses and 

etiologies tied to the symptoms. The result was a compilation of the specific 

diagnoses accompanying symptoms, and possible causes of those of the symptoms. 

The four illnesses considered here--respiratory illness, diarrhea, skin rash, and 

earache--are common to preschool children and typically managed at home. 

Every mother had experience with most, and usually all, of the illnesses. 

In diagramming the responses of the women in the study to questions 

about illness causation, I followed the taxonomic method illustrated by Hielscher 

and Sommerfeld (1985), who investigated notions of causality in one area of Mali. 

A similar method of diagraming the semantic networks of knowledge held by a 

group of persons with the same disease was demonstrated by Blumhagen (1980) in 

his work with hypertensive patients. Of course, no taxonomic or semantic network 

structure based on group information is representative of any single individual's 

knowledge structure. The following diagrams and discussion capture the 

comprehensive possibilities in the diagnosis and etiology of symptoms as discussed 

by the informants, without specifying the axes of individual variation. 

--- ------.----------
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Nasal ConGestion/Cough 

Nasal congestion and coughing, as symptoms, could be diagnosed as one of 

four problems. As Tables 13a and 13b show, the diagnoses of allergies, teething, 

bronchitis/pneumonia, and cold might each result in the symptom of nasal 

congestion/cough. Bronchitis and pneumonia were indistinguishable in their 

description in the interviews, and the two medical diagnoses are therefore 

clustered together. During the second interview I specifically asked what might 

cause respiratory problems like bronchitis or pneumonia, and informants cued by 

the question responded without differentiating between the two diagnoses. 

Bronchitis and pneumonia overlap with colds in their etiology. 

Temperature is an important etiologic factor in the production of both 

colds and bronchitis/pneumonia. According to most of the women interviewed, 

children needed to be dressed properly to minimize exposure to drafts or chilling 

weather which would result in illness. Most of these etiologic beliefs emerged 

when I pursued questions of the possibility of maternal blame for childhood 

illnesses, asking about ways different illnesses might be prevented, and if or when 

a mother might be to blame for a child I s illness. 

Melinda and Sharon, two of the better-educated Anglo women, did not 

employ the cold exposure hypothesis at all, but believed viruses were responsible 

for most upper respiratory symptoms. Instead of affirming that cold exposure 

leads to a "cold," Melinda emphasized the uncontrollability of children I s 

_ .... _ ... _ ... __ ... -------
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exposure to colds: "[You as a mother] can't prevent colds or sore throats, or 

earaches. At least I don't know how to prevent those things. Just keeping them 

healthy is all you can do. Eating right. And getting their shots." In a qualified 

manner, Sharon said "wives' tales" were responsible for perpetuating the idea 

that cold exposure leads to a cold, but she also claimed it would be irresponsible 

to let her children go swimming in cold weather or allow them to dress 

inappropriately in relation to the weather. 

Adhering more closely to the theory of cold exposure as a factor causing 

children's illness symptoms, another Anglo woman said maternal blame was due 

when children were exposed to cold: 

Lauren: In what instances might a mother be to blame? 

Olive: It's cold outside and you don't put the hats over their ears, leaving 

the wind to blow in them. Or it's raining outside and you think 'Oh it 

would be real nice to let them go play in that mud puddle with no shoes 

on.' It's fun but can also make them sick, you know. Sometimes trying 

to be nice you do stupid things. [You think,] 'He doesn't want to wear 

his hat today so I won't make him,' but then he gets outside and the wind 

starts whipping up and there you go. 

Blaming cold exposure for illness, although prevalent among the Anglo women, is 

more often associated with Mexican American beliefs in pasmo, a cold-caused 

ailment. Previously, I related the admonitions of Tina to her teen-aged daughter, 



Table 13a. Diagnoses and Etiology of the Symptoms of Nasal Congestion/Cough. 

diagnosis 

cause! 
etiology 

allergy 

plants from other 
climates broUght 
here 

cats 

dust 

born with problem 

teething 

saliva swallowed 

saliva drains into 
ears during sleep 

bronchitis or 
pneumonia 

dirty air 

smoking in house 

pollution or dirty air 

predisposed by 
maternal smoking 
when pregnant 
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exposure to cold too-rapid 
temperature change 

wind or being 
outside outside with wet hair 

improper dressing warm bed to 
allows cold outdoors 

no heat in house, shower to outdoors 
cold floors 

change in seasons 
drink cold things 

swimming in cold 
weather 

back, ears, or feet 
uncovered 
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Table 13b. Diagnoses and Etiology of the Symptoms of Nasal Congestion/Cough--colltinued. 

diagnosis Cold 

cause! exposure to cold too-rapid contagion unavoidable lifestyle 
etiology temperature change 

wind or being outside with wet hair close quarters at everyone gets a few don't eat right 
outside school each year 

warm bed to not enough sleep 
improper dressing outdoors kids pick up colds 
allows cold when together worried 

shower to outdoors 
no heat in house, families take turns 
cold floors change in seasons with it 

drink cold things children wipe noses, 
mouths, then hands 

swimming in cold then touch each 
weather other, or share cups 

back, ears, or feet sneeze without 
uncovered covering mouth 
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Trudy, not to bring her infant indoors from the heat and place her beneath the 

cooler. Because Trudy did not heed the counsel of her mother, the baby's 

hospitalization later that same day was attributed to maternal negligence. In 

other instances, too, cold exposure was associated with illness among the Mexican 

American women. 

In diverse cultures, leaving one's home exposes one to the hazardous 

elements of nature. Finerman (1987) and Ohnuki-Tierney (1984), in their work 

among the Quichua and Japanese, respectively, discussed the separation from 

home as a supposed contributing factor in illness. Among the women I 

interviewed, an element of temperature also seemed to figure in with relative risk. 

Separation from a warm home and entry into a cold, external world made good 

symbolic sense. However, for the women I talked to, risk was also entailed when 

one entered a cool home from a hot external environment. In southern Arizona, 

where houses are often cooler than the outdoors, the symbolic consistency of a 

warm home conferring safety and a cold world equating with risk is unreasonable. 

Temperature risks consistently figured in the intersection of home and world, and 

the home was considered a haven only if one never left. 

A consistency among the women, whether Mexican American or Anglo, or 

even Quichua or Japanese, was the amelioration of maternal blame when 

elements of weather or temperature could be identified as increasing risk or 

causing illness. Among the women with whom I spoke, mothers were 
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blameworthy when they disregarded important temperature differentials and 

climatic conditions when planning their children I s activities, or when they allowed 

children to do as they pleased without enforcing the need for a jacket, a hat, or a 

gradual transition from hot to cold. But given that a certain amount of risk was 

unavoidable in the passage from home to outdoors or outdoors to home, only the 

most irresponsible mother (one who allowed a sniffling and coughing child to go 

swimming on a cool, windy day, for example) was truly blameworthy. Health 

remained a province of the home, and threats to health a product of exposure to 

elements outside it. 

Among neither the Mexican American nor the Anglo women was one 

exclusive model of causation necessarily held as the sole cause of symptoms. 

Hildegard, a Mexican American woman, gave several reasons why children might 

catch colds, including exposure to cold, contagion, and the unavoidable 

circumstance of "being in the mood," which she associated with what might be 

called immunologic competence among health professionals. "Being in the 

mood II was Hildegard I s interpretation and modernization of a theory of 

vulnerability learned from her mother, and applicable to most illness episodes: 

The main reason they get sick, I guess, is because they drink a lot of cold 

things, they go outside without their jackets. If they didn I t have their 

moms to be on top of them, 'oh, put your jacket on, lor, you know, this 

and that, they I d be barefooted all the time. Then also, there I s the school. 
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You know how in close quarters everybody gets sick. If one person gets a 

cold, they all get a cold. You know, that travels around a lot. So, probably 

like weather and climate, and close quarters in schools. Mom says that 

your body tends to be at certain levels at certain times. And, I call it the 

immune system. She calls it, in Spanish, humor. It's like, if you're in the 

mood. Your body says 'Well, I' m in the mood to get sick, anything that 

falls on me, I'm gonna get sick.' But if your body's healthy, it says 

'Well, I'm not gonna get sick,' and everything can hit it and it's gonna 

fight everything off. And so it, you know, she calls it that your cells are in 

the mood. And I kind of agree, I think that's kind of a cute analogy. 

Nasal congestion and cough as symptoms could be caused by any number of 

etiologic agents and diagnosed in one of four ways. The co-occurrence of 

different causes in producing one illness episode was not uncommon. 



Table 14. Diagnoses and Etiology of the Symptom of Diarrhea. 

diagnosis 

causel 
etiology 

diarrhea 

food 

food unexpected by 
stomach 

food "bad" or 
contaminated 

food left in refrigerator 
too long 

a specific food may cause 
diarrhea in certain people 

junk food 

not enough food 

too much juice in babies 
bottles 

nu bug 

from someone with the 
flu 

from not cleaning dishes 
right 

milk rejectionl reaction 

can • t get used to type of 
formula 
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miscellaneous 

swallowed saliva 

fallen fontanel 

empacho 

weak stomach 

stress 

goes with ear infection 

goes with teething 
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Diarrhea 

Studies in developing countries describe the various diagnostic 

classifications that accompany the symptom of watery stools. But when I asked 

the women in this study what might be the main reasons for children getting 

diarrhea, they launched into descriptions of the causes and omittedspecifying 

different diagnostic labels. Table 14 outlines the four main causes of diarrhea as 

food, flu bug, milk rejection or reaction, and miscellaneous. 

Food was the most commonly identified causative agent responsible for 

diarrhea. The causative categories of food and milk rejection overlapped. In 

both instances, some discrepancy between the readiness of the person and the 

quality of the food produced diarrhea. Milk rejection only happened to bottle-fed 

infants who were given a formula that disagreed with them, whereas some other 

type of food could cause diarrhea for adults or children. In common between the 

milk rejection and food causes of diarrhea was the importance of individual 

differences. For example, a lactose-based formula could cause diarrhea in one 

infant, but not another, or strawberries could cause diarrhea for only certain 

children in a family or only children during a certain age span. The importance 

of personal characteristics cannot be minimized in these women's views of 

diarrhea. 

"Bad" food or old food was credited by most informants as causing 

diarrhea. Any communicable cause of diarrhea was more often acknowledged as 
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a "bug" or "virus." Only one woman linked the propensity of bad food to cause 

diarrhea with the presence of microorganisms. Of the other women who 

mentioned bad food as a cause of diarrhea, all seemed to believe it was the food 

itself, rather than bacterial overgrowth in the medium of the aging food, that 

produced runny stools. Perhaps by metonymic extension, another kind of "bad" 

food was given credit for producing diarrhea: "junk" food. Junk food referred to 

food with a high sugar content. 

The supposedly-contagious category of "flu bug" was not as closely related 

to the medical model of communicability as one would at first assume. Una Jo 

described diarrhea caused by a non-communicable "flu bug" and the possibility of 

food-caused diarrhea: 

Lauren: What about diarrhea. What do you think are the main reasons 

kids get diarrhea? 

Una Jo: It's a stomach bug. Flu bug. 

Lauren: How do they get it? What would bring that kind of thing on? 

Una Jo: I don't know. Sometimes you' 11 get it, you know, if you don't 

clean your silverware and stuff right. That's possible. I know my cousin 

has given has given [flu bug] to her kids a lot. From not washing their 

dishes right. And then if they don't eat, you know. like if he don't feel 

good on Monday, and he don't eat very much, Tuesday he'll have 

diarrhea from not eating enough. 
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Miscellaneous causes of diarrhea included swallowing saliva, fallen fontanel 

or caida de mollerib empacho, weak stomach, stress, and diarrhea as a secondary 

manifestation of an ear infection or teething. Empacho and caida de moUera 

were traditional Mexican concepts of cause drawn upon by some of the women in 

the study to explain the symptom of diarrhea, but they will be discussed more fully 

in the upcoming section on knowledge reproduction. 

According to a Mexican American woman named Lucia, swallowed saliva 

was implicated in both respiratory symptoms and diarrhea. Lucia explained the 

mechanism whereby saliva can cause "congestion." 

He's been sick for about a month. He's had congestion and a cough. 

They said it was probably allergies. I thought he was too little to have 

allergies, and I thought maybe it had to do with him teething. You know, 

my theory is that they start teething, and drooling, you know, and the saliva 

runs down their throat, and they swallow it, and it leads to congestion. 

They said to give him Benadryl, which would help his congestion. Just a 

small dose, a tiny amount. 

To explain her son's congestion, the doctor labelled the cause as allergies, 

according to Lucia. Lucia contrasted the doctor's explanation with her "own 

theory" of congestion as a by-product of teething. Women's views of what is 

wrong are influenced by a doctor's diagnosis and opinions, but their own views of 

what is wrong persist despite medical interaction, sometimes transforming or 
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incorporating physician's diagnoses (llunt, Jordan, and Irwin, 1989). It is likely 

Lucia did not purchase the Benadryl (diphenhydramine) as recommended by the 

doctor as an allergy medication, since there was no diphenhydramine in her 

medication stockpile which we inventoried shortly after the incident she described. 

Lucia rejected the explanation of allergic causes of congestion in her son's case 

by not purchasing the medication suggested by the doctor. 

In another interview Lucia told the story of her infant's diarrhea and 

referred to teething as a possible cause, as well as flu and feeding practices. As 

his diarrhea episode continued for a week, she eventually discarded the notion of 

food-caused symptoms and concentrated more on the teething and flu causes. 

The narrative she told about her infant's diarrhea is an exceptionally rich story, 

describing not only her ideas about causation, but also her decision-making 

process as she faced a conflict between her maternal and employment 

responsibilities. The narrative also highlights her reliance on her boyfriend's kin 

in helping manage a child's illness and its implications, the process of sharing 

medications, and the ways she treated and simultaneously evaluated her infant's 

recovery using her accumulated experience as a mother. The length of the 

narrative precluded its inclusion here, but it comprises Appendix K. 

...... - ---- .. ----
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Skin Rashes 

The diagnoses and etiology of skin rash was more complex than diarrhea 

diagnosis, but women claimed rashes were more uncommon than the other 

symptoms we discussed. The women identified five different causes of rash, but 

this section will only emphasize the chemical causes of plain rash, and the 

interplay of traditional and contemporary knowledge in the treatment of eczema 

and psoriasis (Table 15). Coincidentally, two of the Mexican American women 

dealt with a chronic skin problem in their households, and both women worked 

with their mothers in resolving the problem. 

Like many Americans, most of the women in this study believed modem 

life was overrun with chemicals and artificial compounds which threatened health. 

The importance of pollution was marked among the women I interviewed, 

perhaps because they lived in poorer areas in the city, areas which often border 

on industrial districts. Some of them perceived themselves to be at higher risk for 

chemical exposure than average, typically wealthier, city dwellers. When I asked 

Una lo, who was Anglo, if we were healthier or less healthy than people of a 

generation ago, she said: 

Una Jo: Well, on diseases, [we're] healthier. They can cure more now. 

But as the air has gotten dirtier, there's more respiratory illness, sickness. 

--- ----------- -----



Table 15. Diagnoses and Etiology of the Symptom of Skin Rash. 

diagnosis plain rash eczema/ 
psoriasis 

causel environmental sweat 
etiology allergies 

to plants, dirt, stress 
certain foods, sun 
exposure nerves 

contact irritation 
to bleach, laundry 
soap, shampoo, 
soap, dirt, poor 
hygiene 

food-related rash 
weaning, food 
introduced too 
rapidly, in too large 
amounts, immaturity 
of baby' s system; 
may be outgrown 

annual occurrence 

chemical rash 
polluted water 

ringworm 

cats bring ringworm 
in the house 

baby rashes 

diaper rash 
from cloth diapers, 
from bottom that 
does not air out 
enough, from 
bottom not kept 
clean enough 

cradle cap 
no reason 

yeast infection 
too many antibiotics 
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heat rash 

sweat 

hot weather 

friction at skinfolds 
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Or the dirt causing, you know, the rashes. From people dumping. I sat in the 

living room. I' d sit and I' d watch these big trucks just come over and dump. 

And it would have danger on the back and give the number. And I'd watch them 

dump out there. 

Lauren: Where? Across the road? 

Una Jo: Yeah, just across the street. Now, I'm in the area where they 

had that great big spill over here at [name of place]. They had to give 

bottled water to the people who live there. Why aren't we getting bottled 

water like they are? 'Cause the water bums. There are times you go to 

take a bath and you sit there and your legs are red. And it burns. It burns 

[my son's] legs. When I take a bath over at my mom and dad's house it 

don't burn. 

Lauren: Your water's contaminated, then, isn't it? 

Una Jo: It's got to be. But, see, because I don't own the land, I can't 

tell it [to the authorities]. 

Lauren: Can you talk to the owners about it? 

Una Jo: Well ... I like the owner, he's a good guy, he's trying to bring 

the trailer court up [in respectability], but I think he's still gonna be a 

slob. 

--- --- ------



------ ~--
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Conscious of her vulnerability as a non-land owner in a chemically hazardous 

area, Una Jo believed the manifestation of chemical exposure was a rash on her 

own and her son I s legs after bathing. 

Other women believed chemical contaminants in the air, water, and food 

also caused illness. I asked Hildegard, a Mexican American woman, if she 

thought we would be healthier if we could go back to a simpler time with a more 

agrarian lifestyle, similar in some ways to her own childhood. She held little 

hope: 

I feel that we might even be healthier if we just go back, but I mean, look 

at the contaminants in the dirt now. Can you grown your own vegetables 

without being contaminated either? And the water I s contaminated on this 

side of town. I have a friend right now that is dying of cancer, and she I s 

had lots of problems, and they associate that with the water. 

Asking women about rashes and about the health of this generation was a vehicle 

for eliciting their larger concerns with what they believed was a deteriorating 

potential for health. More discussion of women I s frustrations with modern life 

are contained in Chapter 8. 

The next topic important in a discussion of the cause of skin rash was the 

transmission of traditional and contemporary knowledge. Eczema and psoriasis, 

as chronic types of rash, yield two instructive case studies of Mexican American 

women I s knowledge sources about illness and curing. In Diana I s household, her 
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son was diagnosed as having eczema. "One of my little boys has eczema. He 

gets it every summer. And I used to think it was like heat rash. When I took him 

to the doctor one time he said, 'Oh, no, he has eczema. '" Later, Diana talked 

to her mother about the boy's rash, and diagnosed her mother's similar, 

longstanding skin condition as eczema, also: 

I think my mom has eczema, too, and she never knew she had it. She was 

like, 'I always have this rash on my back and it drives me crazy.' And I 

said, 'Mom, what they told Douglas is that he had eczema.' She said, 

, What's that?' And I said, 'Those little spots like you have on your 

back.' And what they call it in Spanish, is el cuero. Heat rash. But I 

said, 'No, it's not heat rash, Mom, it's eczema. ' 

Diana did not mention any treatment her mother applied to the itchy, bothersome 

rash. But she did mention a traditional treatment her mother recalled her 

grandfather using: 

My grandfather had it, too. My mother said when my grandfather was 

alive, that he would have the children put the peeling from the 

watermelon, you know, when you eat it down and it ends with just the 

green stuff, that he used to pull up his shirt and they used to put that on 

him. And, I don't know if it was supposed to dry it up, or just make it feel 

better. I don't know, maybe it's soothing 'cause it was cold. 

-----.--- --
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The watermelon rind treatment was unknown to Diana until she began to discuss 

el cuero with her mother. 

In treating her son's eczema, Diana preferred the 5% hydrocortisone 

cream the doctor recommended to traditional remedies. In fact, she even tried to 

convince her mother to begin applying the cream: 

I went to the store and I bought her a tube [of the 5% hydrocortisone] and 

I put it on her. She was like, 'Oh, that feels so good.' And I thought, 

'Yeah, that must be what you have on your back.' So now she knows that 

she has eczema. And now, whenever she says, 'Oh, my back is itching, el 

cuero,' I say, 'Well, where' s your cream? Where' s your cream?' But 

she doesn't use it regularly. 

Learning about etiology and effective cures is a two-way communication between 

generations. Diana tried to teach her mother about eczema and hydrocortisone, 

while her mother tried to teach Diana about el cuero and watermelon rind. 

Typically we look to younger women to see which traditional practices they' 

perpetuate, but perhaps the reverse question is also important, namely how 

younger women communicate modern practices to their more traditional mothers. 

In Diana's case, she understood quite a bit about her mother's el cuero problem, 

and was also familiar with the ideas she learned from the doctor about eczema. 

She believed her job was to help her son and her mother assemble the best 

treatment available. In the case of eczema, hydrocortisone was her treatment of 

- .... - . . . -.. _- -----------....... - .. '" ------



choice, but when she recalled being bewitched, she relied on more traditional 

treatments. The bewitching experience, which she determined was mal de ojo, 

will be discussed more fully in the section on ethnic differences. Diana I s 

dismissal of el cuero and its traditional treatment had no bearing on her 

acceptance of another traditional ailment and its cure. 
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Another Mexican American woman also suffered from a chronic skin 

condition, but she employed more traditional means of treatment than Diana. 

Hildegard suffered from psoriasis, a condition similar to eczema, and her mother, 

too, was involved in its treatment. In describing the causes of her problem, she 

emphasized how it was a problem likely to persist: 

It started when I started hair dressing. And the doctor told me it was just 

stress, it was just total stress. And as long as I don I t stop getting stressed 

out, it's not going to go away. Once you've been to a point where you're 

so stressed out, it' s real hard not to get ever stressed out again. I just 

think that as long as you've got nerves, I don't think theY're gonna go 

away. 

As if her health had been irreparably broken, Hildegard doubted she could re-set 

her stress level anywhere short of the breaking point. Hinted at in this statement, 

but not developed, was the traditional Mexican concept of nervios, which may be 

translated as "nerves" in English. Hildegard did not elaborate beyond stating 

that "once you've got nerves, ... they're [ not] gonna go away." 

----- - - ..... -- . __ ._---_. __ ._-- .... _. __ ... _-_._--
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Hildegard finally found a treatment effective in reducing the area affected 

by psoriasis. The treatment was a soap Hildegard I s mother bought in Mexico. 

Hildegard: [My mother 1 gave me this soap, and it I S called Cacahuanache. 

I don I t have a box or anything with me, but that I s the name of it. 

Lauren: Does that name mean something? 

Hildegard: It I S a root. It I S herbal. It I S supposed to be good for skin 

conditions and scalp conditions and stuff, and it I S very good, I liked it a 

lot. I was using that three times a day along with hydrocortisone cream. 

Then I stopped using the soap for a while because I didn I t have any more 

and it [the rash 1 came back. But only in this one spot. 

Curious about the use of both the special soap and the hydrocortisone, I asked if 

the hydrocortisone helped at all. "It just keeps it from itching, but it doesn I t 

take it away," Hildegard explained. The combination of both remedies seemed 

the most effective, with the soap helping the itchy patches disappear, and the 

hydrocortisone relieving the itch. 

What Diana and Hildegard both emphasized was the availability of 

different diagnoses and corresponding treatments emanating from different 

medical systems. More than the Anglo women, these two Mexican American 

women recognized the ambiguous and arbitrary nature of medical diagnosis and 

treatment in any system, and they were prepared to take from either traditional or 

contemporary knowledge sources whatever remedies worked best. Efficacy was 



the standard for acceptance. Skin rash symptoms illustrated the eclectic 

possibilities in diagnosis and treatment, while also demonstrating two different 

Mexican American women's interaction with their mothers on issues of 

treatment. 

Earache 
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Earache, as a symptom, could be diagnosed as merely an earache, or it 

could be considered a more problematic ear infection (Table 16). Instead of 

earache being a symptom of an ear infection, it stood alone as a diagnostic entity. 

An Anglo mother explained how she tried to prevent her son's earaches by 

covering his ears with a hat when he went outside, but she admitted that 

preventive measures would not work in a child with an hereditary predisposition 

to earaches. Anther mother mentioned going outside after a bath as a cause of 

earache. 

Ear infections were not related to other upper respiratory infections, 

although the two are often linked in nursing and medical literature. Two of the 

women described breastfeeding as related to ear infections, but in different ways: 

Diana saw breastfeeding as an ear infection preventive, but Priscilla viewed 

breastfeeding as a cause of ear infections. Diana still harbored resentment 

towards her family for encouraging her to quit breastfeeding her eldest son, since 

...................... -._---_ ........ __ ........ _._-_._--
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she believed the direct result was his chronic ear infections, a subsequent hearing 

loss, and a related speech problem. 

I didn't want to stop breast feeding him. You know, it was like, 'Oh, my 

little baby.' But everybody kept telling me, 'He's getting too fat, he's 

getting too fat,' and my mom was like, 'You're gonna make him sick, 

he's getting too fat.' I didn't think he was fat. But I stopped breast 

feeding him, just one day I just said "That's it." So then about, not even 

a month after I stopped, he got the first ear infection. I took him off the 

breast, and he just had ear infection after ear infection. My next son lasted 

longer without getting an ear infection, but I breast fed him until he was 

thirteen or fourteen months old. 

Bottle feeding among Mexican American women is a common infant feeding 

choice (Kay, 1977). In defiance of her family and friends, who encouraged her to 

quit breastfeeding her first son, Diana breastfed her other children for the 

protection against ear infections she believed breastmilk conveyed. 

Priscilla, a Mexican American woman and the youngest mother in the 

study, also mentioned breastmilk in relation to ear infections. She, too, chose to 

breastfeed, but she supplemented her infant's feedings with a bottle when guests 

or family members were in her home. She told me of her infant's ear infection 

and the doctor's assessment of its cause: "The doctor said I should put her on a 

pillow so she isn't laying flat, then the milk won't lay in her mouth and roll back 

------ --------
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Table 16. Diagnoses and Etiology of the Symptom of Earache. 

diagnosis ear infection earache 

cause! food allergies drainage stress inherited cold 
etiology problem 

stopped allergy to breastfeeding in get rundown outside without 
breastfeeding too ingredients in bed, where milk hat 
soon and gave beer starts roDs back in ears work too hard 
formula "breakdown of outside after bath 

body systems" teething allows 
excess saliva to 

blowing pollen drain to back of 
eardrum during 
sleep 



to her ears." Priscilla I s three consistently sick children made her so tired that 

feeding the baby in bed with her was the only way she could get needed sleep. 

Her understanding of a connection between an infant I s mouth and ears was 

probably different from her doctor I s understanding of anatomy, but Priscilla 

intended to follow his advice and feed the baby in an upright position. 
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Earache, skin rash, diarrhea, and nasal congestion/cough were symptoms 

familiar to every woman in the study. By reviewing the diagnostic categories and 

possible causes of these common problems, we learn about women I s knowledge 

and its sources. Physicians and mothers figured prominently as sources of 

knowledge, but not to be overlooked was a woman I s own experience and 

empirical tests of treatment effectiveness. Not described here, but present in the 

interviews, was the less-frequent mention of books, magazines, and television as 

sources of knowledge. The next section will examine more closely women I s 

illness treatment methods in comparison with the illness treatment methods 

remembered from their childhood. 

Perpetuation and Alteration of Care~ving Skills Learned at Home 

How did your mother treat you when you were sick? I asked each woman. 

Do you do the same things? Questions like these, along with other information, 

suggested the women were consciously trying to use their past experiences to 

better their own mothering skills. 
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The health-related knowledge and behaviors of these women's mothers 

and grandmothers was imparted during childhood, but continued to infuse 

throughout their own adulthood. Three Mexican American women were living 

with their mothers when their first babies were born. Each of them was a 

teenager at the time, and during those early months of motherhood they relied on 

their wiser, more experienced mothers to help them learn about normal infant 

behavior. For many women, living arrangements fluctuated with changing 

circumstances. Consequently, four of the Mexican American women and five of 

the Anglo women reported living with either their own mothers or their mothers

in-law at various points after they had children. One Anglo woman still lived with 

her mother, and one Mexican American woman lived in the same apartment 

complex with her mother. This section will address the ways the Mexican 

American women viewed their health-related knowledge and practices against a 

backdrop of historical experience, and then consider the same issues for the Anglo 

women. 

Mexican American Women's Experiences 

Two women who participated in interviews will be introduced in this 

section about Mexican American women's experiences of knowledge 

reproduction. These two women do not in any way represent all Mexican 

American women, nor even the Mexican American women in the study, but the 

.. _ •.. - - .. - ..• ---- .... - .............. ----~.-... ------
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issues they chose to discuss seemed representative. They both talked about their 

childhood home environment, treatment of sickness, and herbal medicine. Clara 

perpetuated her mother I s expertise as an herbalist, but Hildegard did not. Clara 

preserved traditional illness treatments, but Hildegard veered away from 

traditional illness treatments rooted in her childhood. 

Values each woman learned during childhood influenced her own domestic 

health work. Clara learned from her mother not to "pamper" her children when 

they were sick. She boasted of their perfect attendance record at school and of 

her daughter I s mere one-day absence from school when she had pneumonia. 

This philosophy of toughness she believed she learned from her mother. 

[When we were sick as children,] we stayed in bed and laid around, and my 

mother would bring us some soup in bed or something. But if in two hours 

you were up and running around, she would make it so hard on us, we 

would rather go to school than stay home. So I do that with my own kids. 

Hildegard I s memories of her mother t s treatment when children were sick were 

different. 

My mom may have gotten angIy with us and yelled at us, but when we 

were sick, it was a total thing. She made sure that we had our canel~ she 

would give me Vick I s rubdowns, and she always tended to us when we 

were sick. I I m more or less like that, too. Because I know when you I re 

___ • ___ -_______ -0-0. 
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sick you just don I t feel well. And as long as you I re not being a pain in 

the butt, I I m not gonna be a pain in the butt. 

Hildegard compared her mother I s sweet and tender care with her husband I s 

mother I s less-attentive care. She explained that her husband I s mean attitude 

toward sick children may have stemmed from his own experiences as a child. "I 

asked him, I Did your mom treat you [this badly] when you were sick? I And 

looking at my mother-in-law, I I d say, yes, she wasn I t that great when they were 

sick." 

Both Hildegard and Clara considered their mothers herbalist of particular 

skill. According to Clara, her mother I s living room was always so packed with 

patients that Clara often had to wait in line just to say hello. Clara said that as 

curers like her mother died, their herbal expertise died with them. She wanted to 

maintain some of her mother I s knowledge. "You know what I s really sad is that 

a lot of the old people, they I re not passing these remedies on to younger 

people." Clara also believed information about empacho,.!!:ina, and caida de 

mollera was being lost. Without an understanding of empacho, for example, 

children could be misdiagnosed and end up in hospitals, where their care would 

not be appropriate for the illness. Just such a situation developed when her 

neighbor I s daughter was hospitalized. 

-------------

When Chris was four years old, she was empachada. She was at the 

hospital, and had been there for fourteen days. They couldn I t find what 
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was wrong, they were running all kinds of tests. They had IV's in her and 

all kinds of things. And a lady went to visit her and said, "the only thing 

wrong with her is empachadi!, but because the American people, doctors, 

don't believe in it, she's gonna die, and they're just gonna say, 'It's 

unexplained.' So she had a hell of a time getting the little girl out of the 

hospital, almost by force, and took her to a lady that knew how to cure 

that. In three days, the little girl was back to normal. 

Clara, too, had to treat a child who was empacho. She took her son to a curer 

who lifted his palate with her thumb, but the curer demanded a written release 

form be signed by Clara before she touched the afflicted boy. Modem legal 

concerns seem to affect everyone. 

How much of Clara's herbal knowledge and illness beliefs derived from 

her mother is debatable. Caesar, Clara's husband, was a recently emigrated 

Mexican. He taught Clara of desert plants she formerly believed were just weeds, 

many of them useful in healing. One "weed" (perhaps epazote) soon became 

indispensable in their household. Clara was pleased to report that if a few leaves 

were cooked with beans, the beans lost their gas-producing ability. With some of 

her knowledge coming from her mother, and the rest from Caesar, Clara was by 

far the most knowledgeable herbalist among all the Mexican American women 

interviewed. Comparing the relative herbal medicine knowledge of Clara, her 

husband, and her mother, or of any other men and women, was not the purpose 

--- "~- "---- _. 



of this study, and others have addressed the common myth of women's 

consistently superior herbal knowledge in commendable detail (e.g. Browner, 

1991). 

Although Hildegard recalled her mother's significant skill in herbal 

medication and diagnosis of children ill with traditional illnesses, Hildegard 

claimed to know far less than her mother. 
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My mom's the virtual knowledge of all this [herbal] kind of stuff. She's 

got some kind of herbs and stuff that she gets from the desert. She gets 

these weeds, I call them, goes home, cooks them, and gives them [to 

people] or drinks them herself. I' m not like Mom at all. I' m just not an 

outdoors person or a garden person. I go to my mom, she's got 

everything. Any time I don't know something, the first thing I do is ask 

my mom. I do have the yerba buena here, that's good for colds. But 

that's the only thing I have. 

Without knowing about herbs herself, she relied on her mother's expertise. 

In conclusion, these two Mexican American women both grew up in an 

environment where they were exposed to herbal expertise and traditional Mexican 

American illness beliefs. Their similar experiences led to little resemblance 

between the two women's domestic health work practices. According to their 

own accounts, Clara followed her mother's example by growing and administering 

herbs for illness, and in professing the viability of traditional Mexican illness 

~-~-~-- ---'--- -----
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concepts. Hildegard showed little interest in becoming an expert herbalist. Her 

belief in traditional ailments like empachQ, however, was no less adamant than 

Clara's. She employed whatever herbal remedies her mother recommended, but 

she did so more as a compliant patient than as an equally knowledgeable 

colleague. The difference between these two women's perpetuation of historical 

knowledge can be partially explained by a number of variables, including the very 

different relationships they maintained with their mothers, their own sense of 

ethnic identity, and the availability of affordable and acceptable professional 

health care. 

Like the Mexican American women described in this section, the Anglo 

women also modified and personalized their legacies of health belief and practice, 

as the following section will describe. 

Anglo Women's ExPeriences 

This section will describe the Anglo women's impressions of the household 

health work of medicating and feeding the ill, then expand the focus to include 

the construction of a safe and healthy home life. Some of the experiences from 

the Anglo women's childhoods influenced their care, as did the advice of 

physicians and friends. Rather than presenting extensive case materials from only 

one or two women, I will describe the Anglo women's experiences more generally 

and use comparisons with the Mexican American women when possible. 
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Common to many Mexican American and Anglo women's memories of 

childhood sickness was the medicine their own mothers administered. Perhaps 

two thirds of the women interviewed mentioned Vick' s vaporub as an ointment 

applied to their chests, limbs, or noses when they were children. With its pungent 

odor and burning sensation upon application, Vick' s vaporub is not likely to be 

forgotten. According to the medication inventory, six of the 20 study households 

had Vick' s on hand. Like Vick' s vaporub, most medications were mentioned by 

their brand name and carried over from childhood experience to adulthood 

practice. Not one woman referred to acetaminophen, yet 18 of the 20 households 

contained the drug and referred to it as "Tylenol." Other common brand names 

were Mylanta, Peptobismol, Dimetap, Triaminic, and Robitussin. 

A favorite memory was of illness foods given during childhood. Soup was 

a staple for the ill Mexican American women, and also common to the Anglo 

women. Living up to its wide reputation as a healing food, chicken soup was most 

popular. Other illness foods mentioned by the women included: 7-Up, juices, 

jello or jello water, popsicles, Koolaid, milk toast, teas, cream of wheat, scrambled 

eggs, and bananas. No matter which foods women believed were suitable in 

illness, those special foods were seen as a general aid for ill children, assisting any 

child suffering from any ailment. Sometimes certain illnesses indicated more 

specific illness foods. For diarrhea, some women withheld from their infants and 

children solid food and formula or milk, giving only clear liquids. Others tried 
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"binding foods," as they called them, which included bread and cheese. 

Constipation could be treated with prunes, juice, or extra water. According to one 

Mexican American woman, a sore throat might be treated with whole, toasted 

oranges eaten warm, or more common to both the Mexican American and Anglo 

women, hot tea or salt water gargle. 

Olive relied almost daily on a comforting illness food from her childhood. 

Because she was born to a IS-year old mother, Olive was raised for several years 

by her grandmother and great-grandmother, who treated her childhood illnesses. 

She always had a "nervous stomach" as a child, a condition she described as 

queasiness sparked by anything from brushing her teeth, to riding a meny-go

round, to going grocery shopping. Her great-grandmother treated her condition 

with "that nasty milk toast--you know, where you put the toast in the milk. She 

fed me that constantly when I was a little kid. It calmed my stomach. That's the 

only thing that ever did it." When I asked if she still used milk toast as an illness 

food, she said, 

All the time. Especially when I go to the grocery store. I get so excited 

and so upset that I am sick for half an hour before I go. Because it's 

going through all the coupons and getting the WIC checks, and making out 

the list, and the food stamps, and everything (laughter). I do, I make 

myself sick every time before I go (laughter). I fix milk toast to feel better. 

It's ridiculous, I know, but it's a constant thing. The kids have learned to 



love it, too. They like it for breakfast, and they ask for it when they I re 

sick. 
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More than the food itself, perhaps the .. active ingredients" infused with the milk 

toast remedy were Olive's memories of the attentive care of her grandmother 

and great-grandmother. 

Physicians were an important source of advice on illness foods and 

medications. Sarah described a supposedly physician-recommended diet designed 

to minimize the symptoms of gastritis: "Of course there are foods that don I t 

help the problem, like a lot of tomato foods and spicy things. And stay away from 

gravies, vegetables, meat, fruit." Her compliance with this seemingly unbalanced 

diet was sporadic, dependent on rare symptomatology, and any nutritional 

deficiencies which might have resulted from strict compliance with the diet were 

apparently averted. 

One Mexican American woman was particularly conscientious about calling 

her physician for advice about infant feeding and medication during illness 

episodes. She was instructed on one occasion to implement a complex feeding 

routine to treat her baby I s diarrhea. Despite its difficulty, the woman complied 

with the physician's feeding recommendations. 

When the baby got real real sick and he had a flu virus, they had me take 

him off of all medication and foods. They had me give him Pedialyte every 

so many hours. It was nothing but a liquid diet, and he had no kind of 
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food in there, no kind of milk or anything, and I had to do that for like two 

days, and then gradually put him back on formula. Instead of Similac, they 

had me put him on some kind of a soy formula. I had to diluted it at first, 

then I went to full strength on that, and then I switched him back over to 

half strength Similac, and finally back on full strength. Gradually. It was 

hard. Because he was hungry, the Pedialyte was not filling him up. He 

didn't know that he's not supposed to have his formula, you know, 'cause 

he's little. He only knows that he's hungry. 

This infant feeding routine for diarrhea and the earlier gastritis diet illustrate the 

prominence of physicians in directing women's feeding of the ill. This is a 

relatively new development, according to historians of women's healing (Cowan, 

1987; Ulrich, 1990). In the colonial United States, feeding instructions for ill 

persons were preserved in women's memories, and as the decades wore on, 

recipes for illness foods were recorded in recipe books and home care manuals. 

Nurses, too, used to prepare accepted recipes for illness foods learned from other 

nurses long before centralized hospital kitchens took over the task of preparing 

patient trays. Waning in importance are the handed-down recipes for illness 

foods characteristic of lay women's experience in past generations, now 

supplanted by physician-prescribed feeding regimens. What endures is not the 

recipes, but the responsibility of a mother for the actual feeding of the sick, 

whatever the recipe or its source. 

----- - ------ -------_. ----
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Friends also provide advice about medicating and feeding ill children 

informally in the course of regular conversations. Olive reported her friend was 

helpful when her newborn developed colic, offering fennel and chamomile teas as 

possible panaceas. At another time the same friend also offered to take Olive's 

ill children and cure them herself. 

Olive: He was a colicky baby and I did the chamomile tea and the fennel 

tea. 

Lauren: How did you hear about those? 

Olive: My friend, she's one of the Mexican women who believes in it. 

When they have real bad congestion, she makes up this recipe of this-and

that and gives it to them and makes them throw-up, which gets it all out of 

their lungs. She's like, 'Well, that way they don't get bronchitis.' And 

it's true. 

Lauren: Do you use that on them? 

Olive: I can't do it. She has done it for me while she keeps them over 

night because I can't. Whether it I s going to make him feel better or not. 

I can't do it. But yeah, she has and it works. 

We can only speculate as to the source of this friend's herbal knowledge. Olive 

came from a household where herbal remedies were not practiced, and her 

experience with herbs was a by-product of her friendship with this particular 

Mexican American woman. 
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Medications and illness foods are specific aspects of household health 

production, enveloped in the construction of a healthy and loving home life. 

Creating a home free of violence and abuse was an over-arching concern of both 

the Mexican American and Anglo women. Many women from both groups 

recalled mistreatment or violence from their childhoods from which they wished 

to shield their own children. Although it would be interesting to examine ways 

women believed they departed from the examples of their own mothers and 

fathers in ensuring children's safety from abuse, it was not the purpose of this 

study to unravel the complexities of childrearing practice. 

In summary of this section, the sources of the Anglo women's knowledge 

about medications and foods suitable for illness have been discussed. The women 

employed medications they remembered from their childhood and referred to 

those medications by their brand name in many instances. The food they fed 

their sick children varied little from the illness foods they were given as children 

by their own mothers. In specific instances, instructions from a physician 

propelled a woman to implement a complex feeding routine or limit the diet of an 

ill child. Friends, also, played a role in recommending illness foods or home 

medications. Prior experience, both as children and adults, shaped these 

women's knowledge and daily health practices . 

. _._- ---------
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Knowledge Reproduction Among Mexican American Women 

Illness categories were discussed in a prior section of this chapter in 

relation to the symptoms of nasal congestion/cough, diarrhea, skin rash, and 

earache. This section will focus specifically on the legacy of knowledge available 

to the Mexican American women. Listed and discussed are categories of cause 

mentioned by some of the Mexican American women and considered traditional: 

empacho, caida de moller!!,.!!!pi!, and mal de Qjo. Second, self-medication using 

herbs among this group of Mexican American women will be compared to earlier 

research on Mexican American women and herbal knowledge to see what changes 

have elapsed over time. 

Traditional Mexican American Causes of lllness 

Not all of the Mexican American women mentioned traditional causes of 

illness in their interviews. Of those who did, they invariably offered a description 

and/or a personal testimonial about the reality of the problem. Not one Mexican 

American woman unequivocally denounced the possible reality or legitimacy of 

any of the traditional causes of illness. The concept of "traditional" illnesses is 

ambiguous, but I use it to refer specifically to the four conditions mentioned by 

the Mexican American women informants: empacho, caida de moIlera, .lripi!, and 

mal de ojo. Other traditional causes of illness, such as cold exposure and drafts, 

were mentioned by both the Mexican American and Anglo women are were 



Table 17. 

Mexican 
American 
Women 

Bernice 

Clara 

Hildegard 

Irma 

Julia 

Lucia 

Priscilla 

Diana 

Tina 

Wanda 

Incidence of Stated Belief or Possible Belief in Categories of 
Traditional Ulness Among Mexican American Women 

AccullLlr Tradilionaliiness 
-aIion CaIegories 
Scant* MentioIIIId 

empacho caida de moUera tripa maldeojo 

2 0 0 0 0 

2 .t .t .t 0 

1 .t " 0 0 

2 .t .t 0 0 

1 0 0 0 0 

0 0 0 0 0 

1 .t 0 0 0 

0 .t .t 0 .t 

0 0 0 0 0 

0 .t 0 0 0 

• Acculturation was calculated with higber scores mdicating more assoClation WIth MeXIco and 
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Mexican culture. The scoring was additive, with one point assigned for birthplace in Mexico and one 
point for Spanish as first language. 

discussed in earlier sections of this chapter. Hence, only the traditional Mexican 

American causes of illness are discussed here. Table 17 lists the Mexican 

American women interviewed, a numeric estimate of their ties to Mexico and 

Mexican culture, and which (if any) of the traditional causes of illness they 

subscribed to or entertained as possibilities. 

Since I was obviously unfamiliar with traditional Mexican American illnesses, 

most women were happy to educate me. The following tables (Table 18 to Table 

21) summarize the women's descriptions of empacho, caida de mollera,.1ripg, and 

mal de Qjo. In general, the illnesses could be diagnosed and treated by a 
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Table 18 Aggregated Descriptions of Em~acho by Mexican American Women 

at risk children 

precursors swallow gum; eat food that sticks; eat food late at night; diarrhea 
and vomiting 

symptoms indigestion 

nature or the problem something stuck to the small intestine; stuck to their insides 

diagnosis rub or knead sacrum, listen for three pops when you pull on skin 

treatment 1!amita granules in food or bottle; unknown medicine at Mexican 
pharmacy; grains put in olive oil and swallowed; an herb tea from 
a Mexican store 

prognosis can kill children 

cure when white material appears in stoo~ indicating the grains 
removed whatever was stuck 

Table 19 Aggregated Descriptions of Caida de MoDera by Mexican American Women 

at risk children with fontanels; bottle-fed children; children whose 
mothers rock them hard; children who ride in a car that jerks 

precursors drink bottle and suck empty swallow; suck noisily on bottle; a 
sudden jolt 

symptoms agitation, discomfort, crying 

nature or the problem fontanel connected to soft palate, so pulling bottle out allows 
palate to fall forward and fontanel to fall; dehydration 

diagnosis observation of depressed fontanel 

treatment lift soft palate with thumb, a process pbysicians may label "cruel" 
treatment; apply the "nerve" in an egg which attaches the yolk to 
the shell to the fontanel and add salt to the egg nerve, then rub 
fontanel three times for three days; salt paste to fontanel; avoid 
sucking immediately after moDera repair. 

prognosis not mentioned 

cure when fontanel returns to normal position 

-----------
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Table 20. Description of Tripa by a Mexican American Woman. 

at risk anyone who could be scared 

precursors bad fright, such as seeing husband fall off the roof right in front of 
you, or narrowly averting a bad car accident 

symptoms loss of appetite, vomiting 

nature of the problem small intestine near colon shuts down 

diagnosis definitive diagnosis if a garlic clove is sucked up, as if by a vacuum, 
when placed at the anus 

treatment carefully peal garlic clove, without damaging the clove. Then put 
clove next to anus and allow it to be sucked in. Leave garlic clove 
suppository in, and repeat process daily for nine days 

prognosis probable hospitalization, likely death 

cure not mentioned 

Table 21 Description of Mal de Ojo by a Mexican American Woman 

at risk anyone who might be "looked at in a bad way," or anyone who 
might eat food which had been sprinkled with powder by a 
malevolent person. 

precursors jealousy 

symptoms one eye larger than the other, anger, sleep disturbances, 
" edginess", alteration of personality to prevent others from being 
attracted to the hexed person 

nature of the problem a hex 

diagnosis egg passed over body of affected person can indicate to a 
curandera if hex is applied 

treatment burn incense in house each Friday; rinse body after shower with a 
special tea solution made of three unknown herbs. Repeat process 
each Friday for three weeks 

prognosis not mentioned 

cure hex removed 

knowledgeable lay person, these illnesses did not require prescription medications, 

and a repetitive diagnostic or curative procedure was common. 

------ -------
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The logical treatment for what these women called "Mexican illnesses" was 

one or many of the herbal remedies also associated with Mexican tradition. The 

following section will examine herbalself-medication and offer comparisons 

between present and past practices, as represented by my own study and an 

earlier study by Kay (1977) in the same general area. 

Herbal Self-Medication 

The question under consideration in this section is, How did women acquire 

knowledge of medications, and in what ways was their knowledge a break from or 

continuation of tradition? My contention is that the traditional knowledge 

ensconced in descriptions of traditional health problems or traditional cures is 

enlivened by non-traditional, contemporary understandings. Furthermore, the 

traditional knowledge the women imparted to me is likely incomplete, diluted, 

and shallow in comparison to the knowledge their mothers and other Mexican 

American women of a generation ago. Syncretism accounts for the alteration and 

supplementation of traditional herbal self-medication knowledge. 

In terms of traditional knowledge, Hildegard was an innovator. Unlike her 

sister, Clara, she did not hoard herbal medicine information or sacralize Mexican 

illness categories. Hildegard used what seemed most practical to solve the 

problems she was facing, regardless of whether the most effective ideas and 

practices were old or new. Earlier, I related Hildegard I s thoughts on the causes 
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of nasal congestion/cough. She said, in part, "Mom says that your body tends to 

be at certain levels at certain times. I call it the immune system. She calls it, in 

Spanish, humor. It's like, if you're in the mood." Neither discarding her 

mother's notion of humor, nor making it sacred, she drew a parallel between 

humor and her contemporary understanding of the immune system. 

Hildegard was also imaginative. When she described pamita to me, she drew 

an analogy between empacho and modern plumbing. "Empacho is the clogging 

of the intestines. Pamita is a little granule, I give it in a bottle with milk, and 

what it does is, it's almost like Draino, you know, it' 11 flush all that stuff out of 

her. " Traditional as empacho and pamita may be, the link to plumbing and 

Draino sounds relatively new. Understanding empacho in relation to household 

pipes may be common-sensical enough to satisfy doubters of the illness or its cure. 

Culture endures, in evolving form, as each generation takes traditional 

knowledge and imbues that knowledge with new meaning and new applications, 

thereby making tradition more appropriate and fitting for modem life. Hildegard, 

did just that. Some of the other women, who may have been less knowledgeable, 

less imaginative, or less innovative than Hildegard, did not enliven traditional 

knowledge. They seemed to know about herbs in the sense of knowledge-in-the

abstract, unlike Hildegard's more embodied knowledge. Their familiarity with 

herbs was superior to my own, but still far from expert. Lucia, for example, was 

able to tell me about a few of the herbs in her kitchen, but the information she 
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gave was somehow flat, divorced from her behavior, and seemingly incomplete. 

She showed me the herbs her father gave her for periodontal disease, which she 

stored in the most inaccessible cupboard in her kitchen. Of the three bags of 

herbs, she knew how to prepare two as teas or mouthwashes. The third bag was 

unopened. She knew the names of none of the herbs in Spanish or English. 

Lucia's and several other Mexican American women's understanding of herbal 

medication was scanty and shallow. The Anglo women had even less herbal 

knowledge. 

Table 22 outlines the home remedies mentioned by the Mexican American 

women and their preparation. Overall, it appears knowledge about herbs may be 

waning among Mexican American women living in this particular urban area in 

the southwestern United States. On the other hand, the remedy of aspirin, salt, 

and lard suggests the incorporation of over-the-counter medications with 

traditional treatments. The table outlining the home remedies known to the 

Mexican American women was constructed following the organization Kay (1977) 

used to allow for ease of comparison. The herbs mentioned by the women in this 

study were fewer in number, and the uses less specific, than described by the 

women in Kay's study, which was based on data collected in 1970. The table 

gives the name (in both Spanish and English) of the herbs, the preparation(s) of 

the herb, and the specific use of the herb. The list is comprehensive, extending 

beyond the women's personal experience to include herbs the women may have 



never used personally, but only heard about from friends, mothers, or 

grandmothers. 
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In summary of this section, the Mexican American women reported knowledge 

of certain herbal medications usually acquired from their mothers and 

grandmothers. They also reported knowledge of herbal cures they themselves did 

not employ but had heard about from relatives and friends. Traditional illnesses 

like empacho or tripa were treated with herbal medications, as were common 

symptoms like coughs and sore throats. Some women employed modern analogies 

in conjunction with traditional illnesses and treatment ideas. Kay's (1977) earlier 

work in the same location with Mexican American women some twenty years ago 

suggests a decline in the sophistication of some Mexican American women's 

herbal knowledge. 

Summaty 

The third research question focused on health and illness knowledge informing 

behavior and extended to include the perpetuation of knowledge and behavior 

over time among the women interviewed. Knowledge about childhood illnesses 

was addressed at the beginning of this chapter. Four common symptoms--nasal 

congestion/ cough, diarrhea, skin rashes, and earache--were listed and their 

diagnoses and causal attributions discussed from the viewpoint of the Anglo and 

Mexican American women I interviewed. The variety of causal attributions and 
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the overlap between different causes responsible for the same symptom added 

complexity to the process of diagnosis and attribution for the mothers. 

Differences in understanding between Mexican American and Anglo women 

relative to the four common illness symptoms were pointed out. 
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The next topic addressed in relation to the third research question was the 

perpetuation or alteration of the caregiving skills women learned as children. 

Women described the way they administered certain illness foods and a few 

reliable and trusted medications as a matter of course to ill children. In 

particular instances their routine cures were supplemented by the dietary 

instruction of physicians or the home remedy ideas shared by friends. The work 

of cooking and medicating ill children continues to occupy a significant place in 

the world of domestic health production, as it has for centuries. Only touched 

upon in this section was how the work of feeding and medicating, in its 

concreteness, was easily discussed, but the abstractions of peace, safety, and health 

in a household were more difficult to describe, if more central to the enactment 

of caregiving. 

The third area addressed in relation to the research question was traditional 

illness categories and herbal medication among Mexican American women. Four 

traditional illness categories were identified: empacho, caida de moller~ trip~ 

and mal de Qjo. Not all of the Mexican American women acknowledged 
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Table 22. Home Remedies Discussed by the Mexican American Women 

Spanish Common English Common Preparation Use 
Name Name 

Herbs 
Alamos cottonwood tree belt back pain 

leaves 

Anis anise tea gas 

Cafe coffee brewed as ointment glue on fmger 

brewed as eye rinse conjunctivitis 

Canela cinnamon tea cough 
stomach ache 

Canutillo mormon tea tea kidney stones 

Chicura ragweed tea cold air in stomach 
postpartum 

Epazote wormseed tea gas 

Hediondilla creosote poultice fever 
cough 

Higuerilla castor oil bean poultice 
fever 

Malva mallow tea stomach ache 
diarrhea 
aching feet 

enema clean system and 
fight infection 

Manz8ni11a chamomile tea constipation 
gas 
infant colic 
poor sleep 

chamomile brewed as eye rinse conjunctivitis 

--- --- - ----- ......... - . "-~ .---.--......... -----~- .. -. -.- .--'-'-.-------.. --~. --
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chamomile brewed as ear drops earache 

Oregano oregano tea cough 

Pamita tansy mustard enema indigestion 

granules empacho 

Romero rosemary tea stomach ache 

Ruda rue squeeze juice from earache 
leaves and rub in ear 

Salvia sage in soup strengthens 

Tapiro elderberry tea fever 

Verba Buena mint tea stomach ache 
menstrual cramps 
colds 
diarrhea 

Vg;etable Remedies 
garlic suppository tripa 

in soup strengthens blood 

flour toasted rash, Chicken Pox 

lemon with honey beverage cough or sore throat 

olive oil and salt ear drops earache, cerUInen 
removal 

potato poultice fever 

rice water beverage diarrhea 

tomato poultice fever 

watermelon rind application eczema 

Animallkm~di~ 
egg and salt poultice faIlen fontanel 

lard, aspirin, salt poultice headache, fever 

-_._-- -----_ .. _---
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traditional causes of illness, but neither did any who mentioned these causes deny 

their reality. The herbal self-medication practices known to the Mexican 

American women were listed. Innovation and syncretism were apparent in some 

areas of traditional knowledge. In particular, one woman employed a modern 

analogy explaining to me the traditional illness of empacho, and another reported 

the inclusion of aspirin in a traditional headache home remedy featuring lard and 

salt. The knowledge held by these Mexican American women shows less detail 

and comprehensiveness than Kay's (1977) study of Mexican American women 

from the same area some twenty years prior. 

To sum up, the third research question could be answered briefly: Women are 

reproducing the concrete knowledge of their mothers and grandmothers in 

relation to illness food and medications. For Mexican American women, for 

whom prior information from the same area is available, their knowledge a;'out 

herbs appears to have diminished over time. Both the Mexican American women 

and the Anglo women continue to augment their domestic health knowledge and 

practice over time. 

Chapter Summary 

This chapter answered the three research questions posed. Each of the 

research questions stemmed from the overall purpose of this study, namely to 

identify the components of women I s domestic health work in poor Mexican 



378 

American and Anglo households and compare women's experiences as domestic 

health workers. As a review, the first research question described the experience 

of managing domestic health responsibilities. An abbreviated and edited version 

of Annette's life story was retold to situate domestic health work in the context 

of one woman's life. Concentrating on the group as a whole, the mothers I 

interviewed described their responsibility for health as all-encompassing, 

surpassing the responsibility of other household members for health. In illness, 

maternal responsibility included detecting health deviations and formulating 

illness treatments. Blame, as an indication of unfulfilled responsibility, was 

central to three women's descriptions of children's accidental drug ingestions. 

Women's feelings of responsibility for health in the household formed the center 

of conflict with competitive agents involved in various aspects of children's well

being (e.g. welfare agencies, schools, other women householders). Within 

households, tensions between women and their male partners escalated when a 

redistribution of health work seemed likely. Differences between the Mexican 

American and Anglo women's perceptions of self-responsibility and extra

household responsibility for health were discussed in the final section pertaining 

to the first research question. 

The second research question catalogued the practices constituting domestic 

health work and those practices women did not consider health work. Daily 

health maintenance included providing healthy food, regulating time, temperature, 
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and tone, and building children's immunities. Symptom recognition and 

treatment often included self-medication. The medications women stored, saved, 

shared, and used were described in detail, and this section of the chapter 

highlighted differences between the Mexican American and Anglo groups when 

pertinent. The final section of the discussion surrounding the second research 

question focused on the unrecognized domestic health work performed by these 

women. Securing basic necessities like shelter or food was not considered part of 

domestic health work, although it was a definite precursor to securing a healthy 

environment. Additionally, the intangible, emotional work of caring for young 

children or sick persons was seldom seen as work for health. 

The third research question examined the reproduction of women's 

knowledge. Combining the entire sample of women to outline their beliefs about 

the etiology of four common childhood symptoms (nasal congestion/cough, 

diarrhea, skin rash, and earache) resulted in tables of aggregated causal 

attributions. How women tailored their illness caring regimens to their own 

situations reflected a personal integration of the examples of their mothers, 

grandmothers, and mothers-in-law with individual preference, statements of 

identity, personal experience, and professional advice. The knowledge 

reproduction operant for some Mexican American women included categories of 

traditional illness and herbal remedy use. 

---- -.-.- . -. 
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Taken together, the answers to the three research questions link the taxonomy 

of the structure of women's domestic health work (Figure 1) with the daily 

experiences of women, both Mexican American and Anglo, who live in poverty. 

The general concepts related to motherhood, health maintenance and illness care, 

and participation in extra-domestic networks of health have, in this chapter, been 

grounded in the daily domestic experiences of a group of women. The next 

chapter will relate the results of the inquiry, presented in this chapter, with a 

broader base of pertinent scholarly knowledge. 



Chapter 7 

SUMMARY OF TIlEMES AND INTEGRATION WITII 

EXISTING SCHOLARSHIP 
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Organized around each of the three research questions, Chapter 6 

presented the results of this study. Data from the women's inteIViews, health 

diaries, and medication inventories were used to answer the questions posed in 

this research. This chapter will function as a companion to Chapter 6, in that the 

results presented in that chapter will be integrated with a background body of 

knowledge on women and domestic health work. Summarizing themes will be 

used to describe the domestic health work of Mexican American and Anglo 

women living in poverty. The themes will organize literature-based theoretical 

insights around the results of this study. 

Diverging from the organization of earlier chapters, I hope at this point to 

present women's lives in a format conducive to preseIVing their unity and 

integrity. To do so, I organize their stories around five ideas more characteristic 

of the lived experience of providing domestic health work than reflecting my own 

organizational needs. I fear answering my own research questions might overlook, 

and even exploit, women's lives and stories by reducing their stories, jokes, lies, 

and feelings to impersonal "data bits" edited for my purposes alone. I hope this 

chapter averts such an error. 



Five Themes of Domestic Health Work 

The five themes I abstracted from the data capture the essence of 

women's work for domestic health in situations of poverty, given either a 

Mexican American or Anglo heritage. The experiences of the women are 

summarized in these five themes: 

eworking hard 

etaking responsibility in household health matters 

egarnering goods and services 

e healing and mending 

eexpecting rhythmicity in household health status 
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I acknowledge that these themes are a product of my own analysis, and not 

tangibly or indisputably contained in the interviews. The themes convey my 

impressions of the gestalt of domestic health work, shaped by the women who told 

me of their lives and work. As Agar and Hobbs (1985, p. 429) have noted in 

regards to deciphering the organization of interviews using schemata, "We [as 

ethnographers] actively 'grow' the schemata, rather than claiming to shake the 

text and watch them fall out." I make no claim to have found "emergent" 

themes. 

Within scientifically-conducted qualitative inquiry, if two poles of a 

continuum could be identified and labelled the "scientific" and "artistic" 

----- -'-'- . - ... _ .. __ ._-----_._ .... _ .. -. __ ._. __ ._._-_._---_.-._. 
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dimensions, I would locate these themes as swaying toward the artistic. Unlike 

qualit.ative research emphasizing the scientific pole of the continuum, which aims 

for "discovery of the laws of nature about which true statements or explanations 

can be given," artistically-oriented qualitative research engages in the "creation of 

images that people will find meaningful and from which their fallible and 

tentative views of the world can be altered, rejected, or made more secure" 

(Eisner, 1981, p. 9, emphasis added). Themal images should evoke a vibrant 

vision of the experience described, working as an "ethnographic bridge" between 

the reader t S personal experience and the experience of the "other" described in 

the ethnography. The "proper ethnographic bridge," as Agar and Hobbs (1985, 

p. 430) describe it in relation to their work with heroin addicts, "doesn t t just 

show that junkies worry about arrest; rather, it shows what it is like to worry 

about it most of the time." Similarly, I present these themes not to show that 

poor and minority women work for domestic health, but to show what it is like to 

work for health amidst relative scarcity, sometimes in environments hostile to 

women's and children's needs. In this section, each theme will be described and 

related to relevant scholarship to meet this purpose. 
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Working Hard 

Working hard was both a description of women I s lives and a statement of 

their duty. From prior research we know women I s work at integrated domestic 

and extra-domestic activities cannot be sorted into the outworn, dichotomous 

categories of "private" and "public" spheres (Sacks, 1989; DeVault, 1987; Glazer, 

1990). In fact, reconstruction of a colonial midwife I s diary suggests the 

theoretical concepts of "private" and "public" spheres of labor applied no more 

to the lives of ordinary women three centuries ago than to women today who 

work for household health (Ulrich, 1990). 

The work of caring for a household has long been recognized as an act of 

love; missing too often are descriptions of the labor that accompanies that love, or 

even continues after the love has left (DeVault, 1987; Graham, 1983; Fisher and 

Tronto, 1990). Confused with love, the work of domestic caring can also look like 

compliance with, or sometimes disobedience to, nursing and medical directives. 

The work of keeping a household healthy may be overlooked by nurses because a) 

mothers do the work when nurses are not there to observe it, b) they do not 

reveal their work because it seems too personal, c) it may be work nurses do not 

approve of (appearing, then, as disobedience instead of work), d) or a mother's 

work may be on a different trajectory than nurses' work. In these same ways, the 

work of patients disappears in hospital settings (Strauss, et al., 1985). Another 

-------- -----------
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kind of invisible labor for household health is indirect, involuntary work. Taking 

time off work to shuttle a child to a doctor's appointment, or completing 

extensive paperwork for a speech evaluation, or waiting in a crowded pharmacy 

are indirect and often involuntary tasks that accompany domestic health work. 

Women's involuntary labor outside the household has been described as "central 

to the distribution of goods and performance of services" in capitalistic societies 

(Glazer, 1990, p. 165). 

All of the women in this study described the daily work of producing a 

healthy environment-- however broadly defined--and treating whatever symptoms 

presented themselves. Clara wanted to make the community safe: she organized a 

group to lobby for a railroad safety arm, she helped write a block grant to create 

a food bank sub-station in the area, and she sold cookbooks to finance her 

activism. Lucia wanted to protect her children from the deprivations of a few 

months before, when they been briefly homeless. Melinda worked unceasingly to 

get her husband to qualify for whatever benefits might keep them from being 

evicted from their home and off the streets: she loaded him into a borrowed car, 

insisting he do whatever h~ had to do to qualify for the services she believed 

might be available to disabled veterans. These three (of many) women's stories 

illustrate that most women worked for a healthy, safe, and secure environment 

whether broadly or narrowly defined. 

------------
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Other women battled the symptoms of illness almost constantly. Sarah, for 

example, reported acute symptoms for one or more members of her household for 

each day during the 21-day health diary cycle. The 100 percent rate of 

symptomatology in Sarah I s household over a three-week period seems extreme, 

but over half of the cumulative women I s health diary comments demonstrated 

daily worries about their children I s health and actions aimed at improving 

household health. Priscilla and Sarah, in particular, lamented their limited 

physical and emotional strengths in accomplishing seemingly-limitless caring 

responsibilities. Other women mourned their inability to escape domestic 

responsibilities even when their own symptoms interfered. Gannik (1990) found 

men, more than women, were able to minimize their household obligations when 

back pain interfered. I heard from women how tensions between them and their 

partners escalated when one or the other of them were feeling ill, and how the 

issue of domestic responsibilities was often the crux of their quarrels. 

Lucia, a Mexican American woman, epitomized the hard work of 

producing household health when safety and security were threatened. Lucia 

worked hard at home, at her workplace, and in her extended family, and she 

expressed frustration at the contradictions and conflicts among these different 

types of labor. With a brief period of homelessness fresh in her mind, she 

diligently worked a minimum-wage job and volunteered for extra hours whenever 

she could. She stretched her spending money by enrolling in governmental food 

--- -- -- -~ ----- --- ~ ---~ -----
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and childcare programs (e.g., food stamps and subsidized daycare). 

Contradictions between different kinds of work arose when Lucia found that 

earning money to house, feed, and clothe her five children meant that her 

children I s needs for love, attention, and discipline were neglected in her absence. 

Her children often fought violently or got into mischief when left home alone. 

One of her children vandalized some of the landlord I s property, two were 

performing poorly at school, and a pre-teen daughter joined with classmates in 

sexual activities and drug use. By working hard to provide materially for her 

children, Lucia was sorry she could not also protect her children from themselves 

and the dangers introduced to them by unsavory neighborhood children. Lucia 

summed up the contradictions by saying "They tell me all the things that happen 

when I I m gone. But I can't be here every minute. They have to be able to get 

along without me sometimes." 

Competing demands often plagued Lucia. Recall the medication sharing 

episode, when she lent her cousin-in-Iaw some diaper rash medication for a baby 

who had been ill for a month. When Lucia shared the ointment, she effectively 

palliated her cousin-in-Iaw I s need to see a doctor, which would have required 

substantial difficulty on Lucia I s part. The "cracks" in the social system, including 

inadequate daycare, insufficient educational programs, unregulated low-wage 

work, and health care system deficiencies, were "filled in" temporarily with 

Lucia I s informal exchange of medication. Using women I s labor to fill in the 
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cracks in a social system is unjust, according to Hilary Graham (1983), and only 

achieved at high personal cost. Several women acknowledged their personal 

sacrifices made to accommodate competing demands in their lives: interrupted 

sleep, over-filled days, and loss of hobbies or leisure time were a few of their 

regrets. 

Perhaps because the personal sacrifices of caring for a household cost a 

woman dearly, she would occasionally reflect on the pride she felt in her children, 

her home, and her commendable ability to manage her responsibilities. Factually 

stating, "we get by," a woman was subtly indicating her wisdom and 

resourcefulness that made "getting by" possible in a difficult situation. Whatever 

the difficulties, a woman could pull together disparate threads, competing 

demands, and limited resources to meet the needs of her family. Expressed 

another way, "coping" with "the vicissitudes of ... daily life with equanimity and 

efficiency" represented the essence of motherhood (Graham, 1982, p. 103). In 

the different locations where caring takes place, it is in the household and the 

community, more so than the marketplace or the bureaucracy, where women can 

feel the empowerment of responsibility for health and recognition of their 

caregiving skills (Fisher and Tronto, 1990). In the household, women can 

supervise, diagnose, and treat, which allows them control over other household 

members I behavior, as well as gratitude from their charges and prestige in their 

networks of association (Finerman, 1989b). 
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For the women I interviewed, their hard work was dedicated, in part or 

full, to ensuring survival, safety, or security on behalf of their families. Safety and 

security meant averting homelessness for Lucia, even at the cost of her children's 

occasional emotional neglect. In Priscilla's life, safety and security were only 

possible if she distanced herself from the father of one of her children, whom she 

believed capable of killing her if provoked. Hildegard wanted a loving 

environment at home, not a "house of fear" like the abusive household she 

remembered from her childhood. However it was construed, safety and security 

were sought by each woman for herself and her children. With these issues at 

stake, none of the women balked at putting in hours of demanding labor; they 

simply felt frustration over the competing circumstances which precluded them 

from attaining security through hard work alone. 

In describing their daily lives and their routine work for health, the women 

spoke with concreteness about their work. They seldom strayed to philosophical 

analysis, but told stories of transportation problems, daily symptoms, decisions 

about daycare and school for the children, and the nagging inconsistencies and 

differences between men's and women's expectations in a household. 

Theoretical insights which overlook the concreteness of women's caring and 

instead frame women's propensity to care in psychological terms equate 

femininity with caring (Gilligan, 1982; Belenky, Clinchy, Goldberger, and Tarule, 

1986). To psychologically-oriented theorists ex:mrining women's ethic of care, 

-------- - --
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caring is an immutable womanly concern, and a pinnacle of female development. 

For me, listening to 25 women talk about their domestic health work leads away 

from psychological ruminations about women's propensity to care, and towards a 

more practical examination of the many factors favoring women's care when they 

are enmeshed in a particular mode of production and simultaneously submerged 

in culturally-informed relationships in their households. Expanding psychological 

explanations of care to encompass social and cultural influences, we can agree 

with Graham (1983, p. 29) that caring "is not something on the periphery of our 

social order; it marks the point at which the relations of capital and gender 

intersect. It should be the place we begin, and not end, our analysis of modern 

society. " 

The Mexican American women worked particularly hard in their homes 

and beyond. Four factors contributed to Mexican American women's added 

work: First, Mexican American women had larger households composed of more 

children than the Anglo women in the study. More children unequivocally meant· 

more work. Second, Mexican American women participated more often in the 

paid labor force than their Anglo counterparts, signifying they encountered 

heavier domestic responsibilities (secondary to their larger households) but also 

found less time at home to perform that work. Third, despite the higher level of 

maternal employment in Mexican American households, the Mexican American 

women still encountered more poverty overall (54 percent of the poverty 
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threshold, on average, compared to 102 percent of the poverty threshold in Anglo 

households). With less money available, the Mexican American women had to 

work hard just to get by, often cultivating reciprocal relationships in the domestic 

network as protection against times of scarcity, and also seeking aid from official 

agencies. Fourth, the Mexican American women demonstrated more integration 

with extended networks of kin than the Anglo women. With closer ties to 

extended families, sick or displaced relatives became a responsibility of Mexican 

American women more often than Anglo women. 

These Mexican American women share with an increasing number of other 

women in the United States the situation of rearing young children while 

simultaneously earning money to meet their basic needs. Unfortunately, the 

money a mother might earn can be woefully inadequate, and the children, aging 

parents, and sick relatives who ply her for attention and financial support can be 

too numerous. Past studies describe the work of women caught up in the 

machinations of capitalism, where they must maintain traditional household 

responsibilities, increasingly fulfill expectations to do paid labor regardless of 

family responsibility, and submit to exploitation of their labor in consumption 

(Boaz and Muller, 1990; Carpenter, 1980; Glazer, 1990). Household labor 

inequitably devolves on women in households (Scarr, Phillips and McCartney, 

1989; Barnett and Baruch, 1987), women's low wages in the workplace seem to 

justify common beliefs about mothers' rightful place in the home (Ungerson, 

.- ._-- - ------
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1983), and governmental aid to mothers unable to support their children demeans 

their domestic labor by pauperizing motherhood (Folbre, 1987). As might be 

predicted by information about women's exaggerated share of household labor 

and poor economic standing, the intensity of the challenges faced by the Mexican 

American women in my study surpassed the challenges of the Anglo women, as a 

group, because of the ways their poverty, minority status, and culture structured 

their households and their relations with the larger society. 

Instead of using culture and ethnicity as scapegoats, Anderson (1990) 

suggests the material constraints of women's lives explain a larger share of their 

poorer health status through decreased access to societal resources. In this study, 

the health diary did not show a quantifiably higher rate of symptomatology for the 

Mexican American women and their households. Instead, the health diary, 

because of its complexity, was better understood by the Anglo women and they 

utilized it more completely. With better data, the Anglo households appeared to 

suffer more illness. But the entire picture--contained in the diaries, demographic 

information, interviews, and illness narratives--suggested the burden of illness fell 

more heavily upon the Mexican American households. Limited material resources 

possibly exacerbating the illness burden in Mexican American households include 

less accessible and less affordable health services and more unsafe housing and 

hazardous transportation. 
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For all the women I interviewed, working hard described their varied but 

interwoven activities, within and around their households. Some of their work 

was for health, other times their work competed with health, and occasionally 

their work established a level of safety and security upon which future health 

depended. The construction of responsibility for household health, addressed in 

the following section, explains the motivation girding up many women I s domestic 

health work and its enactment in the household. 

Taking Responsibility in Household Health Matters 

Working hard on behalf of children and other household members and 

taking responsibility for their health expands the purview of those activities long 

considered part of "self-care." Self-care for these women could hardly be 

separated from "other care" since the two activities were intertwined temporally 

and emotionally. Because the whole concept of "self-provided health care is 

firmly rooted in the traditional values of individualism, self-reliance and popular 

democracy," (Segall and Goldstein, 1989, p. 154), the women who provided care 

with an emphasis on communal well-being, interdependence, and benevolent 

guidance were not engaged in self-care at all. The more appropriate label, and 

the one used consistently throughout this study, was domestic health work. 

Domestic health work appears similar to self-care, in that both are lay initiated 

. '_ .. _- ... ----



and tied to health maintenance and symptom response, but the similarity ends 

when both the object of care and the goal of care is considered. 
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Obviously, the object of care in self-care is one's own body. Domestic 

health work, in contrast, emphasizes women's care of others' bodies. The other 

way self-care differs from domestic health work is in the goal of care. Although 

theoretical debate surrounds the goal of self-care, a fairly general description 

would be that self-care is undertaken for one's own health promotion, health 

maintenance, or symptom minimization. In contrast, domestic health work is 

undertaken as a matter of duty--and possibly of love--with the goal of expanded 

well-being for the individuals comprising a household. 

Given the differences between self-care and domestic health work, perhaps 

the time has arrived for the egocentric biases pervading the concept of self-care 

yield to a larger, peopled world where humans care not only for themselves, but 

for others, as well. As a supplementary concept to self-care, the domestic health 

work of women takes into account the daily labor of reciprocal and unilateral 

caregiving and care receiving. Although individual gain and selfishness pervade 

everything from our capitalistic economy to our concept of self-care, such a 

mindset has not always characterized human thinking or behavior. From what 

little we know of prehistoric men and women in some cultures, communality and 

caring appear to have superseded the antithetical values of individual gain and 

selfishness (Eisler, 1987). Furthermore, coalitions and alliances among humans 
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and other animals appear to be significant contributors to species survival 

(Harcourt and de Wall, 1992). A respectable cadre of feminist-informed 

researchers and theoreticians believe women's experiential and moral lives have 

continued to center on relationships and caring (Chodorow, 1974; Gilligan, 1982; 

Aptheker, 1989). Supplementing the self-care concept with domestic health work 

results in a broader picture of life, one more attuned to women's past and 

current experience. 

The virtuous woman described in the biblical passage from centuries past 

"looketh well into the ways of her household, and eateth not the bread of 

idleness" (Proverbs 31:27). As if the image of a virtuous, energetic woman 

persisted into the twentieth century, the Mexican American and Anglo women I 

interviewed worked hard as a matter of duty. They believed "good mothers" 

ought to work hard to provide for the health and safety of their children, even if 

certain childhood illnesses were considered unavoidable (Pill and Stott, 1982). 

Critical of friends or family members who were detached or negligent of their 

children, most women declared a mother's responsibility was to adequately 

provide--and even sacrifice, if needed--for those in their charge. As Anderson and 

EIfert (1989) noted, some women even decline offers of assistance in caring for 

illness in the household if they believe they are proving their worth as good 

mothers. 
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Discerned through the theoretical lens of the double bind theory, the 

responsibility of poor women for household health is a complex set of conflicting 

expectations. First formulated by Bateson (1972), the double bind theory was 

summarized and applied by Alexander (1976) in the field of hemodialysis and 

Huttlinger (1988) in regards to teenage pregnancy. For the women I interviewed, 

the double bind sentiment can be distilled as "working hard works against you." 

An outline of the prerequisite conditions of a double bind (Alexander, 1976) 

follows, made specific for the case of a poor mother working for household 

health: 

1. the mother is engaged in a complementary relationship with the 

state. In a complementary relationship, the state is the "giver," the 

woman the "receiver." The state may be represented by a school 

nurse or teacher, a worker at a Food Stamps office or other welfare 

agency, or a worker in state health care agency serving low-income 

or indigent clients. 

2. The state issues primary and explicit directives that contain an 

implicit threat to the woman if they are not carried out. The 

directive, expressed in a variety of ways, boils down to "be a strong, 

capable mother." Women in this study heard directives like: 

"Keep your daughter from having sex," "Make your daughter learn 

to speak," and "Make your son stop coughing." The threat implied 
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with these directives is that the state will claim custody of any 

children in a woman's charge if she is deemed less than a capable 

mother. The explicit directive and implied threat were apparent in 

Tina's case, where she was instructed to curb her teenaged 

daughter's sexual activity. The social worker assigned to her case 

insinuated Tina would face a battle over child custody with the 

state's child protective services if she could not prove herself a 

strong and capable mother. Other women faced similar directives 

and implied threats. 

3. The state simultaneously qualifies the primary injunctions with 

implicit secondary negating directions. This takes form as "Be a 

strong, capable mother and provide for your children, but do it 

alone--don 't ask for help with the kids." It was the very act of 

asking for help that began the inquisition into the supposedly

pathological reasons for Tina's daughter's "promiscuity," Clara's 

daughter's II emotional and developmental problems", and UnaJo I s 

son's "asthma." Asking for help (or worse yet, being discovered by 

a caseworker who decides one needs help) negates one's ability to 

be a strong, capable mother. Furthermore, a mother's self-esteem 

can be completely vaporized by the help seeking process: waiting in 

crowded, uncomfortable waiting rooms, baring one's personal life 
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and financial situation to critical eligibility workers, and presenting 

stigmatizing symbols of one's failure in public places. 

4. A tertiary injunction must be operating to bind the mother to the 

situation and the relationship. In many cases, a mother cannot 

leave the scrutiny of schools, welfare agencies, and health care 

personnel since she relies on the services they offer. An active 

attempt to elude welfare workers would do far more to damage a 

woman's reputation as a good mother than to affirm it. A mother 

cannot grow independent of social welfare services, because their 

aid only partially fills her need; yet she cannot complain, because 

she would cease to retain any shred of her identity as a strong, 

capable mother. 

5. The ongoing relationship between the mother and the state is 

patterned, with recurrent paradoxes that come to be expected. 

6. The redundant paradox is finally learned. A mother learns both the 

importance and impossibility of always being strong, capable, and 

independent. 

The general formula for a double bind can be illustrated with specific 

examples. Lucia, who fought to support herself and her six children through her 

employment, could attest to the futility of hard work in getting ahead. Try as she 

might to be a strong, capable mother, she was unable to extricate herself from a 
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web of simultaneously helpful and hindering governmental agencies. During the 

course of our contact, she was referred to yet another social worker because of 

her eldest daughter's behavior problems at school. Working hard never got her 

ahead financially, either. Because she earned money, her monthly Aid to Families 

with Dependent Children check was garnished by an amount corresponding to her 

paycheck. If the children's father happened to pay child support that month, his 

payment was also deducted from her allowance. The more money she earned, the 

less the state supplemented her inadequate minimum-wage earnings. 

In another example of a double bind in maternal responsibility, Sarah 

found her well-meant efforts to seek professional advice about her son's "pink 

eye" only resulted in disparagement by a physician. Sarah reasoned a strong, 

capable mother would seek professional care when symptoms exceeded her 

expertise. She told the physician of her suspected diagnosis at the office visit, 

only to be pelted with his reply, "What's 'pink eye' ? His eye's pink. So what?" 

Sarah discussed her frustration at doing the "right" thing by taking the child to 

the doctor, only find she had done the wrong thing. By acting strong and capable, 

Sarah was reminded that it was not her place to diagnose. And she was made to 

feel stupid for not knowing there was no such medical entity as "pink eye." 

Part of the contradictory nature of this maternal double bind makes trying 

to be a good mother feel like being a failure. Despite her best efforts, Tina 

feared she would be considered a flop as a mother. She knew her children could 
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be taken from her by child protective agencies, and she carefully guarded personal 

information from all authorities in an effort to quell suspicion about her maternal 

inadequacies. Feelings of failure in motherhood are hardly new sensations for 

mothers, who aim to be strong and independent but fall short. To quote a woman 

interviewed by Thorne (1990, p. 217) in a study of chronically ill mothers, "Being 

independent, being strong, eventually works against you." The transition to 

motherhood has been described as a pinnacle of responsibility, a transition both 

empowering and disenfranchising for women, and often both (Bergum, 1989). 

The flip side of maternal responsibility could be called "maternal 

impotence," a term coined by Swigart (1991, p. 25) to describe a mother I s 

inability to be strong, independent, and completely loving of her children at all 

times. Whatever the reasons contributing to maternal impotence--alcohol abuse, 

violence in the household, financial barriers, competing demands--the women I 

spoke with had a difficult time admitting to any inability on their part to love and 

nurture their children. Even obvious interruptions in a mother I s ability to 

completely care for her children could be rationalized into something else: 

Perhaps the child was at fault or an errant husband to blame, as narratives about 

children I s accidental drug ingestion indicate (in Chapter 6). During interviews, 

feelings of maternal impotence were haltingly, tentatively confessed. Our 

tendency as mothers and researchers "either to blame or idealize the mother 

blinds us to what we are and screens us from close examination of the tremendous 
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complexities of nurturing children" (Swigart, 1991, p. 8). Swigart (1991) and 

Philipson (1982) link mother's feelings of impotence to antagonisms between men 

and women in patriarchal households, to the isolation of households from each 

other, and to alienating social conditions. 

Speaking to heterosexual antagonisms in the household, I found women's 

claims of responsibility for household health sometimes challenged by their 

husbands. This is hardly surprising given the growing body of information about 

the disunity at home (Bruce and Dwyer, 1988). In fact, this study found 

household unity rarely outstripped household contention in regards to health and 

illness issues. With uneasy alliances formed with their husbands and partners, 

many women constructed and reinforced perceptions of their health and illness 

expertise and power to ward off continual disunity. Claims to familiarity with 

children and information about children's illnesses gleaned through experience 

and interaction with other mothers bolstered their household authority. Some 

women worried less about conflicts with partners, since they had no male partner 

or had a partially present one. In this study, one third of the women had no 

partner at all, and of those who did, three had partners who lived elsewhere for 

long stretches of time, two were afraid of their partners' violence, and two 

reported their partners' alcoholism prevented them from participating 

meaningfully in their households. Disparities in household labor intensified when 

one's husband was either physically removed from the daily workings of the 



household, or unwilling to participate in the labor of caring for children, or 

antagonistic to a woman I s claims of authority in household health matters. 
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For women who encountered the problem of contested authority in their 

households, their illness narratives powerfully reinforced the legitimacy of their 

claims to expertise in the care of children, sick or well. These illness narratives, 

scattered through Chapter 6, qualitatively support earlier, more quantitative 

studies of women I s superior knowledge of illness treatment in Latin American 

countries (Browner, 1989; Finerman, 1983; 1989a). Unsupported by my own and 

others I research are claims from armchair theorists that women have lost a sense 

of themselves as carers, having been reduced to quasi-total ignorance through an 

erosion of natural support systems and an imposition of expert knowledge 

(Colliere, 1986). Women still considered themselves expert carers and curers. 

Often, a woman viewed her evaluation of a child I s health as more valid than the 

conclusions of medical authorities'. Reasons for mothers I superior curing 

abilities included their detailed knowledge of a child I s history, his or her frailties,' 

household social interactions, and a child's personality, all of which were believed 

to shape illness manifestations. 

In taking responsibility for household health matters, there was an interplay 

between independence and dependence operating in the lives of the women in 

this study. A woman I s independence in child raising decisions was constrained by 

a dependence on governmental resources characterized by double-bind 
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communication, and in most cases, she was also constrained by a dependence on a 

man's (or men's) benevolence and other women's evaluative comments. Some 

women relied on social networks for information and aid; others remained 

comparatively independent of the encroachment of dense social networks. 

What could be considered part of the dependence aspect of women's lives 

might be better considered a system of mutuality. Many Mexican American 

women turned to their mothers, mothers-in-law, or other women kin for advice 

when household illnesses arose. Networks of exchange developed between 

women and their mothers for mutual benefit in sickness and health: babysitting, 

cigarettes, free housing, medications, clothing and advice were given and received. 

Julia, Evelyn, Bernice, Diana, Priscilla, and Irma all exchanged goods and services 

with their mothers on a daily basis. According to Chodorow (1974, p. 66), the 

"close tie that remains between mother and daughter is based not simply on 

mutual over-involvement but often on mutual understanding of their oppression." 

Calling mother-daughter reciprocity "awareness of oppression" sounds a bit 

erudite, but the women I knew shared a mutual understanding of the difficulty of 

raising children and the necessity of working together. Their cooperation 

provided "a profound experience of human connection" (Belenky, Clinchy, 

Goldberger, and Tarule, 1986, p. 178), a fusion of identity and intimacy (Gilligan, 

1982). 

------._. ., .. 
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What might be seen as women's independence in household health 

matters related to men's uninvolvement in day-to-day caring responsibilities. 

Men in Mexican American households were less involved than women (and less 

involved than Anglo men) in the day-to-day organization of domestic 

responsibilities. However, Mexican American men were often sought for 

specialized advice about treatment (Bernice's father was an expert herbalist) or 

assistance with health-care expenditures (Priscilla asked her boyfriend for well

child care fees). Illness narratives highlighted exceptions to the expectation of 

maternal responsibility by referring to the involvement of men on certain 

occasions. These "marked" cases of male inclusion are reminiscent of Price's 

(1987) Ecuadorian illness stories. Ecuadorian women made special mention of 

men's sacrifices for the health of their children, but made little or no mention of 

their own sacrifices, which were considered routine. 

The Anglo women's rootlessness granted them a degree of independence 

in their actions and freedom from evaluation of their maternal skills by friends or 

relatives in regard to relatives. In regards to therapy management networks, the 

Anglo women, in particular, floated detached in a sea of anomie. Unfortunately, 

there were few truly helpful kin in the networks of most of the Anglo women, and 

the majority of their aid came from within the household, typically from their 

husbands or partners if they were partnered. One or two friends at church or in 

the neighborhood were sometimes called upon for additional assistance. This 
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pattern of social support concurs with Hobfoll' s (1986) observation that spousal 

aid is most important, followed by peer network support. Perhaps Hobfoll ' s work 

describes a pattern more common to Anglo women than Mexican American 

women. 

Curiously, the independence and isolation of many Anglo women in loose 

social networks carried with it a dependence on physicians and popular culture 

medical information. Whereas a Mexican American woman could explore the 

options of diagnosing and treating a skin problem as either (or both) el cuero or 

eczema, an Anglo woman had fewer, less historical, sources of medical 

information. The overall youth and smaller number of children found in Anglo 

households also signalled inexperience in dealing with common childhood 

illnesses, again increasing the Anglo women's dependence on formal medical 

information. Independence from informal networks also increased dependence on 

physicians for prescription medication. Most women felt dependent on 

prescription medication, and those involved in close networks of support reacted . 

by saving and sharing prescription medications, and also shopping for over-the

counter or home remedy substitutes for prescription drugs. 

To summarize this section, taking responsibility for household health 

matters was discussed in terms of a) differences between domestic health 

responsibility and self-care, b) double-bind communication between women and 

state agencies, c) women's subjective feelings of maternal impotence, d) 

______ 0_. _._._ 
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contention over domestic health responsibility negotiated between men and 

women in households, and e) a paradoxical interplay between independence and 

dependence in carrying out responsibilities. In no area of interaction--in the 

household, within the health care setting, or with official welfare agencies--was a 

mother I s assignment of responsibility for domestic health care questioned, even 

when the adequacy of her performance as a mother might be under suspicion. 

It is this uniformity in the perceived locus of household health 

responsibility that leaves me pessimistic about certain reforms proposed for 

nursing research. Although some nurse philosophers suggest de constructing 

gender categories in nursing research as one step toward eliminating the 

oppression that accompanies the dichotomy of male/female and man/woman 

(Allen, Allman, and Powers, 1991), I fear the categories of male/female and 

man/woman are so entrenched in household health production among the low

income Mexican American and Anglo households I studied that eliminating the 

categories would be an academic exercise. In each household, a woman I s 

responsibilities were known to herself, her partner, and her children, and domestic 

health work was considered her responsibility on the basis of her gender and 

motherhood. In addition, domestic networks extending beyond the household 

assumed a woman could be evaluated on her ability to run a household and 

maintain health within it. Eliminating prescribed gender categories from research 

is a pleasant idea, but it is within the household, not in the nursing literature, that 



an integration of responsibility for household health among male and female 

adults should start. 

Garnering Goods and Services 
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Garnering can mean both gathering and storing up, and in both senses, 

women garnered goods and services. Gathering up services described Karena ' s 

situation. She lived with her boyfriend, but he shared little of his income with her 

or her son, exemplifying the notion of separate streams of household income. 

Karena was responsible for financing her own and her son's survival from social 

welfare agencies. Hildegard inventively gathered goods and services by pursuing 

lawsuits with businesses or health care agencies she believed had harmed her. 

After one particularly successful suit, she used her settlement to make a cash 

down payment on a house. Melinda worked hard at gathering services, too, but 

through her husband's qualifications. With his disabilities and veteran status, she 

constantly prodded him to make (and keep) appointments with agencies that 

might help them with money or services. 

In the sense of storing, nine of the women admitted to garnering goods by 

keeping a secret stash of money. They spent stored money on major purchases, 

like refrigerators, or they saved their stored money as a hedge against a crisis. 

The amounts in secret caches ranged from a few dollars to over $100. Others 

stored commodities rather than (or in addition to) money. Clara stored against a 
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time of scarcity by filling her porch with boxes of extra canned food. Melinda 

stored goods and services ingeniously in the form of accumulated friendliness to 

her neighbors. She constantly baked breads, cakes, and cookies for her neighbors 

using her Food Plus commodities, and Melinda and her husband went out of their 

way to be cordial to the neighbors, hoping they could then reasonably ask for use 

of a car or some gardening tools when the need arose. 

These gathering and storing techniques were enhanced when an informal 

leader coordinated sharing and bartering. Annette was the most masterful 

barterer. She used her knowledge of the resources of her friends and family to 

piece together contacts and associations which would benefit herself and others. 

Annette was a centerwoman, to use Sacks (1989, p. 91) terminology. 

Centerwomen 

initiate and sustain informal ... social networks.... They tend to initiate 

activities that maintain group cohesiveness. People expect them to know 

the events, opinions, and needs of those in the network, and to use that 

information for their shared well-being. 

Some networks of association were without centerwomen like Annette. Stack 

(1974) described networks without a "dense center, no obvious nucleus" when she 

worked in an African-American neighborhood in Chicago. Among the women 

with whom I worked, the Anglo women's networks of association less often 

contained centerwomen than did the Mexican American women I s networks. 
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Therapy management groups were constructed from larger social networks 

to garner health services in response to illness, working in many ways as they were 

originally described by Janzen (1978; 1987) in Zaire. Usually, therapy 

management groups included an influential female relative who might also be a 

centerwoman. The more isolated Anglo women (Grace, Olive, Melinda, Sharon, 

Karena, and Naomi) developed therapy management groups among their peers or 

church associates which were less stable than the groups surrounding many of the 

Mexican American women (Julia, Irma, Priscilla, or Tina, for example). Part of 

therapy management was to propose home-based care ideas to a mother if a 

child's illness severity was minimal to moderate, or encourage professional care 

in severe illnesses. Another equally important purpose of therapy management 

was coordinating the sick person's therapy with other temporal concerns in the 

household. For a mother caring for a seriously ill child, another woman in the 

therapy management group might offer or be asked to care for other children in 

the family, find reliable transportation to clinics or pharmacies, act as a Spanish 

interpreter during a clinic visit, lend money for medicines, or cook and clean the 

house while others cared for the sick child. More than just managing therapy, 

cooperative networks of women can manage daily life complicated by illness. 

Watts, Brieg, and Yacoob (1989) found remarkably cooperative units of women 

coping with the extended effects of maternal Guinea worm infections in Nigeria in 

a similar manner . 

. _.- ---- -- --------- --------- ----
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Stories of illnesses and accidents told by poor Mexican American and 

Anglo women in this study reinforce with vivid detail the significance of assistance 

from adults in the household and in the larger therapy management group. In 

other research, higher adult-to-child ratios in households and greater maternal 

time availability for infant care have been found to improve the likelihood of 

professional health care utilization in instances of child illness (Coreil 1991). 

However, estimating an adult-to-child ratio to predict the ease of producing 

household health may oversimplify and overlook variations in intra-household 

allocation of responsibility for health. Variability in men's reluctance to 

participate in domestic matters, including illness care, income generation, or 

childcare, is overlooked with an adult-to-child ratio. Also, the ability of older 

generations to aid a young mother with advice or more tangible aid in the 

household, and simultaneously require assistance in their own health care is 

glossed over by a straight adult-to-child ratio. 

Furthermore, a high adult-to-child ratio in a household or a therapy 

managing network can actually drain resources from an already-strapped 

household. Lucia had numerous relatives and friends available to help her, but 

unfortunately, the most helpful were the ones with the least to offer in the way of 

expertise or resources. Even so, those same helpful relatives expected a share of 

Lucia's Food Stamps or any unexpected money she might earn. With these 

limiting conditions in mind, the importance of an adult-to-child ratio depends on 
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the type of assistance needed, the ability of the adults in the household to provide 

it, and the types of informal repayment expected. 

In sum, intra-household antagonisms and extra-household supports are 

complex and situation-dependent variables influencing the process of garnering 

goods and services. Centerwomen were most skilled at organizing informal 

networks for bartering and sharing resources needed in producing household 

health. Therapy management groups offered information useful in illness 

decision-making and also helped manage the routines of daily life in times of 

illness. The degree of antagonism between men and women in households 

determined the way household labor was divided in times of sickness or health, 

adding more specificity to adult-to-child ratios which are clearly influential on 

household health production. 

Healing and Mending 

The women I interviewed would probably balk if I used the term "healing". 

to describe their daily domestic health work. Healing would sound too official, 

too expert to them. I have reservations about the word "healing" because it is 

usually limited to illness, so by adding the word "mending" to describe this 

category of activities, I can also include those activities that do not alleviate 

illness. "Mending" conjures up a mental image of sewing up a hole or patching 

together two frayed edges, which approximates a cure without completely 

-----_. __ . - -



412 

restoring the damaged item. In household health matters, some problems could 

be healed, others only mended. Mending might best describe calming a fight 

between toddlers, scrubbing a dirty kitchen floor, encouraging a child to brush his 

teeth, or administering cough medicine to a sick child. Each activity smoothed 

some rift, prevented a problem, amended an ugliness, or minimized a symptom, 

and each endeavor was identified as health work in one sense or another. 

Domestic work gets done without strict categorical organization, and the 

boundaries of healing and mending were undefined and overlapping. For this 

reason, I found it challenging to create a comprehensive "inventory and 

description of [the] range of household health producing [and] maintaining 

behaviors" implemented in poor Mexican American and Anglo households in the 

southwestern United States (Berman, Kendall, and Bhattacharyya, 1988, p. 15). 

The inventory and description of domestic health work was in flux within 

households, nonequivalent between households, and ill defined in general. 

Health, too, was difficult to define. For the women in this study, health was most 

often defined as a diffuse and global experience of well-being. Woods (1989) 

found eudaemonistic images of health accounted for the majority of women's 

images of health. As abstractions, the women in this study were hard pressed to 

define the meaning of "health" and "work." 

Laying aside abstract definitions of "health and "work," I heard volumes 

of stories about women's work for health. In making diagnostic choices, some 
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women referred to "Mexican myths" or "old wives' tales," phrases which spoke 

to their sense of (non)identification with a host of ethnically and historically 

situated theories of causation. Some Mexican American women used herbal teas 

or medicines purchased in Mexico to treat their symptoms, and others did not. I 

found a hint of what Crandon-Malamud (1990, p. 31) so eloquently described 

among the Kachitunos of Bolivia: 

As they discuss what they and their neighbors suffer from, and as they draw 

upon three medical traditions and resources, they are also saying something 

about themselves, the person they are talking to, and the person they are 

talking about. They are saying something as well about the social 

relationships between these individuals. 

For the women in my study, diagnosis and therapeutic choice were tied to identity 

and social relations. Some women chose "wives' tales" or herbal recipes to 

explain or treat illness as a way of positioning themselves in alliance with (or 

opposition to) their heritage or influential others in their lives. 

Among the women in this study, employing herbs was as much (or more) a 

medium of identity construction than a curative action. Women's belief in the 

efficacy of herbs was clearly qualified. In fact, the placebo theory was used by 

several Mexican American women to explain the value of herbal teas. I was told 

that even though drinking an herbal tea had no direct bearing on a cure, it was 

comforting and might spark recovery through the power of suggestion. Among 
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the many doubters of herbal efficacy, some Mexican American women still held 

fast to a belief in a certain folk illnesses or conditions for which an herbal cure 

was particularly useful. In both Latin America and India, medical anthropologists 

have noted trends away from the utilization of home herbal therapy and towards 

allopathic cures (Browner, 1989; Bentley, 1988). In comparing my own analysis of 

herbs in use among the Mexican American women in my study with those known 

to the informants in Kay's (1977) study, herbal knowledge has waned over the 

last twenty years in the same location. Traditional treatments seem to be losing 

ground among Mexican American women and other groups around the globe. 

The Anglo women employed herbal treatments and home remedies to a 

lesser extent than the Mexican American women, and their use followed a 

different pattern. Herbs were used in association with vitamin taking and health 

food store patronage to protect health or treat minor symptoms. Herbal 

treatments were not a direct inheritance from their mothers so much as an act of 

rebellion against a world tainted by pollution and a medical system controlled by 

physicians. In a study of botanical remedy use among the predominantly white, 

middle-class population enrolled in a health maintenance organization, Brown and 

Marcy (1991) found those who used botanical remedies were more often patrons 

of health food stores than were non-users of botanicals. In addition, the botanical 

remedy users were more often married, from larger households, and of higher 

socioeconomic status. For the Mexican American women with whom I spoke in 
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southern Arizona, an entirely different set of predisposing factors were in 

operation in herbal use. Identifying with a Mexican healing heritage felt to Lucia 

like "coming home;" to Hildegard it was a return to the unhappiness of her 

youth. Self-identity was closely associated with self-medication practices. 

These and other changes in therapeutic choice for a woman over her 

lifespan could be ascribed to at least two factors: changes in interpersonal 

relationships, and different evaluations of the purpose of healing. First, healing 

choices were molded to a woman's changing circle of friends and intimates and 

in relation to specific illness episodes. Dougherty and Keller (1985) postulate that 

cognitive organization revolves around tasks, not around some decontextualized 

and permanent categorization. So, too, with the women's ideas of appropriate 

treatment or good mothering; it all depended on who was sick and what that 

sickness meant at the time. Second, variation in a woman's treatment choices is 

to be expected if the purpose of treatment changes. Sometimes the means of self

medication was aimed at an end of effective cure, other times the end was a 

statement of family solidarity, religious affiliation, or ethnic identity. The multiple 

ends of self-medication have been recognized by medical anthropologists in 

diverse areas of the world (Nichter, 1989; Crandon-Malamud, 1990; van der 

Geest, 1988). 

Medication sharing and saving typified the habits of most of the women in 

the study. With limited time or money, women found a stock of medications on 
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hand maximized their time and money. Women preferred to work at keeping an 

inventory of medications rather than risk unplanned trips to clinics or pharmacies 

which would cost them indirectly in time off work or gas money, and add up in 

direct costs, as well. In this capacity, women acted as the "shock absorbers" in 

their families (Glazer, 1980) by protecting the household against damaging crises. 

Most physicians, nurses, and pharmacists disapprove of medication saving and 

sharing as a matter o~ course, even though saving and sharing is often judged safe 

or harmless in specific instances (Wilkinson, Darby, and Mant, 1987). Because 

medication saving and sharing are objectionable practices, women who save and 

share could be described as exercising "responsible irresponsibility." When 

shortages of time, money, and energy arise, or conflicting responsibilities make 

professionally recommended behaviors neither rational nor responsible, women 

may respond with rational, responsible actions which could be viewed by 

professionals as irresponsible (Graham, 1984a). 

Healing and mending in household health production included the practice 

of self-medicating, sometimes from saved or borrowed medications. Other types 

of healing and mending were less well-defined, such as healing or mending 

relationships or the home environment itself. How a woman chose to pursue 

healing and mending reflected something of her ethnic identity and her 

satisfactions and dissatisfactions with her identity within her immediate circle of 

friends and family. 
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Expecting Rhythmicity in Household Health Status 

Sickness runs in cycles, I was told by the women I interviewed. A child 

might come home from school ill and then infect her siblings, who in their 

weakened condition might acquire a second infection in the wake of the first. 

Another pattern of illness rhythmicity was seasonal, with many women blaming 

seasonal allergies and hot/cold temperature fluctuations for ill health. Women 

expected more illness during the winter months or the school year months as 

compared to summer months when school was out. Seasonality has been accepted 

as a factor in illness and health care seeking for some time (Wright, Taussig, Ray, 

Harrison, Holberg, and the Group Health Medical Associates, 1989; Kosa, Alpert 

and Haggerty, 1967). 

Among the women I spoke with, infectious organisms were usually to 

blame when households entered cycles of ill health. "Germs," "bugs," and 

"viruses" plagued children more than adults. Adults were considered vulnerable 

to infectious causes of illness if they were weakened by stress, over-taxing work, or 

lack of sleep and nutritious food. British women also emphasized the infectious 

causes of childhood illness, placing less importance on lifestyle factors and 

fatalism in producing ill health (Blaxter, 1983; Pill and Stott, 1985). In a 

southwestern community near the location where I interviewed women, Bauwens 



(1977) talked to Anglo men and women and found an emphasis on climatic 

changes, impurities, and contagion by general association causing illness. 

418 

Daily variation in household health status was also noted, particularly in 

health diary entries. Women recorded day-to-day swings in individuals I health 

status over the three week course of the diary. They also recorded variation in 

their own health and their ability to cope with the illnesses of others in their 

households. The most challenging periods for mothers in terms of household 

health were during particularly bad waves of children I s illness and during times 

when they, themselves, were ill. Some women, particularly employed women 

(such as Lucia, Grace, Sarah, Sharon), described predictable times each day when 

they were hard-pressed to respond to their children I s needs or demands. These 

difficult times occurred in the morning when children were awakened, dressed, 

fed, and shuttled off to school in time for the mother, herself, to start her 

workday, and again most severely in the evening between mealtime and bedtime. 

Michelson I s (1990) conclusion that women I s greatest perceived time pressure 

results from an attempt to fulfill multiple responsibilities is echoed in the daily 

scheduling frustrations of the women in this study. Dlness only amplified the time 

constraints in their already hectic lives. 

Faced with time constraints and competing responsibilities, women made 

difficult choices. Some choices involved a trade-off between health, time, and 

money. Hildegard felt her health was affected by her stressful work environment, 
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so she quit her job and entered the workforce in a lower-waged capacity. Sarah 

feared employment altogether, noting her mother-in-law I s health problems and 

attributing them to working outside the home in addition to raising six children. 

Evelyn, Sarah, Julia, Karena, and Trudy all lived with their own mothers or their 

mothers-in-law prior to or during the study period for health or financial reasons, 

but none relished the experience. None of these decisions was easy, and all 

included drawbacks. Noting the rhythmicity characterizing so much of life, several 

women looked forward to a new phase in their lives when life might get easier. 

Maybe a husband would finish school, or they would get a better job, or the 

children would stop fighting. Then they could stop overeating, or quit smoking, or 

start school themselves. 

With all the talk of rhythmicity in these women's lives--from their daily 

routines and health status to seasonal variation and even lifespan orientation--do 

we as nurses understand enough about the rhythmicity of domestic health work in 

articulation with our own work? Martha Rogers' (1970) theory of unitary man is 

one of many influential conceptual models of nursing practice, and perhaps the 

only one to incorporate rhythmicity. If we accept Roger's model for the moment, 

and agree with her that the job of nursing intervention is to repattem human and 

environmental interactions for "more effective fulfillment of life's capabilities," 

(1970, p. 127), then we need to explore ways nurses can facilitate domestic health 

work during periods of peak difficulty. Nurses could focus on helping women 
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assess rhythmic variations in health status and intervene, when necessary, in the 

face of competing demands. Perhaps nurses could even work with women to 

minimize the competing demands arising in daily, weekly, seasonal, and 

developmental cycles. Women like Annette, who are able to manage competing 

demands particularly well and maintain a high level of household health may be 

the role models we need to understand to be able to help low-income women in 

similar situations to achieve health and wellness. 

Chapter Summary 

This chapter has organized the experience of providing domestic health 

work from the viewpoint of low-income Mexican American and Anglo women 

around five central themes: Working hard, taking responsibility in household 

health matters, garnering goods and services, healing and mending, and expecting 

rhythmicity in household health status. Prior research in domains connected with 

women's domestic health work corroborate many of the themes presented here. 

Theoretical concepts, such as the double-bind and alternative viewpoints of 

women's development also enriched this chapter. Possible avenues for nursing 

intervention and conceptual model development have been addressed. A more 

comprehensive plan for accomplishing reform helpful to women in their domestic 

health work will comprise Chapter 8. 

~~ ~ ~-~ --~---
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Chapter 8 

VISIONS OF UTOPIA AND CONCLUDING REMARKS 

The ways the women in this study would like to see the world remade will 

be described as the driving force informing research-based action. Visions of 

utopia can range from a grand overhaul of modern life to more modest wishes for 

improvement within the existing social order. Feminists for over a century have 

proposed variations of a new world order which would dissolve barriers to 

women's happiness and fulfillment. Their proposals include a range of solutions, 

from dissolution of the nuclear family and abolishment of patriarchy, to more 

egalitarian means of biological reproduction and even the overthrow of capitalism 

for a socialistic mode of production. As an early example of a feminist utopia, 

when activist and novelist Charlotte Perkins Gilman (1915/1979) wrote Herland, 

she described a mythical land in which mothering is shared by a concerned and 

competent community of women. In this mythical Herland, mothering did not 

dominate a woman's identity or daily labor, and men did not appropriate 

women's labor (primarily because they were extinct). Utopian visions less 

frequently surface outside the world of fiction, least of all in health and social 

scientific research. In health research, a concluding section entitled "discussion," 

or "recommendations" may hint at controlled, mildly disruptive changes that 

could be incorporated into existing social institutions, but such bland admonitions 

-- ---------------------
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fall far short of a utopian vision or social revolution. In fact, they may have no 

vision at all. 

I make no pretense of formulating a grand feminist utopian scheme or 

advocating violent social change, but I would like to elevate the 

"recommendations" section of this study to a slightly more visionary plane. 

Nevertheless, the utopian visions I present will be grounded in the lifeworld of the 

women I interviewed. Call it false consciousness, or ignorance, or internalization 

of patriarchy, but not one of the women advocated a radical utopia in which 

women would be free of childbearing or childrearing, or in which men would 

disappear from their lives forever. They desired a humble utopia, where 

housework would not get in the way of health work, and where men and women 

would work together for the good of the household. 

When I asked women how the health of this generation compared to the 

health of the last generation, and how they might improve health for us all if they 

could, many women painted tentative pictures of their own utopias for me, their 

ideas arising from their dissatisfactions. In this section, I will review the 

intertwined disappointments and hopeful visions of the women I interviewed. 
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Women's Complaints Inspiring Visions of a Better Life 

Most women roundly criticized the deleterious health effects of modern 

life. Conceding the remarkable technological and informational advances of our 

generation, they also mourned a loss of harmony with nature and wished for more 

opportunities to refine and test their strengths. They believed earlier generations 

of women had gained strength and autonomy through their simple but challenging 

way of life. Sarah used a common comparison to describe the way modern life 

has lost some of the beneficial hardships of earlier times, while gaining scientific 

and technological improvements: 

In some ways we're really lucky, because we have a lot more available to 

use to care for illness. But in other ways I think we're a lot weaker than 

we, as a people, were back then. People, because of their life, had to be 

strong. Especially women. Women had to be really strong to do the work 

they had, the physical work. Of course, their lives were a lot shorter, and 

what we consider quality of life just probably wasn't there at all. They 

had their own definition of quality. 

When, exactly, the golden age for women's strength and autonomy existed is 

unclear from this passage, but Sarah believed there was such an era. My question 

to Sarah, and to all other informants, was "How do you think the health of this 

generation compares to the health of the last generation?" The period an 

-- --. -- -.---
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individual woman would select to represent the past generation varied widely. 

Some women referred to their mother's generation, others to a century earlier. 

Sarah grew more specific about the time of this golden age as the interview 

progressed, stating it was "the 1800s." 

A Darwinistic twist to Sarah's comments suggested that people who lived 

in less luxurious environments a century ago survived because they had to, and in 

surviving they grew strong. Sarah continued her conversation by stating: 

A woman in my shoes in the 1800s would die. I would die. I know I 

would. I know I could not do the physical labor that a woman did a 

hundred years ago. So I feel very blessed [that technology was here to save 

me during childbirth], but I' m also very aware that there's something 

wrong. I think I should be able to reach some kind of middle ground 

where I'm strong and capable, and I know more how to care for things in 

my own home instead of running to the doctor. 

Commodification of information and medical services left Sarah feeling dependent 

and incompetent. She also suspected she was unlikely to survive life through her 

inherent physical strengths. Consequently, she felt dispossessed, unable to survive 

without medical technology. Sarah was the heaviest user of professional health 

services during the study period (as indicated by both the health diary and the 

interview information), but her frequent contact with professional health care did 

nothing to boost her affinity for those services. Her situation exemplifies the 
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paradoxical phenomenon of health pervasive in the United States, wherein 

Americans are "doing better and feeling worse" (Barsky, 1988; Knowles, 1977). 

Several aspects of health care delivery and payment left women dissatisfied. 

Some women resolved their ambivalent feelings of dependence and 

disempowerment in the health care setting by carving out a particular area of 

health about which they could assert control. Sarah, for example, felt demoralized 

in her contacts with her children's pediatrician and her own psychiatrist. Her 

only pleasant contact with professional medical care was through her female 

gynecologist, who helped Sarah gain a sense of strength and autonomy by 

prescribing a special premenstrual diet. The diet gave Sarah relief from vague 

premenstrual symptoms and also assisted her in losing weight. In following her 

diet and assuming the sick role for part of each month, Sarah assembled 

recognition and sick role status within her household. Francine chose another 

empowerment strategy: she left the traditional allopathic treatment environment 

all together. Although Francine's employer provided excellent health benefits for 

allopathic health care providers, Francine refused to see any allopathic physician 

for her health problems and also refused to take any prescription medications. 

Her sense of autonomy and strength was enhanced through her occasional 

consultation with alternative healers and her daily routine of self-medication using 

health food store vitamins and minerals . 

.... -. '-'- .. _--



Some women believed burgeoning scientific knowledge underpinning 

professional health advice made few, if any improvements, in their lives. Olive 

explained, 
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I think we are more informed about how to be more healthier than earlier 

generations. But I don't know if we're actually applying it to everyday 

life. A generation ago maybe we didn't know it was bad to smoke while 

you were pregnant with your baby. We know that now, but it doesn't 

seem to matter. 

Knowing smoking was harmful to the fetuses they were carrying did not prevent 

Olive, Tina, or Melinda from smoking during their pregnancies. Hildegard used 

the unflattering term "brainwashing" to describe the health information she heard 

on the topic of eating foods with low cholesterol, low fat, and "low this, low that." 

Irma observed that all of the nutrition and lifestyle advice of recent years had 

little effect, since "we have more overweight people now than ever before." 

Many women simultaneously appreciated, ignored, and disparaged scientifically

based health information. 

Melinda went one step further than simply acknowledging the lack of 

correspondence between knowledge about health and healthful living. Melinda 

believed people acted too quickly on scientifically-based admonitions to change 

eating patterns, exposing themselves to new risks: 

- - --- ---- ----- ------_. ---
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We've changed our food, but every time people change something to try to 

be healthier, the next thing they come out with finds drawbacks. Like 

bottled water was supposed to be so much better than polluted tap water. 

Next thing you know, they find that bacteria builds up in the water bottles. 

Then they say avoid caffeine, drink decaff coffee. Come to find out, decaff 

has worse things in it than caffeine because of the processing. It all goes 

back to the way it used to be, go back to the old ways: eat in moderation, 

have your butter, drink your milk. Go back to farm people. They ate red 

meat, butter, milk, eggs, things they'd grown themselves. They worked all 

day, got their exercise. That's why they lived longer. 

Suspicion of medical advice about lifestyle was aroused when scientific debate 

presented differing opinions about the importance of lifestyle changes or 

suggested unanticipated risks attached to health behavior. 

To be fair, so-called modem medicine was not always cast as the villain in 

women's lives. Two Mexican American women referred to their mother's lack 

of medical care and resultant health problems, and considered themselves 

fortunate to live in an era of better medical care. Bernice unqualifyingly stated 

the health of our generation was better: 

In my mom's day she didn't have anyone to tell her anything. Her 

mother died when she was eleven. If someone would have talked to her 

about how to take care of herself, like birth control, then she wouldn't 
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have had . all those kids. That's probably why she's in such bad health 

now. 

Birth control made life better for Bernice than for her mother, since Bernice had 

ten fewer children. 

A scientifically and technologically-oriented viewpoint on health production 

alienated women from what they believed was a more beneficial approach to life. 

A natural order pitting women's strength against the hazards of an untamed life 

was more conducive to producing robust health, they believed. Discontent about 

medicalization buffering them from the beneficial ravages of life was only part of 

a general dissatisfaction w;.th the larger process of modernization. Modem living 

was viewed as damaging to health. Like Melinda, most women invoked an image 

of a simpler time when people stayed healthy through common sense and hard 

work. Olive followed a pattern common to the Anglo women by invoking a idyllic 

agrarian past when people had not succumbed to the luxuries of modernity. 

When I asked, "What do you think would be the ideal way to raise children," she 

summed up her vision of utopia: 

[I'd raise them] out in the country. In the old times. Where you raised 

your own food and knew what you were eating. That's what I am real 

funny about. Everything has to be washed. I don't even put my fruits and 

vegetables in the refrigerator. I wash them first. All the stuff they spray it 

with, and all the little bugs like the gnats. I have this horrible [mental 
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picture of what you'd see] if you actually knew what you were eating. [In 

the old days,] you raised your own cows and knew what they were fed off 

of, and the chickens, and everything. I think my thing is the not knowing. 

Get out there in the country where kids actually play. No more T.V. 23 

hours out of the day. You actually did, like, hard work. As horrible as it 

sounds it' s good. Do you ever have those nights where you can't hardly 

go to sleep because you didn't do anything all day? Walking to the 

washing machine and throwing clothes from the washer to the dryer is 

really, as irritating as it is, it's not a hard days work. You don't do 

anything to get tired. It's the same way with the kids. My kids, they get 

up all through the night. They are two and three years old. That's 

ridiculous. But it's because they are video heads. I have to break their 

arms to get them to go outside and play, practically. I say, "What is wrong 

with you kids? When I was a kid my mom had to break my arm to get me 

inside." As a kid, my mom would call me, "You're coming in for lunch," . 

and I'd beg her, "Can't I eat lunch outside?" It's just things are so 

different anymore. Now take the zoo, it's cheap and enjoyable. You walk 

around the whole zoo. You let the kids walk, you don't put them in the 

stroller. And ten to one, they don't get up that night because they are 

actually tired. And you feel a lot better because you have gotten outside, 

fresh air, and you have walked. Not through the grocery store picking up 



packages of cookies while slurping on a soda and doing all the little 

samples and things. It's just a healthier way of life. 
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As she talked, Olive's utopian vision of raising her children in the country was 

modified as she described taking her children to the zoo. She could not move to 

the country, but she could at least escape from television for an afternoon. The 

golden age could not be relived, but she could import basic aspects of such a life 

into her own by encouraging children's exercise and carefully washing her fruits 

and vegetables. 

For Anglo women like Olive, a golden age for household health was in a 

vague, yet definitely distant, past. For many Mexican American women, a simpler 

life was closer, sometimes part of their own or their mothers' experience. As 

Hildegard observed, the poverty of her youth was fresh in her memory and 

harkened back to a healthier lifestyle: 

[Growing up], we never had a lot of money. But my mom did feed us real 

healthy. Beans, rice, and a small portion of meat. We were better off 

being poor because we couldn't afford to eat a whole lot. Now that It m 

not so poor--I t m not rich, you know, but It m not dying or anything--and I 

can eat a little better, it shows. 

Whether in the distant past or only a generation before, a simpler life was also a 

more difficult life. It would involve hard work, less formal medical care, and 

more contact between children, the earth, and seasons. 

-------_. .._-
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This type of utopia was strikingly similar to Annette's life. In the 

extended description of Annette's domestic life (contained in Chapter 6) her love 

of "land, kids, and critters" permeated her story. She lived in a rural setting, 

raised her own vegetables and animals, and cared for her children in harmony 

with daily, weekly, developmental, and seasonal rhythms. Annette fancied herself 

a kind of frontier woman who was strong, capable, and resourceful. Furthermore, 

Annette's connection with a web of extended family and friends gave her an 

outlet for her centerwoman capabilities. She coordinated a barter system and 

relayed information between those in her network, deriving great satisfaction from 

saving money for herself and those she cared for. Annette realized the problems 

of modernity, decrying the "convenient way" of living. At an earlier phase in her 

life, she, too, had lived in the city as a poor, single mother of three preschoolers. 

Having escaped some of those problems, she asked simply, "give me my land, 

kids, and critters, and let me go. I' m fine." Annette had captured at least a 

corner of a modest utopia envisioned by many women in the study. 

As appealing as it sounded, other women doubted the practicality of 

returning to a frontier woman life as Annette had done. It did not seem practical 

for women to abandon modem life and all of its conveniences, nor was it possible 

for women who needed an urban setting for their own or their husbands' 

employment to move away. Furthermore, a return to an agrarian past was 

blocked by changes in the world itself. Hildegard, a Mexican American woman, 
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recounted the story of a healthy Mexican woman who benefitted from a "natural" 

life, and then explained why revisiting such a life was impossible: 

My mom has a friend who's 95 years old who just went through gall 

bladder surgery. The woman does not need glasses, mind you. She 

doesn't have cataracts. She doesn't have high cholesterol, she has a 

perfect heart, and for all these years, the only thing that's ever been wrong 

with her is that she had a gall bladder attack the.0ther night. And she's 

95. She withstood the operation, and she's up and around already. 

Ninety-five, mind you. She could probably outdo me. She's from Mexico. 

She grows her own vegetables, everything healthy and organic. She eats 

red meat because they have their own cows, they slaughter them. She does 

a lot of exercise and she's out gardening all the time, eats a lot of 

vegetables. To me, she lives like how they used to way back when. And 

look at how healthy she is. Because everything she eats is fresh, no 

preservatives, nothing canned. She doesn't go to the market and say, 'Oh, 

well, I'm gonna buy a box of this and a box of that,' you know, it I S just 

everything nowadays is too convenient, too easy, too many preservatives. I 

feel we might be healthier if we just go back. But I mean, look at the 

contaminants in the dirt now. Can you grow your own vegetables without 

being contaminated? And the water's contaminated on this side of town. 

What can you do? 
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Even for women who would choose to give up the convenience of buying "a box 

of this and a box of that" at the grocery store to grow their own food, Hildegard 

believed the earth itself had been spoiled by modernization. Health could not be 

attained, even if living "like they used to way back when" could be imitated. 

Utopian visions looked back to a partially mythical agrarian way of life, 

usually unattainable for practical reasons, and perhaps forever impeded if one 

believed modernity had wrecked the earth's ability to produce safe food and 

water for humanity. Leaving the darkness of disillusionment and hopelessness, 

women like Olive arrived at a hope for something less than a full-blown utopia, 

something more akin to a an improved world than a perfect one. Means of 

facilitating approximations of utopia for low-income Mexican American and Anglo 

mothers of preschool children will follow in the next section. 

Enacting Change to Approximate Utopia 

To be a better place, the world needs to change. Some changes involve 

new ways of thinking, other changes require new behaviors; certain changes can 

be enacted in the home, but others require a revision of larger social and 

economic structures. What changes would bring utopia closer to low-income 

Mexican American and Anglo women working for household health? 

In the household, women described their hard work in caring for a 

household filled with people. Demands on their time and competing demands 

-.-.-- - -_._----
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from different quarters of their domain of responsibility might be reduced through 

several mechanisms. First, several women appreciated the benefits of smaller 

numbers of children and welcomed effective birth control methods. As all women 

are aware, completely effective methods of reversible birth control for women are 

limited; ten of the women in the study reported at least one unanticipated 

pregnancy in their reproductive careers. Advances in birth control technology 

should be promoted for many reasons, only one of which is women's improved 

control over a significant determinant of domestic labor. As other studies have 

found, a high child-to-adult ratio, especially when children are less than three 

years of age, adds to a woman's perceived daily stress (Michelson, 1990) and 

diminishes her likelihood of seeking professional primary health care for 

prevention or illness treatment (Coreil, 1991). 

Second, women's domestic health work should be recognized and then 

acknowledged with an income redistribution from "wage earners to home 

workers, and from men to women" (Folbre, 1987, p. 495). Recognizing women's 

domestic health work implies a new record keeping system, such as the one 

advocated by Waring (1988) in which unwaged informal labor in the household is 

added to the Gross National Product (GNP). Counting such labor would add as 

much as 25 percent to the GNP (Ward, 1987). Of course, adjusting the GNP 

would require nothing short of a drastic paradigm shift: We would need to think 

of women's domestic labor, specifically domestic health work, as work to enable a 



435 

change in our method of accounting for work in the GNP. Domestic labor can no 

longer be lumped with leisure time or considered an unimportant aspect of life 

for "economically inactive" women (Waring, 1988). 

Acknowledging unwaged work has been proposed before in wages for 

housework campaigns, which met with a dismal reception worldwide. Perhaps 

other means of attaining similar ends should be considered. For instance, 

unwaged women workers would benefit if child support payments could be 

mandated at higher levels to keep pace with inflation or even surpass it. State 

means-tested subsidies primarily received by women and children (such as Aid to 

Families with Dependent Children, Special Supplemental Food Program for 

Women, Infants, and Children, and Food Stamps) could be adjusted to afford 

women financial stability during their child raising years and beyond. But even if 

the benefits are attractive, women need to feel welcome to seek them. Invariably, 

the women I interviewed declined to seek helpful services if they knew (or even 

suspected) that they would face long lines, restricted hours of service, complicated. 

paperwork, and surly public servants. No doubt some of these inconveniences are 

strategically engineered by savvy administrators in the upper echelons of 

government to reduce consumption of expensive public programs. In utopia, the 

underlying profit motives hindering women's attempts to survive would be 

replaced with a more helpful and generous attitude in household and 

------ ---------
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governmental practice fostering llfulfillment of life's capabilities II (Rogers, 1970, 

p.127). 

States also fail to support women able and willing to contribute to their 

financial well-being through their own employment. None of the women in the 

study delighted in her job, although some enjoyed the money they earned. The 

range of occupations available to women with limited English language skills or 

limited formal educations must be addressed through job retraining, alternative 

education strategies, and especially by examining the precursors stunting some 

women's educational and employment potential. Until these problems can be 

solved, employers should stop taking advantage of women's desire for part-time, 

flexible employment by offering only dull, demeaning, or abusive environments 

and minimum levels of pay. 

In Utopia, the labor market and governmental agencies could certainly not 

be founded on profit-oriented capitalism thwarting fair resource distribution and 

sacrificing the development of human potential. For one thing, health benefits 

through employers should be universal and standardized. Of the fourteen women 

in this study (excluding grandmothers) who generated money, only one received 

any kind of health benefits package from her employer. In a second instance, 

governmental penalties which deduct a woman's earned wages from public 

support payments should be reversed to encourage and support women's 

employment. Third, several women with whom I spoke expressed grave fears that 

""-- ---"---
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the state could overrun their motherhood, stripping them of their children on ill-

founded charges. A combative atmosphere of conflicting claims of responsibility 

between mothers and state agencies vying for the control of children must be 

replaced with a supportive relationship fostering women I s potential to fulfill their 

mothering potential or easing a non-punitive transition to another child custody 

arrangement when needed. 

Many researchers have proposed reasonable policies supportive of 

motherhood and fatherhood (Eisler, 1987; Scarr, Phillips and McCartney, 1989; 

Hewlett, 1991; Ferber, 1982; Folbre, 1987; Hartmann, 1981; Michelson, 1990; 

Philipson, 1982). In general, they legislate ways of shifting the costs of parenting 

from private households to the public, since children are a national resource. 

Specific policies meeting this objective would include a) pay equity between jobs 

typically held by men and women; b) an end to occupational sex-typing c) family 

allowances to compensate parents for the extraordinary financial costs of rearing 

children, which would particularly benefit those women who find themselves the 

sole supporters of their own (and often others') children; d) generous parental 

leave with pay and job security around the time of births and other significant 

household or family events; e) government subsidized, high quality childcare for 

preschool children, optimally on-site at employers I firms; and f) instigation of 

progressive tax laws to redistribute the wealth from the top income quintile to the 

bottom quintile. Each of these policies would hasten Utopia. 
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And who could instigate these changes? If women who work without 

wages united--as shoppers, patients, clients, lay nurses, and users of state-provided 

services--they could stand as an impressive confederation in their size and 

diversity (Glazer, 1990). Nurses (including lay caregivers of all sorts and 

professional nurses) would meet on common ground, rallying around the moral 

imperative of caring (Watson, 1988) instead of perseverating on a professional 

credo of exclusivity. A caring perspective held in common by unwaged women 

workers would embrace both the cared for and the caregiver. Believing in caring 

would translate to actions that would preserve human dignity and restore 

humanity in a previously fragmented, technological, cure-dominate system 

(Leininger, 1986). 

In my utopian vision, the momentum behind this confederation of women 

demanding sweeping changes in health care delivery would mount as they began 

to realize the class, gender, and race-based conflicts that have stood between 

women in their roles as patients, nurses, and mothers. They would resist the 

fragmentation of women from their own bodies, they would reassert the authority 

of mothers in assessing their children t s needs and implementing the best possible 

care, and they would reunite the rift between the paid and unpaid women of 

various ethnic backgrounds who work for health. In so doing, they would be 

regaining their vision of what it takes to be a strong, capable woman. A strong, 

capable woman would live unspoiled by modernity but exploit both modern and 
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ancient sources of health knowledge; she would feel in tune with the rhythms of 

life through supported involvement with birth and wellness, sickness and death. 

And strong, capable women would weld themselves into a health-oriented 

community, celebrating their different sources of knowledge and various levels of 

proficiency. 

A community of women carers would resist the health care corporatization 

and privatization used to appropriate their domestic health work (Glazer, 1990; 

1991; Fisher, 1988). A relationship of sisterhood would spontaneously cement 

their unity, coincidentally following the pattern advocated by Fisher and Tronto 

(1990) as an appropriate feminist basis for caring. While challenging the 

hegemony of biomedicine, they would also be confronting the hegemony of 

patriarchy and the capitalist class (Baer, 1989). They might propose their own 

version of a nationalized health care system and build into it a sisterly enterprise 

for teaching and helping each other, something like the health advocacy program 

for low-income, inner city women attempted in the past (McElmurry, Swider, 

Grimes, Dan, Irvin, and Lourenco, 1987). Centerwomen with experience and 

talent for organizing women would be paid to extend their duties in a health 

advocacy program. As part of a more comprehensive grassroots project, paid 

centerwomen would continue their organizing and bartering activities for a greater 

number of households. 
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In remaking the health care system to support domestic health work, a 

difficult tension arises between governmental obligations and volunteerism. 

Certainly, the natural informal networks of friendship and support between 

women can, and do, make a difference in women's domestic health work. 

Voluntary agencies and geographically located communities like churches and 

schools could further organize groups of women. These groups might look like 

visiting circles or teaching parties founded to foster learning and support of 

domestic health work and its attendant conflicts and compromises. 

The problem is that th~se informal, voluntary efforts cannot and should not 

take the place of an infrastructure equipped to handle and support domestic 

health work. Furthermore, making the expense of supporting women's domestic 

health work a public expenditure, rather than one borne by the fluctuating 

philanthropic interests of individuals, legitimizes women's domestic health work 

as a social priority on a par with consistently maintained programs like the postal 

service or public highways. An infrastructure built on public funds is essential, 

and voluntary organizations could certainly supplement a national plan for high 

quality health care in households and hospitals available to all citizens, rich or 

poor. 

Specific programs that might be included in a national health services 

infrastructure should ideally arise from community assessment and organization in 

each area. Generalizing from the findings of this research, three basic programs 



441 

would likely fit well with women's needs for supported domestic health work. 

First, visiting public health nurses should retUrn to community settings. Public 

health nurses can visit households and offer scientifically-based and experience

proven information about health maintenance and minor illness treatment. The 

"primary" health care system would do well to return to more community settings 

to fulfill its purpose. 

Second, public health nurses need the training and the official approval of 

their agencies to teach mothers algorithms for detecting and treating respiratory 

infections and diarrhea. In developing countries, trained lay persons teach other 

lay persons how to tell the difference between an upper respiratory infection and 

a life-threatening case of pneumonia, and how to handle both appropriately. The 

only technology they need is a watch with a second-hand and the ability to count 

to fifty. In this country, we have not spent any time on disseminating algorithms 

to mothers, even though algorithms for detecting lower respiratory infection or 

treating diarrhea save the lives of babies in many countries of the Third world. 

The teaching strategies exported abroad (and paid for by U.S. taxpayers) need to 

be brought home and applied by nurses and physicians on our own population. 

Third, women need to be empowered in their encounters with the medical 

community. Knowing simple algorithms will provide a knowledge base from 

which their observations and intuitions can be quantified and put in language 

physicians and nurses will take seriously. But knowledge of disease diagnosis is 

...... _- ._---- _ ....... -... _--- -------0_. _. __ 
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not enough. Simple home treatments and recourse for more complex problems 

should be taught by public health nurses. Even women who have a reasonable 

understanding of common childhood illnesses and a full medicine cabinet are 

often unsure of how to look for inexpensive generic medications, or how to 

manipulate dosages to accommodate adults and children with the same bottle of 

medicine and save money on duplicated medicines for daytime, nighttime, adults, 

and children. Women also need to be empowered socially, educated about how 

the administration of public services is accomplished, who makes up the rules, and 

how they are enforced. Women will be able to enter a health care setting on an 

even footing with their doctor or nurse when they are armed with the data they 

need about childhood illnesses (including algorithms) and when they are fully 

aware of the social and class-based administration of public services. Over time, 

such information should nurture poor women's assertiveness in confrontations 

with medical personnel, social service workers, and even the politicians who 

allocate health care resources. 

These three areas of community health care reform are important. But 

reform would not stop with the health care system in my utopian vision. Women 

organized to pursue health care reform would likely change other social systems. 

After all, women experience health care in the home and the clinic as part of an 

integrated day and a rhythmical life, so simultaneous change would make the most 

sense to them. Such a sweeping but united reform would be unusual for the 
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country, since we have so many "vert~calll programs that stand alone and fail to 

articulate. Immunization programs run independently of education facilities, 

transportation services act as though they have no involvement with health care, 

and people, meanwhile, get caught up in the machinations of duplication and 

fragmentation. But if and when women decide to reform the health care system 

and its context in the world of social policy, they will likely make the reforms 

"horizontal," crossing practices and programs inside their households and their 

communities: marriage would be built on egalitarian principles and a division of 

child care and household labor; teleVision programming would be less violent and 

more educational; public schools would be more responsive to women who are 

single mothers, often poor, and increasingly employed; neighborhoods would 

sprout parks and gardens; neighborhood cooperatives for childcare would take 

hold; transportation would be affordable and more effective; and the earth would 

be saved from nuclear war, global warming, and all sorts of pollution. It may 

sound optimistic, unrealistic, and out-of-proportion to the resources available, but 

the plan is, after all, utopian. And it is nothing less than what the women in the 

study hoped for. 

Chapter Summary 

This chapter reviewed women's complaints about modernity and the 

health care system. Built in to complaints were implicit and explicit visions of a 

..... _ ... _----_._-- ---
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utopian past which could be revisited to some extent. Enacting change to 

approximate Utopia would require changes in household relationships between 

men and women, but also sweeping changes in United States policy toward 

women, mothers, and children. A modest utopia could be sought by a coalition of 

unwaged women workers who would advocate for changes in health, welfare, 

education, and transportation policy. 

Conclusion 

That women continue to work for household health, even in the most 

difficult of circumstances, is hardly surprising. What captures one I s attention, 

however, is the sheer number of different household health producing activities 

and patterns possible given a medley of competing demands, scarce resources, and 

personalized traditions of healing belief and practice. What summarizing image 

would coalesce this study of low-income Mexican American and Anglo women I s 

domestic health work? 

A qUilt is like women I s domestic health work. And why is writing about 

women I s domestic health work, or writing about quilting, for that matter, of 

importance? 

----- -- --------

[Because] so much of women I s history ... is sewn into quilts, baked in 

breads, honed in the privacy of dailiness, used up, consumed, worn out, ... 

[reading and writing it] becomes essential to our sense of ourselves--

---------- ---



nourishment, a vital sustenance; it is a way of knowing ourselves 

(Aptheker, 1990, p. 32). 
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Because so many of the artifacts of women's labor are either worn out in time (in 

the case of quilts) or indivisible from the people produced and maintained 

through one's labor (in the case of domestic health work), reading about the 

process is vital to creating a sense of oneself. The analogy can be extended, just 

as it was in Chapter 1, and enriched with insights strung together from Chapters 

2-6. 

A qUilt is constrained by its construction. Most quilts are pieced in blocks, 

which are then sewn together and layered with a batting and a backing. This 

basic piece of information about qUilt construction might leave the naive observer 

ill-prepared for the vast range of patterns, textures, and colors that dazzle the eye 

at any showing of adroitly crafted qUilts. Similarly, household health work can 

produce well-being in a household via any number of color, texture, or pattern 

combinations. Less cryptically, household health production can be accomplished 

through the efforts of one or several persons, either inside or outside the 

household, who employ a combination of materially-constrained and culturally

informed health practices. 

A quilt is also constrained by the raw materials at hand. The traditional 

piece bag, from which a quilter selects her fabrics prior to assembly, is filled with 

odds and ends, leftover bits of worn-out clothing. Mary, an older woman quilter 
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world: 
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You can I t always change things. Sometimes you don I t have no control 

over the way things go. Hail ruins the crops, or fire burns you out. And 

then you I re just given so much to work with in a life and you have to do 

the best you can with what you got. That I s what piecing is. The materials 

is passed on to you or is all you can afford to buy ... That I s just what I s 

given to you. Your fate. But the way you put them together is your 

business .. You can put them in any order you like (Cooper and Buferd, 

1977, p. 20). 

So, too, women who wish to produce household health are constrained by their 

own "piece bag" of available time, money, energy, and patience. Once the pieces 

are assembled, a woman I s caregiving is squeezed and molded by the sometimes 

competing needs of those for whom she cares and by her many different kinds of 

work, inside and outside the household. 

In making a qUilt or working for household health, sisterhood permeates 

the labor. How much and which part of that labor can be shared might vary, but 

it was usually shared between women and supplemented by male involvement. 

When Cooper and Buferd (1977) interviewed expert quilters in Texas, they 

described a continuum between individual and group quilting. At one end of the 

continuum of sisterly involvement, some women preferred to keep their quilting 
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private, completing the entire piece before showing their neighbors. With a single 

set of eyes for piecing, and a single set of hands for stitching, their quilts bore the 

mark of individuality and expertise. An intermediate typology was represented by 

the women who shared the stitching, but not the piecing. They preferred to keep 

their color and pattern selections of their own making. Group-made quilts 

represented the other end of the continuum, with each woman contributing a 

block and quilting on the final product. 

In domestic health work, the labor of keeping a household healthy can be 

distributed among those within the household and supported by the larger therapy 

management group, as well. In those households where men and women lived 

together on a semi-permanent basis, they might work together for household 

health. Or they might not combine their labors for health at all. Only the Anglo 

women stressed their reliance on their partner's assistance. Also evident in 

women's stories of domestic health work was the idea of a continuum of 

sisterhood, similarly applicable to qUilting. A few women were isolated in their 

household health work, sharing none of the labor with another adult inside or 

outside the household. Far more women coordinated domestic health work within 

a nuclear family, and some women extended the boundaries of the household to 

include their own mother or friends for health-related work. A few of the most 

effective centerwomen brought together large coalitions of relatives and neighbors 

to pursue broader issues, making informal networks to accomplish their goals. 



448 

It is in the daily piecing of a life, using materials at hand, that women 

create patterns for keeping their children, husbands, and parents healthy. The 

materials at hand to piece a life of domestic health work derive from a woman's 

past. For some women, a pattern of health production was learned in childhood 

from strong and knowledgeable mothers who demonstrated the finer arts of 

household health work. Other women had no mother to initiate them to the art 

or the work of domestic caregiving, and they learned how to care from personal 

experience and from the women and men inhabiting their lives. Domestic health 

work could be described as an orderly and repetitive pattern for some women, 

each day organized by meals, naps, and hugs. Or the pattern of domestic health 

work might be a consciously-formulated departure from past experiences, ranging 

from a new twist on an older pattern to a vibrant, original configuration. Maybe 

the pattern of domestic health work could be described as intuitive or haphazard, 

something like a crazy quilt, with women struggling to "get by" or find what 

works through trial and error. Motifs of domestic health work were usually 

altered--sometimes even discarded--as women matured. From the piece-bag of 

their lives women created evolving patterns of domestic health work. 

Women's experiences of domestic health work varied widely, but shared 

the five themes of working hard, taking responsibility in household health matters, 

garnering goods and services, healing and mending, and expecting rhythmicity in 

household health status. The research questions addressed the experience and 

~ -~ - ~~- ----
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management of domestic health work responsibilities, the practices constituting 

domestic health work, and the reproduction of knowledge among women working 

for household health. Among this sample of Mexican American and Anglo 

women, the themes of women's domestic health work and the answers to the 

research questions portray a cacophony of women's voices, a catalogue of their 

responsibilities, a recitation of their burdens, and a song of their exultations. 
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Appendix A 

Human Subjects Approval Letter 

----_ ..... -



CoUts. of Nuning 

TO: 

FROM: 

DATE: 

THE UNIVERSITY or 

ARIZONA 
HEALTH SCIENCES CENTER 

""'!fJ*"= 

MEMORANDUM 

Lauren Clark 

leanna Crosby, D.N.Sc., R.N~ 

February 11, 1991 

Tucson. Arizona 85nt 
(602) 626·6154 

SUBJECT: Human Subjects Review: 'Women's Domestic Heal1h Work in 
Anglo and Mexican American 
Households' 

Your project has been reviewed and approved as exempt from UnlvetSily review. A consent form 
wi1h subject signature Is not required for projects exempt from fuU UnlveI'sity review. Please use 
only a disclaimer format for subjects 10 read before giving thelr oral consent 10 Ihe research. The 
Human Subjects Project Approval Form Is fded In the offICe 01 the Director of Research ~ you need 
access 10 it. 

We wish you a valuable and stimulaling experience with your research. 

LC:dbr 
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Appendix B 

Obesity Study Letter of Permission 

--------- - - ----



Cnlh.oge or Nursin~ 

Februaxy 5, 1991 

Lauren Clark, RN, MS 
University of Arizona 
College of Nursing 

Dear Ms. Clark: 

THE UNIVERSITY or 

ARIZONA 
HEALTH SciENCES CENTER 

::Ji!U.:... 

Tucson. Arizona 85721 
(f,()21626·6154 

We grant you approval to contact the subjects you utilized in the study regarding Obesity 
in Mexican American children in which you served as a research associate. You may utilize 
the data you collect for your dissertation project. Best of Luck. 

Sincerely, 

9.('~..,ak.'.:. a~.A....- JAt!-<,<,,?!,O.41./ 

Jacqueline Blank Sherman, R.N., Ph.D. 
Assistant Professor 
The University of Arizona 
College of Nursing 
Tucson, AZ 85721 
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Women • s Domestic Health Work 

The purpose of this research is to find out how low-income women manage 
health in their households. To participate, you must be female, at least 18 years 
old, of low-income, and of either Mexican American or Anglo ethnic background. 
You must also be able to speak and read English. 

If you decide to participate in this study of domestic health work, you will 
be interviewed three times within two months. At each interview I will ask you 
questions about your work as a provider of health care in your own home, the 
health of the people in your household, and how your home, work, and family 
situations affect the ways you keep your household members healthy. During one 
interview you will be asked to keep a daily record of health changes and 
treatments in your household for a 3-week period. During another interview we 
will go throughout your house and talk about all the different medicines you have. 
Interviews will usually last 1-2 hours in your home. Each interview will be tape 
recorded. Your identity will remain confidential, and future publications of the 
study will not identify you in any way. When the interviews have been thoroughly 
analyzed the tapes will be erased and identifying papers shredded. The tapes and 
other confidential documents will be kept in a locked box; access to these items 
will be restricted to myself and my research committee only. 

For participating in this study payment will be made. For each interview 
you will be paid $3. For each day you record information on the health diary you 
will be paid $1. Usually women are interviewed three times and keep the diary 
for 21 days, which would mean a total payment of $30. 

Participation in this study is voluntary. If you decide not to participate at 
all, or if you decide later to withdraw from the study, you may do so without any 
harm or ill will. If you decide to withdraw from the study, you will be paid for 
whatever interviews or health diary days you completed up to the time of your 
withdrawal. Your participation in this study will not affect your access to 
community resources or programs. There are no known risks to participation. 
There are also no direct benefits to you or your family. If you have any questions 
about this study or about your participation in the study, you may ask them at any 
time. Your questions will be answered promptly and honestly. 

At the end of this research, I plan to send a letter to each woman who 
participates. The letter will explain what the study found out. If you would prefer 
not to receive a letter, your wishes will be honored. 

Lauren Clark, R.N., M.S. 
College of Nursing 
University of Arizona 
(602) 626-6154 

.... _. '.- _ .. _-_._ ............. -.. - --.---
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Appendix D 

Payment Schedule for Informants 

..... -------



1st interview session 
2nd interview session 
3rd interview session 

Payment Schedule for Informants 

$ 3.00 
3.00 
3.00 
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An interview session includes participation in an interview and in the other data 
collection protocols (i.e. demographic questionnaire, Salience of Lifestyle Index, 
etc.). 

3 week health diary 
(21 days possible) 

$ 1.00 per day of participation 

Should the informant terminate an interview or terminate participation in 
the entire research project, full payment will be made for all interviews in which 
she participated in full or part. Similarly, payment for participation in the 3 week 
health diary will be based on the number of days the woman completed the health 
diary whether or not she terminates participation in the study. 

------- -- -- -----
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Appendix E 

Demographic Questionnaire, including Ernic Health Status 

..... -._----
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Demographic Questionnaire 

(modified from a questionnaire developed by Sherman, Alexander, Clark, Dean, 
and Welter, 1989) 

1. Name: 
telephone number: 

2. Who USUALLY lives with you (meaning more than half the time)? 
relationship name 
a. spouse or partner 
b. children 
c. step-children 
d. parents 
e. grandparents 
f. brothers/sisters 
g. nieces/nephews 
h. roommates 
i. friends 

3. What was the last year of school you completed? 
no formal education 
grades: 1 2 3 4 5 6 7 8 9 10 11 12 OED 
business, trade or technical school: 1 2 
college or university: 1 2 3 4 
graduate: 123 MS/MA PhD 

4. What was the last year of school your husband/partner completed? 
no formal education 
grades: 1 2 3 4 5 6 7 8 9 10 11 12 OED 
business, trade or technical school: 1 2 
college or university: 1 2 3 4 
graduate: 1 2 3 MS/MA PhD 

5. Are you working now at a paying job? Y N 

IF YES: IF NO: 
What kind of work do you do? Have you ever worked? Y N 

- - .. - -- ------



On the average, how many hours do you 
work per week? 
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What kind of work did you do in your 
last paying job? 

Why did you quit your last job? 

6. Is your husband or partner working now? Y N 

IF YES: 
What kind of work does he do? 

On the average, how many hours does 
he work per week? 

IF NO: 
Has he ever worked? Y N 

What kind of work did he do in his last 
paying job? 

7. Are you or other household members currently on any of the following 
programs, or are you eligible for them as far as you know? (List names). 

Enrolled Eligible 

AFDC 

WIC 

Food Stamps 

Access (AHCCCS) 

Food Plus 

HUD Housing Assistance 

Commodity Foods 

- ... - -- -- ---- .. __ .. _ .. _----_._- .. _------_. ----
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8. What is your monthly income as a household (sum oi all earners' wages)? 

$.---

8a. What is your degree of control over these earnings? Do you control all of 
your own earnings and at least part of someone else's earnings, your own 
earnings only, a part of your own earnings and none of anyone else's 
earnings, or none of your own earnings? 

123 4 

8b. What things are you responsible for paying for out the money you control? 

8c. How would you rate your financial situation? 
I can't make ends meet. 
I'm barely scraping by. 
I'm doing o.k. most of the time. 
I'm satisfied. 

9. Do you sometimes have a personal stash, some "egg money" in the 
mattress or in the cookie jar that you can use in emergencies? 

10. If someone in your household got sick and the doctor said this person 
needed some very expensive medicine right away, and if payday was still 
four days away, where would you go for a quick loan? 

11. Do you own your own home? Y N 

12. Do you own a car or cars? Y N No. of cars: 

13. Are you Mexican, Mexican American, or American of Mexican descent, or 
would you consider yourself Anglo? 

if awlicable: 
14a. Where were you born? u.s. Mexico 

14b. What was your first language? English Spanish 

15. Please list the usual daily medicines that you take: 



16. As far as you know, what are the usual daily medicines other people in 
your household take? 

Ernic Health Status Index for Women Participants 
Used in the Health in Detroit Study and cited by 

Jacqueline Clinton (1981) 
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1. Here is a scale from 1 to 10 where 1 is a person with very serious health 
problems and 10 is a person with the very best health possible. Now, 
thinking about your own health in seneral, where would you place your 
own health on this scale? 

worst 1 2 3 4 5 6 7 8 9 10 best 

2. Would you say your health in general is excellent, good, fair, or poor? 
Excellent Good Fair Poor 

3. Think about how you usually feel physically each day. Here is a scale from 
1 to 10, where 1 is a person who feels terrible all the time and 10 is a 
person who feels wonderful all the time. Where would you place yourself 
in terms of how you usually feel each day? 

terrible 1 2 3 4 5 6 7 8 9 10 wonderful 

4. Compared to other people your age, how often do you get sick? Would 
you say you get sick a lot more often, somewhat more often, about the 
same, somewhat less often, or a lot less often than other people your age? 

more often 1 2 3 4 5 less often 

5. Compared to most other people your age, is your health better, about the 
same, or worse than theirs? 

better 3 2 1 worse 

6. How satisfied are you with your health in general? Would you say you are 
very satisfied, somewhat satisfied, somewhat dissatisfied, or very 
dissatisfied? 

very satisfied 4 3 2 1 very dissatisfied 
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7. For some people, how they feel physically varies a lot from day to day. 
How about you? Does how you feel physically vary a lot, somewhat, only a 
little, or not at all? 

a lot 1 2 3 4 not at all 

Ernic Health Status Index for Household Members 
Modified from the Health in Detroit study 
as described by Jacqueline Clinton (1981) 

1. Here is a scale from 1 to 10 where 1 is a person with very serious health 
problems and 10 is a person with the very best health possible. Now, 
thinking about __ ' s health in general, where would you place (his/her) 
health on this scale? 

worst 1 2 3 4 5 6 7 8 9 10 best 

2. Would you say (his/her) health in general is excellent, good, fair, or poor? 
Excellent Good Fair Poor 

3. Compared to other people (his/her) age, how often do you get sick? 
Would you say (he/she) gets sick a lot more often, about the same, 
somewhat less often, or a lot less often than other people (his/her) age? 

more often 1 2 3 4 5 less often 

4. How satisfied are you with __ I S health in general? Would you say you 
are very satisfied, somewhat satisfied, somewhat dissatisfied, or very 
dissatisfied? 

very satisfied 4 3 2 1 very dissatisfied 
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Appendix F 

Maternal Responsibility and Blame for Childhood Illness 



Maternal Responsibility and Blame for Childhood Illness 
modified from the Salience of Lifestyle Index (SLI) 

Developed by Pill and Stott (1985). 

1. What do you think are the main reasons for children falling ill? 

Can you tell me a little more about how X makes people ill? 
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2. Do you think some children are more likely to fall ill than others? 

What sort of children are they? What are the characteristics of 

weak and strong children? 

3. Are mothers ever to blame for their child's illness? 

4. Everyone becomes ill in the course of their lives but some people do 

seem to get things worse than others; I wonder what you think about 

that? 

5. Do you think some types of children's illness are more easily 

prevented than others at certain times? What? How? 

6. What are the main reasons children get respiratory illnesses 

(bronchitis, pneumonia, and colds)? Diarrhea? Skin rashes? 

7. In your own household situation, what are the main reasons why 

people get sick? 

8. How do you think the health of this generation compares with the 

health of the last generation? Why? 
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Appendix G 

Household Medication Inventory 
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Self-Medication Inventory 
medication: 

official name of medicine as written on bottle (if available) 

reported name of medicine 

date medicine purchased 

source (pharmacy, friend, grocery store) 

who recommended this particular medicine? (friend, pharmacist, etc.) 

cost (as recalled) 

how used? 

who has used it? 

when last used? other times? 

what is it "good for?" 

did it work? 

have y~u ever lent it out? 

did you use it with other medications? 

did it require special food or drinks? 
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Appendix H 

Three Week Health Diary 
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Health Diary 
Infonnant:. __ _ 

Date: ___ _ 
Day of Week: __ _ 

Write on this blank page anything you would like about your day today--irnportant 
things that happened, how you felt, sad or funny stories--anything at all. Then tum to 
the next two pages, which ask specific questions about health and illness in your 
household today. Remember, each day deserves its own diary entry. Please enter each 
day's happenings on the day they happen. 

-------- .... -
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I. How "'fluid ~,.u 
rale thf: hCOlllh tit 
C\'CI)'One in ~uur 
huu.<chnld tuday? 

yourself 

S ~ 3 2 I 
poor £ODd 

S 4 3 2 I 
po<>< &oad 

S 4 3 2 J 
poor £ODd 

S 4 3 2 J 
poor £ODd 

S ~ 3 2 J 
poor £ODd 

S 4 3 2 I 
poor £ODd 

S 4 3 2 I 
poor £ODd 

2. Who. ~ind< of .hinp did ..... 
do .od.~ .bo' were ~MI ro. 
hcallh-,.,r yourself and lhe 
others in your househuld? 

). \\'hal !tlul'fW'd ''1m "mn 
dolnJ: somclhtn~ ~ond fOf 
h .... .ahh U1d~y·.bnlh for 
,,'Ourself .and others? 

.... Whal did ,",'u do Incby IIuII 
mi~hl bun hallh .. ~"ur O"A'R 

or someone cI~·~? 

5. \Vh4l1 ~\mrlllR'< Ifllt ... _"h 
(lC'r'Mtn In ".Uf IH'U",h"ld 
ba\~ h~"Y? 

6. \VhA' dtd ~ ... u do 10 lakc 
Qrc: of IIkhc: symplomsl 

-------f--···-·----·f-------

~ 
-...l o 
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Appendix I 

Interview Questions 
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Interview Questions 

Session 1 
Could you tell me about yourself? 

*work: type of job, hours, benefits, health coverage 
* family: who you live with, what these people are like 
*your financial picture: why the money never seems to stretch enough 
*is anything important happening in your life right now? 
*how much experience have you had taking care of children or other 
people? 
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If we were going to talk about all your work--everything you do in a normal day-
how would you describe it? What's your day like? 

What things are you involved in as a (mother/daughter/sister, member of 
household) to watch out for the health of your family? 

How does your husband/partner respond? 

Tell me a story about the last time you did something to keep your family 
healthy? 

What challenges do you find in keeping your family healthy? 

Who helps you cope with all your worries and all your work? 

What is health to you? When did you feel healthiest? 

In many families men's and women's jobs are different. Keeping people 
healthy can take a lot of different people working together, or it could be just one 
person's job. How do people divide responsibilities in your household? 

I ran into a statistic that said women make about 73% of all health and illness 
decisions. What's your reaction to that? Does it seem like you make most of the 
decisions in your home about health or illness problems? 

Someone else said that 93% of all health care was provided in the home, not in 
the hospital, not by doctors and nurses, but by people for each other. Can you 
tell me about times you've taken care of people's health problems on your own 
without help? 
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What kinds of health care do you use? (private MO, HMO, massage therapist, 
chiropractor, naturopath, etc.) . 

If a health problem (household illness or emergency) takes your time away from 
your usual work in the household, who fills in for you and does your other work? 

What was it like when you were sick in your household or origin? Any 
comparisons with how your home runs now? 

What concerns do you have besides health? How does health rank in relation to 
your other concerns? 

How have things changed in your life over time? (since you've been single; since 
you've had kids; since your family's grown up, etc.). 

Session 2 

What kinds of things do you worry about in terms of health for yourself and the 
people you live with? Is there a certain time of day when you find yourself 
worrying about people? Or is there a certain time of year when you feel more 
concerned? 

Who takes charge of remembering and recording health histories (things like 
immunizations, surgeries and hospitalizations, lists of medications, heights, 
weights, and blood pressure measurements?) 

Tell me a story about a time when people had to decide if someone was really 
sick and what to do about it. 

Who comes up with ideas for treating illnesses at home, and then who actually 
does the treatments? (including things like hot packs, ice, special foods, rest, 
medicine?) 

Has scheduling appointments ever been a problem for you when someone has 
been sick? 

What about transportation? What happens when someone needs to go to· a 
dentist or a counselor or a doctor's appointment? Any stories about the 
complications of transportation? 
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Sometimes sacrifices have to be made when you care about another person's 
health. People rearrange their work time, or they have to spend money for the 
doctor or for medicine, but something, somewhere is sacrificed. What kind of 
sacrifices have been made in your home because you've been concerned that 
people grow and develop in a healthy way? 

-=-=~~" " ____ 0 ----- ----
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Appendix J 

Codewords Used in Analyzing Interviews 



.RQ.J. 
respmo 
respch 
respf 
chance 

blame 
cause 

germs 

clean 

weather 
diet 

bomwith 
immune 

illnarr 

respnarr 

hlthnarr 

accnarr 

mind 
love 

llill 
OTC 
HR 
herbs 
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Codewords used in Analyzing Interviews 

EXPERIENCE AND MANAGEMENT OF RESPONSIBILITIES 
responsibility of the mother for health or illness 
responsibility of the child for health or illness 
responsibility of the father for health or illness (see also "husb") 
fate or chance determines health or illness, no blame can be 
attributed to persons 

blame for illness--punitive tone 
cause of illness--matter-of-fact tone. Includes non-specific causes 
(other than clean, weather, diet, bomwith, immune). 
bacteria/viruses/germs responsible for illness via contact with 
infected person. Includes ideas of tum-taking, contact and 
contiguity, even if germs not specifically mentioned (see Nichter 
(1989) about contiguity) 
dirtiness or poor hygiene responsible for illness (see also "clean" as 
related to RQ 2) 
weather responsible for illness, including wind (see also "temp") 
diet or nutrition or absence of food or contaminated food 
responsible for illness (see also "nutrit") 
genetic component of illness 
explanations of health or illness referring to one I s bodily system of 
immunity as strong or weak 

illness narrative, i.e. an episode of illness and often sequelae or 
treatment of the illness 
responsibility narrative, i.e. what constitutes responsible or 
irresponsible behavior 
health narrative, i.e. what one does or should do to preserve or 
restore health (see also "hpromot" for health practices) 
accident narrative, i.e. nature or circumstances surrounding an 
unforseen injury 
mind over matter type thinking (see also "toughen") 
feelings of love for those under one I s care (family, patients, etc.) 
(see also RQ 3) 

PRACTICES 
over the counter medications used or described 
home remedies described 
herbal remedies described 

._ .. ---_. __ ._--_ ..• __ . ---



Mexmed 
vit 
prescrip 

meds 
sharemed 

illfood 
rest 
toughen 

stitches 
massage 
temp 

hometx 

hpromot 

nutrit 

exercise 
safety 

clean 
chldrear 

chkup 

convince 

mildsx 
sevsx 

ruu 
sickchld 
concerns 

_____ • __ -000-

Mexican medications/injections used or described 
vitamins, including purpose, action, or use described 
prescription medication use or beliefs 

medication philosophies or practices in general 
borrowing or lending medications 

478 

food~ given as treatment or simply as nourishment during an illness 
rest helps cure illness or rest fortifies health 
toughening someone up by allowing a degree of injury to go without 
response or innoculating someone against illness by exposing them 
to dirt or germs to build up their defenses (see also "mind") 
stitching up cuts at home/home surgery 
massaging an ill person 
managing body temperature (incl. fever) and matching body and 
environmental temperature, also avoiding extremes in body vs. 
environmental temperatures (see also "weather") 
home therapy with durable medical equipment (e.g. vaporizer, sling, 
etc.) 

health promotion practices (see also "hlthnarr" for narratives about 
preserving health) 
ideas about good nutrition, what to consume and what to avoid, and 
the mealtime experience (see also "diet") 
exercise to stay healthy or get in shape 
keeping the home environment and community environment safe 
from health hazards 
cleanliness to prevent illness (see also "clean" as related to RQ 1) 
philosophies about raising children 

regular health checkups or well-child checks, 
immunizations/vaccinations and their purpose 
convincing a doctor of the action you wish him or her to take or of 
your interpretation of an illness episode; or conversely, feeling your 
doctor is trying to convince you of his viewpoint. 
recognizing and treating mild symptoms (see also narratives) 
recognizing and treating severe symptoms (see also narratives) 

REPRODUCING KNOWLEDGE AND TRADmON 
remembrances of being sick as a child and treatments 
health concerns or perceived risks to health (see also "most imp") 



exprnce 

love 

learnmo 

adviceh 
advicef 
adviceo 

tell 

empacho 
ffont 
tripa 

hlthdef 
gldnage 

OTHER 
money 

time 
isolation 

ins 

husb 

extfam 

govt 

barter 

past experiences with illness, familiarity with children and their 
health problems, observation of connections between causes and 
symptoms 
feelings of love for those under one's care (family, patients, etc.) 

learning derived from mother (mo-in-Iaw, grandmother), both 
duplication of her practices and reactions against them 
advice or instruction from husband 
advice or instruction from father 
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advice or instruction from another person (book, friend, physician or 
nurse), or understanding and friendship from another. (see also 
"convince" for medical personnel). 
instructing or advising someone about health or illness treatment 

experiences and knowledge of empacho 
experiences and knowledge of fallen fontanel, or caida mollera 
experiences and knowledge of tripa (see also temp, weather, and 
miscellaneous entries under cause for examples of traditional illness 
etiology) 

health definition 
comparison of this generation with past generations 

FACTORS THAT EASE, OBSTRUCT, or COMPliCATE DHW 
absence or presence of money in the household and wasteful or 
resourceful use of it 
absence or presence of time in the household 
isolation from needed services due to poor roads, unreliable 
vehicles, rural location 
health care insurance, present or absent, including hassles getting 
insurance or expense. 

husband's helpfulness or hindrance in producing health in 
household (see also "respf"). 
extended family relationships, more specifically the action set for 
health in the household, including both kin and non-kin; 
contributions, hindrances of the action set. 
references to governmental programs/assistance 

barter systems for exchanging goods and services informally among 
neighbors/friends/family 



gossip 
mostimp 
power 

comp 

occhaz 
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stories or information exchanged between people about a 3rd party 
most important concerns·( see also II concerns II) 
coalitions of power to improve household or community position, 
working for a redistribution of resources 
compromises and competing demands in caring for individuals in a 
household 
occupational hazards and exposures related to work, primarily work 
outside the home. 
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Appendix K 

Lucia's Narrative About Her Infant Son's Diarrhea Episode 
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Lucia's Narrative About Her Infant Son's Diarrhea Episode 

Okay, he started with diarrhea on a Wednesday, and I said 'well, 

it's probably because I fed him some of that rice cereal.' Because [it was] the 

following day he started with the diarrhea. There was also a flu that was going 

around with diarrhea and vomiting, plus it was going around in school, and some 

of my children caught it, too. But I didn't pay any attention to their diarrhea 

because, you know, theY're already big, and they don't always tell me exactly 

what's going on with them. But they had some vomiting. The baby did not have 

vomiting, it was just the diarrhea. And I said, 'well, I'm gonna have to just lay 

him off the rice cereal,' which I did. And I just started not feeding him, and 

when I started realizing it was the flu going around, give him plenty of water, still 

gave him his [formula] feedings, made sure he did not get dehydrated, because 

that's the number one thing they always tell you. After having five kids, I 

remembered. I was taking him to a day care mother at the time. And the baby 

sitter called me one day at work and told me the baby was ill. She told me to 

take a day off to take him to the doctor's. And I could not take my day off that 

day. I could not take that day because it's used against me at my job. So I had a 

friend go pick him up, an in-law. She took care of him, fed him his meals, and 

that's how I managed. I kept monitoring him: how many times he'd go to the 

bathroom, and how loose his bowel movement was. He wasn't going constantly. 
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I'd say within three hours he would go twice. That was good, too, because he 

was able to keep his fluids down, and I was giving him more water. She had this 

remedy that they brought from Mexico. It was rice water, it's some kind of 

powder that they boil with water, and they substitute it, instead of giving him milk 

I gave him that for a whole day. And, uh, the next day he was crying I cause he 

was hungry, you know. So I started giving him the formula and again, the 

diarrhea started. It had stopped for a day, and it started again. By then a week 

had gone by and I said, well, I' d better take him to the doctors 'cause it could 

be something else. I figured it was because he was teething, 'cause it had a 

certain smell to it, and if I recall correctly, when my kids were teething I smelled 

that very same smell, and, I said it could either be the flu or it could be the 

teething. And I think it was combined with the flu and the teething. I Cause he 

was drooling a lot. I took him to the hospital [emergency room], I cause it was 

after hours, and the doctor that saw me took a stool specimen, and I called them 

back and they didn't show anything out of the ordinary, and they told me to call 

back--which I did not, because by then the diarrhea had disappeared. And I 

should call just to find out what they found out. I I m sure nothing, but, you know, 

just to see. He had no ear infection, he had no wheezing, he, you know, he was 

fine, I mean, just the diarrhea itself. 
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