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ABSTRACl' 

This dissertation is about the self-medication practices of 40 women in the Southwestern 

United States, and about the beliefs and practical exigencies which influence those practices on a day

to-day basis. I document cultural knowledge about health, illness, and medicines present in the 

contemporary U.S. Coexisting models of health are revealed, the first of which advocates avoidance 

of medicines and views medicines as potentially harmful. The second reflects a dependence on 

medicine to provide a quick fix for social as well as physical ills. 

I then examine the changing cultural, social, and economic conditions which affect household 

medication decisions. The effects of time pressures, changing gender roles, and lack of health 

insurance are considered in particular. Findings of this study suggest that these factors lead women 

to aggressively treat symptoms with medications in an effort to provide for their families within the 

constraints of time famine, multiple responsibilities, and restricted access to medical care. The 

narratives women tell about self-medication efforts are integral to their strategies for survival because 

they enable women to transform situations of "making do" into esteem-building episodes. 

I conclude by discussing the implications of my findings for anthropological theory as well as 

for health care policy. 

------------- - --- - - - ----- .--------- ----.---------
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CHAPTER 1 
INTRODUCfION AND CONCEPTUAL ORIENTATION 

A woman shakes a white pill from a plastic bottle, places it in her mouth, and swallows it 

with the aid of a sip of water. It is an apparently simple act, yet one which can be laden with 

meaning. 

One observer watching the woman taking medicine may usc the action to gauge the 

woman's state of health or emotions. Another observer takes note of the kind of medicine taken, 

and interprets the gesture as a signal of the taker's health ideology. Still another might see in the 

act a statement about the political-economic conditions in which it occurred. 

Taking medications is an action borne out of an essential desire to alleviate suffering. Yet 

no matter bow natural or biologically-driven drug taking may seem to be, it is always supported by 

arbitrary cultural conventions (van der Geest 1988) and mediated by socio-political circumstances. 

Self-medication--the taking or giving of remedies without the directive of a professional 

healer--is a particularly useful vehicle for studying culture because it involves a volitional act on 

the part of the individual, rather tban behavior directly imposed by the professional authority of a 

healer. Cultural beliefs, social relationships, practical contingencies, and available health care 

resources all affect lay decisions about what medicines to take, as well as when to take them 

(Cosminsky 1990; Vuckovic and Nichter 1995). As a result, self-medication practices have the 

potential to provide insights into diverse aspects of culture. 

This dissertation is about the self-medication practices of a group of women and their 

familics, and about the beliefs and practical exigencies which influence those practices on a day-to-

day basis. Examining daily health care practices within households reveals a great deal about the 

larger contexts in which people live and respond to illness. The self-medicntion practices of the 

women with whom I worked speak volumes about the lives, the challenges they face, and the 

decisions nnd compromises they must make in order to provide for their families. 

-_._-"-- ... --- _._._------------- ._-. ----
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The seemingly ordinary nature of the decisions people make each day to maintain health 

or respond to symptoms provides a rich source of information about the social and political 

purposes which "reside in everyday necessities" (Rutz 1989:213). Studying people in crisis 

considers them only in unusual circumstances which necessitate taking actions which also may be 

quite out of the ordinary. Examining day-to-day health care practices, on the other hand, offers 

an opportunity to tease out the cultural issues which surround and help determine actions at a 

practical level. In a context of social and cultural transition, self-medication behavior can reveal 

much about coexisting health ideologies and technologies as well as shifts in lifestyle, work, and 

consumption behavior. 

Review of Existing Literature 

The framework of this research was designed to investigate gaps in knowledge about self

medication practices in the United States, specifically about the cultural meanings and personal 

motivations surrounding medication use, and the socia-economic factors which influence self

medication decisions. 

The existing literature on medicine taking in the United States has tended to focus on 

three areas of concern: 1) survey research of the frequency and type of medicine use, generally 

conducted by clinical researchers and pharmaceutical marketers; 2) qualitative and quantitative 

research on compliance with prescription drug regimens and the meanings attached to drugs used 

in a habitual manner, such as psychotropics; and 3) discussions of self-medication in terms of its 

scope and the ideologies driving it. Little ethnographic research has been directed at self

medication practices, particularly from the standpoint of what types of lay rationales guide 

decisions about when and how to self-medicate. 

Compliance and Adherence 

Clinical studies of noncompliance highlight factors such as failed memory on the part of 

... -.... _ .. - -_.--_._----------



the patient and poor communication on the part of the practitioner (Buckalew and Sallis 1986; 

Sackett and Snow 1979). Attention is focused on what people do not know or remember rather 

than on what they think or have learned from experience. Other. more sociological studies 

following Parsons (1951). have discussed noncompliance as defiance against the medical 

establishment or as a form of deviance. More recent studies of lay medication use coming from 

the social sciences look beyond noncompliance to the impact of medicine taking on lifestyle, 

patients' concerns about protecting healthy body processes, perceptions of self-identity and social 

relations, and the desire to retain agency (i\.Iexander 1982; Bursten 1985; Conrad 1985. 1987; 

Trostle 1988; Trostle, Hauser and Susser 1983; Zola 1980). To date the literature on compliance 

has focused on prescription drugs. Whether noncompliance occurs when medicines are self

prescribed has not been discussed. 

Meanings of Medications 

14 

Studies of the meanings associated with medicines have focused primarily on psychotropic 

drugs and patients' metaphorical explanations of their effects (Helman 1981; Montagne 1988; 

Rhodes 1984). These studies consider how patients' interpretations of medicines dramatically 

affect their self-image and social relations with others. Other studies have researched consumer 

preferences for specific types of drugs (Dietrich 1987; Heller Research Corporation 1984; 

Sandberg and Krema 1986) and the effects of the names, colors and forms of medicines on 

consumers' purchasing behavior (Buckalew and Coffield 1982; Sallis and Buckalew 1984). What 

has not been addressed is the manner in which medicines associated with particular illnesses 

influence how those illnesses are interpreted (e.g., their severity). 

Self-Medication 

Quantitative studies of medicine-taking behavior reveal a popular preference for self

medication as a first response to illness (Bush and Rabin 1976; Johnson and Pope 1983; Knapp 

and Knapp 1974; Segall 1990). These reports document the use of both prescription and non-

-------------------. ---
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prescription drugs for self-medication, although several reports indicate that use of nonprescribed 

medicine for self-care is far more common than use of medicine prescribed by a doctor (Dunnell 

and Cartwright 1972; Heller Research Corp. 1984; Knapp and Knapp 1972; Knapp, Oeltjen and 

Knapp 1974; Thomas 1990). Survey and diary studies of medicine-taking behavior indicate that 70 

to 95% of all illnesses are managed by self-care (Dean 1981; Heller Research Corporation 1984; 

Knapp, Oeltjen and Knapp 1974; Reimer and Sorofman 1989; Roghman and Haggerty 1972; 

Segall and Goldstein 1989). These studies focus primarily on allopathic pharmaceuticals, although 

more limited research exists on self-directed use of supplements (Turner 1990) and herbal 

therapies (Brown and Marcy 1991; Northcott and Bachynsky 1993). Discussions of self-medication 

which exist in the medical literature suggest that lay choices about medicine use are often 

irrational and sometimes harmful (Bauerschmidt and Alexander 1983; Buchan 1972; Furlong 1992; 

Montagne 1992; Shuval, Javetz and Shye 1989). 

Research Agenda 

The data provided in these studies offer description of the ''whats'' of self-medication, but 

tell us little about the "whys" behind these practices. Reports of non-prescription drug sales or 

frequency of lay self-medication fail to situate these activities within the practical contingencies 

and fundamental motivations which guide decision making. Without the comparison of beliefs 

and actions, or analysis of the wider contextual understanding of personal and cultural 

circumstances offered by ethnographic inquiry, it is difficult, if not impossible, to come to an 

understanding of the practical rationales behind choices made. In this dissertation I demonstrate 

that self-medication practices, while not always clinically rational, exhibit practical rationality which 

takes into account not only the biological effects of the medicines, but also the cultural, social, and 

economic implications of their use. 

Methods which have heretofore been used to assess self-medication behavior in the U.S. 

have tended to focus on either of two aspects: a) beliefs about medicines and illness causation, or 
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b) self-report of medication taking, generally in large-scale survey studies. Utilized independently 

of one another, these methods have produced one body of literature which describes individuals' 

explanatory models of illness and healing, and a second which documents patterns of medicine use 

among particular demographic categories. The proposition that self-medication behavior is driven 

exclusively by an individual's recognition of symptoms or beliefs about medicine efficacy neglects 

the reality that this cultural knowledge is itself subject to pragmatic factors. Quantitative 

assessment of levels of self-medication, on the other hand, do not consider the cultural knowledge 

or health ideologies of lay medicine users. Such factors may be surmised by examining the data in 

light of the gender, education, or income of the user, but explunations generally have not been 

sought directly from participants. 

As will be discussed in the body of this work, I encountered inconsistencies between what 

my informants said about appropriate self-medication behavior and what their reported and 

observed behavior were. These discrepancies point to two methodological issues. First, survey 

data which report type of medications used and frequency of medication use may be skewed by 

cultural predispositions to downplay dependence on medications. Second, analysis of belief 

systems may produce indicated preferences or predispositions for medication use among a 

population, but again do not adequately account for patterns of use. 

The ethnographic tradition of utilizing multiple methods in small-sc.1Ie, intensive studies 

of peoples' beliefs and actions has many contributions to make to the study of medicine use. An 

anthropology of pharmaceutical practice (Nichter and Vuckovic 1994) provides insights into the 

cultural and personal logics which guide self-medication behavior, and places them in the context 

of the actor's life world. Research on pharmaceuticals conducted by anthropologists in developing 

countries have demonstrated the value of this approach. (See the compendium of these studies in 

van der Geest and Whyte 1988). My research follows this tradition, and demonstrates that 

pharmaceutical anthropology can contribute significantly to the understanding of self-medication 

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



practices in the United States. 

The Lack of Health Insurance 

17 

As I planned my fieldwork, public attention to the issue of access to health care was 

increasing, due to the growing number of people in the United States who were without health 

insurance. Lack of health insurance was and remains a critical issue in American health care, and 

was therefore included as an element in the research design. As a result, my objective became to 

study not only of generalized self-medication practices in the U.S., but also about the effects of 

limited access to professional health care upon people's self-medication decisions. 

This study proposed to examine some of the stereotypes about uninsured individuals 

which existed in popular and political discourse. One assumption is that that people without health 

insurance are a homogeneous group, a perception fostered in part by the label "the uninsured." 

As the data presented in this disseratation will suggest, households without insurance can vary 

greatly in terms of income, education, and composition. Furthermore, insurance status will be 

shown to vary greatly over time and among members of the same household. 

A second stereotype about individuals without health insurance is that they always wait 

until health problems become very severe before doing anything about them. This assumption 

arises from the fact that because of cost factors, people without insurance must often wait until an 

illness becomes severe before seeking professional care, and implies that professional care is one's 

only means of "doing something" in response to illness. Based on the premise that a great deal of 

health care activity takes place in the home prior to contact with professional medical providers, 

my reseach sought to investigate how individuals without health insurance managed symptoms on 

their own through self-medication. 

Pharmaceutical and Health Care Policy 

As this dissertation is being written, discussions continue about the types of medicines 

which will be made available to the public without doctor-provided prescription. This discussion is 

--------_.- ---- --._- -----... _-------_._---
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occurring within a larger public discourse about health care reform, how to care for all Americans 

cost efficiently, and what the responsibilities as well as the rights of citizens are in relation to their 

health. 

It is critical to document the health care beliefs and practices of individuals in order to 

assess how conditions within the household, often generated by forces outside its walls, influence 

day-to-day decisions regarding heath care and medication use (Graham 1984). Without this 

baseline knowledge, suggestions and policies for reform arc only partially informed, and as a result 

may miss key factors which could influence success of efforts for change. Such has been the sad 

experience of many change projects implemented in developing countries without awareness of 

cultural factors (Sec, for example, Harrison 1976; Nichter and Vuckovic 1992; Population Reports 

1980). This dissertation is therefore important for its ethnographic account of the self-medication 

practices of individuals and the complexity of factors which influence those decisions. Though 

neither definitive nor meant to represent the entire U.S. population, the resulting mix of data is a 

rich source of information about American beliefs and practices related to self-medication. 

Theoretical Orientation 

It was my experience that the beliefs about appropriate responses to illness which 

informants told me were not always borne out in their actions. This is hardly a new thought, 

anthropologically or intuitively, for people seldom do exactly what they say they should do. 

Cultural knowledge is only a guideline for action. Behavior also takes into consideration real life 

events and resources. Practical circumstances and personal needs greatly influence the daily 

decisions which over time become accepted routines (Backett 1992; Graham 1984). An analysis of 

the variables which affect whether and how these beliefs get translated into practice is required. 

Backett (1992) spoke of the "everyday health relevant decisions" made by individuals as a 

bridge between cultural beliefs and actual practices regarding health maintenance. This 

dissertation is an examination of this "debate between culture and rationality" (Rutz 1989:213), of 

-_.-.. -- .-- ._._-_.- ---------------- --- ----



transitions between simultaneously held ideals and practice. It is an exploration of how cultural 

ideals of normative behavior are adjusted in response to practical demands and personal needs. 

Analysis of these issues benefits from the contribution of two divergent theoretical perspectives. 

Studies of cognitive patterning and the motivational influence of these models provide one 

important perspective. Work which focuses on the behavioral patterns of actors--their practice-

provide another vantage on the data. A brief description of these theoretical paradigms follows. 

Cognitive Theories 

19 

Medical anthropologists have sought explanations for individual and cultural response to 

illness in the cognitive constructs which help people to recognize conditions and their causes. 

Constructs such as explanatory models and semantic illness networks have been proposed to 

identify how members of a culture explain bodily processes, illness etiology, and healing. These 

constructs will bc explaincd more fully in Chaptcr 3 during my discussion of cultural knowledge of 

health, illness, and medicines. 

Frake (1961) applied cognitive theories to study of health, to reveal how illness 

classification is motivated by social factors. More recently, the construct of the cognitive model 

has been used to discuss health and illness constructs (D'Andrade 1976; Linde 1987; Price 1987; 

Vuckovic-Moore 1990). Cognitive models, alternately called folic models, folk theories, cognitive 

schemas, and cultural models (D'Andrade 1984, 1987; Keesing 1987; Quinn and Holland 1987), 

refer to mental coustructs which organize intersubjectively shared knowledge into prototypical 

event sequences. These sequences identify culturally ideal actions enacted in the ideal 

circumstances of a simplified world. Cultural models arc learned structures which help individuals 

explain the behavior and motivations of themselves and others (Quinn and Holland 1987; Holland 

and Skinner 1987). 

The issue of how models motivate behavior has been the focus of recent work in this field 

(D'Andrade 1992). Strauss (1992a: 4) expressed the philosophy of these studies in her statement 
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that in order to understand "why people do what they do" it is necessary to understand "the 

cultural constructions by which they interpret the world." Borrowing from Good's (1977) 

concept of the semantic illness network, Strauss (1992b) proposes the existence of networks of 

linked models or goals which vary by individual. The same model may therefore have different 

motivational force, depending on its priority within an individual's semantic network. Explicit 

verbal symbols, such as frequent use of words or metaphors by a speaker, give evidence of the 

existence and priority of a particular model in that speakers semantic network. This approach 

attributes agency to individuals in their ability to choose between and modify models for behavior. 

Cognitivists maintain that by teasing out cultural models and their cognitive organization, 

it is possible to glimpse how decisions are made. A shortcoming of a significant number of 

cognitive studies is that they arc not reinforced or verified by examination of informants' actions. 

Discourse is the unit of analysis, and observational data is secondary, if used at all. Price (1990) 

and Keesing (1987) point to the need contextualizing discourse in the observation of behavior by 

examining the divergence between cultural models and actual behavior as a natural outcome of 

cultural knowledge in practice. The importance of understanding cultural knowledge in practice 

was the premise for Dougherty and Keller's (1982) taskonomic approach to knowledge structures. 

Their analytical construct proposes that knowledge is structured as constellations of conceptual 

units which arise in response to specific tasks or contexts. Functional relations, rather than core 

symbols or cultural models for behavior, organize individual's knowledge and response to 

particular situations. Chand and Bhattacharyya (1994) and Nichter (1989) have applied a 

taskonomic approach to the study of illness to examine how utilization of illness constructs and 

therapeutic knowledge is shaped by the context of specific illness episodes. 

Practice-Oriented Theories 

Practice theorists such as Bourdieu (1977) and de Certeau (1984), and economic 

anthropologists such as Rutz (1989), focus their attention on behavior, explaining action in terms 
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of "practical logics" and economic rationality. Because practical logics do not have contain the 

coherence of a plan, they cannot be discerned through sorting exercises or discourse analysis. 

Rather than focus on what people say, practice-oriented researchers are concerned with what 

people do. Classic practice theory maintains that practical logics which guide behavior can be 

grasped only in action. Attempts to derive models for practice transform their logic by making it 

explicit (Bourdieu 1977:102). 

While cognitive theorist acknowledge that the culture-wide existence of models ultimately 

constrains individuals' options for decision making, their emphasis is on conscious choice. Practice 

theory, at least as developed by Bourdieu, begins with the premise that all action is determined by 

the actor's habitus, his or her world view, which results from social position and access to 

resources. Action is unreflective, "programmed" by socialization and habitual repetition. 

Later modifications to practice theory, such as those contributed by de Certeau, recognize 

the ability of actors to react to situations in less deterministic ways. DeCerteau (1984) discusses 

how individuals without social power use of opportunitistic tactics to achieve their objectives. 

Tactics imply a more conscious awareness of cultural rules as well as the motivated choice to bend 

them in order to "create spaces" within the established order and using social contraints to their 

advantage. 

Dialogue Between Paradigms 

As indicated in this brief description of cognitive and practice theories, each presents 

analytical strengths and weaknesses. Common ground between the two is the "taken for granted 

world" which figures in the mental structures represented by both cultural models and Bourdieu's 

habitus (Strauss 1992a). The ability of embodied rules to direct behavior is a point of theory 

which separates the two paradigms, as does the object of their analysis (i.e., discourse vs. 

behavior). Nevertheless, a dialogue between the two perspectives can be a productive means of 

understanding how individuals make decisions and the behavior which results from them . 
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Through the juxtaposition of beliefs and behavior presented in this dissertation, I will attempt to 

develop suggestions for how this dialogue might procede. 

Organization of the Dissertation 

The first part of this dissertation is a discussion of the factors which lead individual 

women to make particular self-medication decisions for themselves and for members of their 

households. I begin by describing the beliefs and ideas my informants shared with me about 

health, illness, medicines, and health caring. Next, I discuss how cultural knowledge about health 

and healing is produced through socialization, contact with members of one's support networks, 

through clinical encounters, and by exposure to mass mediated messages about health and 

medicines. Coexisting models of health will be revealed, the first of which advocates avoidance of 

medicines and vies medicines as potentially harmful. The second reflects a dependence on 

medicine to provide a "quick fix" for social as well as physical ills. 
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The second part of my dissertation examines the self-medication practices of the women 

and families with whom I worked. I address the changing cultural, social, and political conditions 

which affect household medication decisions on a day-to-day basis. Time pressures, changing 

gender roles, and a national health care crisis all have an affect on the daily health care activities 

which occur within the confines of the household. Each of these factors will be discussed as 

analysis of the self-medication practices of my informants unfolds. I challenge the assumption that 

lay medication decisions are random or irrational as I examine not just self-medication behaviors, 

but also the social, emotional, and practical demands which motivate these actions. 

The third and final part of this dissertation discusses the ways in which women talk about 

the health care compromises which they make as a result of the practical contingencies discussed 

in the previous section. I examine the ways in which "medicine stories" enable women to resolve 

conflicts between coexisting health ideologies and maintain their role as providers of domestic 

health care. Medicine stories are analyzed for their ability to transform "making do" into feelings 
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of agency and active participation in health care outcomes. 

I conclude the dissertation with a discussion of the implications of my findings for 

anthropological theory as well as in regard to clinical practice and health care policy. 

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

23 



24 

CHAPTER 2 
ETIINOGRAPHIC SKETCH OF TIlE FIELD SIlE 

Health in the United States 

Uncertainty and multiple choice characterize the cultural climate in the United States in 

the last decade of the 20th century (Giddens 1991). It is a time marked by rapid transformations 

in social roles, economic conditions, and scientific technology. As contact with the world at large 

becomes a daily affair, Americans find themselves increasingly focused inward, to the family and 

the self. Health care in the United States has been affected by these conditions and has 

contributed to their propagation. The dynamic and ambiguous climate of the contemporary United 

States is ripe for the revisionist theories of health and multiple healing therapies which thrive in 

its society. Reflecting this environment, Americans' thoughts about health, illness, and healing 

arc inchoate and pluralistic, and subject to seemingly constant change from influences within and 

beyond the domestic sphere. 

In this chapter I provide an overview of the issues which influence American's cultural 

knowledge about health and healing, and in which they make decisions about health care. I begin 

by describing the factors which affect heath and healing as they exist on a national scale, drawing 

upon my own research as well as existing literature and "indigenous ethnographic texts" produced 

in print and electronic media (Dorst 1989). I then transfer the focus of analysis to my field area 

in the southwest United States, describing the physical and cultural features particular to the 

location, and discussing the manner in which the national health trends manifest at the local level. 

American Obsession with Health 

Concern over the body and its health has achieved a high level of importance within 

American culture. Evidence for this concern is found in the number of products sold to improve 

health and cure illness, as well as in the volume of public discourse about these topics. It is 

marked not only by an influx of new technologies and modes of therapy to combat sickness and 
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maintain health, but also by decreasing thresholds of tolerance for discomfort and changing ideas 

about what constitutes normalcy and functional health (Barsky 1988; Nichter and Vuckovic 1994). 

Americans' preoccupation with health and fitness is predicated in part on changes in the 

epidemiological profile of the county. Improvements in sanitation, nutrition, and medical 

technology have greatly reduced rates of morbidity and mortality related to infectious diseases. 

Diser.~es such as measles and mumps, which a generation ago were considered a normal part of 

childhood, arc rarely experienced because of mandated immunization of children. I Acute 

infectious disease such as pneumonia and influenza arc no longer the killer diseases they once 

were, thanks to antibiotics and life support technology. As a result of these medical and 

technological advances, the iUness profile of the United States is dominated by chronic diseases 

and conditions such as diabetes, asthma, and arthritis, and by degenerative diseases such as cancer, 

heart disease, AIDS, which arc often attributed to Iifestyle.2 The conception of health and illness 

derived from these conditions is that health is a condition over which one has control and 

therefore can be achieved through personal effort (Herzlich and Pierret 1987). The body has 

become a site of choices and options (Giddens 1991). 

Perfection of the Body 

"In our culture, we admire vigor, health, strength. We speak of 'perfect health' and 
'going strong.' Being sick or weak is suspect" (Matousek 1994: 104). 

Health has become a supervalue in American, an end in itself (Herzlich and Pierret 1987), 

and synonymous with life (Zola 1980). If one gels sick, he or she is obligated to seek treatment, 

I It should be noted, however, that outbreaks of measles and other infectious diseases continue 
among unimmunized or under-immunized populations. 

2 This trend is being challenged by the emergence of drug-resistant strains of acute infectious 
diseases such as otis media (ear infections) and tuberculosis. Drug-resistant bacteria create the need 
for higher level antibiotics, which are also more costly. The threat of drug-resistant bacteria has 
become known to the general public through popular books, magazine articles and even feature films, 
which tend toward sensationalism. How awareness of drug resistance will affect medicine taking has 
not been studied. 

-_ .. _- .- ---------'--------
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and to work on becoming well. Better still, it is important to do all one can to remain healthy and 

avoid sickness in the first place. 

American obsession with health is part of a larger preoccupation with the body and its 

perfection. This concern manifests as consciousness and active concern about the management 

and appearance of the body. The fact that people are able to consider the body as a project 

reflects a belief that the body is a object capable of modification, that "its appearance, size, shape 

and even its contents, are potentially open to reconstruction in line with the designs of the owner" 

(Shilling 1993). This acknowledgement results in part from the multiple commodification of the 

body--the fragmentation of the body into parts and the development of products to maintain and 

repair every one of them. The more value attached to the appearance and capabilities of bodies, 

the greater are the pressures for peoples' self-identities to become wrapped up with them 

(Bourdieu 1977; Shilling 1993). At its utimate, perfection of the body is an attempt to forestall 

death by surpassing the body's currently encountered limitations (Bauman 1992). 

Bodily fitness has become increasingly important in the late capitalist era, where bodies as 

well as machinery is conceived of in terms of "flexible accumulation" (Harvey 1989; Martin 1992). 

The perfected body is "a multi-purpose instrument, ready for all challenges yet indifferent to the 

nature of any task it may confront" (Bauman 1992:19). In an uncertain world where individuals 

must constantly be prepared for rapid reskilling and specialized response, medical technology 

increasingly is being used not only to heal and save lives, but also to help people re-create 

themselves. 

Clark (1992) has noted that Americans' cultural preoccupation with health manifests 

practically and symbolically. In other words, in addition to the steps people take toward health 

(such as exercising, "eating right," or taking vitamins), people engage in token gestures which 

demonstrate their intention to take these steps. Token gestures may include purchase (if not use) 

of exercise equipment, special diet cookbooks, or health-promotive nutritional supplements. 
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Consumer activities have come to symbolize the health promotive behaviors. The cultural 

mandate to work on improving oneself likewise results as much in talk about appropriate 

behaviors as it does in the actual practice of these behaviors (Backett 1992; Nichter and Nichter 

1991; Nichter and Vuckovic 1994b; Vuckovic 1990). 

Although obsession with "body projects" might be interpreted as "a wholesale movement 

towards the narcissistic cultivation of bodily appearance," it may in fact express a desire for 

control in an uncertain environment (Crawford 1984; Giddens 1991; Shilling 1993; Stein 1982). 

Anxieties about risks and uncertainties in social relations and social environments are projected on 

to a concern with the body (Shilling 1993:73). When disturbances in an individual's larger 

environment cannot be resolved or contained, individuals may choose to exercise control at a 

more immediate site, such as the body, where success may be possible (Crawford 1984; Douglas 

and Wildavsky 1982). The body becomes a stable point of reference amid the chaos. 

The desire among Americans to retain control and to take action to achieve "victory over 

biological misfortune" (Herzlich and Pierret 1987) is not a new phenomenon. Writing about the 

history of personal responsibility for health, Risse (1977) notes that in the nineteenth century, a 

variety of self-care movements flourished because of similar social conditions. 

"Control of personal health was seen increasingly by Americans as a means of thwarting 
the disruptive social changes occurring around them. If one could not influence the 
negative effects of the social forces of industrialization, immigration, and urbanization, 
control over one's life by learning the principles of physiology and hygiene still was 
possible" (Risse 1977:13). 

Modernity as Risk Culture 

Modern life is fraught with risks and dangers such as stress, violence, pollution, alienation, 

and artificial substances. There is the feeling that the stresses of modern life and the degredation 

of the environment is extracting a toll on health. In its minor forms "defective modernization" 

(Simonelli 1987) manifests in the increasing number of people suffering allergies, ulcers, and 

insomnia. The appearance and rise in more deadly and debilitating illnesses such as cancer, 



multiple chemical syndrome or chronic fatigue syndrome cause people to openly ponder the 

effects of the post-industrial, late modern society. There is a feeling among some that illnesses 

such as these have not been officially acknowledged by science because to do so would 

acknowledge that modernity was lethal. 

An increasing number of Americans have also begun to experience doubts regarding the 

safety of allopathic medicines. For these people, drugs are seen as threats in themselves-

sometimes necessary, but better to be avoided whenever possible. A growing sector of the 

American public has begun to qucstion what is safe, and what the long-term negative effects of 

medications are. 
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Herbal or "natural" therapies provide one answer to growing concerns about risk for 

these individuals. Manufacturers of herbal products promote their products by highlighting 

popular concerns about environmcntal pollutions and social stress. Promotional materials from 

one distributor of ayurvedic products in the U.S., for example, featured photos and testimonials of 

satisfied customers. One such customer was a female attorney who said she took the products 

"because, living in a big city and working in a highly stressed environment, I am concerned about 

being ravaged by free radicals." 

Impatience with Illness 

Contrasted to concerns about chemicals and pollution is the American desire for instant 

gratification and quick fix of problems. This desire pervades all aspects of life in the United 

States, and is particularly apparent in the area of health and healing. Whether in maintaining 

health or in curing illness, Americans express a desire for a quick and effortless solution. A 

mentality of "a pill for every ill" pervades American thOUght. Physicians comment that patients 

abuse bodies, then come to them expecting to be "fixed" 1::' medicine. Sales of products promising 

quick and effortless weight loss and smoking cessation attest to the desire for dramatic results 

without uncomfortable effort. The popularity of vitamins and energy tonics also evidence this 

----------- ---. ----
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tendency, and provide a lucrative market for more dubious products promising improvement in 

appearance, disposition, and health status. The desire for a quick fix leads to a dependence upon 

"experts"--be they physicians, alternative practitioners, or manufacturers of medicines and medical 

gimmicks. Individuals relinquish their independence in exchange for the convenience of being 

handed a packaged answer which requires little thought or effort to use. 

It is not just a desire to alleviate pain which causes Americans to have a cultural 

impatience with illness, to want "something done--and soon" (Young 1977:111). Cultural 

demands to be productive and pructical contingencies related to job and household responsibilities 

make time off for illness a luxury few Americans can afford. Impatience has lead the public to 

expect miraculous transformations from illness to health after medical intervention. This 

expectation creates demand for medicinal products which are "extra-strength" or "multi-symptom" 

and promise "fast relief." It may also encourage Americans to consume greater amounts and 

varieties of medication in an effort to achieve instantaneous relief. These issues will be discussed 

in greater detail in Chapter 7. 

Multiple Sources of Health Information 

Achieving optimal health while delaying old age and death consume the consciousness of 

Americans, and often much of their time and resources. In addition to the advice on health, 

fitness, and the cure of illness provided by family members and friends, the mass media provide a 

large amount of information on health to Americans though news stories, feature articles, and 

advertisments. Newspapers throughout the country--from the daily papers of large metropolitan 

centers to the weekly papers of smaller communities--carry articles and columns about health. 

Health-oriented popular magazines such as America" Health and Prevelllio" are reported to have 

circulations in excess of one million (Glassier 1989), and several others of lesser circulation may 

be found. Even movies and television programs designed for entertainment (e.g. dramas, 

comedies, and soap operas) socialize Americans regarding diseases, the medical system, and 
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culturally appropriate responses to illness. During 1992-93. while I was conducting my fieldwork, 

three television programs had as their premise dramatizations of "real" medical emergencies, and 

several fiction-based shows featured health care professionals as major characters. 

Information about health and healing bombard Americans from myriad sources, creating 

a volume of information many find difficult to process. Following an average American through a 

typical day provides a sense of the number and kinds of messages about health received in the 

course of a single day: 

A glance over the morning newspaper rewards the reader with a story about the latest 

study linking caffeine and heart disease. A self-care column in the same paper provides advice 

about how to treat a cold, while on the opposite page a large ad announces the benefits of a new, 

long-lasting pain reliever. Throughout the day, radio stations air talk shows hosted by well known 

physicians and psychiatrists. More advice about how to cure illness and live longer may be found 

in one of a dozen health magazines or in health columns of fashion, homemaking. and parenting 

magazines, along with ads touting the benefits of new and improved formulations of over-the

counter and prescription pharmaceuticals. Colleagues at work discuss symptoms and recommend 

treatments while riding the elevator and drinking coffee. Preparing the evening meal is a lesson in 

nutrition offered by food labels and "heart healthy" recipes. The evening's television listings include 

a documentary on public television which provides live-from-the-womb pictures of fetal 

development, and a news show on commercial television featuring an story about the health 

hazards of groundwater contaminants. The late news provides an update on a local transplant 

patient, punctuated by more ads for pharmaceuticals. 

This portrayal of the many sources of health information which inundate Americans on a 

daily basis does not even account for information actively sought by individuals in response to 

illness or curiosity. For these individuals, additional sources of information include self-help and 

reference books about prevention and treatment of specific diseases and medical information 
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telephone services featuring taped information or live nursing personnel to answer health-related 

questions. Computer programs, on-line computer networks, and interactive television offer high 

tech sources of information about illness diagnosis and treatment. 

Information Anxiety 

In the face of a barrage of information, Americans experience what has been called 

information anxiety, an inability to know which authority to believe or which set of directives to 

follow. The public is often confused and left with the impression that everything is harmful and 

risk is everywhere. This feeling is further complicated by the fact that medical advice appears to 

change so rapidly, so that it is valid "only until further notice "(Giddens 1991). Backett (1992), 

studying the health promotion activities of middle class Welsh families, also found that practical 

implementation of health-related beliefs was problematic for these people, at least in part because 

the health information they received through the popular media was often perceived to be 

transcient and contradictory. Some people respond to information anxiety by doing nothing. 

Others choose to adopt a variety of behaviors in the hope that at least one of them will do some 

good. In their preoccupation with doing all the things they are "supposed" to do to keep healthy, 

Americans don't have time to evaluate whether any of them are actually doing any good (Bauman 

1992). 

The frequency of health-related messages in the media magnifies public perception of the 

occurrence of illness and the ability of token actions to reduce risk and protect consumers from 

illness (Manning 1985; Payer 1992). Pharmaceutical advertising in particular is effective as a 

source of information about health care because it provides concise and simplified, if limited, 

information about risks and symptoms, as well as ways to treat them. The information is presented 

as absolute fact, not with the ambiguity of scientific reports. For many, this channel of 

information is easier to comprehend and more accessible than other reference sources. The 

media-induced awareness of disease has resulted in increased demand for medicines via a process 



called schizmogenesis (Bateson 1972; Nichter 1989; Nichter and Vuckovic 1994), wherein 

increased awareness creates increased demand for products and services. 

Increases in Medicinal Resources 

Increased availability of medications and treatment options is associated with the 

expansion of health information. In a pluralistic health care environment such as the United 

States, mUltiple systems of medicine vie for attention and use by lay populations and therapy 

providers. Over a half million pharmaceutical products are available in the U.S. today, 

approximately 300,000 of which are over-the-counter (OTC) products available without doctor's 

prescription. The proliferation of products in the OTe class has been due in part to the transfer 

of several drugs from prescription to ocr status by the U.S. Food and Drug Administration. 

More than 400 products which were at one time available only by prescription are currently 

available as over-the-counter formulations (MerciLII991). Distributed by a variety of drug 

manufacturers in an assortment of combinations, each of these drug elements has generated an 

array of products. 

One dramatic example of product proliferation is found in the category of OTe 

medications referred to as "allergy relief products" in the Physicians' Desk Reference (PDR) for 

Nonprescription Drugs. The 1983 PDR listed some 40 products in this category. Ten years later, 

it catalogued over 100 products. Despite findings that these products may provide few beneficial 

effects (Hutton et a!. 1991; Smith and Feldman 1993), sales of OTe drugs in this category have 

more than doubled over the past decade, from approximately $1.5 billion in 1983 to $3.4 billion in 

1993. Sales of OTe internal analgesics rose form $1.6 billion to $2.7 billion over the same period 

(Drug Store News 1994). 

Medicine proliferation needs to be considered both in relation to an increase in products 

as well as to an expansion in the retail pharmaceutical market. Retail sales of prescription 

medicines topped $55 billion in 1993. Sales of OTe medicines during the same period totaled 
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$9.7 billion (Drug Store News April 1994), a 130% increase over sales figures of a decade earlier 

(Drug Topics 1994). There are over 50,000 I'etail pharmacies in the U.S. (Smith 1991), many of 

which are open and staffed with pharmacists seven days a week, 24 hours a day. Prescription 

drugs are also available through mail order firms or buying co-ops sponsored by organizations 

such as the American Association of Retired Persons and health insurance companies. Mail order 

outlets accounted for 7.5% of total prescription drug sales in 1993, a 23% increase from the 

previous year and a 400% increase since 1981 (Drug Store News 1994). 

While the purchase of prescription drugs is confined to registered outlets, OTe drugs are 

available at any number of locations. Supermarkets, discount outlets, convenience stores, and 

vending machines provide easily accessible, round· the-clock availability of medications. As a 

result, consumers in the U.S. can purchase medications whenever and wherever the perception of 

need arises. 

Medical Pluralism 

In the United States, allopathic medicine has been the dominant form of healing for the 

vast majority of the population for generations. Alternative forms of medicine, such as home 

remedies, herbal therapies, and ethnic remedies brought by immigrants to this country, constituted 

a secondary system of medicine, primarily produced and practiced in the home. As 

noncommercial forms of medicine, they were not viewed as threats to allopathic practitioners and 

little attempt was made to control their use. Organized, commercial forms of alternative 

therapies, on the other hand, became financial competitors for medical doctors. Attempts were 

made to eliminate them in the early 1900s by measures which served to establish biomedicine as 

the predominant medical system in the United States (Kelman 1976). Nevertheless, therapies such 

as homeopathy, chiropractic, and naturopathy have maintained a consistent, if limited, following 

since their introduction to the U.S. in the 19th century. 

The types of alternative therapies currently available in all parts of the United States 
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range from "indigenous" practices such as chiropractic and naturopathy, to exotic, imported 

therapies such as aYUIVeda and Chinese herbalism. Commercial manufacturers of herbal and 

homeopathic remedies have cased consumers' transition to use of these products by packaging 

them to resemble familiar OTC preparations. Consumers can now purchase "natural" remedies for 

common clusters of symptoms as well as for complaints outside the expertise of doctors (e.g., for 

stress or low mental performance). A number of herbal products which promise to protect takers 

from environmental hazards, improve mental capabilities (Brain Pep, Rasayana for Students, Mind 

Plus), or boost physical energy and productivity (Perk Up, Energy and Endurance) attempt to 

make these therapies attractive to modern consumers living high stress, fast paced lifestyles. 

Popular interest and use of these and other "alternative" therapies have increased in the 

U.S. during the past decade, to the point where many Americans have at least passing knowledge 

of even the most esoteric therapies. Some more common practices such as acupuncture, 

meditation, and herbal medicine have become mainstream therapies utilized by allopathic as well 

as alternative practitioners. The increased acceptance of therapies by the allopathic medical 

community involves both the transfer of information and the recognition of the popular demand 

for and financial viability of these therapies. Hospitals throughout the country are establishing 

centers of mind-body medicine and holistic healing group practices which offer treatment by 

physicians as well as acupuncturists, massage therapists, and spiritual healers. Half of the medical 

schools in the United States now teach about "mind-body connections" (USA Weekend 1994). A 

limited number of national health insurance companies have begun to include forms of alternative 

treatment such as acupuncture and chiropractic in their list of approved therapies. 

Homeopathic and herbal remedies arc playing an increasing role in the self-medication 

activities of Americans (Brown and Marcy 1991). A report in the New England Journal of 

Medicine (1993) stated that Americans spent almost $14 billion on alternative therapies in 1990, 

and that in 1993, one in three Americans used at least one alternative therapy. Murray and 

-------------_. ---



35 

Shepher (1993) have pointed out that the label "alternative" may be a misnomer, and that 

"additive" may more accurately describe the use of herbal, homeopathic, and non-western 

therapies in the U.S. Their research found that the majority of people who utilize these therapies 

do so as additions to, rather than substitutes for, allopathic medicine. As will be discussed in 

greater detail in Chapter 5, my informants also tended to employ multiple therapies, using 

allopathic and alternative treatments jointly or in sequence. 

Ideology and Treatment Choice 

Allopathic medicines are often referred to as "traditional medicine," while therapies which 

lie outside the allopathic sphere are termed "alternative" medicines. Giving a medicine the label 

"traditional" in this case imbues it with history and a taken-for-granted authority. The label 

"alternative," on the other hand, implies deviation from standard practice, the product of a 

counter-hegemonic health ideology. Researchers in non-western contexts have theorized that in a 

pluralistic health care environment, decisions to utilize particular therapies are motivated by the 

ideological position of the patient or therapy management groups (Crandon-Malamud 1991; van 

der Geest and Whyte 1988). Given the mainstreaming of alternative therapies in the U.S. and the 

commom practice of using multiple systems of medicine simultaneously, it is difficult to 

determine what an individual's choice of therapies signals. Use of alternative medicines may 

symbolize for some a desire for an alternative lifestyle or a wish to return to a simpler, more 

natural time. For others, it may be a gesture of resistance against the established medical system 

(Gabe and Calnan 1989) resulting from disenchantment with that system. 

For still others, use of alternative therapies may merely be participation in the latest 

consumer fad. The influx of new therapies is welcomed by some because of lack of faith in 

allopathic medicine, but also because it is an exotic item, an alluring alternative to more familiar 

products. The ephemerality and evanescence of contemporary life causes people to constantly 

desire the new and improved to combat consumer boredom. Superficial commitments to trends--
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be they in fashion or pharmaceuticals--leave a void which must be filled by "ever new imports 

from outside" (Lifton and Olson 1974). 
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Use of "foreign" medications and therapies presents some interesting paradoxes in 

addition to the above discussion of traditional and alternative ideologies. Anthropologists have 

spoken of the colonization of nonwestern bodies by western medicine (Arnold 1993; Comeroff 

1993). The degree to which cross- or reverse-colonization occurs when medicines of the periphery 

capture the imagination (and dollars) of the people of the core remains to be seen. 

Although health ideologies may factor into decisions to utilize these "alternative" 

therapies, cost and availability are also motivators. Because these products are available without 

prescription, they allow consumers to forego a visit to the doctor, resulting in savings of time and 

money. On the other hand, alternative medications are often more expensive than allopathic 

products, which may make them less attractive to lower income individuals. This issue will be 

considered in Chapter 8. 

Vitamin and Tonics 

At a time of increasing fast food consumption and media hype about the value of 

nutrition to maintain health and prevent serious diseases, an inability to provide proper nutrition 

may prompt parents to give their children vitamins to ensure health and prevent illness. Some 

parents are not able to provide good Dutrition because of economics, others because of time. 

Those parents who worry that the commercially prepared foods they serve their families lack 

nutrients attempt to supplement the family diet through the use of vitamins. Adults who feel that 

work demands and lifestyle constraints keep them from eating nutritious meals also supplement 

their diets with vitamins or fiber bars to avoid making substantive changes in their eating habits. 

Others see vitamins as insurance against environmental hazards, life stresses, and 

compromised immune systems. Concern over environmental toxins and "free radicals" have also 

contributed to the use of antioxidants--beta-caroteneand vitamins C and E. Media reports and 
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advertising have contributed to the generalized belief that taking these vitamins will stave off the 

effects of aging or disease. One vitamin company advertised its "Cell Protector Antioxidant 

Formula" as the way to "help your body win the battle against time." 
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Vitamins and supplements also promise increased energy and improved athletic, 

intellectual, and sexual performance as a result of taking their products. Advertising capitalizes on 

public concerns about competition in the promotion of its products, encouraging use of their 

. products "when just keeping up isn't good enough." Pre-packaged combinations of vitamins, often 

found in convenience stores and at the checkout counters of supermarkets, encourage impUlsive, 

one-time response to symptoms of stress or weakness. 

Confusion over what vitamins to take and just how much of each to consume causes some 

consumers to seek further information from health food stores or pharmacies and buy a range of 

individual vitamins to produce specific results. Others look for efficiency, taking a single multi

vitamin pilI which covers everything. Speaking about the direct effects of productive knowledge 

on sales and use of vitamins an industry spokesperson commented: "AIl the hype about vitamins 

that appeared in magazines and on television certainly spearheaded the whole increase" (Drug 

Store News 1994). 

Doubt and Distrust 

In contrast to the conditions which promote reliance on medicine and technology is a 

nagging feeling among many Americans that science and technology are not benign benefactors of 

society. Doubt has become a pervasive feature of modern consciousness, a "general existential 

dimension of the contemporary social world" (Giddens 1991:3). People express doubts about the 

ability of authoritative experts in science, technology, and government to solve problems and 

suspect that they may in fact generate many new problems. 

The hope that science and rationalization would promote "the control of natural 

forces, ... moral progress, the justice of institutions and even the happiness of human beings" 
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(Habermas 1981:9) came to halt in the 1960s when middle class Americans began to believe that 

modernity had actually brought on a loss of control over nature, evidenced by environmental 

pollution and diseases like cancer (Glassner 1989). This crisis of late modernity replaces blind 

faith in authority with increased reliance upon the self (Giddens 1991). 

Distrust of Medicine 

Public doubts about the effectiveness of medicine reflects the more generalized concern 

about the failure of technology and science to solve social and environmental problems. News 

accounts, magazines, and television talk shows raise awareness of medical advances, but also 

expose medical failures and catastrophes. News programs and talk shows which feature 

sensationalized stories about botched medical procedures and dangerous therapies have become a 

popular and grisley form of entertainment in the U.S. Doubts about medicine raised by these 

reports are reinforced by stories and "urban legends" (Brunvand 1986) passed among friends 

which tell about negative or lethal encounters with the medical system. 

The epidemiological transition referred to earlier in this chapter also contributes to public 

questioning of medicine's authority. Faith in medicine declines when it is unable to bring relief 

from chronic diseases such as arthritis or save people from dreaded diseases like cancer or AIDS. 

The growing dissatisfaction with medical care may also stem from its inadequate treatment of the 

patients' psycho-social needs (Burr, Good and Good 1978; Kleinman, Eisenberg and Good 1978). 

Crisis in Health Care Delivery 

Concerns about the effectiveness of medicine are overshadowed for many Americans by 

the more practical concerns about health care delivery and access to care. The cost of seeing a 

doctor, being hospitalized, and buying medicines increased at exponential rates.' Those who 

3 The United States spends more on health care than any other industrialized nation, yet ranks 
below these countries in terms of life expectancy and infant mortality rates (U.S. Congress 1989). 
Annual spending on health care in the U.S. exceeded $750 billion a year, more than double the 
amount spent a decade earlier (Westerfield 1993). 
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could afford the increases complained about them; those who couldn't afford them became forced 

to do without. Over 35 million Americans were without health insurance at the time of my 

fieldwork, making access to medical care difficult and sometimes impossible for many people 

(Renner and Navarro 1989; U.S. Bureau of the Census 1989; Weiss 1992; Westerfield 1993). 

My fieldwork began during a presidential election year, and health care had become a 

focus o[ the campaign for the Democratic candidate, Bill Clinton. Local and national news sources 

would have regular, almost daily news stories about some aspect of the health care issue. The 

Democratic Party held pre-election town hall meetings to gather information and stories from 

people and providers, educate the public about the various health plans, and provide a forum for 

their candidates and political agenda. The Republican Party, as well as the American Medical 

Association and insurance companies, countered with widespread, sophisticated advertising 

campaigns to discredit the Democratic plan for universal health care coverage. Organizations and 

special interest groups of all kinds issued statements endorsing or contesting aspects of the 

various proposals [or health care reform. Even the clergy joined the fray when Catholic bishops 

issued a joint statement saying that medical care was a right, and that all should have equal access 

to it (Arizona Daily Star 6/19/93). 

The indigenous ethnographic texts of print and electronic journalism provided many 

accounts of the crises created in individual lives by the lack of health insurance. These stories told 

of people who had lost homes or been bankrupted by severe illness or the constant need to 

purchase medicines for a chronically ill child. Other accounts related stories of people in need of 

surgery or chemotherapy, who are unable to find providers who will provide care because the 

patient cannot pay for these services. 

Discussions I have had with providers of health care for the uninsured confirm that these 

kinds of tragic stories happen all too often. All of these stories emphasize financial struggles in 

crisis times, and do not document the practical and ideological struggles which accompany 
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financial on a day-to-day basis. While recognizing the existence and critical nature of crisis 

situations created by lack of health insurance, I will not dwell upon such incidents in this 

dissertation (although several were told to me by my informants.) Rather, I focus on the day-to

day health care decisions which are necessary among uninsured individuals. 

Declining Insurance Coverage 

There was good reason why health care had become a key political issue in the United 

States. Over 15% of the U.S. population lacked any health insurance at all, and another 10% had 

inadequate or unreliable coverage (Long 1988; Weiss 1992; Westerfield 1993; Wilensky & Walden 

1981). Changes in the economic base of the country and the rising cost of health care were the 

primary causes of this situation. Since the development of the health insurance industry in the 

U.S. in the 1940s, Americans had come to expect health insurance coverage as a benefit of paid 

labor. Fewer and fewer people were seeing these expectations met in the early 1990s. 

Reports indicate that between 66% and 80% of the uninsured are employed or are 

members of families in which the head of the household is employed and often insured (Employee 

Benefit Research Institute 1992; Short et a!. 1989; Weiss 1992 Westerfield 1993). Nearly 90% of 

these individuals work for employers who do not offer health insurance (Wilensky 1987). The 

deindustrialization of the American economy is one factor contributing to this statistic. The 

employment base of the United States has shifted from the industrial to the service sector jobs, 

creating a shift from union to non-union labor, and from full-time, high-paying jobs to part-time, 

minimum wage jobs. These changes in the labor market have meant a decline in the number of 

individuals covered by work-related insurance--the primary source of private health insurance 

coverage--because such benefits generally are not offered to employees in these categories 

(Renner and Navarro 1989; Short et a!. 1989; Weiss 1992). A trend toward small businesses and 

consultant or "freelance" work contributed to the numbers of people not covered through their 

place of employment (Westerfield 1993). 
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The rising costs of providing health care coverage is another factor which has driven the 

decline in employer-related health insurance benefits. The premiums for employees' health 

insurance arc often beyond the means of small employers. Some larger employers have dealt with 

increasing insurance overhead by keeping a staff of part-time or temporary employees, who are 

not eligible for employee benefits. Others require employees to make larger contributions to their 

own health care policies or eliminate health insurance as an employee benefit. When costs of 

health insurance for family coverage are shifted to the employee, many lower income families arc 

forced to do without health insurance coverage (U.S. General Accounting Office 1990). An 

increasing number of middle-class and white collar workers are finding themselves without 

insurance as a result of employee benefit cutbacks (Westerfield 1993). 

Nationally, the majority of those uninsured are of low income. Approximately 60% of 

uninsured individuals have family incomes below 200% of the poverty level (Bazzoli 1986; 

Congressional Budget Office 1991; Employee Benefits Research Institute 1992; Westerfield 1993), 

and a third of these fall below the federal poverty guidelines (Weis 1988). Despite their poverty, 

these individuals are not poor enough to qualify for Medicaid. Stringent requirements for 

Medicaid eligibility and cutbacks in funding for public programs have left many without health 

care coverage. Some arc declared ineligible because they earn slightly more than the income limit 

or belong to two-parent families (Davis and Schoen 1978; Westerfield 1993). Although Medicaid is 

positioned to act as a "safety net" for the poor in the United States, the program now covers less 

than 40% of the poor (Weis 1988). As a result, the poor, who are the least able to pay for care 

directly, are also the most likely to be without either public or private health care coverage (Davis 

and Rowland 1986). As I will discuss later in this chapter, a similar situation faced many of the 

women I worked with who had no health insurance. 

Women and children are at increased risk of being uninsured. Fifty-six percent of the 

uninsured adults arc women, and women who are divorced or separated are twice as likely to be 
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uninsured as married women (National Commission on Working Women 1991). Women are 

frequently employed in the retail trades and service industries--the so-called "secondary job 

market" which is particularly lacking in job-related insurance benefits (V. S. Bureau of Labor 

Statistics 1989). Women whose husbands are covered by job-related health insurance often are 

unable to obtain the same coverage for themselves or their children because premium costs are 

more than the family budget cnn manage. Nearly a third of all uninsured Americans are children 

under the age of 18, with more than a third of these children residing in families with incomes 

below the federal poverty level (Employee Benefits Research Institute 1992; Weiss 1992). 

Popularity of Self-Medication 

The social nnd political factors discussed in this chapter--concern for and information 

about health, increased availability of self-care products, rising dissatisfaction with medicine, and 

reduced access to professional cnre--contribute to an already strong cultural tendency townrd self

care nnd self-medicntion (Pratt 1973; Segall nnd Goldstein 1989). As noted in Chapter 1 70-95% 

of all illness in the V.S. arc managed in the home, without the intervention of a doctor (Dean 

1981; Heller Resenrch Corporation 1984; Knapp, Oeltjen and Knapp 1974; Reimer and Sorofman 

1989; Roghman nnd Haggerty 1972; Segall and Goldstein 1989). 

The cultural value placed on independence and self-reliance by Americans (Bellah et aI. 

1985) has been n driving force behind self-care in the Vnited States since its colonial days 

(Cassedy 1977; Numbers 1977). Accm'ding to medical historians, "Americans ... have been prone to 

take things into their own hands, not consulting physicians, before consulting physicians, while 

consulting physicians" (Young 1977:111). It was this self-reliance and independence, nurtured in a 

democratic society, which promote the Jacksonian conviction that every American "should in 

medicine, ns in religion and politics, think and act for himself' (Numbers 1977:55). 

Practical Factors Promoting Self-Medication 

The desire to assume more responsibility over one's health and the greater number of 

------------._.. _._-
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products available to experiment with account for only some of the factors driving self-medication 

practices. As in the current situation, the American preference for self-care has been frequently 

been a matter of practicality as much as a reflection of cultural belief in independence and self

reliance (Cassedy 1977). Financial costs associated with doctor's visits make this fomI of 

treatment unavailable to many and an unacceptable expense to others. For the "working poor" 

who lack private health insurance or government health benefits, the cost of out-of-pocket 

purchases of professional medical care can make it a luxury purchased only in cases of extreme 

need. Self-medication provides a more affordable though sometimes less desirable response to 

illness. When the cost of doctor visits and prescription medicines becomes prohibitive, other 

options become utilized as individuals attempt to simulate professional care in the home. 

The inconvenience of obtaining care from a practitioner provides another incentive to self

medicate. People do not want to wait to be seen by a doctor for minor ailments. If both a 

complaint and its prescribed treatment are routine or familiar, individuals may take charge of an 

illness episode unless the complaint continues beyond its expected duration or symptoms become 

unfamiliar. For many people, lack of an established relationship with a doctor due to the 

impersonal nature of one's health plan or lack of insurance leads them to consult doctors only 

when absolutely necessary. Declining satisfaction with providers is widespread, found not just 

among patients of public clinics, but also among patients belonging to private insurance plans. 

Physicians who are providers for managed care organizations report decreasing autonomy and 

pressure to increase efficiency and patient load. They expressed frustration over the negative 

effects of constraints and efficiencies on interactions with their patients, as well as on their 

personal satisfaction. 

Some reports of self-medication practices which reflect the voice of the medical 

community have characterized self-medication behavior as a questionable or even dangerous 

(Bauerschmidt and Alexander 1983; Buchan 1972; Furlong 1972). Pharmaceutical manufacturers, 
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on the other hand, have recognized that the health care consumer often is not willing to contend 

with the expense and inconvenience of seeking a prescription from a doctor (Segal 1991), and 

have endorsed the conversion of many products from prescription to over-the-counter status (The 

Proprietary Association 1982). 

Others take the increase in the number of OTC products as a reflection of the increased 

medicalizationof American society and the commodification of health care (Caplan 1989). Young 

(1977) has suggested that "self-help" may not be the appropriate way to characterize American 

self-medication behavior. "The self has hardly been a free and independent agent under the 

tremendous, clever pressure of advertising, the main unvarying goal of which has been rather the 

self-help of the advertiser ... " (Young 1977:112). Van der Geest and White (1988) similarly 

question whether increased availability of medications for self-treatment merely defines new 

relationships of power over the patient, substituting control by the pharmaceutical industry for 

control by practitioner. Illich (1976) criticized the medical establishment for creating iatrogenic 

illness in patients by medicalizing conditions previously seen as outside medical control. A decade 

later, his attention turned to patient-caused iatrogenesis caused by Americans' desire for technical 

fixes (Illich 1986). 

Personal Responsibility for Health 

The increase in self-care efforts among Americans and the rise in pharmaceutical products 

available for self-medication articulates with a cultural ethic of personal responsibility for health. 

Self-care of common illnesses constitutes self-reliance and a positive contribution to primary 

health care (Hardon 1987; Illich 1976). Greater knowledge about and access to medications 

reduces dependence on health care providers who are scarce, costly, or have a stake in mystifying 

illness, and may also provide a means controlling health care costs (van der Geest and Whyte 

1989). In the face of anxiety and confusion, medicines provide the public with a definitive means 

of taking action. "The essence of self-care is self-control" (Segall and Goldstein 1989:154) 



because it provides individuals with some perception of being in charge of themselves and their 

situation. 
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Although the beneficial aspects of personal responsiblity for health are apparent, 

significant hazards must also be considered. At a time when health is being threatened increasingly 

by global dangers, Americans are encouraged to take individual responsibility for their bodies by 

engaging in strict self-care regimes (Shilling 1993:5). Political response to global threats to health 

and increasing health care costs has been to direct responsibility for health toward the individual 

(Crawford 1984; Segal 1991; Shilling 1993; Stein 1982). By drawing of attention to self-help and 

personal responsibility, attention is deflected from occupational and environmental causes of 

disease (Allegrante and Green 1981; Crawford 1977, 1980; Neubauer and Pratt 1981; Shilling 

1993; Stein 1982). Quick fix products which are available to alleviate the symptoms of 

environmental and social distress, provide a level of functional health which mitigates the need to 

resolve the underlying causes of the symptoms. "Chemical coping" (Pelegrino 1976) through 

medicine use may affect perceptions of acceptable risks and diminish action to reduce 

occupational and environmental hcalth risks. 

A self-help ethic likewise implies that individuals, rather than social or health care 

systems, arc responsible for maintaining health and responding to illness. The right to health has 

shifted from the responsibility of the state to provide services, to the responsibility of individuals 

for their own health (Herzlich and Pierret 1987). Such an ethic is politically useful in an era of 

increasing environmental hazards and diminishing access to health care. 

Accepting personal responsiblity for health propagates the idea that people can then be 

blamed when they become ill. As Bauman has noted "If my death is caused by something I have 

done, or something I could prevent from happening, or my inaction or neglect, survival is 

reconfirmed as my private matter and private responsibility" (1992:20). In the U.S., overt victim 

blaming occurs in public discourse that gay men bring AIDS upon themselves or when substance-
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abusing mothers are jailed when their babies are born with addictions. Less overt victim blaming 

is seen when insurance companies provide premium discounts for nonsmokers and individuals who 

stay within designated weight ranges. Victim blaming points fingers at the individual behaviors 

while taking attention away from environmental and social conditions which foster them. 

Health in America: A Summary 

The health care situation in the U.S. at the end of the 20th century is complex and 

dynamic. Increased concern with health and the desire for a quick fix to all manner of ills is 

countered by concern about chemical substances, dissatisfaction with the medical system, and a 

longing for simpler, more natural life. The plethora of health information and the wide array of 

therapy options available to Americans leads to greater self-reliance and experimentation with 

therapies, but also generates confusion as to what is appropriate or beneficial to do. Without hard 

and fast rules to determine success or failure of actions to prevent or reduce risk of illness, health

relevant decisions become "social constructions in the face of uncertainty" (Backett 1992:264). 

This coexistence of multiple health ideologies is evident in the thoughts and practices of my 

informants, as I shall demonstrate in the chapters ahead. 

Factors Contributing to the Choice of Field Site 

The field site I chose for my research on self-medication behavior is representative of the 

national trends already discussed in this chapter, yet unique in the way it magnifies some of these 

trends. In the next section I will describe the characteristics of my field area which link it to 

national trends and make it stand out as a key location for examination of them. 

Tucson and surrounding Pima County occupy the southeastern portion of the state of 

Arizona, in the southwest United States. The Tucson metropolitan area is much like other urban 

centers in the United States. The social, political, and economic trends which affect the rest of the 

nation exert their influence on Tucson's citizens. The social problems of poverty, gangs, and 

violence which plague other cities also exist in this community of 700,000 individuals. Information 
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and products which reach other parts of the country are also available here. 

Several factors make Tucson and surrounding Pima County stand out as a particularly 

important site for the study of self-medication, medical pluralism, and the uninsured. The area's 

cultural history and proximity to Mexico, as well as its present economic climate and health care 

delivery system interact to create an environment in which multiple therapy systems flourish while 

access to standard medical treatment becomes increasingly restricted. 

The Field Site 

Climate 

If you arrive in the summer, your first impression of this area will almost certainly be of its 
dryness, the seeming barrenness of the landscape. It is a harsh place in the hot season, which 
extends from May through October. The blue sky which seems beautiful and bright and so 
unlike the cloudier places people have come from, begins to wear on the psyche. Aren't 
there ever clouds to cover the unceasing, pulverizing rays of the sun? Isn't there ever variety 
in this place? Every day the TV weatherman offers the same message of sunshine and heat, 
the three digit temperatures predictions fluctuating up or down a degree or two over the five 
day projected outlook--just to give some semblance of variety, to differentiate between 
Wednesday and Friday. 

Then the monsoon rains break the long summer of monotonous heat. During the day the 
skys to the east and south become darkened by the towering thunderheads which the gather 
over the mountains. With luck, these clouds will advance over the valley and bring rain to the 
city itself. If this happens, torrents of rain fall, and in minutes the streets turn into rivers. 
The natural rivers and arroyos, bone dry earlier in the day, fill with water running off the 
hard-packed earth and flow, just like rivers are supposed to do. 

In winter the sun and its warmth are the blessing of the area. The air is cool--even cold at 
night and early morning--but most days is pleasantly warmed by the sun. The rain that does 
come is usually gentle. The desert is green with new plant growth and alive with the 
multicolors of wildflowers in bloom. And, best of all, while the relatives and friends you left 
behind in the north are shoveling their sidewalks and scraping ice off their cars, you continue 
to talk of bicycle rides, barbecues and, yes, it ~ sunny again today. 

Field note entries 

Tucson's climate is its major economic resource. "The Sunshine Factory" boasts an 

average of 196 sunny days a year, and mild winter temperatures that draws thousands of 

vacationers and winter residents (called "snowbirds" by the permanent residents) every year. The 

extensive service and trade industry which has sprung up to accomodate tourists is a mainstay of 

-----------. ---



the local economy, accounting for over half of the revenues and jobs in the county (Arizona 

Yearbook 1993-94). 
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The hot, dry climate has for decades made Tucson a haven for people suffering from 

tuberculosis (fB) and arthritis. One of the largest hospitals in the city began as a TB sanitarium. 

Tucson's reputation as a good place for people with respiratory ailments has declined in recent 

years due to diminishing air quality. Many residents now complain about "Arizona allergies" 

caused by allergens from desert and non-native ornamental plants, dusty conditions and increasing 

air pollution. 

Influence of Mexican and Native American Cultures 

Two important cultural groups contribute to the flavor of the area in subtle and overt 

ways. The most prominent of these is the Mexican culture, present in the Mexican-American 

residents of the area and 60 miles away in the Mexican state of Sonora. The Spanish language 

influence of the culture is retained in geographical names (e.g. Agua Caliente Wash, Santa 

Catalina Mountains), even when the words are pronounced with a decidedly American accent. 

Musical events and celebrations of the area's history acquaint newcomers with the culture, while 

underscoring its important place in the development of the community. For the typical non

hispanic resident, however, the most frequent link to Mexican culture is culinary. Scores of 

Mexican eateries can be found in the area, ranging from push carts to plush restaurants. 

Local residents who cross the border into Mexico do so to enjoy the beaches of Baja 

California or, more frequently, to visit the border town of Nogales to purchase blankets, pinatas, 

and cheap liquor. In recent years increasing numbers of local residents "on the American side" 

have crossed the border in search of pharmaceuticals, which are less expensive and available 

without prescription in Mexico. I will return to the issue of Mexican pharmaceuticals later in this 

chapter. 

Two tribes of Native Americans, the Tohono O'odam and the Yaqui, live in or adjacent to 

~-------~ .- .------.----------------~----~ ---
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the city. These groups have less influence on the local culture at large, although cultural and 

historical events continue to introduce "Anglos" to their presence. Within both the 

Mexican-American and Native American communities, where ethnic traditions remain strong, 

traditional health care products and services are readily available. Most people outside these 

communities do not utilize these resources, however, either because they are unfamiliar with them 

or distrust their efficacy. 

Population Transience and Lay Referral Networks 

Many individuals who live in Pima County are not long-time residents, but have moved to 

the area from other parts of the country and the world. Census figures indicate that 

approximately 2,000 new residents move into Tucson and surrounding Pima County every month. 

Only a third of the residents of the area, and of the state in general, are native to the state 

(Arizona Department of Economic Security 1994). Tucson has attracted large population of 

people migrating from other parts of the country. A third of the state's residents are from the 

Northeastern and Midwestern U.S., and another third arrive here from other states 

(predominantly California) or other countries. During the time I complete my fieldwork, the 

population of the Tucson metropolitan area had grown to nearly 700,000 residents (1990 census). 

Many of the new residents are senior citizens, who have left behind the colder weather to enjoy 

retirement in the warmer climate. Younger people come to the state university, often staying in 

town after studies are finished or abandoned. Still others come to Tucson in search of work. As 

recessions hit other parts of the country, workers have migrated to Tucson in search of 

construction jobs and work in the service industry. Drawn by hope of employment or better life, 

these people have often left all family behind, and arrive in town without conncctions. 

In this sense, this study site may differ from other communities in the United States, 

where longer terms of residence and tightly knit, multi-generational family units may be more 

common. The transient circumstances of many of Tucson's residents is relevant to the study of 
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self-medication for two reasons. First, new residents are disconnected from family, and must 

create new lay referral networks (Friedson 1961) upon their arrival. The absence of normal 

channels of advice and consultation which occurs when family and friends are not nearby. Family 

and friends typically constitute first lines of resort in individuals' lay referral or lay information 

networks (Friedson 1961; Kleinman 198O;Sorofman 1992). They are the first persons turned to for 

advice about illness or methods of health care. In the absence of these individuals, new sources of 

information must be found--in coworkers, new acquaintances, or professional sources. This 

characteristic of the field site made it particularly attractive to studying information networks and 

how people learn about medicines. For new mothers, socialization into child care often comes 

from peers, not from members of the previous generation. This situation may facilitate breaks in 

patterns of caregiving learned from family and encourages experimentation. 

The transcience of the local population is important also because of the importation of 

cultural knowledge and practices. People bring knowledge of remedies as well as medicinal 

substances with them from their previous homes. Knowledge is shared with new networks, 

creating a heterogeneous blend of therapies, and folk beliefs. For example, the foreign-born 

husband of one of my informants brought back medicines from his native country whenever he 

visited family there. (Medicines purchased in the U.S. were left behind for his relatives to use.) 

Medical Services 

Practitioners and Treatment Facilities 

The Tucson metropolitan area is served by a variety of medical practitioners, both 

allopathic and "alternative." There are nine hospitals, including a university research center, a 

Veteran's Administration hospital, and the County Hospital. Hospital-affiliated urgent care sites 

serve the outlying parts of the community, and a number of free-standing sites for outpatient 

services are situated throughout the metropolitan area. Some 1800 physicians practice in the area. 

In addition to standard medical services, the area is also serviced by alternative therapists 
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including chiropractors, acupuncturists, homeopathists, naturopaths, herbalists, and spiritual 

healers. A number of traditional healers such as Native American medicine men and Mexican 

curanderas are also present in the community. As noted previously, their activity is primarily 

among members of these ethnic communities. According to Dr. Andrew Weil, a local allopathic 

practitioner and nationally recognized authority on natural medicine, "Arizona, especially Tucson, 

stands a good chance of becoming the center of alternative medicine" in the U.S. (Dahood 1994). 

The allopathic medical community in Tucson has shown a growing acceptance of 

alternative therapies. This reflects a national trend toward acknowledgment and acceptance of 

these therapies by the dominant medical structure. In Tucson, a large community hospital has also 

established a department of alternative medicine in response to perceived demand from the 

community. Another hospital which is located in a predominantly Mexican- and Native-American 

part of town welcomes traditional healers from these cultural groups to participate in patient care, 

under supervision of the attending physician. The university hospital has established a department 

of Integrative Medicine with the purpose of exposing medical students to these therapies. The 

influence of alternative therapies on self-medication choices will be discussed later in this 

dissertation. 

Availability of Medicines 

Sources of both prescription and nonprescription medicines are abundant throughout the 

metropolitan area, and generally more convenient to informants' homes than doctors' offices or 

urgent care clinics. Several national chain drug stores operate in the area, many of which are 

open 24 hours a day. Borrowing a technique from the fast food industry, one pharmacy opened a 

drive-through window so that customers would not have to leave their cars to get prescriptions. 

Most local discount stores and grocery stores also operate pharmacies which provide both 

prescription and over-the-counter medications. Convenience stores which dot the city and serve as 

the outposts of consumerism in peri-urban areas are often sites of impulse or emergency 



purchases, such as picking up vitamin packs along with a 32-ounce soda. Mail order pharmacies 

were not utilized by my informants, although it is reported that use among senior citizens in the 

area is significant. 

Pharmaceutical and therapeutic pluralism. The area's cultural history create an 

environment of remarkable pharmaceutical pluralism. In the southwestern U.S., Mexican 

fannacias have become a less orthodox source of prescription-type medications for a growing 

segment of the population. The appeal of being able to purchase legend (i.e., prescription-type) 

medicines without prescription for a fraction of the cost in the U.S. provided impetus for some 

50,000 U.S. residents to travel to Mexico annually to purchase medicine or receive medical care 

(Goozee 1993). Casner and Guerra (1992) determined that 80% of patients at the Texas Tech 

University Internal Medicine clinic purchased legend pharmaceuticals in Mexico without a 

physician's prescription. 

Several informants reported purchasing prescription medication in Mexico or knowing 

individuals who did. Pharmaceuticals typically purchased over the border included medicines that 

had been prescribed for chronic ailments (e.g., Ventalin for asthma) or medicines to be kept on 

hand for self-prescribing (e.g., amoxicillin for car infections). During observations at fannacias in 

the border town of Nogales I documented extensive use of the shops by U.S. citizens. The 

fannacias marketed their services in English to American shoppers by passing out flyers at the 

border and posting large signs in shop windows. 

Informants expressed varied opinions about obtaining medicines from Mexico. Several 

reasonsed that the pharmaceuticals "arc made by the same companies" as the products available 

in the U.S. For these informants, the nearby source of inexpensive prescription-type medicines 

was a valued and frequently utilized health care option. Others wondered about the quality of 

the products purchased from Mexican sources. One informant said she would not trust the 

contents of the products, regardless of what their packaging information indicated. She 

... _ ..... -.- .. _._-------------
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extrapolated from other products, saying, "I wouldn't buy sausage there, either." 

Financial savings as well as the ability to by-pass physicians and self-treat prompts others 

to purchase such medicines--including antibiotics and muscle relaxants--through pet shops, feed 

stores, or veterinary supply catalogues. Although only one of my primary informants reported 

purchasing antibiotics through veterinary catalogs, other local residents have told me that they 

purchased a variety of medicines, from antibiotics to pain medications, through veterinary 

catalogues. Historically part of America's Wild West, Tucson remains situated on the cusp 

between range and city, and horse raising and ranching are still common in the peri-urban areas 

which surround the city. Knowledge about veterinary sources of medicine may therefore be higher 

and the number of outlets for stock animal supplies greater than in more urbanized areas. 

Herbal preparations are also easily available in the study area. For the indoctrinated, 

dried herbs can be bought in bulk or packaged at health food stores, new age shops, and grocery 

stores which cater to Mexican-American clientele. For those who lack the time and the 

knowledge to boil teas and create homemade tinctures, packaged herbal remedies are available at 

upscale grocery stores, mainstream health food stores, and even chain pharmacies. These 

"natural" products are often combinations of several herbs, powered and packaged in easy-to-

swallow capsules. Much like their allopathic counterparts, they are marketed as relief for 

particular ailments, such as colds and flu, premenstrual syndrome (PMS), allergies, or headache. 

Increased Risk of Being Uninsured 

Residents of Arizona are in general more likely to be without health insurance than 

residents of most other states in the U.S.4 Many factors contribute to this situation. Foremost is 

the fact that the state bases its economy in large part upon the service and retail industries, sectors 

4 At the time this dissertation was being written, a report issued by Physicians for a National Health 
Program found that that Arizona was among the five states in the U.S. with the highest number of uninsured 
residents. Arizona, Texas, New Mexico, Oklahoma, and Louisiana were identified as having had more than 
20% their residents uninsured in 1993 (Tucson Citizen, February 8, 1995) 
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of the job market which are most likely to employ part-time or temporary employees, and least 

likely to provide health insurance for these employees (Weiss 1992). Tucson, lacking the 

governmental and commercial employment base of the state's capitol, is even more reliant on 

these kinds of jobs. 

Government Funded Health Care 
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Strains on government-funded health care programs are another contributor to the high 

levels of uninsured individuals in the field area. Indigent health care services arc provided by the 

state's version of the national Medicaid system, the Arizona Health Cost Containment System 

(AHCCCS). Arizona was the only state in the nation not to adopt traditional Medicaid, choosing 

instead a competitive bidding system whereby health care organizations (principally existing pre

paid health plans) compete for captiated, prepaid contracts to provide care for the state's poor 

(Kirkman-Liff, Christianson, and Kirkman-Liff 1987). AHCCCS was established as a 

demonstration project in October 1982, and has received continued renewal since that time. 

Praised for being economically efficient, the system is a point of frustration and 

resentment for both the lay population and the medical community. The extremely tight eligibility 

requirements leave many individuals in the "notch group"--too poor to pay for private insurance, 

but with marginally incomes too high to qualify for state assistance. Tight constraints on eligibility 

keep many two-parent households and any household earning even slightly over the income limit 

from obtaining assistance. Vagaries of the system leave practitioners with their hands tied, and 

their diagnostic and therapeutic options limited. Physicians I spoke with reported that they 

sometimes counseled patients in the notch group to utilize more expensive emergency room 

facilities so they can "spend down" and become eligible for state services. 

An influx of individuals from the "rust belt" (former industrial states in the east and 

midwest) and economically-troubled California have added to the number of individuals seeking 

employment and government assistance in Arizona. Resident aliens and migrant workers from 
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Mexico further increase the volume of individuals asking for assistance from an ever-diminishing 

pool of resources. As requirements for eligibility become more stringent, the hard reality is that 

many individuals become caught in the gap between employer-provided insurance and government 

assistance. 

Care for uninsured and indigent patients is provided on an emergency basis at the 

university and county hospitals. Clinics have also been established by government and church

affiliated organizations to provide reduced-rate primary health care services. Patient load at one 

of these two facilities during the time of field research was increasing by as much as 1,200 patients 

per month (Stowasser, personal communication). Along with an increase in patient load, these 

facilities were also seeing patients who were increasingly sicker and in need of major health care 

services. Providers of low-cost primary care services expressed dismay when diagnostic tests reveal 

that their uninsured patients have severe illnesses, but the patients are unable to find providers 

willing to give them the secondary care they need. 

Health in Tucson: A Summary 

In many respects, Tucson and its surrounding peri-urban and rural communities reflect 

the generalized trends present in the remainder of the United States. The extensive medical 

pluralism and high rates of uninsurance present at this location provide an especially fruitful 

natural laboratory for the study of self-medication. These conditions have all affected the women 

who assisted me in this study of self-medication practices. In the next chapter, I introduce my 

informants and illustrate how national and regional issue affect the lives of individuals. 
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METHODOLOGY 
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For this study of household self-medication practices, I recruited a purposive sample of 40 

women who had at least one child under the age of seven years. Given common patterns of 

morbidity, children younger than seven years of age arc likely to experience illness five or more times 

over a 12 month period. I reasoned that the frequency of illness episodes among this age cohort (and 

the likelihood that these illnesses would be spread among other family members) would facilitate the 

study of self-care and health care seeking behavior.1 

Women representing different levels of insurance coverage were purposely selected to 

participate in this research. At the beginning of the research period, my sample consisted of 16 

insured women, 18 uninsured women, and six women who were covered by government health 

programs. The insurance status of several women shifted during the course of the 15 months I 

followed their health care behavior. Three women who were uninsured at the beginning of the study 

obtained health insurance coverage at some point during the 15 months of the study. Another two 

women became eligible for coverage by the Arizona Health Care Cost Containment System 

(AHCCCS), the state's managed care alternative to Medicaid. Only one of the women who was 

insured at the beginning of the study was without health insurance at the time the study concluded. 

Notably, the health insurance status of the women did Dot predict the insurance status of the 

rest of the household. In most of the households in which women were not insured for some time 

1 It must be noted that this population is distinct and differs from others. Studies 
conducted among the elderly document that medicine consumption is often a daily practice, and 
consumption of multiple medicines is common (Labate 1995). Although consumption patterns 
differ, motivations are similar. They still are indicative of a cultural logic to be productive, 
independent, and efficient, as well as to rely on science to solve problems. 
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during the research year, one or more other members of their family ~ covered by some form of 

health insurance (see Table 3.1). In two cases, the insured household member was a partner/spouse 

covered by employer-sponsored insurance. In other households, it was children who had health 

benefits while their parents remained uninsured. Most often (7 cases), children were covered by 

AHCCCS, whose stringent eligibility rules often excluded parents while covering minor children. In 

four other circumstances, women were uninsured although their children were covered by the 

insurance plan of their non-custodial fathers. Consistency of coverage within the household was 

more predictable if women were insured. In the majority of cases (18 of 20) in which women were 

insured by private insurance or AHCCCS, all other members of their household were also insured. 

Table 3.1 Insurance Status Within Households in Which Women are Uninsured 
(N = 18) 

Women only without insurance 
Women and children without insurance 
Woman and spouse without insurance 
Entire family without insurance 

44% 
17% 
11% 
28% 

The distribution of health care benefits within the sample households confirms a national 

pattern in which women are more likely to be uninsured than men (Weis 1992). This pattern invites 

inquiry into the role of medical coverage on health care decisions within household units. The 

distribution of insurance status within households and its subsequent effects on health care seeking 

are addressed in Chapter 8. 

For the purposes of this analysis, women who are covered by the Arizona's indigent health 

care program (AHCCCS) are grouped with women who have private health insurance coverage. In 

other words, AHCCCS recipients are considered to be insured, for in fact they are. Like members 

of a private health maintenance organization (HMO), AHCCCS recipients pay only a small ($1) co-

pay for doctor visits. Inpatient care and prescriptions are completely covered. For both AHCCCS 

recipients and women covered by HMOs, cost should not be a significant deterrent to seeking doctors' 

.-------- -----------_._---------
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care, since out-of-pocket costs are minimal. Other factors, such as time constraints and quality of 

relationship with physician, do affect treatment decisions for both AHCCCS and HMO clients. These 

factors will be discussed later in this dissertation. 

Women as Providers of Domestic Health Care 

Women playa primary role in the household production of health and function as domestic 

health care providers (Browner 1989; Carpenter 1988; Chrisman 1977; Clark 1992; Ferguson 1988; 

Litman 1974; Querubin and Tan 1986). Graham (1984:29), citing Land (1981), noted "it is mothers 

who take responsibility for the day-to-day care of the children and upkeep of the home," whether or 

not that woman is a single parent. Women's role as principal health provider was verified during 

interviews with informants and by data collected on health care behavior. Responding to the women 

provide 75% of the health care in the home (Clark 1992), many women said they were responsible 

for domestic health care "more like 90% of the time." Knowing looks, laughs and wry smiles were 

common accompaniments to verbal affirmations of this assessment. 

I do not want to disregard the fact that some women considered their partners to be equal 

participants in health care in the home. Nor do I want to discount or disrespect those fathers who 

take significant responsibility for the health care of their families. Nevertheless, the primary role 

women commonly take in family health care led me to make them the focus of my interviews. 

Spouses and partners of my informants frequently participated in discussions, particularly when we 

met in the evening or on weekends. These three way discussions gave me insights into the areas in 

which the couple held similar ideas, and where they differed in opinions about health, illness and 

health care. I found it particularly helpful to corroborate information in this way, and enjoyed the 

way the couple embellished on each other's responses. In a few situations, husbands were present but 

did not participate in the conversation, beyond a polite acknowledgement that I had arrived. In a 

couple of instances, I noticed a change in the responses of my informant, which I took to be due to 

her partner's presence. Responses were shorter or less open than in previous meetings, and the visit 



59 

overall took less time than previous or subsequent visits. 

Interviews which took place in mornings and afternoons were more likely to have older 

children (especially daughters), friends, sisters, or mothers as co-participants. Again, these additional 

players added to the richness of data collected, and contextualizeddiscussions about health care within 

the framework of family and social support networks. 

Young children were often present during the interviews and conversations I had with 

informants. On several occasions, their presence provided an opportunity to see domestic health care 

in operation because children were home from school due to illness. (Colds, the flu, and chicken pox 

all made the rounds in the community during the winter of my fieldwork.) On all occasions, the 

presence of children provided a glimpse of domestic life and parenting styles. Parenting styles varied 

considerably from family to family: some strict, some loving, some laisser faire. I had other 

opportunities to witness the family life of my informants as I participated in the domestic rituals of 

meals, birthday parties, washing the baby, bedtime, doing homework, and playing with the children. 

The Household as a Unit of Analysis 

Anthropologists studying health and illness have frequently examined the role of household 

members and household dynamics in maintaining health and responding to illness (Berman, Kendall, 

and Bhattacharyya 1988; David 1993; Kleinman 1980; Stein 1982). The household is the source of 

socialization regarding preventative and curative behaviors, and is generally the first resort in 

diagnostic and curative actions. It is the site of "spontaneous care" and surveillance (Foucault 1973), 

and also the place where decisions are made about subsequent methods of treatment. 

Berman, Kendall, and Bhattacharyya (1988) noted that households "produce" health through 

a number of different activities, ranging from child care and feeding practices to home hygiene and 

sanitation, as well as the use of preventive and curative therapies. The person within the household 

who is responsible for routine domestic health decisions is the gatekeeper between the world of 

cultural common sense and health promoting technology . 

...... . _ .. --- .. ----------------. _.-
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Other studies address the ways in which the dynamics of the household influence the work 

of illness as well as contribute to the way in which illness is framed and experienced (Pratt 1973; Stein 

1982). Another body of literature analyzes the effects of household economics on both the production 

of health and utilization of health care services (Dackett 1992; Graham 1984). The social relationships 

between household members and their ability to make or influence economic decisions may determine 

who gets care and what type of health care they receive. 

Another aspect to be considercd regarding economics and health care decisions involves the 

allocation of scarce resources. Resources arc not always divided equally among household members, 

nor does an altruistic sensibility always govern their distribution (Fine and Leopold 1993; Weismantel 

1989; Wilk 1990; Yanagesako 1984). Household decisions about committing scarce resources such 

as food, medicine, and professional health care are culturally conditioned. Evidence from this and 

other research conducted in the U.S. suggests that greater resources may be expended for children 

or the male wage earner than for the adult female (Mechanic 1964; Pratt 1973). The implications of 

these kinds of decisions will be discussed in Chapter 5. 

Anthropological studies of the household warn us that the household is a troublesome unit 

of analysis. Definitions of who constitutes a household arc varied, and often reflect the agenda of the 

researcher. The definition of household utilized by a researcher, as well as the timing of a census, 

has been shown to affect the data collected (Wilk and Netting 1984). Anthropologists attentive to 

feminist sensibilities have urged that researchers go beyond the definitions influenced by the western 

patriarchal ideology of the nuclear family to consider other culturally specific household configurations 

(Graham 1984; Hammel 1984). The role that ethnicity and class play in definitions of the household 

must also be considered. Researchers must also be careful so as to avoid stereotypes often associated 

with these "non-traditional" households. For example, in the United States female headed households 

are not uncommon, but have often been tagged as sub-optimal family units led by "welfare queens." 

Though social and economic conditions create sub-optimal living conditions in too many lower-income 

--------_._. __ .- .-
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single-parent households, it is doing a disservice to single parents to assume this is the generalized 

case. My informants who were single parents experienced trying times as a result of their marital and 

financial status, but did not fail in nurturing, educating, and caring for their children. 

The composition of the household may vary because of practical exigencies, regardless of the 

normative rules governing ideal situations. Sometimes, the exigencies which call for a modification 

of the household structure are health-related (Janzen 1987). For example, although the ideal western 

household may be comprised of the nuclear family, an ill and aging parent may become part of the 

household, as may the children of a hospitalized relative or friend. Among the women in my study, 

exigencies which necessitated chauges in household structure were not illness-related, but were related 

to finances or to change in marital status. For example, one informant who was having financial 

troubles arranged for a friend to assume legal guardianship of her daughter, so that the girl could 

have health insurance coverage. Three other women moved themselves and their children into their 

parents' homes when their marriages broke up. 

Concepts such as "therapy management groups" (Janzen 1978, 1987) and "action sets" take 

into account individuals outside the household who may become involved in health care decisions 

during times of illness. A similar approach is suggested by Hammel's (1984) operational definition 

of the household as a "sample of decisions." These definitions apply "taskonomic" as opposed to 

taxonomic criteria in order to identify principle players in the production of health (Chand and 

Bhattacharyya 1994; Dougherty and Keller 1982; Nichter 1989). Membership in the decision group 

is fluid, and may change depending on a variety of factors including economics or severity of the 

illness. 

Other social considerations which should be considered in households studies of health 

activities involve gender roles and status (see Morsy 1977, for example), and changes in time 

management or economic conditions (Carpenter 1988). The effect of social tmnsformation on 

patterns of self-medication is an issue which will be addressed more completely in later chapters. 

---------- --- -------------------------.- ----
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Larger political-economic issues further affect health care access and utilization at the household level. 

Issues such as social production of sickness, state-funded care, and class-differentiated access to 

services all impact on the health of household members. The effects of lack of health insurance on 

household health is a major consideration of this research, and will be discussed repeatedly 

throughout this dissertation. 

Despite these methodological encumbrances, it is important to consider health care within 

the confines of the household, and from the perspective of the mother as principal caregiver. In 

addition, it is important that we consider the household not just in terms of the intra-household 

behavior of the individuals who comprise it. The social structure in which it is found, as well as 

pressures from social, economic, political, and religious forces, limit and shape the behavior of 

individuals and their groups (Laslett 1984), and in doing so affect the household production of health. 

Graham (1984) has noted that researchers cannot separate the study of sex roles within the home and 

economic forces beyond it from studies of family and health. 

These issues are critical and are the subject of the subsequent chapters of this dissertation. 

These discussions acknowledge the "permeable membrane" of the household which allows for the 

passage of social ills and benefits as well as people through its doors. Still, for the purposes of this 

research and collection of behavioral data, I defined the household as a residential and consumptive 

unit (Crawford 1971; Williams 1960). Each household spoken of refers to an informant and the adults 

and children who resided with her during the research period. Each household included a woman 

and her children, but might also include her spouse/partner, as well as grandparents, parents, siblings, 

siblings' children, or friends. Any children of informants who were living in other households (e.g. 

with grandparents, ex-husbands, or friends) were not considered part of the household, although they 

remained "family." 

Recruitment of Informants 

Informants were recruited on an opportunistic basis from clinical settings and through 
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snowball sampling (Bernard 1988). Initially, I attempted to recruit informants at two Pima County 

Public Health Department immunization clinics, one located in midtown Tucson, and the other on 

the city's east side. These sites were chosen because both uninsured and insured individuals use the 

free services of the county's immunization clinic. The public health department provides free 

immunizations at four clinic locations on a rotating basis throughout the week. The limited number 

of clinics (four serving a population of over 700,000) mean that each clinic draws from a wide 

geographic region. For example, informants recruited at the central location came from as far away 

as 15 miles from the clinic and another from the east location lived in a peri-urban community 20 

miles from the clinic. 

I approached women in the waiting room of the clinics and, after introducing myself as a 

student at the University of Arizona, provided them with a brief explanation of the research project. 

If a woman expressed willingness to participate, I asked her to fill out an information form which 

included her name, address, phone number, and insurance status. I called these women soon after 

this initial encounter and if they were still willing to participate, an introductory interview was 

arranged. Initial attempts at recruiting informants generated many leads, with fewer women willing 

to follow up on their original intent to participate. About half of those who indicated willingness to 

participate actually did. 

Recruitment efforts at the immunization clinics yielded seven informants, six of whom were 

insured. In an effort to recruit a larger sample of uninsured women, I attended the public health 

department's annual Care Fair, an event targeted to serve uninsured and lower income individuals. 

The fair offered free health screenings, school physicals, and immunizations, in addition to 

information about various public assistance programs. Recruitment efforts here yielded 25 interest 

forms and resulted in 15 informants. Ten informants recruited at the fair were uninsured, two were 

covered by AHCCCS, and three were insured. 

Additional informants were recruited through snowballing, and resulted in four clusters of 



64 

friends. I became acquainted with two groups of women who comprised social support networks. I 

had recruited the focal member of the first group (Leslie), and through her four other women who 

were her friends (Darlene, Althea, Rebecca, and Eva). The second group was more loosely 

associated, as evidenced by the manner in which I recruited its members. I first met one member, 

Tina, who introduced me to a her friend, Julia. Julia in tum introduced me to Shelly, who then 

introduced me to the network's other members, Stephanie and Amy. The second group did not have 

the same clear-cut lines of authority in terms of its information flow as Leslie's network did. 

Relationships in the second group were also more contentious, which made gossip received from one 

member about the next more common and all the more important to take with a grain of salt. 

The social support networks were based on common beliefs, interests or employment, rather 

than geographic proximity. For example, some members of the same social networks lived more than 

20 miles apart. Conversely, women often commented that they had never met the people who lived 

next door. This characteristic of urban American life has been commented upon by several 

researchers (e.g. Bellah et aI. 1985). 

One of the positive outcomes of snowball recruiting was the opportunity to examine social 

networks in action. It is in these intimate circles that these women gain advice and support, learn 

from others' experience, and gain validation and reassurance for their own actions. Working with 

informants recruited through snowballing provided an opportunity to witness social networks in action. 

The stories told by one member of a network about another provided collateral information which 

sometimes corroborated and sometimes contradicted information I had been given by another network 

member. These stories arose unsolicited by me and often put me in the delicate position of choosing 

whether to participate in the gossip--by simply encouraging the story to continue--or to guide the 

conversation away from discussion of the other woman. My approach became to listen to spontaneous 

stories, but not affirm (or deny) the opinions expressed by the tellers before, within, or after the story. 

The resulting tales provide a rich source of data, for they were generally as revealing about the 

-.- ------ -.. ---------------
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woman telling the story as they were about the friend who was the subject of it. 

Research Methods 

I employed a variety of ethnographic research methods to gather data for this study, including 

participant observation, in-depth interviews, surveys, sorting and ranking exercises, and medicine 

inventories. Information used in this analysis comes primarily from the three, semi-structured, open 

ended interviews conducted with informants. The other methodologies elicited supportive and 

supplemental information, and provided the opportunity to triangulate and cross-validate data 

obtained via interviews. 

Interviews 

A series of questions were the focus of each particular interview (see Appendix B). The 

sequence in which questions were asked was flexible, so that I could maintain a conversational 

atmosphere, in addition to collecting data. Aside from the collection of a medicine inventory the third 

interview was least structured of the series, although it often took longer than either previous 

interview. Once the "few things I want to talk about today" were concluded, the meeting turned into 

an informal chat about my plans, women's families, and summer vacation. Previous interviews had 

also been interspersed with informal, unstructured conversation. The ratio of unstructured 

conversation to semi-structured interview grew with each subsequent interview. These conversations 

provided a wealth of contextual information about my informants' beliefs, attitudes, and life events. 

Interview questions were developed and tested during a pilot phase of the research project. 

The first interview covered a great deal of family background information, including a history of major 

illnesses and current health status of family members. This set of questions was devised to 

contextualize the individual informant within her household, and within a larger family and social 

structure. The purpose of this line of inquiry was to ascertain her contacts with family members and 

other lay sources of information. It was also designed to elicit information about the health of the 

informant and her family, as well as her beliefs regarding health, illness, and medicines. 
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Although the core of the interview questions remained the same throughout each round of 

interviews, some questions were omitted and others added as my level of knowledge and awareness 

of issues increased. For example, when I first began talking to my informants, they would often 

comment "oh, we don't get sick much." I became confused by this statement, because it would often 

be followed by discussion of many instances of self-medication for colds, allergies, headaches, etc. 

The missing piece seemed to be that what I was calling "sick" and what my informants considered 

"sick" were not congruent. During later interviews I asked for their definitions of what it meant to 

be sick. These definitions typically involved being unable to maintain usual levels of productive 

activity--you couldn't work, couldn't maintain responsibilities at home. Minor illnesses and 

discomforts which didn't stop normal activity fell into a vaguely named category of "not quite up to 

par," "a little off," or "not quite well". A further discussion of these and other beliefs are found in 

Chapter 4. 

The script for the second and third interviews were developed to deal with specific areas of 

questioning not covered in the initial interview. These included response to specific illnesses, criteria 

used to judge medicine efficacy, and ideas about illness etiology. Because the second set of interviews 

occurred just after the election of a president whose major platform issue was universal health 

coverage, several questions dealt with the informants' opinions of the American health care system. 

I questioned them about their opinions about the need for universal health care coverage and asked 

what changes they hoped to see in the American health care system. 

Pile Sort and Ranking Exercises 

During the second interview, informants also participated in a pile sort and ranking exercise 

in which they were asked to evaluate common medicines and remedies. Pile sorting is a form of 

structured interviewing in which informants are given a pack of cards that contain "some term in the 

native language of the informants" (Bernard 1988:235). My informants were handed a packet of cards 

containing names of commonly used prescription and nonprescription medicines. Items for the 

---" .. -... _ .. - .. _._-------------
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exercise were chosen after reviewing the medications and remedies most often referred to by 

informants during our first inteIView. My instructions to women were to sort the cards into piles of 

like items, using whatever criteria they chose to do the sorting. Following the sorting, informants 

were asked to name the category into which the medicines had been sorted. 

I utilized a simple pile sort technique, in which informants sorted through the cards only once. 

My intent with this exercise was not to develop a full taxonomic tree of medicines. I proposed to 

identify the criteria upon which informants categorized medicines and to document the consistency 

of category names and medicine classification between informants. Pile sorting has been found to be 

an excellent way to test for intracultural variation in cognition about discrete cultural domains 

(Bennett 1988). The second intent of this exercise was to use it as a prompt for discussion about 

types of medicine, and whether they were commonly used in the home. I found that asking people 

why certain items appeared in the same pile produced "a wealth of information" (Bennett 1988). In 

the course of completing the exercise, women offered many stories about medicines: which ones 

work, which don't, which ones taste bad, which ones have bad side effects, etc. This information then 

seIVed as corroboration (or contradiction) to previous discussion about commonly used medicines as 

well as subsequent quantification of medicine use in interviews and inventories. 

Rank ordering exercises were also undertaken with informants to provide quantification of 

informants' perceptions of the strength, safety, and purpose of specific remedies. The exercise also 

provided a mechanism for talking about specific issues such as strength and safety, as well as about 

what remedies were actually medicines. Like the sorting exercise, rank ordering also seIVed as a 

memory jogger for informants. Women would often offer stories about particular medicines and how 

they were used in their family, or relate stories they had heard from others about a medicine's 

properties or side-effects. 

Medicine Inventory, Diary, and Questionnaire 

A third interview provided a view of informants' households at yet another point in time and 

.. - ._- .-.-------------
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offered an opportunity to document any illnesses that had occurred since the previous visit. Our 

discussion revolved around women's definitions of health and illness, how their medicine consumption 

had changed over time, and how they evaluated and coped with medicine side effects. During this 

visit, an inventory of medicines kept in the home was completed. This exercise enabled me to assess 

which medicines were commonly used in the home, as well as household practices regarding storage 

of medicines and stockpiling of old prescription medications. The exercise again provided an 

opportunity for women to tell "medicine stories"--narratives about particular medicines and the 

contexts in which they have been used. 

During the third visit, I also gave informants the health care diary and questionnaire which 

they were asked to complete. The diary was meant to document any symptoms experienced by 

household members during a randomly assigned week. Women were instructed to record who 

experienced the symptoms, what the symptoms were, and how they were treated (including doing 

nothing). These instructions were also printed on an insert which accompanied the diary. The 55 item 

survey given to the women quantitatively assessed some of the issues gained through ethnographic 

interviews. The survey also served to document demographic information not specifically asked in 

interviews. 

Complete data--three interviews, the health care diary, questionnaire, results of the pile sort 

and ranking exercises, and the medicine inventory--are available for 24 informants. Data available 

for the other 16 women are generally complete except for one or more of the quantitative 

components, or for the final interview. Only one woman asked to leave the study before its 

conclusion, due to family and work commitments. Tho women informed me that they were moving 

out of the study area and therefore could no longer participate in interviews, although they did 

complete the survey and diary instruments. Tho other women were lost to the study when they 

moved unexpectedly and were untraceable. 



69 

Triangulation of Data 

The mUltiple methods used to gather data were chosen to provide support and counter-checks 

for each other. For this reason, certain key information was gathered in a variety of forms. The types 

of medicines generally used in the household were reported by informants in response to a specific 

interview question. These data were also gleaned through responses to other questions, such as 

response to specific illnesses. Use of and familiarity with particular medicines/products could be 

inferred through informant responses to the pile sort and ranking exercises. "We use this all the time" 

or other statements of familiarity gave evidence that the informant had tried the medicine, or that it 

was commonly kept on the shelf at home. Responses such as "I've never used this" or"I don't know 

what this is" indicated that the product was not used or likely to be found in the home. 

Use of and stocking of medicines were documented by means of two quantitative instruments 

as well. Informants were asked "What medicines do you usually keep on hand at home?" as part of 

the first interview. During the final interview, I conducted an inventory of medicines kept in the 

home. This was done by asking the woman to bring me to or to produce the medicines on hand. 

Although it might be the case that those who brought medicines out failed to bring the entire 

supply because of embarrassment, forgetfulness, or inconvenience, the amount of medicines produced 

seemed to belie this. Those who preferred to bring them out would typically return to the place we 

were seated with an armful, shoebox, or plastic container of bottles, vials and boxes. Most women 

just took me to the places where their medicines were stored. 

I also made periodic phone calls to women in between personal contacts. These calls offered 

an opportunity for casual conversation, as well as a way to catch illness episodes in progress. A 

simple inquiry such as "How is everyone?" would usually elicit details about any illnesses present or 

recently passed. My informants would supply information about symptoms, who was sought for 

advice, and whether a doctor was seen. If there had been a visit to the doctor, we would discuss what 

treatment he or she had prescribed and how effective the medicine was at curing the problem. 
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Supportive Research 

Observations of consumer behavior at pharmacies were conducted throughout the research 

period. Six pharmacies in the metropolitan Tucson area were chosen because their clientele was 

demographically similar to the women in my study population. Consumers were observed while 

making choices among OTC medications. I recorded the gender and age of consumers, the types of 

product considered as well as selected, and the time it took to choose a product. Observations were 

also done at alternative sources of remedies--herbal shops, Mexican stores, outdoor markets, 

veterinary supply stores, and pharmacies in the Mexican border town 60 miles south of the study site. 

Research on the policies and scope of mail order pharmacies was conducted by phone. 

Laws which prohibit non-pharmacy personnel from being behind the counter of retail 

pharmacies made observation of pharmacist-client interactions difficult, although attempts were made 

sporadically at the pharmacy sites. I also questioned pharmacists as a consumer, sometimes 

presenting counterfeit symptoms, sometimes referring to existing symptoms. By chance or because 

of exposure I was ill a number of times during the research period. The array of illnesses included 

two colds, the flu, respiratory allergies and skin rash. These illnesses gave me ample material for 

questioning pharmacists about which medicines I could use to treat them. 

It is regrettable that I was unable to do more extensive observation of client-pharmacist 

interactions. Such encounters have been the subject of interesting and valuable foreign research in 

pharmaceutical anthropology. However, since purchase of medications in the U.S. need never include 

a pharmacist (i.e., OTC products may be taken off the shelf by the consumer, rather than gotten only 

from the chemist or pharmacy clerk), conference with pharmacists is part of the decision making 

process for only some consumers. In fact, responses to the survey question ''who do you ask for 

advice about illness and medicines" indicate that only a small percentage (14%) of my informants rely 

on pharmacists for assistance in decision making about medicines. 

I conducted several interviews with community-based pharmacists to document their 

------ --. -.--
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recommendations regarding common ailments. I also elicited their perceptions about consumer 

behavior and common requests, the pharmaceutical industry, and the role of the pharmacist in lay 

self-medication decisions. I also interviewed health care providers (nurses, nurse practitioners, 

doctors) and administrators (an HMO president and a clinic director) to research information about 

policy and utilization, as well opinions about health care services and insurance issues. Several of the 

providers and administrators interviewed were associated with clinics providing care for uninsured 

individuals. 

Finally, an abbreviated version of the questionnaire given to informants was administered to 

a opportunistic sample of 80 participants at the County Health Department's Care Fair which 

occurred at the end of the research year. The population attending the fair demographically matched 

the uninsured and government-assisted members of my sample. The questionnaire provided data for 

comparison between my informants and a larger sample of individuals in terms of education, income 

and self-medication beliefs and practices. Results provide modest confirmation that informants were 

not deviant with regard to opinions or reported practices than a more random population. 

The Research Period 

There were approximately 15 months between the time of an informant's first interview and 

last "official" visit I made to each home. The length of research enabled me to document (and 

participate in) illness patterns over the course of a complete year. During these months Tucson 

experienced unusually wet and cold weather. Informants blamed these conditions for increases in 

colds and respiratory ailments. Virulent forms of flu and respiratory virus prevailed during winter 

months. Heavier than usual amounts of rain created high levels of mold in the winter, then a bumper 

crop of pollen-producing plants in the spring. Many informants and their family members had severe 

allergic reactions, some of them experiencing these symptoms for the first time. 

The length of the research period also provided me with an opportunity to witness changes 

in the lives of my informants, as well as how these events affected health and response to illness. As 
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noted earlier in this chapter, several women experienced changes in health insurance status over the 

course of my fieldwork with them. These occurrences made me aware of how volatile an individual's 

insurance status could be. Although changes in health insurance status among my informants was for 

the most part in a positive direction, the reverse is equally possible. Several of the women who were 

uninsured during the course of this study had previously had some form of health coverage. Most 

of these individuals lost employer health insurance when they or their partners changed or lost jobs. 

Some, however, were now uninsured because an increase in family income placed them above the 

limits set for government health assistance. 

Shifts in insurance status also provided an opportunity to witness possible changes in health 

care seeking behavior which might have been prompted by the acquisition or loss of coverage. 

Generally speaking, acquisition of coverage resulted in greater use of professional medical services, 

particularly if the individuals had been without coverage for a period of time. 

Many other changes occurred in the lives of the women I came to know during this research 

project. During the 15 months which constituted the research period, three women became divorced 

or separated from their spouses. Three others got married or moved in with a partner. Tho women 

had babies during the research period, and another two were expecting when fieldwork concluded. 

The fathers of two women died during this period. Nine had changed or lost jobs and two returned 

to school. Thirteen changed residences during the period, including two who moved out of the study 

area. Changes in the health care environment also took place during the time I conducted research. 

The most publicized and potentially most important change was the election of Bill Clinton as 

president of the United States. Clinton's campaign platform promised a comprehensive plan for 

universal health care coverage within 100 days of his inauguration. As of this writing (some 24 

months after Clinton was installed in office), major battles have raged between the administration, 

Congress, and special interest groups, and reform has been stalled. These discussions have heightened 

public awareness of the health insurance problems within the nation, and made health care a topic 

------- ------ ------
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for political and popular debate. 

Informants and Their Households 

The women who became my resources in this study represent a variety of ethnic, religious, 

and economic circumstances. Each is in her own way different from the others, yet they also had 

a lot in common. They were all mothers of young children who were striving to make a good life 

for themselves and their families. They were co-residents in a particular community at a 

particular historical moment. They all had been socialized into a set of beliefs about health, 

illness, and healing which marked them as members of contemporary American culture. They all, 

to one degree or another, felt the influences of the social and political-economic environment in 

which they lived. 

In this section I introduce the reader to the women who were my primary informants for 

this study. In doing so, I will also acquaint the reader with the households in which these women 

lived. It is appropriate to do so, because the unit of analysis for this study extends beyond the 

women whose voices inform it. Each woman's story about self-medication and domestic health 

also tells us about the partners, children, and other family members who make up her household, 

and about the social support network upon which she relies for information and assistance in time 

of illness (Clark 1991). As a result, this report is simultaneously about 40 women, the 164 

individuals who make up their households, and the many other people who influence their beliefs, 

knowledge, and actions related to self-medication. 

By situating my informants within their households, a context which represent a large part 

of their everyday environment, I do not wish to negate the independence or integrity of their 

individual personalities. It is obvious that they are not just mothers and partners. Nevertheless, 

these roles influence their actions on many levels, including self-medication behavior. As I will 

demonstrate, the responsibilities of being a mother and mate affect women's decisions to use 

medications themselves, and has great bearing on the medication decisions they make for the 
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other members of their households. Moreover, it is within the setting of the household that I 

came to know my informants over time as they stepped in and out of multiple roles and reflected 

upon their present, past, and future. 

Table 3.2 Characteristics of Women by Insurance Status at Time of First Interview (N = 40) 

Private AHCCCS 
Insurance (N=5) 
(N = 17) 

Marital Status 
Has parter 15 3 
Has no partner 2 2 

Employment Status 
Works outside home 9 2 
Homemaker 8 3 

Educational Status 
High school education 6 2 
College education· 11 3 

Age 
Average 32.6 27.2 
Range 24 - 42 23 - 34 

Size of Family 
Average 2.18 1.4 
Range 1 - 4 1-2 

Ethniclty 
Anglo-American 14 2 
Mexican-American 1 2 
African-American - -
Other·· 2 1 

• Includes women with some college as well as those with degrees . 
.. Includes Native Americans and Asian-Americans. 

Household Composition 

No Insurance 
(N = 18) 

11 
7 

12 
6 

32 
25 - 45 

32.0 
25 - 45 

2.17 
1-5 

14 
3 
1 
-

The 40 households I studied consisted of 164 individuals (Plus two in utero when I left the 

field). The size of my informants' households varied from a minimum of two to a maximum of 

eight members. The number of children per household ranged from one to five, with an average 
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of two. For the most part, my informants' households consisted of parents and their children, 

although some also included extended family--grandparents, parents, nieces, grandchildren or 

siblings. Ten women were single parents, caring alone for between one and three children. 

Prototypic concepts like "household" or "family" can mask a great deal of variation in the 

structure and composition of these units (Graham 1984; Lakoff 1987). The households of my 

informants illustrate these variations, which are reflective of the variety of household arrangements 

common in the United States in the 199Os. Several women, like Christine, lived in the prototypic 

American family: a nuclear family consisting of a woman, her husband, and their children. They 

also represent what was once a more typical household arrangement, in which the husband is wage 

earner and the wife is responsible for child care and management of the home. 

Christine and her husband, Vern, are both in their mid-thirties. They've been married 13 

years and have four sons. Vern is employed, but Christine had decided it was best to be a "stay at 

home" mom for her children. 

Being a parent is just so intense and parents that are parents on top of working job 
outside the home, I don't know how they do it. I'm serious. On top of maintaining a 
home, and maintaining the children and going to work and using your mind outside of 
work, I just don't know how anyone can do it. They go "How do you stay home with your 
kids?" Cuz they can't cope with their kids when they're home. What blows them away is 
that I'm even able to cope with my home because you see they can't, They can't wait to 
get out of it. Isn't that peculiar? It's like I can't imagine doing both. 

Christine's choice has meant some financial sacrifices, such as living in two bedroom 

apartment instead of a larger apartment or a house. By American standards, this size apartment 

was small for six people. But Christine and her husband felt the sacrifices were worth it so that 

she could home-school their children, a full-time job in itself. They believed having a parent at 

home was the best way to provide their children with the attention and moral training they 

needed. 

Lisa and Ken and their three year old son, Timothy, represent another version of the 

nuclear family. While Lisa and Ken work full-time, Timothy spends his weekdays at a local 
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daycare center. Since Timothy was an only child and there weren't many children in the 

neighborhood, Lisa was glad that the daycare center provided her son the opportunity to play with 

other children. Lisa enjoyed the intellectual stimulation her job at the university gave her, 

although she admitted it made for a hectic daily schedule. When the family gathered together at 

the end of the day, it was a time when work was pllt aside and attention was turned to family 

activities, like turning the living room into superhighway, where Timothy's cars and trucks could 

travel cross-country. 

Although most of the 30 nuclear families involved in this study consisted of biological 

parents and their children, about a quarter of them were what demographers call ''blended'' 

families: male and female adult partners with some combination of children from previous and 

current unions. Pam and Gloria's families provide examples of different kinds of blending. Pam 

is in her early thirties, and Dan, her husband, is nearing 40. By appearance a traditional family of 

mother and father and four children, it is in fact untraditionally constructed. The oldest child is 

Dan's daughter from a previous marriage. The two boys are Pam's children, and each has a 

different father. The baby is the only child Pam and Dan have had together. 

Gloria's life had undergone a lot of change in the past year. She and her partner had had 

a son, and shortly thereafter, her two daughters from a previous marriage had come to live with 

them. The once quiet household was now brimming with children, and activities like baking 

cookies and changing diapers were becoming part of Gloria and Ray's daily routine. Having all 

the kids together is sometimes hard on Gloria because "They're all very needy. They want me all 

the time." 

Extended family households were not common among my informants. In the few cases 

that they did occur, it was because of loss of job or change in marital status. The living 

arrangement was always understood to be temporary, until they "got on their feet" and were able 

to afford a place of their own. When Tracy and her boyfriend separated, she and their daughter 
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moved in with her parents. Tracy didn't care much for the living arrangements, but felt she didn't 

have much choice, given her financial situation. Although they had lived with her parents for only 

a few months, Tracy was eager to change her circumnstances: "Hopefully we'll be moving out 

within a month. [laughs] It's been a long time." Three months later, when I visited Tracy again, 

she and Cassidy were living in an small apartment on their own. 

Sharon's situation was not so easily changed. Sharon, her husband, and their four children 

had come to live with Sharon's elderly grandmother, not because the older woman needed care, 

but because the younger woman's family needed a place to live during financial hard times. Both 

Sharon and hcr husband had lost their jobs in California, and had moved to Tucson in the hope of 

finding work. Sharon's husband, a former military man and newspaper editor, was an intelligent, 

ambitious man trying to cope with being careerless by taking on odd jobs to help support the 

family. Both he and Sharon were enrolled in a re-training program offered by the state and 

looked forward to new careers in the burgeoning field of computer technology. In the meantime, 

the family squeezed into the small two-bedroom home of Sharon's grandmother and lived on 

state-provided assistance. The grandmother had one bedroom, Sharon and her husband the 

second, and the five children slept on bunk beds set up what used to be the dining room. 

Several women were single parents, which meant they bore the responsibilities for child 

rearing more or less on their own. When Lorna left her husband, she had the advantage of a 

teaching certificate and supportive family in town to help with her two daughters. Money wasn't 

abundant, but there was enough to ger a nice house and a few luxuries. Her job provided health 

insurance for herself, and her salary was large enough to permit her to have the children covered 

by a private insurer. 

Claudine was not so fortunate. Her parents, though financially and emotionally 

supportive, were hundreds of miles away. Claudine received no assistance from her ex-husband, 

who lived in another state. She supported herself and her 8 year old daughter with funds from an 
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academic fellowship and earnings from giving music lessons. Claudine had a female roommate--a 

friend named Rasheeda--when I first met her. This arrangement made child care for Claudine's 

four-year-old daughter a little easier, especially if Claudine got sick. Claudine missed the presence 

of a second adult in the house after Rasheeda took a job in another town. 

I try to be really careful with heights and anything that would endanger myself. [I can't 
put] Alisha in a situation where she would be left alone. There's just not that person to 
rely on .... SO I guess I'm overly cautious .... She'sstill so young and so needy." 

Now that she doesn't have a roommate, being sick is also is more difficult. 

"This was the hardest iIIness .... it really scared me. I couldn't hire someone to take care of 
me and my daughter. Fortunately some people did call. Their daughter goes to school 
with AIisha. They volunteered to take hcr ... during Saturday, so I could sleep. And that 
was very, very helpfuL" 

Claudine's situation demonstrates the circumstances felt by several women who, like her, 

had no extended family members living in the area. Almost two-thirds (62.5%) of the women I 

worked with had come to Tucson in the previous 10 years, nearly half of these arriving within the 

preceding five years. These women kept in contact with family by phone, but felt vulnerable 

because they lacked "somebody I can count on." Some women, due to length of residence or 

personality, had developed networks of friends who acted as surrogate kin to their children and 

provided help when necessary. Penny was one such woman who cherished her friends as family. 

During some difficult times these friends came to the family's aid. "We have some close friends 

who help out a lot right now, financially and with their time," Penny said. "My children see them 

as family." 

Consistent with state statistics, 30% of my informants had been born in the area or 

arrived here as young children. Women who did have extended family nearby counted on these 

relatives, particularly during times of illness. 

Luz: There was one point where I, I was so sick, I got real bad allergies where I got 
um .. what was it, [sinusitis]. And I had to walk around with cloth over my face and, I had 
a tiny baby and then another baby and it was real hard .... And ah when my mom would 
come home she would come and relieve me of my kids and I could sleep you know. 
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Living Conditions 

The women I spoke with lived in communities scattered across a metropolitan area which 

included the city proper, suburban areas just outside city limits, and peri-urban communities 20 to 

50 miles to the east, west, and north of the city. 1\vo points bear mentioning in relation to this 

discussion of geographic distribution of sample households. Many of my informants had been 

recruited from three centralized locations which offered free public health services to county 

residents. They had traveled from all points of the city and from the more distant communities to 

obtain the free health care selVices offered at these sites. Their willingness to travel substantial 

distances to take advantage of these selVices is evidence of the fact that low cost health coverage 

in the area is scarce in relation to the number of people needing these selVices. Evidence of this 

need may also be found in the statistics collected by organizers of the Care Fair, an annual event 

to make health screening and social selVices accessible to low income families. In 1993, nearly 

5,000 individuals came from all parts of the city to obtain the free immunizations, school physicals, 

and vision screening selVices offered at the two-day fair. The two area clinics which offer sliding 

scale fees for medical selVices, both located in the central city, likewise treat patients from 

throughout the metropolitan area. 

A second point related to the distribution of informants across the research area involves 

my underestimation of the role of geography in this research. I spent a considerable amount of 

time traveling to, from, and between my informants' homes. I was often frustrated by the expanse 

of field area and longed for a more contained study site (or at least an air conditioned car.) The 

many miles I traveled during my fieldwork gave me an appreciation for the demands on my 

informants, as well as a good sense of location of other health care selVices in the area.2 

3. Although I was glad for the inconspicuousness and lack of affluence signaled by my aging Toyota, I 
could have picked a better field vehicle. The 15 month research period included several months of very 
hot weather, and the rigors of fieldwork included stinging palms when I forgot to protect the steering 
wheel from the intensity of the afternoon sun. My standard field equipment included my tape recorder 

_._ .. - --- -- -- .. _---
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The rapid growth and lack of community planning in the study area have resulted in a 

sprawl of houses and businesses, many of which were built in the past 5 to 10 years. Some 

informants lived in these new houses, although the housing conditions of the women varied 

considerably. At one end of the comfort/size spectrum were households of four members who 

resided in three bedroom, single-family houses. Sometimes these houses were rented, but often 

those who lived in the houses also owned them. Several of my informants' families lived in 

apartments, which usually meant more crowded living conditions if there were multiple children in 

the household. A few of these apartments were duplexes (one structure split into two residences), 

or located in small complexes with only a few units. Most were situated in large complexes with 

20-30 buildings, each holding two to six apartments. 

Another form of housing common in Tucson and among my informants was the trailer 

home. These too varied in size, from "double wides" which approximate the space in a typical 

three bedroom home, to single wide trailers with two bedrooms and scaled down living space. 

While the larger trailers appeared spacious and quite comfortable, the smaller trailers provided 

cramped quarters for families, especially those with more than one child. The location of the 

trailer home was more significant to quality of life than the size of the trailer, however. Several 

trailer courts can be found in both urban and semi-rural areas of the study site. They vary from 

tidy, well-manicured trailer communities to plots of land off busy streets tightly packed with old 

trailers, cars, and junk. In more rural locations, trailers sit in the middle of standard home lots or 

at the edge of an "acreage." 

As previously noted, some informants shared living quarters with parents or grandparents 

due to financial or marital difficulties. These arrangements usually made for vary cramped 

conditions, as younger family moved its paraphernalia (including children's toys) into what had 

with extra batteries and tapes, a notebook, and a large container of ice water. 
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been the relatives' "empty nest." 

Regardless of the type of housing informants lived in, the homes were similar in that the 

people that lived in them tried to make them as comfortable and attractive as possible. None of 

the households were wealthy, so furnishings were usually more comfortable than new. They often 

bore signs of heavy use by the young children of the household. My first meeting with the women 

usually took place in the living room--the formal reception area for visitors. Later, as we became 

better acquainted, our conversations would often take place across the kitchen table or in the 

family room with children playing nearby. In keeping with the perceived formality of the 

interview, women were often alone when we first talked, their children in school or kept quietly 

occupied with television programs. After the ice was broken during this visit, other household 

members or visiting friends and relatives often joined us for subsequent conversations. 

Women took pleasure and pride in photographs of family members, particularly those of 

their children, which were prominently displayed on walls and living room tables. Photos often 

chronicled changes in the family over time--growth of children, new additions to the family, special 

events. My comments on the photos usually prompted stories about the individuals pictured in 

them, along with details of when the photos were taken. In this manner I had the opportunity to 

learn a great deal family history and about family members who were not present during our 

discussion, or who didn't live in the household or in town. Religious icons were displayed in 

several homes, as were cultural souvenirs sent by family members or acquired on trips abroad. 

AIl families had phones, a reflection of the essential nature of this appliance in the U.S. 

AIl families also owned television sets, and usually some other forms of entertainment electronics, 

such as video tape recorder (VCR) and stereo systems. AIl families owned at least one vehicle, 

and many had two. These items varied in vintage and sophistication, but even women of more 

modest means, who classified themselves as "not able to make ends meet" or '~ust making it" 

financially owned these "luxuries." 
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I found myself being surprised at times by the amount of consumer goods in informants' 

homes, and at my presumption that many households would not have them. Even those who were 

unable to afford health insurance (and so I was often told by these individuals) were able to rally 

resources to purchase what some might term "luxury" items. These items were not seen as 

luxuries by my informants, but as necessities which on a day-to-day basis made life more tolerable. 

The commonality of these consumer goods may also indicate that people find it easier to spend 

money on tangible items that are used every day, than to spend it as an investment such as health 

insurance that they feel they may never need to usc. 

I often had the impression, as I arrived for the first interview with an informant, that she 

had cleaned the house or tidied up before my arrival, to make the house as presentable as 

possible. When children's toys or other items were evident, women would offer a disclaimer, such 

as Jackie's remark to her son: "Look at your mess over there. After we spent all day yesterday 

cleaning up." If there hadn't been time to clean the house before my arrival, women might say, as 

Claire did, "Saturday is usually cleaning day, so don't notice how the house looks." By our third 

meeting, however, many women dropped their over-concern with tidiness, and felt that the leftover 

breakfast cereal and stacks of unfolded laundry didn't have to be removed for my benefit. I took 

this as a sign of comfort and beginnings of friendship. 

The issue of domestic cleanliness rose to the fore when I asked to do unannounced 

medicine inventories in women's homes. Trying to be to sensitive to what I learned was a touchy 

cultural issue, I would offer women a chance to bring the medicines out to the room where we 

were meeting, and thus avoid delicate privacy or cleanliness concerns. Although a few women 

took me up on this offer, most made a face, then chose to escort me to kitchens and bathrooms 

where medicines were stored, saying something like "excuse the bathroom, it's a mess." 

In many cultures, American culture notwithstanding, domestic cleanliness is a reflection 

on woman's competence as homemaker. Despite assurances from popular magazines and advice 

--------.---.-- .-.. - .. 
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columns that busy women don't have time to make sure the house is always spotless, and the 

practical reality that houses with small children in them are impossible to keep tidy, many of my 

informants felt they should strive for this ideal. I also had indications that cleanliness was more 

than just a matter of self-image for several women. For these women, a clean house contributed 

to the health of their families. Fifty-four percent of the women responding to a survey instrument 

I developed selected "keep a clean house" as a something they did to keep their children healthy. 

Forty-three percent said a keeping a clean house contributed to to their own health. 

Luz felt that keeping a clean house was her way of preventing her son's allergies from 

making him uncomfortable and unhealthy. She spoke repeatedly about the daily tasks of 

housecleaning--washing floors, vacuuming walls, etc.--which she undertook as an act of love and a 

sign of responsible mothering. 

One time I was so sick. But I washed dishes and you know still did everything .... And I 
remember having it hard. I was so tired from [the allergy symptoms] and I still did it 
because for my kids' environment so they could have a clean environment. 

Allergies could also be used as a reason why household chores were not done. Penny explained 

whenever she vacuumed, she got a headache, which sometimes triggered migraines. 

Insurance Status 

I deliberately recruited women based on their insurance status, attempting to build a 

sample of 40, half of whom were insured and half uninsured. The situation become more and 

more complex as I learned how unstable insurance status was, and how little consistency there was 

between the insurance status of members of the same household. Because the effects of lack of 

insurance were more important to this study than maintaining strict quantitative accuracy, I looked 

at these changes and inconsistencies as a way to examine whether differences in coverage between 

household members, or changes in one's own coverage over time, had any effect on health care 

decisions. A more complete discussion of the effects which lack of health insurance has on self-

medication practices is found in Chapter 8. 
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It would be difficult if not impossible to identify which of my informants were uninsured 

by the way she looked or the number of children she had. A look at demographic characteristics 

does not provide many clues either (see Table 3.2). Among informants, insured as well as 

uninsured women could be either low income or middle class. Both groups had similar levels of 

education, all having high school degrees and many college educations. Housing type, often used 

as an indicator of socio-economic status, was not an accurate indicator of insurance status. Both 

insured and uninsured informants lived in large, comfortable houses as well as in cramped, run

down dwellings. Furthermore, the absence of health insurance did little to change women's 

opinions about what should be done to keep and make their families healthy. What lack of 

insurance did affect is the actions women were able to take in terms of health maintenance and 

the treatment of illnesses in their families. 

With health insurance, even if a person chooses to self-medicate rather than visit a doctor, 

she has the reassurance that if she or a family member really needed to, she could seek 

professional care. An uninsured person is more likely to feel that, except in grave emergem:y, she 

is the last resort for her own and her family's health care. None of the uninsured women that I 

came to know faced situations during the research period that could be considered life

threatening, although for some who were unable to obtain diagnostic tests, their lack of insurance 

might eventually have more critical consequences. Nevertheless, the circumstances uninsured 

women faced undeniably affected the quality of their lives, through added work and worry related 

to family health care. 

Informants and Their Housholds: A Summary 

The women I have introduced are in many ways quite different from one another. Yet 

these women all share a common cultural sphere defined by their gender, their role as mother, 

and their participation in urban American culture. The social, political-economic and medical 

environment in which they live further shapes individual and group options, opinions and actions. 

----.- -- ._._- ._----------------
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CHAPTER 4 
CUL ruRAL KNOWLEDGE ABOUT TIlE BODY, HEAL TIl AND ILLNESS 

An understanding of cultural concepts of health and illness have traditionally be integral 

to an investigation of healing practices. It has been assumed that the ways in which individuals 

define and interpret symptoms determines whether or not they will seek a remedy and influence 

the type of treatment sought (Mechanic 1986). In this chapter I will examine the cultural 

knowledge of health, illness, and medicines held by my informants. Their explanatory models of 

the body, illness etiology, and the effects of medicine are derived from my discussions with 

women, as well as from their responses to quantitative instruments including a survey and pile sort 

and ranking exercises. 

Models of Cultural Knowledge 

Lay concepts of health and illness are a nexus of private thoughts and social 

representations shared by others and derived from the culture in which they live (Herzlich 1973). 

Several etic systems have been used by anthropologists to categorize and map lay concepts of 

health and illness. Models specific to research on health and illness focus on explanatory models, 

the beliefs held by individuals to explain the nature of their illness (Kleinman 1975; Burr, Good 

and Good 1978). Explanatory models may vary by individual family, ethnic group, social class or 

society. They are drawn from scientific concepts, as well as religious beliefs, indigenous or folk 

healing practices, and popular discourse. 

Semantic networks provide a structure for the interlinked existence of multiple 

explanatory models in a "web of meaning" (Burr, Good and Good 1978). The models in a 

semantic network are linked to a core symbol, which provides the locus of meaning for seemingly 

unrelated models. The link may be to a cultural value or to a private association, and may be 

based on causal, syntagmatic, or metaphoric relationships. Semantic networks provide an 

illustration of the way variant life events and experiences converge during an illness episode. For 

_._ ..... - -- .. -.-- .. --_._-----------



example, a semantic illness network might link fever, sore muscles, toothache, and headache, 

because they are all treated by the same medicine. 

Linde (1987) defines three interactive cognitive systems which produce knowledge. At 

one end of the cognitive spectrum is common sense, knowledge held by all members of the 

culture. At the opposite end of the continuum is expert theory, knowledge possessed by an elite 

group. Explanatory systems exist in between these extremes and are manifestations of an expert 

theory modified in the minds of non-experts through the influence of common sense. When an 

explanatory system has existed within a culture for an extended period of time, it may become 

accepted as common sense. 

A trip to an American pharmacy offers a tangible example of Linde's system. 
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Prescription medicines represent the expert end of the knowledge continuum, for they are 

available through the elite knowledge of doctors and pharmacists. Nonprescription medicines 

which recently have been "switched" from prescription status represent a move from expert toward 

common knowledge, as do prescription strength formulations of OTe drugs and multi-symptom 

formulations which require some degree of lay diagnosis in order to choose among them. They 

represent a blending of expert knowledge and common sense. Traveling further along the 

continuum, well-known products such as Vicks Vaporub (a mentholated ointment) represent the 

way in which explanatory systems achieve status of "common sense." On more than one 

occasion, informants classified the ointment as a home remedy. 

In this analysis I use the term cultural model to discuss the belief systems of my 

informants. This term is useful because its definition implies that the model is a standard, a 

cultural ideal for how the world is to be. It also carries with it the notion that once identified, the 

model calls into conscious "a prototypical event sequence" --i.e., what actions should be taken, in 

this case, in response to illness. 

The models my informants used to explain the body in health and in illness were 

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



87 

heterogeneous at many levels. The heterogeneity existed not only between informants, but also 

within the thought systems of individuals. In other words, a single person might move among a 

variety of models of the body or healing systems in the course of defining illnesses or explaining 

her self·medication behavior. In this my informants were reflecting the ambiguity which 

characterizes American cultural ideas in the 1990s (see Chapter 2). Subjected to a bombardment 

of information, the average lay person negotiates persistent beliefs learned from family, embodied 

knowledge gained through personal experiences, and the rapid influx of scientific information 

available through the media. 

Health and Illness 

At our first meetings, and generally every time thereafter, women would remark about 

their health and that of their families, often saying things like "We're lucky. We don't get sick 

much." Yet, as we continued to talk about specific ailments and the use of medicines, it would 

seem as though members of the family were often symptomatic. The opinion that the family was 

generally free of illness existed even among women who detailed numerous episodes since our 

previous meeting. For example, during one of our discussions, Lisa gave me extensive details 

about a respiratory problem that had prompted a trip to the doctor and treatment with prescribed 

antibiotics and inhalation therapy. She concluded her story by saying, "I had this terrible 

bronchitis thing and virus, but that was it. ... We've been pretty healthy. We've been lucky." 

Other researchers have also noted a Western reluctance to define symptoms as "being 

sick." Litman (1971) found that most families he interviewed, regardless of their age, felt that 

they had been relatively free of illness. B1axter and Paterson (1982) suspected that mothers may 

not wish to define their children as unhealthy because this may be reflection on their mothering 

skills. My informants seemed to have no reluctance to talk about their children's symptoms, 

however. Herzlich and Pierrett (1987) viewed the minimization of illness episodes as a need to 

put a reassuring face on illness "to believe that it can be understood and mastered." While the 
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desire to understand and master illness may be strong among the women I interviewed, this desire 

did not fully explain the incongruity between aspects of their report. 

I began to suspect that the symptoms I classified as illness (i.e., colds, diarrhea), were not 

perceived as such by my informants. My suspicions were confirmed as I asked my informants 

directly for their definitions of health and illness. The women described a continuum of physical 

states in which health and illness were opposite extremes. The minor symptoms which constituted 

the middle of the continuum were indications that one was not completely, vibrantly healthy, but 

hardly sick either. 

Health was generally defined as being full of energy, feeling good mentally as well as 

physically. 

Darlene: A feeling of real, lack of pain. I think there's an energy that comes with it too. 
If you feel really healthy there's energy there. I guess energy and motivation. I guess 
that's it .... You can feel a little pain but it doesn't bother you if you're busy and you feel 
good about yourself. You go on. 

Sarah: Good. Good. I'm I feel I'm happy and in a pretty good mood. Wake up in the 
morning refreshed, you know I feel like I've had a good night sleep. You know I just 
don't have any aches or pains or headache or nothing's bothering me, you know, 
physically. And have energy. Go through the day pretty happy-go-lucky, you know. 

Tina: When I'm healthy I think I'm real energetic. I've got a real positive attitude. 
That's the big thing. Your attitude. If you're not feeling good you have a tendency to 
have more of a down attitude. Hard to pick yourself up. I'm really energetic. And I 
know my skin looks good, my color. I guess maybe it's more like how much energy I 
have. And if I'm not feeling good I don't have any energy. 

Medical anthropologists have devoted considerable attention to identifying how 

individuals' perceptions of the feeling states which constitute health and illness are culturally 

constructed. Those who study health and medicine in the United States have linked American 

concepts of health and illness with a cultural drive toward productivity and progress which leads 

to impatience with illness and reliance on medical science for quick cures (parsons 1951; Young 

1977). The link between being ill and stopping work have been prominent in western thought 

since the 19th century (Herzlich and Pierret 1987). Productivity as a gauge of illness severity was 
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a predominant theme among my informants, who defined illness as an inability to do work or 

fulfill personal responsibilities. 

N. V.: At what point would you consider yourself sick? 
Claire: If I had an incapacitating illness. I mean, as in I couldn't continue my life in the 
normal way I'm doing it now. I don't know whether that's normal or not but, you know I 
get up in the morning, I get myself ready and I get my kids ready. They go to daycare, I 
go to work. You know, that's a normal, healthy life. 

Both women who worked outside the home and those who worked in the home felt that 

conditions such as allergies, colds, and headaches were rarely reasons to considel' oneself sick or 

to stop working. Darlene's explanation that "There's 'not feeling good' and then there's 'sick'" puts 

succinctly the concept of functional health described by all informants. Eva expands on this 

notion. 

If I say "I'm sick," I can't get up. If it's just my shoulder hurting, my head hurts, I can 
still go to work. That's just a normal, everyday feeling .... If I say I'm sick, I'm really sick. 
Cuz a headache'sjust normal. 

Americans generally continued to define themselves as healthy even if symptoms exist or if they 

have known chronic conditions (Bauwens 1974). I found this to be characteristic of the women 

with whom I worked. For example, Lois, who often spoke about her allergies, said "I have 

allergies but I don't consider myself to be sick." Julie, another frequent allergy sufferer, explained 

that despite her extensive symptoms, she didn't consider herself to be sick. "I have headaches a 

lot now. And they're sinus headaches. They're like those burning, you know, like nose things. My 

eyes have been really watery and stuff. But see I'm not sick right now. I'm just congested from 

my allergies." 

The point at which people define physical symptoms as illness is influenced by culture, 

family socialization, personal experience, and demands of life. For example, the state of 

functional health or "not feeling good" tolerated by the working mother might differ vastly from 

clinical definitions of illness (Spring Rice 1939). Other researchers have noted how class, gender, 

and ethnicity influence response to illness. 

-- ---------------------------- -_. 
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Effects of Gender on Perceptions of Illness 

Men and women are said to exhibit different levels of perceiving and reporting symptoms. 

SaltonstaU (1993) posits that differing perceptions of health are inherently genderecl, because 

health is grounded in a sense of self and of body, both of which are gender influenced. Although 

this and other research links being female with increased incidence of and heightened response to 

illness, my informants presented a different picture of women and illness. Explanations for 

differences in morbidity between men and women may be due to social roles and expectations, 

such as labor force participation patterns, life style, and psychological and emotional state (Anson, 

Paran, Neumann and Chernichovsky 1993). Socialization into gendered styles of illness response 

and consumption of health services may also be responsible for different patterns of illness 

recognition and response. Girls are said to learn to seek care for a variety of symptoms, while 

boys learn that this is "sissy· like" and that they should be stoic in the face of illness (Lewis and 

Lewis 1977). Research on medication usc repeatedly establishes links between gender and 

increased use of medicines, with women consistently reported to use medicines more than men 

(Johnson and Pope 1983). 

The conception of gendered styles of being ill popular among my informants runs contrary 

to research which points to increased morbidity and a greater propensity to seek professional help 

for (implicitly, to "complain about") symptoms among women (e.g., Macintyre 1993). The 

perception among the women I worked with was that women had "no time to be sick" (Graham 

1984; Litman 1971; Spring Rice 1939), a concept which shall be discussed more fully in Chapter 7 

of this dissertation. Most women displayed a tendency to downplay the seriousness of their 

symptoms. Men, on the other hand, were reported to exaggerate symptoms in a bid to get 

sympathy and attention. Women often joked that "men are such babies" when it came to being 

sick, and cited the behavior of their husbands and partners as proof. 

Sharon: [My husband is] the moaner groaner. Most men are. [laughs] They're like "I'm 

....... ,' ---- ---.--------------
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sick. I'm a baby. Treat me well." It's like, "Get a grip. You're not going to die." 

Maureen: Oh, my husband, when he's sick, he's dying. He had, you know how 
sometimes you can get a gas cramp, or whatever. And he had me convinced he's having 
appendicitis and if I wasn't going to call the doctor and take him to the hospital he'd take 
himself. And um the minute I got done making all these arrangements, it went away. I 
don't know, when a man gets sick, they're dying. I mean they don't have any hesitation 
about telling you how horrible they feel and, that they're dying all these other things. 
They're going to go to the hospital and have to die. And when a woman gets it, I don't 
know what it is, it's like, even though she's sick, she's still got do all the same things. 

Effects of Social Class on Perceptions of Illness 

Several studies have characterized lower class concepts of health and illness as less 

scientific and more fatalistic than those of higher class individuals. Working class individuals 

engaged in strenuous physical labor may attribute symptoms to fatigue rather than illness (Elder 

1973; Koos 1954). Lack of education among the lower classes lead to "vague, non-scientific ideas 

about illness causation" (Bauwens 1974) and continued belief in folk theories (Elder 1973). 

Feelings of lack of control may contribute to the "working class fatalism" that illness is arbitrary 

and cannot be prevented (Pill and Stott 1987). Members of higher social classes, on the other 

hand, are said to reject folk models of health and illness because they have greater awareness of 

scientific theories, and because they must support the dominant "bourgeois ideology," of which 

biomedicine is a feature. Because lower class individuals are not bound to bourgeois ideology, 

they can afford to be critical of biomedicine and have a greater tendency to use non-scientific (i.e. 

alternative) healers (Calnan 1988). Other research on self-medication suggests that members of 

lower socioeconomic classes are less convinced of the efficacy of biomedicine because they have 

received inferior forms of medicine through public assistance channels. 

In the present study, issues of education, form of work, and class ideology seemed to have 

had less to do with my informants ideas about health and illness than did issues of access to care. 

Insurance status, rather than class per se, seemed to affect use of alternative therapies. Lack of 

education was not a factor either, since nearly all of the women reporting use of alternative 

--_ ... _-_. -----.---
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medicines had at least some college education. Rather, their choice to use alternatives to 

allopathic medicines had to do with finances--costs of medicines, costs of going to the doctor, and 

the need to broaden the scope of self-therapy. 

Sixty-four percent of the uninsured women responding to the project survey reported that 

they used herbal and homeopathic remedies "sometimes," and another 17% reported that they 

used these remedies "a lot" or "all the time." Conversely, only 12% of insured informants 

reported using herbal and homeopathic remedies with any frequency ("sometimes" or "a lot). The 

vast majority of insured women--88%--indicated that they "rarely" or "never" used these therapies. 

Interview data support these frequencies, and provide some illumination as to why uninsured 

women choose to use herbals and homeopathic medicines. See Chapter 8 for a discussion of these 

issues. 

Models of the Body 

New technologies which enable the lay person as well as the medical professional to see 

the inner workings of the body dispel some mysteries, but generate other theories and new body 

myths (Helman 1992). Popular models of the body draw upon hydraulic flow models, warfare 

models, and network communication models, among others, to explain how the body functions as 

well as how illness occurs. These models contribute to the actions people take to keep well and 

as well as their conceptions about what kind of remedies should be used to treat illness. 

Mechanical Models 

A prevalent model of the body held by Americans of the body as machine derives its 

concepts and metaphors from industry (Helman 1992; Manning and Fabrega 1973; Osherman and 

Amarasingham 1981; Scheper-Hughes and Lock 1987). My informants utilized this model to 

explain illness or differences between the health of family members. When Leslie talked about 

her oldest son's tendency to become congested, she thought it might be because of "the way he's 

designed." Medical treatment reflects faith in the ability of biomedicine to "fix" the body-machine 
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damaged by disease or injury (Balshem 1991). Luz spoke of an elderly relative who "ran on 

dialysis" because "her kidneys were worn out," while Sharon, referring to her sluggish thyroid, 

wanted "to get this sucker fixed." In order to stay in good working order, the human machine 

needs "maintenance" and an ample supply of "fuel." Mercy said that when she was getting sick 

she stopped exercising "because I'm conserving fuel." 
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Advances in communication technology and a world economy have brought about changes 

in the mechanical model of the body, as well as the language people use to describe bodily 

processes and illness. Martin (1992:123) discusses how concepts of the body have changed as 

society has moved from a Fordist form of capitalism to the late capitalist mode of flexible 

accumulation. Fordist bodies were organized around principles of centralized control and factory

based production which lead to images of the body as all input-output mechanism, the brain as the 

top of body hierarchy, and reproduction as production. According to Martin, global capitalism has 

contributed to the depiction of the body as "a whole, interconnected system complete unto itself," 

a communications system with intelligence residing in each cell, not just in the brain or the self. 

Cells thus have the capacity to respond to specific situations, and to retool to meet new needs. 

Mechanical models of the body presuppose the Decartian separation of mind and body. 

Communications models of the body acknowledge the connection between all parts of the body. 

Mind-body conceptualizations, on the other hand, accentuate the connections between the psychic 

and physic aspects of the body, placing emphasis on the dominance of the mind in controlling the 

state of the body. Once viewed as odd, "New Age," or on the fringe of popular thought, mind

body conceptualization of the body have become part of mainstream discourse, thanks to the 

popular media. General audience newspapers and television shows have extolled the virtues of 

techniques such as meditation and visualization to reduce blood pressure and combat cancer. As I 

will demonstrate more fully later in this chapter, informants acknowledge how the mind--spoken of 

in terms of attitude and stress--can help maintain health or cause illness . 

. _----------------.-.. -.--
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Hydraulic Models 

Hydraulic models of the body place emphasis on maintaining the flow of body fluids and 

systems. Illness is characterized as a blockage which must be removed or flushed out if health is 

to be regained. Claire's description of her body's response to allergens reflects a hydraulic model. 

[My allergies] came on with a vengeance. I was using over-the-counter antihistamines and 
then went into--well I call it vapor lock. My sinuses locked up and got infected. I had to 
go on antibiotics and then on heavy-duty decongestant to bring it all out. And then that 
over-did it because then it, you know, it just opened everything up and the allergies just 
over-reacted. I was like a faucet, just draining. I called the doctor back and I said 'Give 
me something else!' And he didn't want to do an antihistamine to stop it completely 
because I'd go into infection again. He ended up with a Rutuss, which is a combination 
antihistamine-decongestant. And it took about a good 10 days on that before I was able 
to get to a normal level. Now I'm down to a half a tablet twice a day. Which is 
maintenance dose for me. 

Other informants talked about flushing sickness and toxins out of the body by drinking fluids. 

Lorna explained why she drank more fluids when she was sick: "It's like the password--flnid--for 

everything .... Liquidcleans out the toxins and all that. So I always do. I try to drink more when 

I'm feeling anything." Urinary tract infections, an example of hampered flows, could be "flushed 

out" by drinking cranberry juice. Some informants, like Leslie, thought this method could 

eliminate the need to treat the infection with antibiotics. 

I thought I had like a urinary tract infection. And I started, I mean it hurt really bad. 
And it was like I was passing blood. And it really, really hurts. But I started drinking 
massive doses of cranberry juice. And it seemed to be, if I kept drinking, I didn't have 
the pain. So then I didn't usc the antibiotics then. I was drinking a lot of cranberry juice 
and it just went away. 

Diarrhea, an example of excessive flow, was often characterized as the body's attempt to flush 

something harmful out of the body. Mild diarrhea happened "for a reason" and was seen as 

positive if it was self-limiting and not accompanied by high fever or other symptoms. Shelly 

echoed what others had said when she explained, "I don't take things for upset stomach cnz I sort 

of feel, like with diarrhea and stuff, it's your body's way of getting something nasty out so, I'll let 

it go for a few days, you know." 

-------- .-.. _._-------------------
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Humoral Models 

Although these models of the body have largely eclipsed humoral models (Foster 1979; 

Helman 1984) traces may still be found in mothers' cautions to "bundle up" in cold weather. 

Treating a cold with hot drinks, a popular home remedy among informants, is another example of 

the humoral emphasis on balancing hot and cold elements in the body. Women's discussion of 

fevers also shows signs of a humoral orientation. Home remedies designed to bring a fever down 

involved cooling the body with tepid baths, wet cloths, alcohol rubs or popsicles. Treating a fever 

with heat--hot fluids or extra blankets in an attempt to induce sweating--was viewed as 

inappropriate and potentially harmful. When fevers were low (generally agreed to be a fever 

below 101 de!,'Tees Fahrenheit), women said it was better to let it run its course untreated by 

fever-reducing medications because "If you have a fever there's a reason for the fever, you know. 

Your body's getting rid of those germs naturally." 

Lorna: I read some of the latest stuff about how fever is actually the body's mechanism 
for dealing with things and stuff and that a lot of people overreact and try to completely 
suppress fevers and they might not be doing the right thing. Especially in children. 

Karen: The medical advice in the past has been, if your kid gets a fever, you should bring 
down that fever at all costs. And now they're saying, if I understand it correctly, is that if 
your child gets a fever, possibly the function of the fever is that the heat kills the germs. 
Or the heat kills the virus or whatever effect heat has on a uh .. germ. Again, you don't 
want to let things get out of hand, but as long as that fever is low enough, it could actually 
be a beneficial thing to the kid and not to immediately try to bring that fever down. Not 
to cool the body down because the body may need that heat to kill off whatever's brewing 
in there. 

How Do People Stay Healthy? 

Regardless of women's health insurance status, number of children, or economic or 

educational level, they commonly expressed the opinion that "good food," "healthy lifestyle" and 

"positive attitude" are major contributors to good health. Opinions about what foods were "good" 

or what constituted a healthy lifestyle varied to some degree between informants, although there 

was some general agreement in thought. Commonly held opinions restated widely publicized 
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public health messages about nutrition and lifestyle. Women tried to encourage their families to 

eat vegetables, fruits and whole grain foods ("good" foods) and to avoid sweets, chips and fried 

foods ("junk" foods). They described a healthy lifestyle as one that included exercise and 

avoidance of tobacco and alcohol. 

The opinion that good food and healthy lifestyle are necessary for good health remained 

constant across data collection methodologies. It was offered as an "of course" response to my 

direct questions in interviews and reiterated as unsolicited information during more informal 

conversations. Women frequently spoke of providing "a good diet" and making sure their 

families were "eating well" when I asked how they kept their families healthy. Diana said, "I just 

try to feed them good. The right foods." Other women elaborated on what this meant. 

Tina: I've always, I got in the habit of cooking meals because that's how my mom was, 
you know. She raised five kids and we were pretty healthy so, and we always cooked 
meals. Breakfast, lunch and dinner and that's how I did it. So Alex never got sick ... And I 
really think it's all is in what [kids] eat .... But I think that that's like probably the key to my 
success. I just make sure they eat good. 

Dorothy: No. We just do the everyday routine you know. They eat good. And I just 
make sure they try to get, you know, real food not junk. That's about it. 

Eating good food was also a popular response to survey questions about contributions to 

health for the general population as well as in reports of steps taken to maintain personal and 

family health. These data complement the research of Hautman and Harrison (1982) in which 

75% of their respondents stressed the influence of diet upon health. 

How Do People Get Sick? 

In response to a fixed-choice survey question which asked informants to identify the 

common reasons adults get sick, the majority of my informants listed contact with others who are 

sick (70%) and stress (66%) as the major reasons for adult illness. Lifestyle ranked third (57%) as 

a cause of illness among my informants. While good lifestyle was a major factor in health, poor 

lifestyle was considered less important as a cause of sickness. When asked the same question 

--_ ... _-_._. ----- --....... _- ._._-_ .. _---------------
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about children, 93% of the women cited contact with others who are sick as the major cause of 

illness. Genetics ranked second (36%). Lifestyle was not considered as significant a causal factor 

for illness in children as it was for adults. 

Contagion: "Germs" and "Bugs" 

Americans learn about scientific and biomedical paradigms such as disease etiology 

(illness causation) and contagion (Helman 1984) in school, where Western educational systems 

have "so thoroughly disseminated the notion of a microbe-related 'specific cause' of illness to 

generation after generation that it is now stated as an undisputed truth" (Herzlich and Pierret 

1987:150). When I asked my informants for their ideas about causes of illness, they usually began 

telling me about germs, viruses, and bacteria. 

Pam: I really don't know why, when we get sick why we get sick. I don't know ... .I don't 
that germs are out there floating in the air. [laughs] I don't know. I image you get 
whacked by one and all of a sudden you get sick. [laughs] I don't know. But I tend to 
think of germs having to live in warm, moist environments. 

Sarah: There's viral and bacterial, which are totally different, right? One's carried in the 
air and one's a virus. Or they're both carried in the air but one you can cure with 
medication and the other you can't. 

My informants often dismissed folk theories of illness causation as old fashioned or a sign of 

ignorance. 

Pam: You know all the news that you used to hear about, you know like [said in old 
woman's voice] "Put a cover on the kid" or "Put it on you're going to get sick. You're 
going to catch your death of cold" or whatever they say you know. They're just so 
worried that if you're not dressed properly you're going to get sick I don't think you can 
get sick from not wearing enough clothes. You have to catch the germ, the virus .... And if 
you're not wearing clothes, I don't think that anything to do with it. 

By acknowledging that illnesses (particularly childhood illnesses) are caused by external agents 

which are also neutral (i.e., not vengeful or dependent on human appeasement), mothers mitigate 

their responsibility for their children's illnesses. Pam concluded her comments about causes of 

illness by saying, "It's like, [getting sick] has nothing to do with [wearing warm clothes]. I don't 

feel responsible for my kids' illnesses. It's something that happens biologically." 
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Women first acquired knowledge about contagion when they were in school, but their real 

lessons came when their own children began to attend daycare or grammar school. Practical 

experience proved to them that illness was passed from child to child. 

Maureen: They're exposed at daycare to other kids. I notice they're sick a lot more often 
when they're at daycare than when they're just at home. 

Shelly: When I was baby-sitting for Nina every weekend, Maryanne was sick as often as 
Nina was sick from the daycare. She would come and bring those germs to Maryanne and 
sure enough the next day, Maryanne would be a little, stuffy nose or something like that. 

Not only did children have colds and diarrhea more often, but so did their parents. The illnesses 

that children caught at school were brought home to other family members. 

Julie: I think it's because of her [that we get sick]. Because she goes to the daycare and 
brings all those germs homes. Ah huh. I do. And also because I work with so many 
people that are sick. Cuz I note that like Wally doesn't ever. It's either me or her that 
bring home the new germs. "The gift that keeps on giving" is what my friend calls it. 

Women often said they had learned that it was impossible to isolate their children from 

illness because people were most contagious before they appear to be sick. Chicken pox was often 

cited as proof of this theory: 

Sarah: I always thought once you got something, you couldn't give it to anybody. That's 
why people don't know when they pass [illness]. It's like measles and stuff. You know 
what I mean. Once you break out with the measles, you're already pass the giving stage. 
And chicken pox and all that stuff.. .. That'swhy it goes through a school like wildfire. 
Because they don't have any idea the epidemic's coming because the kids that are getting 
it just pass it on before they actually break out with the symptoms. 

Tina: You know when they're actually contagious is when they're first starting to feel bad. 
Cuz my mom told me that. By the time it's into it, you know, they're not contagious 
anymore. It's when you first get it. You're walking around with those aches in your bones 
and your nose is feeling kind of weird and your eyes are burning. That's when you're 
contagious. At least that's what we were told. I was told that a long time ago .... And that's 
the same thing as chicken pox. Kids are really more contagious when the bumps haven't 
even shown up. That's when they get it. When you don't even know your kid has it, 
they're the most contagious. That's what I've heard anyway. I don't know. 

Germs thrived in confined environments of closed-up houses and public bUildings. Women 

used this rationale to explain why colds were more common during the winter, when people were 

indoors more often. Because germs "liked" warm conditions, several women felt that they could 

---~-----~ --------.~---------.--- ----
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help prevent illness by keeping the windows in their houses open and the thermostat turned down. 

Maureen: I don't keep my house stuffy. In the winter time, I do let a lot of fresh air, I 
don't, and I really believe in that. I'd rather put a lot of blankets on my kids, and myself, 
and breathe fresh air, than I would breathe stale, warnl air. 

Leslie: I think you're more likely to get sick if you have a house exceptionally warm, and 
then you go outside and get cold. But I don't think keeping the house at 66 [degrees] is 
going to do it. 

In interviews and surveys, informants emphasized being "run down" as a major factor 

determining whether they got sick. Although women identified germs as the agents causing 

illness, many said they were more likely to be affected by germs when they were tired or "run 

down." Stress was another significant contributor to ill health, because stress could deplete energy 

and make one more susceptible to ambient illness. Jackie told me, "If I get really tired and 

stressed out, then I pick up every bug." Stress could also bring on illnesses, especially chronic 

conditions such as migraines and digestive disorders. 

N.V.: What do you think is the reason people in your family get sick? 
Gloria: Honestly? Stress. I mean, I've got this child with a nervous stomach. I know it's 
nerves and she's even beginning, independent of me saying I know what's happening, she 
tells me that she thinks "You know how much I worry, Mom, and I get nervous and then 
I get a stomach ache." And I have a husband who needs Tagamet from total nerves. 
He's got, on the verge of an ulcer, which is from work and I know it's stress with me. 

Constitution 

Constitution refers to a person's innate physical makeup as strong or weak, robust or frail. 

A person's constitution determines whether or not slbe has a propensity gets sick. My informants 

identified differences in the constitutions of family members, noting how those with strong 

constitutions could be exposed to germs and not get sick. 

Polly: I think the main reason why a lot of people get sick is I think some people are 
much more susceptible to it than others. I really believe that. Some people just get sick 
so much easier than other people, you know. The minute they're exposed to it they get 
sick. Since I don't--I've been exposed to strep, ear infections. Pink eye is going around 
the [daycare] center. I don't have pink eye. I won't get pink eye. I've seen it go through 
a whole entire center and I have not gotten it and almost every teacher got it. So I'm just 
not susceptible to that stuff I guess. I do not take an extra amount of care of myself, or 
scrub myself. Hell no. I don't do any of that stuff. So I don't know. I really don't know 
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why it is that I don't get it. My son was exposed to chicken pox like three times before he 
got it. And I mean he was big time exposed to it. Every time. And it took him three 
times before he got it. We don't. We don't get sick. I'm hoping that when the time 
comes I'll just drop dead and that'll be the end of it. 

A person with a weak constitution must monitor her health and constantly be careful about 

activities, whereas someone with a strong constitution could stay well, even if she didn't take 

proper care of herself. Gloria said she never got sick, so I asked if she did anything to keep 

herself healthy. She replied, "No. I drink coffee by the gallon, I smoke at least a pack of 

cigarettes a day." Maureen believed that people with a strong constitution could also "last longer" 

(i.e., live longer) than someone with a weak constitution. 

Maureen: Eventually, you know, bad food and bad living conditions can make anybody 
sick. But I think if you're basically healthy to start off with and you have a strong 
constitution or whatever, you're going to last longer, survive longer than someone who is a 
sickl'y person to begin with. 

People are born with strong or weak constitutions which have been genetically transmitted 

from their forebears. Maureen explained: 

Maureen: I think that some people are predis-, you know like some people are 
predisposed to being alcoholic, I think some people are predisposed to germs. And some 
people have a, their constitution or whatever, they may get sick but it's not, it's not sick 
like with somebody else. They don't run fevers or whatever. Their constitution is um, 
their white blood cells fight 'em better or. I don't know what it is, but. YOll know my 
cousin's children, they don't do anything different than I do. They're the same way. And 
ah her children are sick all the time. 

Other women also told stories about family members whose similar physical traits were given as 

evidence of the hereditary nature of one's constitution. Dorothy saw parallels between the 

ailments of the adults and children in her household. She said "My husband had ear problems 

and so docs my daughter. And my son and I both have allergy problems." Pam, whose children 

all had different fathers, saw herself as the common link between her children's good health. 

I think we just have a strong constitution. Our bodies fight disease. Cuz [my kids] are 
never sick. And I think the one that gets sick the most out of all of us is my husband. 
And you know he doesn't have my blood. And my kids all have my blood and I just think 
that they're healthy. And they don't take vitamins. The kids don't take vitamins every 
day. My husband takes vitamins regularly. 
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Discussions about the hereditary nature of constitution lead to talk about genetically-linked 

illnesses, the kind that "run in families": 

Lois: ... there'scertain things that tend to run in families. And J can see that running in my 
family. From both sides of the family, certain things seem to be a characteristic. J would 
say there are some thing that are particular to certain families." 

Gloria: J think families [have weak spots]. I've noticed that. I've watched my friends' 
parents die of heart disease and their parents died of it. And I've had friends die of 
cancer and 10 and behold a sister or a mother had died of it in their family. And our 
family is all strong. And Roger's family is all strong. And I think it runs in families .... SO I 
don't think it's personalities or people. I think it's in the family genes. 

Sharon: My grandmother's prone to skin cnncer. My mother and father are both prone 
to it. My mother's father has it. My aunt--my father's sister--has it. So it's like, skin 
cancer is in my hand. It's in the cards I've been dealt. 

Resistance 

The notion of constitution as discussed by my informants referred to an inborn and 

constant characteristic which may be coped with through lifestyle or medications, but not 

significantly altered. This concept was qualitatively different from informants' use of "immune 

system" or "resistance," which they used to refer to physical characteristics which are more subject 

to control and change.! Both immune system and resistance refer to a person's ability to keep 

healthy by "throwing off' or "warding off' illness. 

Tina: I came to the conclusion that Angela was run down and that I needed to build her 
body up. That I needed to strengthen this child. Cuz she's not throwing off sickness like 
she should. 

Like energy, a person's level of resistance is variable. Women spoke about the concept of 

resistance using metaphors of storage and volume which harkened back to the mechanical model 

of the body. One's resistance can be "built up" or made stronger through good food, rest and use 

of vitamins, or "run down" through lack of sleep, stress or use of tobacco and alcohol. 

I The term "immune system" has been brought to common parlance by media discussions of auto 
immune deficiency syndrome (AIDS). Popular use of the term reflects the allure of scientific 
terminology among lay population. 

---------------. ---
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Shelly: I was thinking about this thing, this new thing I was taking about. Folic acid. 
Maybe starting me on that and her on that, you know. I was thinking about doing her on 
vitamins this winter, to see if it would help boost up her immune system. 

Dorothy: I was wondering if my immune [sic] is down. Maybe I should be taking 
vitamins, you know, or doing something to prevent the allergies. 

Sarah: When your resistance gets 10w .. ,1 noticed that, with me, once I've gotten sick, it's 
much easier for me to get sick again. Because my resistance is low. Now I'm eating, 
making sure that we eat better and get our veggies and take our vitamins and you know, 
get our slcep and get our rest and take better care of ourselves. But if you're out there 
partying and having a good old time all the time, staying up late, not eating right, yeah. I 
think that's a lot of it. 

Some medicines·-antibiotics in particular·-could be harmful to the body's immune system 

because they weakened the body's natural defenses. Darlene explained that " ... your body builds 

up immunities. And like taking medicines and so forth, you're not allowing your body to build up 

those natural immunities." Several women expressed concern that giving too many medicines to 

children impaircd their ability to develop a strong immune system. The rationale was that if 

children never had to "fight off' infections or even discomfort on their own, they might never be 

able to do so as they grew older. 

Christy: Some doctors have told me you don't want to put them on antibiotics because 
you want their bodies to build up an immune system. 

Becky: With Ryan also, um like they say that you know with the teething and evel}'thing 
and they're feeling bad that even though you can give them Tylenol. But I, I tl}' not to do 
that you know, too often because I want his own body to fight anything, you know, that it 
can. To build up its own immunities instead of using a drug that would, you know, work. 
You know what I mean? 

Exposure to antibiotic ell utero could harm children's immune systems after they were born. Leslie 

told a stol}' about her experience taking antibiotics during pregnancy, and the affect it had on her 

daughter. 

I mean, they tell you it's not going to do anything, and then like when I was pregnant with 
lisa, my oldest, I had strep and they gave me antibiotics. And lisa's really allergic to 
penicillin. I think she was, when she was en utero she was exposed to it. And that's what 
happened. 

Concerns about compromising their children's immune systems lead some women to 

------ ------------------
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prefer what they considered to be less harmful, more natural methods of healing and prevention, 

such as herbal therapies and homeopathic medicines. Amy said that as a result of her concerns 

about medicines "I'm much less likely to give the kids antibiotics. I rarely give them Tylenol even. 

I try to do a lot of homeopathic and different things." Some therapies, such as herbal treatments 

and food supplements, were thought to "boost" the body's immune system or to protect it against 

the ill effects of stronger allopathic medicines. 

Shelly: TIley have this stuff too that you can buy at the health food store called--I never, 
I never get the name of it right but it's a urn immune system booster [echinacea]. And 
the way it says to use it is if you give this to them, the first day that you think they're not 
feeling well, that it builds up their immune system and a lot of times they won't get sick. 

Luz: In that culture the Native American culture, they believe that the white man's 
medicine it makes you strong. It's good medicine, but it is too strong. And urn. Which is 
true because it kills the good immune system while it's correcting, you know, killing the 
infection it's also killing the good cells too .... 1 went to [an herbalist], in fact if you'd like to 
see the medication that I have. It's the organic medication and I give it to him like two 
hours after he takes another, ah his antibiotics. So it could help keep the goods cells 
going. You know, won't kill off, the antibiotic won't kill off the good cells. It'll save half 
of them. 

Developmental Beliefs About Illness 

Experience has taught many mothers that their children run fevers or have mild diarrhea 

when they are teething. Despite contradiction and sometimes ridicule from doctors, mothers held 

firm to their beliefs about fevers from teething, postulating reasons for the connection. 

Maureen: They say teething doesn't cause fevers ... but my kids have all ran fevers when 
they've teethed. They always have gotten sick when they're cutting teeth. You can't tell 
me it's not connected somehow. But then other people, their kids get teeth and nothing 
happens. Doctors say that teething doesn't cause that, but there must be something there. 
I don't know if they're just so uncomfortable or what, but, you can't tell me that teething 
doesn't cause [fevers]. 

The fact that doctors disavowed their experiential knowledge was a sore point with many mothers. 

Amy got angry when her suggested diagnoses were met with the doctor's "No, no, no. II Her 

assessment was that "doctors are just clueless" about such things. 

"Growing pains" were another developmental illness mothers diagnosed in their children. 

--------------- ----
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Christy gave her sons calcium to combat their growing pains, while Sharon prescribed warm baths 

and leg rubs. Rosa noticed that as her older children passed through puberty, they became 

susceptible to different illnesses. 

April was very healthy when she was young and then she started going through puberty 
then all of a sudden she got sick like everybody else. It was the reverse with Oscar. He 
was always sick and then when he started going through puberty he all of a sudden 
changed. I don't know what the hormones did. 

As a child grows up, he can also become healthier. As Dee noted, sometimes children "grow out 

of' certain illnesses. 

I think as Joe gets older he'll grow out of his asthma. They say they do but, some of 
them don't. His uncle Phil was the same way as Joe with asthma. And he's grown out of 
it. Now he's smoking cigarettes and everything, so you know .... He's got to be grown out 
of it by now. 

Environmental Beliefs 

Climate. Normal average rainfall for the area is approximately 11 inches per year, 

occurring for the most part during the winter and summer rainy seasons. During the months of 

fieldwork, the rainfall amounted to over twice the yearly average. Field notes frequently comment 

on "another day of rain," as do transcripts of conversations with informants. The unusual weather 

was not just a source of small talk between casual acquaintances. It also spurred discussion about 

the weather--particularlywet weather--as a source of illness. Many informants attributed the 

virulent viral infections that hit many of their families in December and January to the unusually 

cool and damp weather. Illness was not viewed as the result of the temperatures or rain itself, but 

the fact that this weather pattern was so different than usual, and people weren't used to it. 

Stephanie: I think that's why Shelly and them got this cold and I think that's why we got 
it too. Cuz it's so hot during the day and it's cold at night. You know I really do. It's 
stupid weather for in Tucson. I think it has a lot to do with it. As far as colds, as least, 
you know. 

The rainy weather brought dramatic increases in allergic responses. For some, it was the 

first time they had experienced these problems. Those allergic to mold dreaded the rain and 

-----_ .. _. _ .... 
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dampness. The abundant rain also brought a bumper crop of desert plants and weeds--the pollen 

of which made for a miserable spring for many. 

Sarah, for example, thought more people had colds and allergies during that particular 

winter because the weather was so atypically wet. She said "This is really different than most 

people are used to, especially the humidity and the rain. And the mold's so high and if you're 

allergic to that it all really gets in your sinuses." Others spoke of "Arizona allergies" which were 

the result of year-round vegetation and airborne dust. Dee comment that "After five years of 

living here I just finally started get!ing Arizona allergies," was a common observation by my 

informants and others in the area. Dorothy said "I've never had allergy problems in my life, until 

I moved to [here]. The kids are starting too, in the last year .... I don't know what it is .... A lot of 

people say 'I'm allergic to dust.' Well there's nothing they can do about that here." Stephanie 

also thought the local vegitation had contributed to her allergies. She said, "I have allergies 

because of all that white stuff blowing off those trees. Like cotton. It looks like cotton or 

whatever. And those are real in pollen. It's all pollen. So that's why 1 have allergies." 

The heat of southern Arizona's summers is enough to cause heatstroke, sunstroke, or 

severe sunburn to those who are not cautious. On a more minor scale, people attribute 

headaches, lethargy, and intestinal disorders to the heat. Being improperly dressed for the 

weather can also lead to illness. This happens most often when people (usually children) are not 

dressed warmly enough in cold weather. Tracy talked about seeing children who were 

underdressed for the cold weather. "You see kids out in the stores and stuff...and they won't have 

on a hat and the wind's blowing and ... the first thing I'm thinking is they're going to get an ear 

infection." Rosa felt that her children got sick because they don't wear jackets when it is cold 

outside. I asked what it was about going out without a jacket that makes her children get sick. 

She replied: 

They get cold! They get chilled and 1 don't know. It just makes it easier to catch what 

.. -.----.-------.--------
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other people have. And I don't understand exactly how that works. They don't bring 
home colds during the summer, and it's the sudden change in weather that usually does it. 
They get chilled, and as soon as they get chilled, they end up with a cold. 

Sudden changes in temperature caused by weather fluctuations or by artificial heating and 

cooling systems can also provoke illness. For example, Tracy felt that her frequent headaches 

were caused by rapid transitions from indoor air conditioning to outdoor heat. 

Tracy: I mean, who wouldn't get a headache. I mean you get sick if you like go in and 
out from the heat and then out into the rain. You know, they say that makes you get sick 
if you keep going up and down with your body temperature, so I'm sure you can get a 
headache from going from cool to hot, cool to hot. 

Environmental toxins. Several women expressed the belief that pollution and toxins in the 

environment caused chronic conditions like allergies or persistent infections, and also might be 

responsible for fatal illnesses like cancer. 

Christy: Every time we go to California we get sick ... .lnevitably. But it's funny cuz you 
know we come home and we don't take any medication, and we get over it here. But 
there we don't get over it .... I'm not a brain of any sort but at least I realize there's 
differences in different regions. There really are. And it seems to be better in some 
places and worse in others. I'm not sure if it's because of the temperature ... how much 
rainfall there is. And there's very little rainfall in the high desert so maybe that has a lot 
to do with it. Things don't get washed away in the environment. Maybe it just stays up 
there and the winds keep blowing it around all the time. 

Sharon: I think allergies are the predisposition for some, ah, a possibility of being 
inherited. I think, urn, sensitivities are developed, you know. Like these people that are 
allergic to the world. Most of them have had an overexposure to a chemical at one point 
in time and then from then on they're allergic to everything. Urn. My husband's very 
sensitive to chemicals and I tend to think that was due to um, ah, exposure to something. 

Lisa: I think it [cancer] could be environmental. I really do. I think it was probably a lot 
of chemicals in water and lots of things we don't realize are there ... .1 think they put a lot 
of hormones in [meat]. Horrible, you know, toxic chemicals to help grow meat. 

Karen: I wonder if some of the propensities toward one type of illness or another are 
regional. Because for instance where we grew up there was a really high incidence of 
cancer and you know coming from a farming community, there are pesticides in the water, 
stuff breathed out in the air .... I think the environment has a lot to do with it. 

The link between environmental agents and cancer has been acknowledged by popular 

scientific studies and suspected by lay populations who have witnessed the effects of cancer-

- ""----- ----- -,--""- "-- ""-"'-----"--------------



107 

causing agents (Balshem 1991). Increased public awareness of environmental health issues came as 

the result of media coverage of "cancer clusters" and chemical sensitivities among Gulf War 

soldiers exposed to toxins emitted by oil fires. General sensitivity to environmental pollution also 

increased during this period, as did environmental awareness and recycling programs.2 

The concern over environmental causes of illness may mark a shift from blaming the 

victim to finding fault in larger social ills. (As this is being written, legal action is being tnken 

against major tobacco companies, a shift from blaming individual cigarette smokers to blaming 

conglomerate cigarette manufacturers.) This shift seems in part to be prompted by confusion and 

anger women feel when someone they know who "did everything right" become ill. Lisa 

articulately expressed her frustration and loss of faith as she searched for a reason why her father-

-who she considered "Mr. Healthy"--had gotten cancer. 

Lisa: My dad has cancer .... And that really changed my whole feelings about health. Cuz 
he was Mr. Healthy. Played tennis. Active. Did not drink, smoke, any of that, you 
know .... SO I'm just like, "well if he's" you know. It's just that it's completely thrown me 
for a loop as far as how you get sick, why you get sick .... SO I'm real paranoid now .... 1 
think it's just my whole concept of health has been thrown off.. .. You think that, you just 
think that maybe it could happen to you, you know, that whole cancer thing. 

Balshem (1991) found that personal experience with cancer caused people to think about 

issues of fate and victimization, and generated resentment against the authority of science for 

failing to provide answers or to control the disease. To abandon science as a source of answers 

and control means that people must grapple with fate, serendipity and randomness. Balshem's 

(1991:162) informants referred to cancer as "bad fate" and considered it a taboo subject. "Don't 

talk about it. If I don't talk about it, you know, or hear about it, I might not get it. You know?" 

The issues of fate and superstition are discussed later in this chapter. 

2 Attention to environmental concerns still exists mainly in the form of commodified 
environmentalism--natural makeup, green cotton, concentrated cleaners in small packages, recycled 
paper products. The government actions and lifestyle changes required for comprehensive 
environmental repair are harder to achieve and therefore are less popular to the public at large. 

-- .------.-------------------. _._.-
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Mind.Body Connections 

As noted earlier in this chapter, a significant amount of discussion about "mind.body 

connections" has entered the popular media in the 1990's, as New Age sensibilities of wholism and 

spirituality are translated into mainstream thought. Discourse explaining and extolling the link 

between mental and physical health arc found in best selling books, magazine features, and 

television series. Media coverage of the issue has generated enough public interest to prompt the 

health care industry to rcspond with classes and programs which incorporatc alternativc therapics 

and unconventional (i.c., non biomcdical) approaches to patient care. One hospital in the study 

arca hcld community discussions and announced the dcvelopment of a dcpartment of "Hcaling 

Hcalth Carc" to position itself as a local innovator in mind·body medicine. Sharp HealthCare, a 

California hcalth care provider, built a marketing campaign around its mind.body medicine 

program, hiring as medical director and chicf spokesperson Dr. Depak Chopra, "America's 

favorite mcdical maverick" (Dcnnis 1994). 

Thc rolc of the mind and cmotions··often exprcssed in tcrms of "a positive attitude" ··was 

significant to many informants. While maintaining beliefs that gcrms are ultimately responsible 

for illness, they felt that the mind or one's emotional state also contributed to illness. Responding 

to the survey statement "I think good health is the result oc... .. 66% of my informants indicated 

that "positive attitude" was important to maintain good health. In interviews, discussions of thc 

connection between mind and body centered around the role of the mind in both causing and 

curing illness. A sampling of women's opinions follows. 

Lois: To me, in the things that I've read and studied and such, the mind and the body are 
interlocked very tightly. And your mind can make a lot of things take place .... Andyou 
can havc alI kinds of physical ills after a while because of what you're doing to yourself .... 
I'm a very firm believcr in self·determination. Getting to know yourself and what's going 
on within you. Instead of alIowing everything just to be totalIy out of your control. Start 
controlling something. And it does affect your health too. I learned the hard way. 

Lorna: And um I do believe that, you know, your state of being, your emotional state and 
your mind is connected with your physical health. And that sometimes there's a lapse, in 

---------. -.-.-
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the timing and stuff, but often they're really connected. So that if you're um, really down 
emotionally, you're more susceptible, I think, to getting sick. 

Amy: I also believe your spirit has a lot to do with it. I mean I think if you're down and 
depressed you're much more likely to get sick. 

Althea: I strongly believe about, you know, the power of mind over body. That you 
could make yourself feel sick if you think that you're sick all the time you know. 

Sarah: I haven't seen it first hand, but yes I've read articles about people with cancer that 
have developed their spirituality and it's really helped them get through times .... 1 believe 
your mind is capable of doing a lot of things that people are not really aware of. You can 
make yourself feel a lot worse or you can make yourself feel better .... I know it must be 
terribly hard to be positive if you have a life-threatening illness, but sometimes it had 
worked with people." 

Most women held generalized concepts of the connection between the mind and bodily 

health, but a few offered more complex theories about the interaction between the mind and the 

body. For example, Lydia believed that emotions like anger create toxins which are held within 

the liver and bladder. She felt that a lot of pent of anger over her divorce was the cause of her 

frequent UTls. For Lois, fear of personal growth could result in illness. "It's a way of denial, it's 

a way of not having to face something that you're afraid to face. And it's a way to stop your 

growth if you need to be growing emotionally or whatever in some areas of your life." 

When a person became iII because of emotional factors, illness could provide a "time out" 

to slow down and evaluate one's life and the reasons for the illness. Leslie had tension headaches 

"when there's a lot of stuff going on. Sometimes I feeI...that there's no me. Sometimes I need a 

time out." And having to stop because of a headache is one way she gets it. "So it's not always a 

bad thing." Amy sometimes thought she allowed herself to get sick because she needed a break. 

Darlene saw illness as "a blessing because I sit down and think I have to take care of myself and 

slow down a while." 

Divine intervention. Although scientific (germs, nutrition) or self-determinant (lifestyle, 

emotions) theories of illness causation predominated among my informants, some women felt that 

at least to some degree, illness and health were the direct result of divine intervention. Forty-one 

------ ----------- --------- --- ---._ .. _--------------
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percent of informants sUiveyed responded that good health was the result of "a blessing from 

God." If these beliefs arose during interview, they were usually expressed by women who had 

identified themselves as "religious." Darlene said "we believe that God controls everything. Even 

microbes and so forth and, so that if you're meant to get sick, you're going to get sick and there's 

nothing you can do about it." She explained that despite this epidemiological fatalism, she still 

believe it was her duty to do something about relieving the symptoms of illness or seeking a cure. 

Medicines were a God-given gift which should be used to help the body recover. Prayer could 

also be an effective treatment for illness. Althea recalled being sick "several times when I didn't 

have insurance. I'd pray and I'd pray and I'd pray "God please take it away." A lot of times it 

would just go away." 

Luck. While virtually no one agreed with the survey statements that health is a matter of 

good luck or sickness a matter of bad luck, in conversation women often associated health with 

luck. Their comments about the status of family health often began with" I feel so lucky, because 

my kids never get sick." Context seems to trigger a shift in women's ideas about the relation 

between luck and health. When the context is abstract as it was in the survey statements ("I think 

health/sickness is a matter of goodlbad luck"), women commonly disavow a connection between 

luck and state of health. When the context is personal ("my kids") the association becomes more 

direct. 

Magical concepts of contagion and protection emerged in other subtle ways as my 

informants spoke about health and illness. Belief in the vitamins as talismans against illness might 

cause people to continue using them, because of concern that stopping the practice might cause 

them to become ill. A few women expressed a superstitious reluctance to talk about serious 

illnesses like cancer for fear of bringing it on. 

Lisa: It's almost like, urn. Hearing about it so much. You're like "I don't want to hear 
that. Maybe it will happen to me." You know. It's almost like if you see all these 
television programs and studies and it's like. It's almost as if it was going to come true 
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because you were, had so much information. I developed this strange superstitions about 
health. 

Balshem's (1991) informants in her study of lay perceptions of cancer also noted that noticing or 

thinking about cancer was "looking for trouble." Sontag (1978) noted that symptoms of cancer 

are especially fearful and threatening in contemporary Western society. 

Beliefs About Medicines 

Some informants, when speaking about or describing the effects of medicines, talked not 

just about beliefs about medicines, but about belief ill medicines. This expression was sometimes 

used in relation to specific medicines, and spoke to the effectiveness of these drugs. Others used 

the expression to refer to their faith in a particular system of therapy. For example, when I asked 

Alma whether she used the herbal medicines her in-laws brought to her from Mexico, she replied. 

"I don't believe in those things. I believe in Tylenol." 

Medicine Effectiveness 

Routinely, when I asked women for some visualization or their personal idea about how 

medicines worked, they said they had no idea. I first assumed that they were embarrassed to 

present a folk concept to a researcher they assumed had biomedical training. Yet, even after our 

familiarity increased (and they realized I wasn't a nurse or medical student), and they told me 

other "folk" theories of illness and health, this question still drew no response. 

NV: Do you have any idea, like a visualization of what happens when you take either 
Tylenol or the other drugs? 
Karen: I never thought about it. [laughs] I just know if it doesn't work. But I don't 
exactly have a visualization. Are you asking me for one? 

Gloria: When you have antibiotics you know that it's attacking, you know, it's surrounding 
a certain cell or you know. But with aspirins and Tylenols and what not I have no idea. I 
can't even, I don't have any idea. You know that Pepto Bismol coast the stomach and 
Alka Seltzer neutralizes and stuff, but aspirin? I can't even like, you know, make a 
cartoonish figure like you said. What's it attacking? What's it surrounding? Where's it 
going? Why does it reduce fever? It's a complete mystery to me. 

Pam summarized what all my informants seemed to be telling me: "I don't care [how it 
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works]. Just as long as it does it. I just take it and let it do its thing. I don't worry, I don't think, 

you know, 'is it attacking these cells or is it doing this?'" I was surprised by women's lack of 

interest in how medicines work, which is in sharp contrast to their many ideas about how their 

bodies worked or how sickness occurred (outlined earlier in this chapter). Yet despite their lack 

of theories on folk pharmacokenesis, women were very able to describe the demonstration effect 

of medicines and to judge medicine effectiveness based on them. Strength, safety, and the 

existence of side effects were three criteria upon which women assessed medicine effectiveness and 

determined whether medicines and how particular medicines were used. 

A common perception held by many women was that extended or extensive use of a 

particular medicine will cause the body to become resistant or "used to" the drug. As a result, the 

drug will no longer be as effective, so that larger doses will be necessary to have the same effect. 

Sarah believed that "If you take it every single day, yes, your body gets accustomed to it and yes, 

your resistance would be lower to it, so you'd have to take more in order to get the same effect." 

Overuse of a medicine may also completely negate the product's effectiveness, making a switch to 

another medicine necessary. Tracy explained the process by which this happened: "My dad had 

told me that if you just take that stuff all the time, then you're system like gets used to it and it's 

not going to work anyway." 

Polly and other women found this "drug resistance theory" to be an explanation for why 

previously effective medicines no longer worked for them. Polly said that Tylenol used to work 

for her, but no longer stopped her headaches. "Maybe I've taken it for so many years that that's 

why it doesn't." To avoid becoming resistant to drugs, some women preferred to alternate 

between brands for medicines they used frequently, such as allergy medicines. 

Strength 

Cultural beliefs influence perceptions of medicine efficacy and make particular forms of 

medications more desirable than others (Etkin 1988). For example, in many countries injections 

---- .... -- ._--_. ------------
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are sought as the strongest and most efficacious medicine (Bledsoe and Goubaud 1985; Burghart 

1988; 19un 1987; Kleinman 1980; Nichter 1980). In the U.S., the cultural belief that "more is 

better" enhances the attractiveness and encourages the use of strong medicines. The demand for 

strong medicines in the U.S. is also driven by an impatience with illness and a desire for fast relief 

of symptoms, issues discussed at length in Chapter 7. 

The women I worked with identified strong medicines are those which work better, and 

which relieve symptoms faster and for a longer time than weaker medicines. Medicines which fit 

the criteria of strong medicines include prescription medicines, multi-symptom formulations, and 

products promoted as "night-time" formulas. "Extra-strength" and "prescription strength" 

products were also ranked as stronger medicines. 

Prescription drugs were believed to be strong because they "killed the infection" or "cured 

a specific problem." Informants noted that prescription medicines must be strong, because they 

were controlled: "You need to be careful and get a prescription before you use it." Some 

prescription medicines were highly valued for their dramatic demonstration effect, a value which 

was increased by the difficulty in obtaining them. Polly referred to medicines with codeine as 

"like a treasured jewel in the house" to be kept and brought out only for special circumstances. 

"You know, it's like reserved for emergencies. Severe headaches, bad tooth or something. We all 

do it. We just keep them for emergency use. We save them." 

A popular form of polypharmacy prevalent in the U.S. involves the taking of multiple 

medications in single-dose, multi-symptom products. Medicines formulated to care for multiple 

symptoms were considered stronger than single symptom preparations because "they cover a 

whole range of symptoms." Rosa liked a particular multi-symptoms cold product because "that's 

got some extra stuff in it and God that works good!" These preparations are positioned by 

marketers to be stronger and more convenient than single-symptom products, and some of my 

informants felt there were more cost effective as well . 

. .. -- .. --- -----_._----
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Night time formulas were strong by virtue of their ability to "wipe you out." Julie said "I 

think if [a medicine's] stronger it makes you go to sleep. It makes it so you can't function." This 

was a belief that Diana and other women echoed: "It helps with the sleep that you need a lot of 

times so that kind of made me think it might be a little stronger for that reason." 

The number of milligrams a drug contained indicated how strong the medicine was for 

some women. For others, the recommended dosage implied the strength of the medicine. For 

example, during discussions about pain relievers, some women, like Julie, thought acetaminophen 

was stronger than aspirin or ibuprofen because "most of the time there's more milligrams or 

whatever." Maureen and Shelly, on the other hand, thought that ibuprofen was stronger because 

the recommended dosage was fewer tablets and a lower number of milligrams than 

acetaminophen. 

Sandra: But there at the end [of a bout of bronchitis] I was taking three Extra Strength 
Tylenol. That's what, 1500 mgs. And I ran out of that and I thought, well I'll just take 
aspirin. And I looked down at the milligrams, and thought "gosh, I'm going to have to 
take five of these suckers to get the same." 

Maureen: Tylenol really doesn't do [anything for me]. I guess it does, if I took enough of 
it. And maybe that's what I'm trying to say. Is that it's easier for me to use ibuprofen 
because I don't have to use as much for the ibuprofen to work as well. Say two ibuprofen 
work as well as four Tylenol. So it's cheaper for me to take ibuprofen--and better for me, 
I would assume. Because it's a lower quantity than it would be to take the Tylenol. So I 
just take ibuprofen if I have it. 

Shelly: I just noticed it seems like I'm taking like two 200 [mgs] ibuprofens, which is 400 
[mgs]. And with Tylenol I'm taking two 325 mgs. For the same effect. So it just makes 
sense to me, if I'm having to take less and I'm still getting the pain relieved, you know, so 
it must be better for my body. 

When I asked women if there were specific medicines which were good and others which 

were bad, most found it difficult to make generalized judgments of this sort. The majority held 

the opinion that the nature of a medicine as good or bad had more to do with the problem at 

hand and the individual taking the medicine. "A medicine that is good for me could be bad for 

someone else, if they have an allergy to it or something." 

._ •.... _- .-.---... ---------------
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Compatibility with medicines. The effectiveness of a drug was linked to individual bodies 

by many women, who expressed preference for particular products because "it works for me." 

Hardon (1993) describes a similar discourse among Filipinos, in which people evaluate drug 

effectiveness based on whether the medicine is hiyang or compatible with their physical makeup. 

Among my informants, discussion of the suitability of medicines often came up when we talked 

about pain relievers or allergy medicines. Maureen, for example, generally took ibuprofen for 

headaches because "Tylenol just doesn't seem to work. Ibuprofen works pretty good." Women 

sometimes noted a marked difference between the effect of the same drug on different members 

of the family. Dorothy found that when her husband took antihistamines, he fell asleep. "Me, it 

does the opposite," she said. "It will totally wire me out." Tracy described the difference in 

response to pain relievers between herself and her partner: 

Tracy: I find that I have to have maximum strength [pain relievers) .... Ialways find that 
regular strength doesn't work for me, whereas some people--say Pablo for example--of he 
has a headache, he'll only need to take one Tylenol whereas the dope on the package says 
two. He'll only need to take one. So I think it just varies with each person. 

Perceptions that one's symptoms were more severe than the average person's makes use of 

"extra-strength" products attractive. Lydia told me "I usually buy extra-strength because I get 

extra-strength headaches." Another informant dismissed family comments that she shouldn't use 

extra-strength, multi-symptom, night-time cold products by saying "They've never had one of!!lY 

colds!" Julie explained her use of allergy products containing both antihistamines and 

decongestants by saying, "I know that if you don't have to take antihistamines you're not supposed 

to. But I have to." 

Generic products. Although most women preferred to buy generic or store-brand versions 

of medications becallse of economics, some believed that generic products were "weaker" and 

"didn't work as well" as their brand-name counterparts. Stephanie said "I've gotten generic 

Tylenol before. It works, but I just don't think it works as well. That's just my opinion. I think it 

-----------. ---
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takes longer and I don't think it works as long. I think you have to take more." Sarah agreed. 

Sarah: Maybe it's all in my head. I think the cheapie stuff doesn't work as well .... ljust 
don't think it works. Has the same. Yeah, it must take longer. It must take longer. And 
you just don't feel like you're getting the same effect. You know? Your headache doesn't 
go away. 

Most women, however, were convinced that there was no difference between generic and 

name brand medicine except in price. For these women, buying generic medicines was a sign of 

their intelligence. Not only were able to decipher the chemical listings on medicine packages, but 

they also were able to see through advertising claims that said that name brands were superior. 

Maureen: If you look at the labels on a lot of those medicines, you'll find it's the same 
medicine. Like Nuprin, Advil, Motrin. TIley're all ibuprofen. They're just made by 
different companies, but they're all the same .... SO that's what I always do, compare the 
ingredients and go for the cheapest one. Because it's the same stuff. I mean why pay 10 
bucks for something when this company sells it for 4 bucks. The reason you're paying 10 
bucks for the other one is that they advertise it all the time on 1V or the newspaper. 

Dee: They're saying the generic isn't as strong as the regular name brand. But to me 
there's no difference. I mean they work the same. They've got the ibuprofen sometimes 
at Walgreens. Three jars for $4. So you can go and buy [name brand] ibuprofen and 
spend $10 a bottle, and get less. And I don't think it's any better. 

Lucy: I just feel like a lot of it's advertising, you know. That it's not really any different, 
chemically. It's just they pay more for advertising so they have to charge more. You just 
have to look at what's the contents. That's the important thing, not what brand. I'm sure 
that the generic is just as effective as the other. 

When women judged medicines, "safe" was often opposed to "strong." During ranking 

exercises, women would first be asked to order medicines from strongest to least strong. When I 

presented the next task--ranking medicines from safest to least safe--a typical response would be to 

completely reverse the order of medicines, so that the safest medicines were those which 

previously had been ranked as the least strong. Safe medications held less risks of side effects or 

overdose, but could also be less effective or take longer to work than strong medicines. Amy said 

"When I think of safe I think it's not stronger, by constitution." Diana theorized that safer 

medicines are less strong "because the prescription drugs are the ones you should not share with 
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Just anybody. So it has to be stronger but they're not safe for some people or they wouldn't be so 

careful as to who took them." 

Concerns about the safety of using strong medicines like mUlti-symptom cold products 

caused some women to prefer products formulated to treat a single symptom. Lisa said she 

preferred to give her young son "mild" allergy medications--those that treated one symptom. She 

said "I read that you shouldn't give them, like that kind that attack three or four different 

symptoms. I usually try to do the ~implest drugs. The other kind aren't really good for you." 

Multi-symptom products might be unsafe because the taker could be taking unnecessary 

medicines. 

Darlene: To me, something that's safe doesn't cover a whole wide range of things. Like I 
said, I think [multi-symptom products] are stronger because they cover the whole range of 
symptoms. I would usually stay away from them because, you know, unless you have all 
those symptoms, you don't need to be taking something that strong. I try to get more 
specific in terms of symptoms. 

Women often said they judged medicines as safe if "I would feel OK giving it to my kids." 

As a result, informants frequently placed aspirin as the least safe product in the pain 

reliever/antipyretic category, primarily because of warnings relating aspirin use and Reyes 

~'Yndrome in children. Gloria explained her ranking choice in this way: "Aspirin's gotten a bad 

rap because of Reyes syndrome, and I want to put it above everything, not because I think it's 

stronger, but because I think it's deadlier." Sarah had similar rationale: "I put aspirin high 

ranking on the list of non-safest because you can give it to YOUi children and they can get Reyes 

syndrome from it." Even though warnings instruct parents not to give children aspirin for specific 

viral infections, all of my informants said they would not give aspirin to their children under any 

circumstances. Many said they never kept aspirin in the home, even for their own use. 

Latent dangers of medicine use. Although medicines are inherently good because they 

helped people get well and to avoid suffering, they harbor dangers as well. Lois expressed a 

thought held by several women when she said "You're always going to have something when it 
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comes to drugs. Whether you realize it or not. You know, some people try it and it could be 

innocent ... and somebody else could have a very bad reaction to it." As a result, Lois said, "When 

you have to use [medicines], you use them with caution and be sure you really need it. You know, 

not just for every little whim." Reasons for distrust of medicines centered around a reluctance to 

ingest "foreign chemicals" and concern about long-the term side effects these chemicals might 

cause. 

Teresa: Yeah. I mean if the doctor prescribes it, obviously you have a, an upper 
respiratory infection or an infection of any kind that needs antibiotics, yes. You have to. 
You know. But I just don't like filling people full of things that they don't really need. I 
mean, you get enough of that eating just plain ordinary food .... 1 mean just even breathing 
the, you know, going outside and breathing the air, with all the toxins from cars and the 
pollution and all that .... SO every little bit I feel like that you can do to help yourself is well 
worth it. 

Some women suspected that negative effects--sometimes obvious, sometimes hidden--were an 

inevitable part of taking medicines. Pam felt that a lot of the medicines on the market may not be 

good to take because "they may not know all the effects" which could come from taking them. 

This concern over potential, long-term negative effects was raised by other women. 

Lisa: Actually I don't like to take medicines that much. I just try not to if I ('.an. I'm one 
of those people. I'll take aspirin, you know. No problem. But I don't like to just put 
foreign things into my body .... 1 think that's why I don't, I try not to take a lot of drugs. 
Because I think that we just sort of blindly went on and just ingested whatever drugs that 
people wanted to give us and then we find out later that they weren't that good for you. 

Karen: I think there's a certain urn nervousness on my part about what long-term effects 
medicine has on my kids. I grew up when Thalidomide was a concern and some of those 
other types of medicines that came out and people were affected very adversely. And I 
feel that you know chemicals can alter behavior and I would rather they have a shot at 
having a body that's not affected that way. 

To offset fears about safety, many products are marketed not on what they contain, but on 

what they do not contain. This strategy is attentive to a population concerned with pollution, 

additives and toxins, and may reflect industry concern over the competition generated by 

alternative therapies. Images of safety are engendered by ads which emphasize "no sodium," "no 

caffeine," or "no narcotics." They deflect attention away from what the products actually do 
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contain, including an array of inactive ingredients. These "pharmaceutical manufacturing 

necessities" such as artificial flavorings, preservatives or buffering agents may create iatrogenic 

problems for individuals who are allergic to them (Consumer Reports Books 1989). 

Side Effects 

While stronger medicines were more effective, they also had greater potential to produce 

side effects. Sometimes the severity of the side effect became an indicator of the strength of the 

medicine, as it was for Eva. She felt that aspirin was "strong for me because it affects my 

stomach." Tracy also commented about the association of side effects and strength: "If it like 

made me sick or something, then maybe I would think it was too strong. You know what I mean? 

Like if it gave me an upset stomach or made me throw up or something along that nature, then I 

would probably think it was too strong. Too strong for me, anyway." 

The side effects of some allergy and cold medicines were also an indicator of their 

effectiveness. "Non-drowsy" formulations, which were desirable because they allowed one to 

continue working, were also thought to be less effective at treating symptoms. 

Pam: I guess it can work on your body better when you're sleeping and resting. When 
you're up in the daytime you're out and about .... I'mprobably wrong but that's what it 
seems. Cuz like I know that the cold medicine that my husband takes, you know it works. 
And he was sleeping. And during the day something he took didn't seem to work as well. 

A few women who had experienced personal or family problems with substance abuse 

were concerned about the side effects of medicines which contained alcohol or other chemicals 

which "give you that weird, spacey feeling." Shelly and Adam were adamant about buying only 

products which contained no alcohol. 

Shelly: We buy things like, we use Triaminic for children. 
Adam: Stuff with no alcohol. Stuff with no drugs that chemically drug them up. 
Shelly: So she's gonna get like loaded on something. I don't want to give her anything 
Adam: Or dependent on it. 
Shelly: Right. Or get stoned on it .... I don't have no problem with having a drink here 
and there, but you're, you're making a willful decision to put alcohol in your body then. 
Instead of the medicine makers putting alcohol in their stuff. You know what I'm saying? 
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Montagne (1988) reminds us that the original Greek term for drug--pharmakon--could 

mean remedy, poison, or magical charm. The iatrogenic effects of drugs may cause the modem 

taker to consider the same drug both remedy and poison. Claudine talked about drugs that "have 

all these horrendous side effects. I mean they cure one thing, but they just mess-up these other 

things." Others also commented about the way drugs can create as well as cure illness. 

Tina: I think [people that take a lot of medicine] are making themselves sicker. I think 
that ah it's like, well, you know, I just think of myself. All the after-effects. You know, I 
know a man that's like he sees this person, he sees that person. You know, always going 
to the doctor. And he is just miserable. He's sick all the time. And I think that you get 
into that, you get into that routine. You get caught in that cycle. And once you're caught 
in, that's just what you do. Then you end up going to the doctor's. 

Lorna: Sometimes, urn, these drugs in an attempt to you know treat symptoms, arc 
covering up things or putting the body's um .. a body out of whack in other areas and, you 
know, and then it just the build up or weakening other areas that then, you know, you've 
got these continual problems. 

Concerns about negative effects from medicines were often related to children, who were 

perceived as too delicate or pure to tolerate strong medicines. Lisa explained, "When you have a 

new baby, they're pure and they have like nothing in them. You don't want to pollute them." 

Tina also said she didn't give her children cold medications because "They're too little. That stuff 

is too weird. So yeah, I think at most I give them Tylenol." 

Some women said it was all right for them, as adults, to take medicines, but that children 

should not be given medicines unless it is absolutely necessary. Giving a child medicines too early 

in life initiated them into a habit of medicine usc. Becky offered this explanation: 

Becky: I mean my body is my body. What I choose to do with it if I feel bad and I feel 
like I need Tylenol or TheraFlu or whatever it is, that's different. But with [my son] I 
don't want to, you know. I don't want to start anything. Their systems arc just too 
delicate. 

A person's judgment about whether to use a product with known side effects depends on 

how much emphasis is placed on immediate symptom relief and how much on the possible 

negative health effects of taking the drug (Hcmminke et al. 1989). Karen recognized this trade off 

-----_ ... _ ...... - .- ._- .. _._--------------
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in her decisions to take a migraine medicine which caused her to become tired and disoriented. 

She reasoned, "It's more valuable to me to get rid of the headache than it is to put up. I mean I 

can put up with being kind of in a daze, you know, if it gets rid of the headache." 

Herbal Therapies 

Women expressed a desire to use less medicines, or to use more natural therapies, as a 

result of their concerns about the potential negative effects of allopathic medicines. Lorna said 

that her belief that medidnes "almost inevitably have some kind of side effect" led her to try to 

avoid using them by maintaining a preventive health regimen which included nutritious food, 

vitamins and as much sleep as her life as a single working mother could afford. She said "I'm just 

urn on the whole not interested in [taking drugs] if at all possible, because I much prefer 

preventative measures. And to try to concentrate on the body's own natural defenses whenever 

possible." 

Herbal and homeopathic remedies were thought to have more holistic properties, treating 

more than just the apparent symptoms. These medicines were usually thought to be safer than 

allopathic medicines because they were "natural" and produced less side effects. 

Lois: Over-the-counter, you get that drugged feeling from most things. And with herbs 
you don't have that drugged feeling. You can feel comfortable with using it. Sometimes 
with over-, even over-the- counters, you only usc it when it's really necessary because you 
really don't know how, what kind of effect is this having on your body. I would prefer 
using things that don't cause, don't have any side effects, than using something that does 
have a side effect. 

Although women who used herbal and homeopathic remedies acknowledged that they 

didn't work as quickly as allopathic medicines, they thought the delays were worth the peace of 

mind they derived from using "natural" therapies. 

Amy: Well, I could be wrong, but my thoughts are that regular over-the-counter medicines 
work on symptoms. And they do work quicker. But it's usually the homeopathic works 
on problems. Instead of---I mean that's just my guess. Or that's what I hope it does. Is 
that it does something more than just the symptoms. And the other ones more or less 
cover that. Which is why I'd rather go with the homeopathic. 
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Claudine: I had some kind of strep, and I did treat it holistically. I have this book called 
Prescription for Nutrition and Healing. I tried some [remedies] out of the book that I 
had, and I was starting to feel better after a week or two. I'm sure if I had regular drugs, 
it probably would have worked faster, but this is safer. 

Faith and Patience 

Unlike allopathic medicines, which seemed to work regardless of the attitude of the 

consumer, herbal remedies required an element of faith to make them work. Lois, who often 

used herbal therapies as a first response to illness, felt herbal therapies were effective "if you 

believe in it and think it's going to work." This faith may have been a measure of a person's 

willingness to wait for the slower-acting therapy to have an effect. Tracy, who said she didn't 

believe in herbal remedies, acknowledged that her attitude toward the therapy may have affected 

its outcome: "I think I have the mental thing that it's not going to do anything anyway, you know. 

I don't know, maybe it does help some people. It didn't work for me." 

Homeopathic remedies in particular required a commitment to the regimen in order for it 

to be effective. With homeopathic therapies you need to "catch it early and do it frequently." Tina 

remembered a friend who successfully treated her child with homeopathic medicines, a practice 

she had maintained from the time the boy was born. The reason for her success, Tina thought, 

was her friend's consistency. "You have to do it all the time otherwise it doesn't work. From 

what I've heard. I, you know, I think that you have to, it has to be like that's all you do." 

The purity of a person's body could also determine the effectiveness of herbal therapies. 

Children's bodies, which were less polluted by strong allopathic medicines and environmental 

toxins, were more likely to benefit from herbal therapies and homeopathic medicines. Amy found 

that although her children responded well to homeopathic remedies, she didn't. "I haven't really 

found it as effective with me," she said, "but I think that's because my system's so impure from 

coffee and that kind of stuff. I know you have to have a pretty clean system. But they seem to do 

well with it. " 

-- ... - .-- -_._--
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Women who used herbal and homeopathic therapies felt they were desirable because they 

did not contain the chemicals found in man-made allopathic drugs. 

Sarah: If I see something, like in the paper they had the herbal Benadryl. It was more or 
less at the health food store ... to relieve allergies. They had an herbal pill you could take. 
r though 'Ooh ... that's interesting. I wonder if I should [try it].' If I was ever in the 
neighborhood and had some money .. .ifI thought about it I'd stop and buy some. But I 
thought 'ooh, what a good idea' you know. Cuz I'd be more apt to, I'd be happier taking 
something like that. Than taking a chemical, you know. Personally for myself. 

Tracy: I have found ah, there's stuff called Yeast Guard that's not, it's like ah--what do 
you call ito-homeopathic? Medicine. I want to say that but I'm not sure if that's what it 
is. But it's not, ah, it was on the shelf for a yeast infection before the other medicines, 
like the Gyne-Lotrimin and stuff. And it was like ah, sort of like paraffin little things. 
Inserts. And I think they were made out of herbs or something like that. And I had used 
those before. They work fantastic. They cost a little more, but I felt like you weren't 
filling your body full of drugs either, you know. 

Other women who expressed no desire to use herbal or homeopathic remedies felt that they were 

a hoax, and never worked regardless of person taking them or the length of time they were given 

to work. Gloria felt they failed to work because they were not man-made. 

Gloria: In my opinion, this kind of stuff [the "natural" items] would be good as a 
preventative, but not as a cure. If I was into that, something like vitamins, something that 
you use constantly to maintain health, but to cure something? Or to make something feel 
better? Vh uh. I don't buy the theory that something not man-made is going to really do 
any good. 

Vitamins 

Of 30 women completing the pile sort exercise, 17 (57%) classified vitamins as a 

preventive therapy. Notably, six women (20%) considered vitamins as curative therapy for cold, 

grouping them with OTC products specifically marketed for treatment of colds. Another six 

women (20%) classified vitamins as "natural" therapies, combining them with substances such as 

garlic oil and chamomile tea. One woman (3%), referring to this same group of products, 

classified them as "worthless." 

Preventative Therapy 

Pile sort exercises revealed that many women did not classify vitamins as "medicine," 
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although they "had medicinal qualities" and "definitely weren't candy." Vitamins were usually 

considered a form of preventive care or health maintenance measure. Fifty percent of informants 

surveyed reported using vitamins as a way to keep themselves and their children healthy. Thirty-

five percent of informants taking vitamins said they did so "for energy" or "because I'm feeling 

run down." When there is no time to build up energy reserves through rest, exercise or diet, and 

the lack of energy only causes further setbacks in the many things that have to get done, ingesting 

products which might increase energy levels is attractive. 

Sarah: I'm taking one now that I've been taking for a number of years. It's an enzyme 
and what it does is it reo, it's like a miracle vitamin. And it um rejuvenates .... And they've 
done studies on it and found that it really does. It rejuvenates the muscles around your 
heart. It can rejuvenate your liver. When I don't take it, my gums bleed. When I do 
take it, I don't get bleeding gums. 

Lisa: There's this stuff called Emergen-C, that I mean it's got electrolytes and other 
things in it too. It really makes you feel much better. The stronger vitamin C, plus these 
other. It's kind of like a recharging thing they have at health food stores. But I think 
vitamin C really helps. I don't know, maybe it's placebo, but for me it really makes a 
difference. 

Vitamins were also used by individuals who engaged in body-building exercise to increase their 

strength and energy for working out. Dee's husband encouraged their son to take vitamins saying 

"You need to take this if you're going to get energy to work out and stuff at school." 

Another common reason for taking vitamins was to supplement a poor diet. Conversely, 

many of the women who did not use vitamins said they didn't need them because their diets were 

adequate. As Leslie said "Vitamins are just an excuse to not eat well." When someone was 

eating properly, there was no need to take vitamins. Lisa felt that if she didn't get proper 

nutrients in daily diet, she didn't want to artificially supply herself by using vitamins. "I want to 

supply it naturally," she said. "I don't want to get dependent on them." Karen thought her 

family's diets were "really well-rounded and I don't at this point feel the need for supplements 

except every once in a while. And the children didn't ever get that One-a-Days like we did 

growing up. I felt that their diets were really adequate." 

-------------.. -..•.. 
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Treating Illnesses with Vitamins 

Although most women classified vitamins as something used to prevent illness or maintain 

health, one fifth of the sample considered vitamins--especiallyvitamin Co-as something they would 

use to treat a cold. Lisa said that vitamin C was her first response to a cold. "I believe, that's my 

one big home remedy is vitamin c." During the pile sort exercise, Darlene placed vitamin C in 

the category "things you take for a cold." I asked her how she used the vitamin to treat a cold. 

Darlene: My husband will pull out the vitamin C or multivitamins. Normally we don't 
take them. 
N.V.: Does it seem to help? 
Darlene: Ah. I guess. You know, it's not one of those right away kind of treatments. 
You're body's kind of weakened and it's good to take some vitamins. Take vitamin C or 
orange juice. We'll make sure we've got orange juice there. At the slightest hint of a cold. 
Cuz it's not medicine. It's just vitamin C and it's kind of a preventive measure. 

Are Vitamins Necessary? 

Of the many women who took vitamins and gave them to their families, several admitted 

that they weren't sure why they did, or what effect the vitamins were supposed to have. Dee said 

that sometimes when she is at a local convenience store she buys vitamin packs containing several 

different vitamins. She didn't know what the various tablet were, but thought "Well, they've got to 

be good for me. 'Dlere's plenty of them here. But I couldn't look and them and say what was 

what." Some women who didn't use vitamins thought that there was probably no reason to use 

them, but still felt that they should usc them. 

N.V.: Do you ever take vitamins? 
Tina: No. I probably should. I probably should be taking iron vitamins or something. 
N.V.: Why is that? 
Tina: Because I'm not, you know, I'm really kind of tired. But I work a lot of hours. 
You know, and you work your job and you go to your other job [at home]. Yeah, I 
probably could. When I was carrying Alex I was anemic. I mean my mom was always 
anemic, so. I don't know for sure. 

Althea: When I feel a cold coming on I start taking my vitamins again. I drink lots of 
orange juice. Which, I did research one time and I didn't really come up with any 
conclusive evidence that extra vitamin C will help your cold, but I do it anyway. Extra 
fluids anyway help, I know that. So I drink a lot of orange juice when I'm sick and take 
my vitamins. That's basically what I do. 

-- -----------------------
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The use of vitamins is a complex behavior which is being further complicated by popular 

discourse about the importance of specific individual vitamins. It is no longer sufficient, 

Americans are told, to take "One a Day", (i.e., a single multiple-vitamin tablet). Protection now 

means use of multiple single vitamin tablets, each tablet providing slightly different assurances 

against illness or the ravages of old age. Advertising for vitamin products as well as popular 

advice in magazines and newspapers promote the use of "antioxidants"--vitaminsC and E and 

beta-carotene--to prevent cancer and to improve athletic, intellectual, and sexual performance. A 

considerable amount of confusion seems to exist among lay people over the nature, necessity, and 

action of vitamins. Even among health professionals, there is a great deal of variation in 

perceptions of the value of taking vitamins. 

Antibiotics 

Informants were very familiar with antibiotics and opinionated about the benefits and 

hazards of their use. Occurrence of ear infections (olis media) among young children are 

frequent, and antibiotics the treatment of choice. As a result, mothers become well-acquainted 

with the various types of antibiotics, their effects, and their side effects. "The pink liquid"-

amoxicillin in bubblegum flavored suspension--was a common prescription in homes of families 

with small children. Women have additional experience with antibiotics as a result of treatment 

for their own illnesses, particularly urinary tract infections and sinus infections. 

Women associate rapid demonstration effects with use of antibiotics. The drug was 

"magic": "Just two teaspoons later and they're feeling better." The rapid recovery brought about 

by antibiotics was one reason why women choose not to follow their doctors' prescriptions to 

complete the entire course of the medicine. Several women admitted that they seldom finished 

the antibiotics they were prescribed. Mercy was among the women who said "I have a tendency to 

stop when I feel better." Tina explained "I just take them long enough to let the infection get 

under control, and then my body will take care of it." 

---- --- -------- --------------
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Some women who usually didn't finish prescribed antibiotics acknowledged that this 

practice could leave them susceptible to a relapsc, because the infection had not been completely 

"killed." Judy said she used to be less conscientious about finishing prescriptions but now knew 

"you have to take it cuz it doesn't do any good until you take the whole thing. But like when we 

were younger, yeah 'I feel better. I'll stop it.' Thcn two weeks later you're sick again." Mothers 

had different standards about antibiotic usc when it came to their children. Even those women 

who stopped taking antibiotics early themselves, feIt it was important for children to complete the 

entire treatment. 'Dds behavior reflected women's general tendency to be more cautious with their 

children's treatment than their own. 

Mercy: With [the baby] I would finish the course. Because my children I tend to finish it 
more than with myself. 

Althea: We finish the whole course of antibiotics. And if [my son] runs out before the 
time is due, like this time he was supposed to take augmentin for two weeks and he ran 
out, two days ago. I called the doctor and made sure that they know that I needed more. 
When it comes to my son's health I don't mess with anything. 

Side Effects of Antibiotic Use 

The side effects of antibiotic use--diarrhea, genital yeast infections, and oral thrush--were 

signs that the medicine was doing its job of killing bacteria, but also taken as an indicator that it 

was being too effective at this task. Several women said they discontinued antibiotic treatment for 

themselves when these symptoms occurred. Those with previous experience of antibiotic side-

effects might prophylactically stop treatment before the course of medicine was completed, to 

prevent repetition of unwanted effects. 

Tina: I won't finish antibiotics. I don't like all the after-effects. They make, they bother 
my stomach. You know I usually get like yeast infections or something. I don't like all 
the things that happen to me while I'm taking this medication. You know. They make 
me so nauseous. 
Shelly: Antibiotics do crazy things to little bodies. Maryanne has a tendency to get a yeast 
rash. She had thrush as a baby so she gets a little yeast rash on her vagina. Antibiotics 
kick that in every time. She has really sensitive skin, so, and she gets diarrhea from it. 

Women were less likely to cut short a child's antibiotic treatment for reasons of side effects, and 

----------_. _. _. ---------- --. ----
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as a result found themselves having to find additional remedies for the medication side effects. 

Stephanie's daughter had recurrent ear infections, and as a result was frequently on antibiotics. 

The medications controlled the problem in her ears, but created a new problem. 

She gets real white, like patches, all over her mouth. And it just, it hurts. I don't know, I 
guess it burns. She's gotta take a Mestactin oral. It's like an antibiotic kind of. Um. 
And I have to give it to her and she has to like keep it in her mouth for a second until it 
coats her mouth. It will last like, when she's on medicine it starts getting better but it 
takes about three or four days to really get by. And so she can't drink, she can't eat. The 
only way she can drink is through a straw .... I'm not real thrilled with the doctor. Cuz she 
had never had that before. That thrush. And now she's had it four times since the end of 
August. She had never had it before. But she's on constant antibiotics! 

Antibiotics as a Cure for the Common Cold 

Several women spoke of using antibiotics when they had a "bad" or persistent cold 

symptoms, and felt strongly that the use of antibiotics made the cold go away more quickly. Type 

of antibiotic used varied from tetracycline to amoxicillin, and seemed to be based on what was 

available in the house at the time. 

Christy: I sucked on a couple of the kids' amoxicillin cuz my throat got real sore and I 
was afraid it was going to turn into a really bad cold, like a couple of people had. And it 
took it away immediately, and I only sucked on two. 

Women who used antibiotics to treat colds seemed unconcerned about the type of 

antibiotic they used, and felt that any variety could probably do the job. One informant went to 

Mexico to purchase antibiotics to treat a cold, which had settled in her chest and she thought 

might be "going into" bronchitis. She debated whether to buy amoxicillin or ampicillin, then 

settled on ampicillin, which was advertised in the window of the fannacia as the cheaper of the 

two drugs. 

Thirteen percent of informants completing the pile sort exercise classified amoxicillin as a 

treatment for colds. This belief prompts some people to request antibiotics from their physician. 

During one visit to Julie's house, she told me that she and her boyfriend had just gotten over 

severe colds. Whereas she had suffered for several days with the illness, Wes, her boyfriend, and 
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gone to the doctor and gotten a prescription for amoxicillin. Julie felt that as a result of the 

antibiotics, Wes "got over it in three days. He got over it really fast." 

Long-term Risks of Antibiotic Usc 

As discussed earlier in this chapter, many women expressed concern over the long-term 

effects of antibiotics on their children's immune systems. Although this was concern commonly 

uttered, it did not deter women from seeking antibiotic treatment for their children when they felt 

it was necessary to cure car infections or other severe illnesses. 

Amy: When he was little little, I'd try to not give him, you know, like the antibiotics 
prescribed. I'd wait until all these little hippy dippy things I tried didn't seem to be 
working. Urn or he was just in a lot of pain and then I'd start it. I tried to avoid it, but I 
always finishcd it once I started. 

Concern about using antibiotics unnecessarily did lead some women to object to what they felt was 

indiscriminate prescribing of antibiotics by some doctors. 

Shelly: I don't want Maryanne started on anything until I get some test results back 
because I have a girl friend who that has twins and they've just gone through this and the 
doctors put them on these antibiotics, right, then they changed them to sulfa antibiotics 
and then they come to find out that what they had was a, a viral infection which is not a 
bacterial in- infection anyway so antibiotics weren't doing anything for 'em. And then we 
understand that the longer that they usc antibiotics, the more immune they become to 
them, so they don't work as effectively latcr in life. 

Amy: I remember having an uncle who was a doctor and I remember [my mother] giving 
us antibiotics a lot without us getting checked. Which I blamed for all kinds of things as I 
got older. My aUergies is one them. Cuz I started reading all these things about how 
prolonged used of antibiotics was dangerous. Or lowered your immunities. Urn. So 
your body wouldn't work for itself. 

Food Beliefs 

Although food is technically not a medicine, it is often closely associated with healing, as 

well as with health maintenance and illness causation. On occasion, foods and medicines worked 

in conjunction to produce health. 

Becky: I take vitamins with food because, you know, it just helps the vitamins. 
NV: So you eat before you take the vitamins or after or something? 
Becky: Urn. Yeah. Before or after. Like in the same, the same time frame. To help 
them work. 
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As noted earlier in this chapter, the appropriate foods are considered important for good 

health. Inappropriate foods could contribute to ill health, either immediately or over the long 

term. Overconsumption of food in general contributes to gastrointestinal problems such as 

diarrhea, indigestion, or nausea. Particular foods, even when eaten in more moderate amounts, 

could also contribute to illness. It was common knowledge among my informants that prolonged 

consumption of foods which were high in fat or cholesterol could contribute to the development of 

heart disease. When we talked about the risks associated with high fat foods, women often 

referred to information they had learned from news reports or articles in popular magazines such 

as Reader's Digest or Women's Day. Food labels for products which claim to be low in fat and 

cholesterol contribute to women's knowledge that high fat, high cholesterol foods are not 

healthful. 

A few women talked about limiting their intake of red meat or eliminating meat 

altogether from their diets. When asked about the reason for their dietary strategy, these women 

again pointed to issues of fat or talked about the "clogging" effects of meat on the digestive 

system. Luz had a different image of the potential effects of meat on the body. 

Luz: We also believe, my mother and I, that when we eat meat you have to let it digest. 
You eat it around five o'clock. No later. Because urn we believe that it stays in your 
chest if it doesn't di-, you know, where it could back up and you could choke to death. 
It's so weird you know [laughs]. Some of those things they believe. 

Concerns about the chemical additives in foods prompted women to avoid certain foods, 

or to limit their families' intake of them. Shelly was particularly concerned about the effects of 

preservatives and colorings found in many foods. 

Cuz I really feel like a lot of the problems with cancer is aU the preservatives and aU the 
stuff that they're giving to animals and then, you know, they're giving us and. Red food 
dye I think is like really horrible. Our child cats no red candy, she drinks no red Kool 
Aid, she cats no red JeUo. Nothing that has any kind of red in it. You know. Um. As 
much as I can. As much as I can. 

Even more benign foods could contribute to existing health problems. Several women 

-_._ .... _ ... _-_.-._._--------------



131 

said they stopped feeding their children milk and dairy products when they were ill. Julie did not 

give her daughter milk when she had a cold because "It makes her real [snorts]. Real congested 

and stuff." She also noted the same effect on herself. "I try to stay away from all that kind of 

stuff too. Cheese and everything." Dorothy withdrew dairy products from her children's diets 

whenever they had a fever. She explained "That was just something I was told. Cuz with the 

temperature and stu ff.. .. I just try to give them more liquids to a point." 

Increasing fluid intake--to the point of forcing fluids or coaxing them in disguised as treats 

like popsicles--was an important means of treating fevers, diarrhea, and colds. Sports drinks, 

formulated to replenish fluids and minerals lost during exercise, were also !,riven to children during 

illness to avoid dehydration. In cases of severe or prolonged diarrhea, mothers might give 

children products specifically formulated for oral rehydration, such as Pedialyte. 

~hapter Summary 

Beliefs about the body and about health, illness and medicines reveal deep cultural values 

as well as the influence of scientific, technical, and popular imagery. In the U.S., the desire for 

and fascination with science and technology and its promise of a quick fix contrasts sharply with 

their concerns about toxicity and their desire for more natural alternatives. The women I worked 

with simultaneously admired science and distrusted its ability to cure personal or environmental 

ills. 

Cultural knowledge creates models for use of medicines in response to illness, in terms of 

the types of medicines preferred as well as criteria for jUdging efficacy (Etkin 1988; Vuckovic and 

Nichter 1994). Knowledge and beliefs form the basis for practice, but, as I shall demonstrate in 

the chapters ahead, they may become modified or even contradicted in the face of life's exigencies. 

------------_ .. -.-. 
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SELF-MEDICA nON PRACI1CES 

American self-medication practices occur in an environment marked by change and 
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pluralism. As I have documented in the previous chapter, informants expressed a persistent and 

pervasive opinion that medicines should be used in moderation, and that it was better to use them 

as little as possible. A number of reasons were given for this opinion: they caused side effects, 

one might become resistant to them, they harbored the potential of barm over the long term. 

In this chapter I examine how cultural knowledge, particularly in the domain of medicines, 

is borne out in the practice of self-medication. It was particularly striking to me that the opinions 

about limited use of medicines expressed by women during our discussions did not seem to 

determine their actual medication behavior. I base this statement upon the perception of 

informants' self-medications practices which emerged from observations, interviews, health diaries, 

and surveys, as well as from the stories about medicine which arose during pile sort and raking 

exercises as the task triggered memories about experiences with particular products. 

I begin by defining the behavior of self-medication and identifying the many tasks that are 

involved. I then identify levels of self-medication among informants, offering women's 

observations on the value of the practice. I next examine the various sources of information which 

women access when making self-medication decisions. Both acquired and embodied knowledge 

are considered. Finally, I document the kinds of medicinal products used by informants, and 

examine the general factors which influence decisions about when and how to utilize these 

resources. 

What is Self-Medication? 

Self-medication is a component of a larger domain of health practices commonly called 

self-care. Whereas self-care refers to any activity undertaken for the purposes of health 

maintenance and curative interventions (DeFriese et al. 1989; Kleinman 1984), self-medication 

-------- --- --.---- ---------------
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encompasses only those actions involving the self-determined use of drugs and nondrug entities for 

therapeutic purposes (Sorofman 1992). Although some definitions of self-care (and by default of 

self-medication) include actions taken in compliance with the instructions of a physician the 

parameters used to define the practice used in this discussion are more limited. Following Levin, 

Kat?" and Holts (1976), I confine my analysis of self-medication practices to those actions taken 

without consultation of physicians (see also Brown and Marcy 1991). It should be noted that self

medication occurs for illness prevention and health maintenance, as well as for cure of illness and 

reduction of symptoms. 

The focus of my investigation, therefore is on use of nonprescribed medicines and 

medicinal treatments--products available to average consumers without physician intervention. In 

this analysis, "non prescribed" refers to any medication or medicinal substance which a lay 

individual takes (or gives to another to take) without the direction of a physician. This 

classification encompasses the proprietary medicines typically thought of as nonprescription drugs, 

i.e., commercially manufactured over-the-counter (OTC) medicines. Medicinal substances from 

systems of medicine such as homeopathy, Native-American and Mexican-American herbalism, 

ayurveda, and other "alternative" therapies are included in my classification of nonprescribed 

medications. 'nlOugh not extensively discussed in this disseration, I recognize that substances such 

as coffee, alcohol, tobacco, and street drugs are also part of Americans' repertoire of self

medication resources. These substances may be considered medicinal because they are consumed 

by individuals to alter their physical or mental state, to reduce discomfort, and to enhance feelings 

of well-being. 

This classification also includes those medicines legally classified as prescription or 

"legend" medicines which are either purchased through unorthodox sources or, having been 

obtained through a physician for a previous illness, are currently being used without the doctor's 

directive. I suggest that the exchange of prescription medicines between family and friends 
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(Sorofman and Tripp-Reiner 1991) and the ability of patients to demand and obtain particular 

medications from practitioners (Bush 1980) has blurred the distinction between prescription and 

nonprescription drugs in the U.S., as has the ability to purchase prescription medicines without 

prescription from foreign sources. From a self-medication perspective, the distinction is minor 

and permeable (Sorofman 1992). 

The Work of Self-Medication 

The practice of self-medication involves many tasks besides the ingesting of a remedy. In 

ths chapter I focus on a single aspect of self-medication, instrumental work. I do this to 

deconstruct how complex this single aspect of self-medication practice is in itself. Additionally, it is 

this aspect of self-medication behavior which has received primary attention in existing research. 

Discussion of instrumental work of self-medication serves as a useful point of comparh'On to these 

earlier works, and as a basis from which discussion of factors which influence self-medication may 

arise. 

The types of "work" associated with health care have been detailed in relation to inpatient 

and home care of the chronically ill (Strauss et al. 1985). The constructs are also useful for 

examining the multitude of tasks which are involved in the practice of self-medication. 

Instrumental work has been defined as the tasks surrounding the actual therapeutic intervention. 

In the case of self-medication, instrumental work involves not only administration of a drug or 

remedy, but the decision-making processes which preceed this gesture. It includes diagnosis of 

symptoms as well as selection, purchase, and preparation of therapies. The tasks involved in self

medication also include monitoring symptoms for improvement or change, making decisions 

about dosage and timing of medications (and remembering to administer medications), and 

deciding if and when other therapies, such as seeking professional care, should be utilized. 

Levels of Self-Medication 

Of the 29 households who completed health diaries for this study, 25 indicated use of 
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medicines over the course of a randomly assigned week (see Table 5.1). My observations of 

women adminstering medicines to their children and the "medicine stories" which emerged during 

discussions of illness events and while women were completing other research instruments further 

confirmed the regular use of medicines. Closer examination of the diaries revealed that even those 

informants who professed a reluctance to use medicines reported that they or a family member 

had used medicine--generallyan OTC drug--to treat symptoms. Furthermore, women who 

indicated a preference for homeopathic drugs and home remedies reported use of allopathic 

medicines in their health diaries. I had no reason to suspect that women were over-reporting use 

of medicines. Rather others studies which used behavior recall diaries for dietary and medicine-

use research document a tendency for informants to under-report what their behavior (Hemminke 

et a!. 1989). 

Table 5.1 Medications Inventoried in Informant Households (N = 24) 

Average 
Type of Medicine Percentage of Households Number/Household 

Over-the counter medications 100% 11.5 
Vitamins 75% 1.8 
Herbal!homeopathic medications 41% 1.0 
Prescription medications 25% 4.7 
All medications combined 100% 19.0 

OTC drug use was reported in 25 of the 29 diaries completed (86%), with women and 

children being the most frequent users of these medications. While this finding supports other 

research which suggests that women self-medicate more than men (Johnson and Pope 1983; Lader 

1965), I am cautious about this claim. It seems to reflect a cultural stereotype of women as eaker 

and more prone to illness. It may also be a reflection of the frequency of expression of use rather 

than actual behavior (Wright, personal communication). For example, several women intimated 

during our discussions that their partners were more likely to take medications than they were. 

Yet this tendency does not bear out in their diaries. A factor which could be affecting the data is 
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Yet this tendency does not bear out in their diaries. A factor which could be affecting the data is 

that although women were very familiar with the medications they took or gave to their children, 

they may have had less knowledge about what their partners were doing, and so failed to record 

their behavior. 

A quarter of the households who completed the diaries recorded use of a prescription 

medicine during the assigned week. Use of prescription medications was primarly for long-term 

use (such as synthctic thyroid). Only two instances of use of prescription medications for acute 

conditions was recorded. Sixty-six percent of households reported use of vitamins, and almost 

three quarters of the household who reported using vitamins recorded daily use. Women and 

children were also more likely to consume vitamins than adult males residing in the household. 

Seventeen percent of households reported use of herbal therapies, and 28% recorded use of home 

remedies. 

Factors Promoting Self-Medication 

A variety of factors prompt self-medication practice and self-care more generally (see 

Chapter 2). The ability to care for themselves and their families was a matter of pride and a sign 

of being a good mother. 

Karen: I like to think that I know my children well enough to know when there's 
something wrong with them. As much as anything. I like that, to know that that I'm 
there for them. 

Self-reliance is a strong motivator for self-medication. Like many women, Tina felt that it 

is better to try to take care of health problems at home first, resorting to doctor care only when 

absolutely necessary. She said, "I pretty much think I would know if it was beyond me .... But 

95.8% of the time, I'll watch each one of these kids and myself, will get better after about three 

days." 

The cost of professional health care also prompted self-medication, especially among low-

income uninsured women . 

. --------.-... _- -- ------------------.. -.. -.. 
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Lois: I'm not, I don't, some people, you know, just strictly to the doctor's for absolutely 
everything. They won't help themselves at aU .... And especially since there are so many 
people without health insurance they can't afford to run to the doctor at every whim. 
They have to find some other ways to heal things. And usually that's the way people did it 
years ago. 

For others, self-medication was a matter of convenience. 

Teresa: I think that's great that you can buy your own medicines. You know, if you know 
that's what's wrong with you. Rather than have to wait to go and see a doctor. I mean, 
and that's a condition that's very, very irritating. To wait to get an appointment when 
you're in, in misery. I mean, that's sure misery. And then to have to get a prescription 
and go and wait in line at the, at the drugstore for the prescription to be filled, can be a 
matter of a couple of days and if you, or if someone has chronic yeast infections like that, 
you know that you're getting one and you can teU the symptoms, you can go out and just 
get yourself. 

Negative clinical experiences which resulted in mistrust of doctors lead some women to 

self-medicate. Darlene felt it was better to rely on herself rather than to go to doctors because 

she "had enough doctors make enough mistakes, you know .... Or they couldn't do anything better 

than I could do. You know. And I don't think it's that I know anymore than they do, it's because 

the human body is so unpredictable. That it's not an exact science." 

It is interesting to note that although women expressed satisfaction with being able to care 

for themselves and their families on their own, they were quick to point out the value of seeing a 

doctor "when it's necessary," especially where their children were concerned. Verbalizing the 

feelings of many women, Amy said, "In my heart, I believe I should handle it at home ... if I had it 

all together I could. But it's good to know [doctors] are there." 

Uninsured women had mixed feelings about the value of self-medication. Although they 

expressed satisfaction at being able to care for their families at home, they recognized that they 

sometimes did so out of necessity, rather than desire to be self-reliant. They would rather have the 

opportunity to obtain professional care when they needed it. This issue will be discussed in 

greater detail in Chapter 8. 
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Types of Medicines and Medicinal Products Used 

Of 24 households inventoried, all stocked some form of medications. The average 

number of medicines kept per household was 19, with a range of 8 to 40 medications. Over-the

counter allopathic preparations were the most prevalent medications kept by all households, 

although nearly half stocked vitamins and a third had herbal preparations on hand. An average 

of 11.5 over-the-counter medications were kept per household, with one houshold keeping as few 

as 4 and another as many as 33. Households had on hand an average of 4.7 prescription drugs, 

with a range of 0 to 10 per household. 

Tho decades ago, Knapp and Knapp (1974) found differences between the number of 

medicines kept in low and higher income households. In their study, lower income households 

kept an average of 15 pharmaceutical products, while higher income households stocked an 

average of 28 pharmaceuticals. More recent research (Clark 1992) found significantly higher 

number of medicines kept in the homes of low income women in the same region. The housholds 

in Clark's study stocked an average of 21.8 OTC medicines, with a range of 4-55, and an average 

of 7.8 prescription medications, with range of 0-24. She found little correlation between the 

number of medicines kept in the home and the health status of the family. 

My data indicate a slight difference between the amount of medicines kept in insured 

households versus the number kept by households without insurance. Insured households kept an 

average of 17.8 medicines, while uninsured households had on average 19.7 medicines in stock at 

the time of the inventory. The larger number of medines stocked by uninsured households 

supports ethnographic data which suggest that uninsured individuals utilize a wider scope of 

medicines for self-medication. Lack of money does sometimes affect the number and kinds of 

medicines lower income individuals cnn keep on hand, however. Sarah explained to me that she 

doesn't usually keep medicines on hand because she can't nlways afford to buy them. "I have to 

go out and buy it pretty much all the time .... If I had the extra money I might buy something while 
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I'm grocery shopping. You know, like Benadryl or Tylenol or something like that. And if I had a 

coupon. [laughs] But I wouldn't normally just stock my cupboard up." This issue will be 

discussed in Chapter 8. 

Over-the-Counter Medicines 

The types of medications normally kept on hand in informants' households were 

documented by an inventory of medicines in women's homes and by their self-report in a survey 

on health beliefs and self-medication practices. The inventory is reported on here as the more 

definitive record of the number and type of medications kept in the household. It should be 

noted however, that findings from the inventory, while not exactly matching those of the survey, 

are for the most. part consistent with it. For example, in both cases, analgesic/antipyretic 

compounds were reported or found in all informants' homes, with acetaminophen (Tylenol) being 

the most commonly found medication in this class. The second most frequently found medications 

in both cases were allergy and cold medications. Based on inventory data, 58% of households 

kept such products on hand. Sixty-five percent of informants indicated in the survey that they 

commonly had some form of allergy or cold medicines on hand in the home. I found products for 

gastointestinal symptoms in 46% of informants' homes. This frequency was corroborated by 

survey data, which indicated the presence of this class of medications in 51 % of informants' 

homes. 

Many of the products used and kept in the home have been tried and proven effective for 

household members. For example, with regard to pain relievers, informants often noted that one 

type worked better for them. Allergy medicines were also proven by trial and error. Those with 

unwelcomed side effects or those that did not seem to do the job were not used again. As noted 

in the previous chapter, informants felt one could become "immune" to allergy medicines, because 

they were frequently used. This would lead them to try a new brand of allergy medicine midway 

through their allergy season. 
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Children's medicines are often selccted because oC taste. Sometimes women resorted to 

buying a more expensive brand name medicine bccause it was available in a child's Cavorite flavor. 

They could justify the purchase because they could be assured that the medicine would make it 

into the child. No matter how cheap a generic substitute was, if the child wouldn't take it or 

would spit it out it was worthless--a real waste of money. 

With few exceptions, women seemed to be cautious about giving children adult strength 

medications. Women who gave their children modified doses of adult medications were 

compelled to do so by cost factors. Buying a diferent medicine for every age cohort in the family 

was too expensive. Providing they were careful with dosages, these women Celt the risks of giving 

their children adult strength medicines were small, while the economic advantages of buying a 

single product all family members could use were significant. 

Christy: I'll give them my Nyquil. And I know it tastes disgusting to them, but I'll just 
give them a little bit. ... Cuzit's strong, and I want to give them something where I don't 
have to spend as much money on the children's product and you go through it so much 
quicker. And see they can handle it. And you just give them a little taste of lemon or 
something afterwards. And they're fine. 

Women reported using products they had on hand to treat illnesses such as colds and 

allergies rather than run out for other products which were specific to the symptoms of the current 

illness episode. This might mean using a product for "cough and cold" when only a cough was 

present, for example. Such behavior harkens to the confusion consumers express about choosing 

formulations of multi-symptom products, and seems to indiciate a doubt about whether the 

differences listed on product labels are anything more than a gimmick to get people to buy more 

products. 

Prescription Medicines 

Previously prescribed medications are used occasionally to treat new illness episodes. 

Antibiotics and codeine products are especially valued, because they expand the range of illnesses 

which may be treated at home with apparent success. The antibiotics used for seH~medication 
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came from previous prescriptions, as well as from friendly physicians and from /annacias in 

Mexico. Leslie had a variety of antibiotics which she kept on hand for "emergencies" like urinary 

tract infections and ear infections. 

If it's in the pill, yeah. I save them. And my brother, he goes, he gets like antibiotics 
from Mexico. They have tetracycline and I can't take tetracycline because I'm nursing my 
youngest one. And I was thinking about taking--I've got penicillin up there, I've got 
amoxycillin. I've got different ones. Erythromycin. 

Rosa gave her children "one or two doses" of amoxicillin if their colds got "really bad." 

Her supply of the drug came from samples, from prescriptions called in by the doctors she works 

for, as well as from unfinished courses of the antibiotic. 

Cuz they [her children] never finish out their doses. They're supposed to finish it--a seven 
to 10 day course for whatever it is they've got. But once it goes away, for them, it never 
comes back. So. I save what's left. 

"Natural" Remedies 

Forty-one percent of informant households stocked some form of herbal medicine. The 

average number of herbal products kept by these households was 2.9. These hOllsholds were 

among the 17% of informants who recorded use of herbals for self-medication in their health care 

diaries. The herbal or "natural" remedies I inventoried in these homes included homeopathic 

"teething tablets," echinacea (an immune system booster), homeopathic ear ointment (for ear 

infections), and an herbal diuretic. 

Rejection of, or outright resistance against, the established medical order is a strong 

motivation for use of alternative therapies by people in lower socioeconomic positions. Poor 

people's inability to access professional health care systems, as well as their exposure to the less 

attentive and sometimes demeaning system of public health care are motivators for this behavior 

(see also Bauwens 1974; Gabe and Calnan 1989). 

Even among those who used homeopathiclherbal remedies on a regular basis, these 

products did not constitute the sum of their medicinal resources. All of these women also utilized 



OTC and prescription medicines when they deemed it necessary. Choice to use alternative 

medicines, at least among informants, was a result of recommendation, desire to choose a more 

"natural" alternative (especially for kids), or failure of allopathic meds to care for a problem. 

Vitamins 
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In response to a survey question about vitamins usage, 79% of informants said they were 

likely to have vitamins on hand in their home. The medicine inventoties I conducted found that 

75% of sampled households (18 of 24) had at least one type of vitamin, usually a mUltiple vitamin 

product, on hand. Vitamin C and calcium tablets were also popular. Although vitamins were 

very common in women's homes, in interviews and surveys many women acknowledged that they 

used vitamins only sporadically. Thirty percent of informants responding to the survey question 

"I-low often do you take vitamins?" said they used vitamins daily. Another 7.4% said they took 

them "almost every dny." The remaining 51.5% used vitamins occasionally, or when prompted by 

fatigue, poor eating habits or feelings of impending illness. Amy said it was a case of "out of sight 

out of mind. I don't remember to do it until they're really not feeling good and then I think 'Oh 

yeah. Vitamins.' I can't remember these things every day." 

Home Remedies 

Home remedies are valued for many reasons: They link women to their family or ethnic 

group and constitute a personalize gesture of caring. For those concerned with chemical additives 

and the harshness of processed medicines, home remedies provide a safer means of treating 

symptoms. When money is an issue, home remedies are valued because they offer a low-cost 

alternative to commercial remedies. 

As noted in the previous chapter, food was often considered to have therapeutic value, 

both for keeping people healthy and for assisting with the healing of illness. Teas were the most 

frequently used home remedy, as reported by my 55% of informants in response to a survey 

question. During interviews, women told me that they used common herbal teas, such as 

---------- -- -- --------------------.- ------
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chamomile, for stomach upset or calming purposes. Other home remedies mentioned by 

informants included application of heat or cold to injuries, poultices of meat tenderizer for insect 

stings, and "hugs an kisses. to 

Timing of Self-Medication 

Although women said they advocated moderation in use of allopathic medicines, several 

conditions could be used to justify their use. In the next chapters I discuss three social-relational 

and political-economic factors which affect general trends of self-medicine on a broad scale. In 

the remainder of this chapter I review some reasons provided by infomrants which were based on 

their personal experience with physiological response to medicines. 

The severity of past experiences with physical symptoms of illness serve as a guide for 

making decisions about medicine taking or administration. Experiences which seemed to be most 

pervasive among informants were the previous experience with symptom severity, the expected 

course of a condition, or difficulty with alleviating symptoms. 

Symptom Severity 

Severity of symptoms prompted timing of both self-medication efforts and the 

aggressiveness with which they were treated. 

Sharon: Most of the time I'll give it [a headache] about eight hours to see if it's like 
stress or something that'll go. Then if I can't handle it anymore, I'll take three Tylenol. 
[laughs] Mega-dose. I take three Tylenol and put a compress on my eyes and lay down. 

Mothers were especially attuned to monitoring the severity of symptoms in their children, and 

used this as a prompt of when to begin medication. 

Karen: I kind of wait to see how they're doing before I medicate them. If there's a fever 
and it's a low, low fever, I won't immediately go into the sick routine. No. I'll wait to see 
if the kids develop some symptoms. And if it does, then we'll change our pattern. But if 
it burns itself out, that's ok. 
N: How long do you usually wait? 
Karen: Probably 12 hours. Usually if there's going to be a dramtic change it comes pretty 
quickly. 

--------.------ ---.- _._----------------
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Experience With Painful Conditions 

Women had a greater tendency to use medicine for symptoms recognized as early signs of 

known, debilitating illness. Previous experience with particularly difficult illnesses··and a desire to 

not have the experience repeated •• often prompted women to respond aggressively to early 

symptoms "before it turns into something major." Women who suffered from migraines had a 

greater tendency to treat any headache promptly. Maureen described this process in detail. 

If I can take aspirins while it's blurry and before the pain starts, if I can take a Tylenol or 
whatever, ibuprofen, then I don't have real bad pa{n. But if I don't get to it or I haven't 
recognized what's going on because I'm too busy, then it's this constant throbbing. It's 
horrible .... If I can take Tylenol or ibuprofen before the pain starts. I don't know, maybe 
it's psychosomatic. You still have the headache, but not as bad. But if you wait it's so 
bad, you can swallow the whole bottle of aspirin [and it won't help]. So it's like 
sometimes I have to slow down and pay attention to what's going on so I can take the 
aspirin or whatever before it gets bad. And then I don't have to take, you know, four 
ibuprofen so that the pain will go away. Sometimes, you know, you're not aware that's 
going on until it's too late. 

The early treatment of headaches and other ailments were predicated on the belief that 

certain conditions have the ability to "go into" more severe ailments. Dorothy explained that her 

colds often "go right into the bronchiaI." Karen knew that any headache, if untreated, "can go into 

a full·blown migraine." Children also had conditions that could "go into" others, and mother had 

to be particularly conscientious about recognizing these types of conditions and treating them 

promptly. 

Maureen: It seems like for [my kids], whenever they're teething, then they seem to get 
sick. And you know always when they're teething you're going to end up going to the 
doctor. You know, either they're going to have an ear infection or a sinus infection or 
whatever she had this last time. Her eyes got all infected and her nose and she was 
running a high fever. But yeah, it seems like, you know, one thing you don't take care of 
it can lead to the other. 

Much of the literature on compliance and self.regulation of medications considers 

patients' adherence to prescription drug regimens. Compliance to nonprescribed medications used 

during self·medication has not been considered. My data suggest that women are aware of dosage 
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recommendations found on packaging of OTe and prescription medications, yet choose to make 

their own decisions about appropriate dosages. Self-regulation of medicines was based on 

experiential knowledge of family members' respons~ to medicines, such as their sensitivity to or 

tolerance of particular brands or classes of products. Rationales for modifying dosages were based 

on factors such as severity of symptoms, as well as the taker's age and physical characteristics. 

These circumstances could prompt women to decrease, or more likely to increase, the amount of 

medicine taken as an initial dose or the frequency of subsequent doses. Women would interpret 

the general instructions for product use in relation to the individual taking the medicine. 

Symptom Severity 

Medications inform the interpretation of illness to the extent that people identify illness 

severity in terms of the type, strength, and quantity of medications consumed (Haak 1988). 

Advertising for a popular pain reliever coined the term "Excedrin headache" to indicate a severe 

tension headache. No informants reported having "Excedriu headaches," although a few women 

labeled their ailments by the number of medications they took to relieve them. Penny, for 

example, said "if I've got a headache that I think is a three-aspirin headache, I'U take three 

Excedrin instead of two." 

Taking more than the recommended amount of a medication was perceived to control 

symptoms more quickly. One woman reasoned "If it's really bad you want to take that whole 

bottle thinking it's going to work faster I guess." More medicine might also be needed to combat 

an unusual amount of pain. Shelly said the amount of pain reliever she took depended on the 

severity of her headache. She said, "I've been known to take three ibuprofen instead of taking 

two. Depending on the amount of the pain." 

Maureen felt it was all right to "mega dose" under these conditions. 

- ~~~- ~. ~~~~--------

If I've got a bad headache or I've got a high fever or something, I take more than the 
prescribed amount. And I probably tend to do it to my children too. The doctor told me 
one time that--that liquid Tylenol--you almost can't give too much of that to a child .... SO 

-~~--.--- ~-~-~ .. ---------------
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I've taken him at his word sometimes. And then after you know their fever comes down, 
I'll give them the regular amount and everything, but sometimes I think I tend to 
overdose them a little bit on the Tylenol, to get the fever down. 

Marsha shared this idea that if some was good, more was better: 

Marsha: If it says take two, I'll take three, or if it says, you know, one tablet I'll take two 
tablets. 
NV: What's the reason for taking more? 
Marsha: I guess to make sure it works or I don't know. I don't know, I guess to make 
sure that it works and that I do get the full dose I guess. I don't know. 

Modification of dosage could also be accomplished by taking a second dose before the 

recommended waiting time was up. When I asked women how soon they expected to feel better 

after taking a pain medication, several women said that they would take a second dose of pain 

medication if they felt no relief within an hour of taking the first dose. Others were more 

conservative, but admitted that if they felt no relief they might take more before the 

recommended waiting time was up. 

Characteristics of the Taker 

Several women commented that their husbands took larger doses of medications because 

they were large men and needed more medicine to accomodate their body size. Women who were 

overweight used the same rationale to increase their medicine dosage. Sharon, who usually took 

three Tylenol instead of the recommended two tablets explained "I rationalize that I'm a larger 

person than the average individual, so I have to compensate. I'm allowed one more tablet." 

Lorna felt it was fine to give her daughter a bit more Tylenol than recommended for her 

age because "she's a big kid." Sarah, on the other hand, viewed her smaller stature as a reason to 

be conservative in her use of the same product. 

I usually take two extra strength Tylenol. Which is what? Are they 500 mgs. each? I 
usually take a thousand. I'll wait. I'm pretty good about waiting out. Like "oh my god, 
my headache hasn't gone away and it's only been an hour so I take two more." I don't 
do that. I don't overmedicate myself .... I'll wait four or five hours before I'll take another 
~. Then I'll only take one more. I don't know why that is. Maybe because I'm small I 
always thought that it would .. .! don't know. In my head I don't do it. 
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Women who felt they were sensitive to the effects of medications attempt to modify the ill 

effects of medicines by reducing the amount they took. Lois learned by trial and error how much 

medicine she could tolerate: 

I manipulate [the amount of a medicine] for me because I know what I want. And I can't 
take things full strength. So I usually take about half of what it recommends doing. But 
that's just because I know I have reactions to things. So I found out. 

Although women frequently altered the dosage and timing of medications for themselves, 

they seldom diverged from instructions for their children. Concerns centered around overdosing 

children, whose systems were more delicate than those of adults. Shelly would increase dosage of 

medicines for herself, but felt her two year old daughter had to "tough it out." She said "she just 

has to tough it out for the four hours until her next dosage time because I just don't want to a.D. 

[overdose] her. Like I said, I know a lot about healthcare and everything, but I don't know 

percentages of medicines per body weight type thing and I would never risk her." 

Dee and other women agreed with this philosophy: 

I take dosage that's on the bottle. My husband'll take three. But for my boys, I just give 
them what's on the bottle too. But if I take it before that time's up, that I might. If I feel 
it didn't do anything, I'll take another one before the time is up. But my kids I make wait. 
"No, you have another hour." 

Penny: When it comes to my kids, sorry, I don't care if you're head is falling off. We'll 
get you some ice. Because their bodies haven't had the chance to become acclimated to 
the drugs. 

Manipulating Side Effects 

The sleep-enhancing quality of the same product becomes a desirable side effect at night, 

when sleep is desirable. It is so desirable on occasion that antihistamines are sometimes taken 

with the expressed purpose of inducing sleep. 

N: Are side effects, like sleepiness, sometimes desirable? 
Darlene: Yeah, there are times when I'm so sick, that I'll go ahead and take Nyquil or 
something. But invariably, the next day I stay sleepy. So I really stay away from this if I 
possibly can. But if I get a little poopy sometimes and I really can't sleep, I'll have to 
take something like Nyquil or something. 

------------- --- -------------- ----
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Using Benadryl to quiet children, particularly on plane or car trips, was common 

knowledge to most mothers. Tina used Benadryl to help her son sleep on long car rides because if 

he's awake, he always gets sick to his stomach and throws up. If he takes the Benadryl, this makes 

him sleepy enough so that he doesn't get sick. Even women who had never tried to self-medicate 

their own children in this way said they had heard of the practice. 

Polypharmacy and Trajectories of Care 

As noted earlier in this chapter, it is common for households to stock an array of 

medicines and medicinal therapies for self-medication purposes. Commercial OTC medicines and 

prescription-type medicines are most commonly used, although alternative therapies also playa 

role in the self-medication practices of many people. The products I inventoried were mainly in 

the class of commercial herbal preparations, products defined as "natural," but packaged to 

resemble allopathic OTC medicines. Only a few women kept unprocessed herbs in their homes. 

None of the women used alternative therapies exclusively, either for themselves or for 

other members of the family. Alternative therapies were used in conjunction with allopathic 

remedies, either to supplement their curing properties or to counter the side effects of allopathic 

medicines. 

Sharon: I'm not really big on [herbal remedies]. Ah. I'm not exclusively one or the 
other. I just see it as, as something else I can do, so. 

Others acknowledged their desire to use herbal medications, but recognized the importance of 

allopathic medicines for specific symptoms or members of the family. Lisa advocated use of 

herbal therapies for herself, but chose to take her son to the doctor for diagnoses and 

medications. At another time, she said "When you have a new baby, they're pure and they have 

like nothing in them. You don't want to pollute them. But you know, I'm not averse to taking 

medicines." 

A typical trajectory begins with herbal products for preventive care, or when a health 
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problem is perceived to be mild. When herbal remedies do not produce results, individuals may 

move on to OTC medicines. The failure of OTC products to provide relief then prompts them to 

seek prescription medicines from a physician or unorthodox source. 

Shelly: What I do with the home remedy thing is, we'll try it for a couple days but if she 
seems to be getting worse then she's got to see the doctor. If I'm not making any 
headway I figure within 24, 48 hours, I'm not going to let whatever it is get really bad. 
You know what I'm saying? So I do like to try this as an alternative first. But if it 
doesn't give me some reactions really quickly, then we go to the doctor. 

Another pattern of treatment seeking occurs when individuals with chronic conditions shift 

from prescription or OTC medicines (allopathic medicines) to herbal medicines to avoid the side 

effects of long-term medicine use. Luz had obtained an acidophelous granules from an herbalist 

to combat the chronic yeast infections her son had from taking antibiotics for months at a time. 

Luz explained that she was told to give a spoonful of the granules to her son hours after he took 

his antibiotics. The "organic medicine" would "help keep the goods cells going. You know, the 

antibiotic won't kill off the good cells. It'll save half of them." 

Trajectories of resort are often complex, involving switches between types of therapies as 

well as between products in a single therapeutic category (e.g., brand switching). The manner in 

which women selected between mUltiple therapeutic options for themselves and their children 

suggests trajectories of treatment resort based on the age of patient, the illness being treated, and 

the side effects of the treatment. For example, Amy had no qualms about using antibiotics and 

allergy medicines for herself, but said she did not like to self-medicate her children in the same 

way. 

Amy: I try to do a lot of homeopathic and different things. But I still call my doctor and 
ask him for a prescription for antibiotics when I know I have an infection, and he's been 
pretty good about responding. Um. But I wouldn't do it for a child. Cuz I feel like if I 
screw up my health, you know. My body's already so, my immunities are so weak .... And I 
just thought these guys still have fighting chance of having their bodies work efficiently. 

When to Seek Professional Care 

The timing of when to see a doctor varied, but all agreed that there were times when "you 
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just need to go see a doctor." While most women were quite willing to care for themselves at 

home, they were more reluctant to do so for their children. Claire said "For me, yes. For the 

kid, no. I mean I'm always worried about, I think it's just a cold and it's going to be some 

dreaded disease with the kids." 

Women were far more likely to take their children to see a doctor before they would go 

for their own health care needs. In response to a survey question which asked women to report 

when they seek professional care for sickness for themselves and their children, both insured and 

uninsured women took their children to the doctor sooner than they took themselves. No one 

reported going to the doctor "right away" for themselves, although 24.1% would do so for their 

children. Less than half of the women responding would go to the doctor within a couple days of 

symptom onset. More than 90% of the women would take their children to the doctor if their 

symptoms persisted the same length of timc. 

Table 5.2 Timing of Doctor Visits for Self and Child (N = 35) 

Response to U1ness Self Children 

Go to the doctor right away. o % 25.7% 

Treat at home for a couple of days and go to 45.7% 66.6% 
the doctor only if it doesn't get better. 

Go to the doctor only if absolutely necessary. 48.5% 5.8% 

Don't do anything. 5.8% o % 

This tendency has also been documented in other research conducted in the U.S. Pratt 

(1976) study found that adults were more likely to worry about the health of others in their family 

over their own. This was particularly true of parents for children. Pill and Stott also noted a 

common theme among British mothers who said "I only go fo myself when absolutely necessary" 

yet took their children "straight away if I'm a bit worried"(1982:50). 

Fevers were generally taken as a sign of illness severity, especially when they lasted more 

------------- --- ---- ------------------
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than 24 hours or exceeded 101 degrees. 

N: What would be the clue that you need to see a doctor? 
Tina: How I would know? Well for thing is if, I know that fever, if it's like a flu and 
fever just keeps persisting, I just know from my mom and talking to my mom, that if it 
doesn't to away, then there's something wrong .... Give them a couple of days. Couple two, 
three days. If they're not starting to come out of it, then it's maybe time to call in 
somebody else. 

Experienced mothers (those with more than one child or with older children) said they 

tended to wait a day or two to see how and illness progressed before they called the doctor. 

Maureen: "I think I tend to wait things out a bit and make sure it's not just ... like when 
she was getting her temperature, I didn't call the doctor that day. It was the next day and 
her eyes started getting [infected] I called and got some medication. So I think I tend to 
wait 24 to 48 hours .. .if it's the same old stuff. You want to see if it's going to get better 
on its own. If it doesn't there comes a point where she says "Ok, now it's time to go to 
the doctor." ... Becausewhat you're doing isn't clearing it up. 

First-time mothers, on the other hand, tended to call the doctor whenever their children 

were sick. Both Maureen and Tina (as well as other experienced mothers) acknowledged that 

when they had their first child, they called the doctor "for every little thing." Lisa, who had only 

one child at the time my research began, said she took her son to the doctor "probably too often." 

She felt she would rathcr err on the side of being too cautious because I just don't want anything 

to happen to him so I'm real concerned. Probably over concerned. But I just don't want to have 

any mysteries, you know." By the end of my fieldwork, Lisa's second child had been born and was 

going through her first illnesses. Lisa felt she was "more relaxed" about her daughter's illnesses 

than she had been when her son had had the same symptoms. 

Women whose children have had severe illnesses or chronic conditions also were more 

likely to rely on doctors as a first reponse to illness. Their experience had taught them that even 

minor problems could develop into serious episodes with their children. 

Severe or unusual symptoms could also prompt a trip to the doctor or the emergency 

room. Once again, mothers' intuitive feelings, based on embodied knowledge of their children's 

body signs, caused them to take action. 
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Lorna: The night I took Amber into hospital, I remember distinctly feeling that it was a 
quality of fever more than kind of a quantity, more than just a degree. It was a type of 
fever and a type of look and everything that triggered it. There were things there that 
made me go into hospital that were different than from just the--I think--than just the 
duration and the intensity of the heat. It was the way she was reacting to the fever. 

This is not to say that all individuals feel comfortable with self-regulating dosages of 

nonprescribed medicines. Those who said they always followed manufacturers' instructions cited 

fear of adverse effects as their reason for compliance. Althea's medicine story illustrates her 

strong feelings about adhering to appropriate dosages: 

I carry my ibuprofen in my purse. Just if I have a headache, you know .... People when 
they ask me [for some], some people just say "give me four." This kid at work was telling 
me "give me six." I said "Are you out of your mind? It says only two" or one or 
whatever. He said "Oh, you won't believe what I take at home. Sometimes I take six or 
seven." That's unbelievable. I'm always afraid of the side effects. But I always abide by 
the rules, whether it's with medicine or law or whatever and my husband always says 
"Come on, be a little bit flexible." No. I'm so disciplined. So with medicine I always follow 
the dosage. 

Nevertheless, for the majority of informants, modification of medication timing and dosage was a 

commonplace activity. 

Sources of Information 

"I think people have a really strong desire to figure out what's going on." (Karen) 

In many ways, the study of household self-medication practices is really a story about the 

search for knowledge. Illness provokes questions about what is causing the problem, how to cure 

it, and what its outcome might be. In times of illness, individuals typically follow a trajectory of 

resort ranging from self-medication to consultation with lay and professional others (Kleinman 

1980). Choice of treatment can be influenced by the information about therapy options received 

as well as differing costs of obtaining that information (Yandle 1978). 

The information which individual derive from a variety of sources combine to form a 

"fund of knowledge" from which treatment options may be chosen (Bauwens 1974; Velez -Ibanez 

1986, 1988). "Fund of knowledge" refers to the cultural and intellectual resources used by people 

-_ .. -_. -- .---. -----------------_. ---
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in daily practice for the maintenance and reproduction of culture. It includes values, ideas and 

beliefs for making sense of the world, as well as guidelines and expectations for behavior. 

Women's funds of knowledge about health and illness are composed of both cultural and 

experiential knowledge. It consists of knowledge which is socialized from childhood and 

information actively sought out as an adult. Contributors to the fund of knowledge include lay 

sources such as family and friends, as well as authoritative sources such as medical professionals 

and the media. 

Socialized Knowledge about Health, Illness, and Healing 

Individuals begin to learn about illness and healing in childhood, when they are socialized 

into familial and cultural beliefs and behaviors. Patterns of care observed during childhood 

provide a basis for beliefs and practices utilized during adult life. Many women felt that the 

attitudes about health and illness they learned from their parents have influenced how they 

respond to illness as adults. Lisa commented that her stoicism about illness was something she 

was "brought up with": I mean, like in my family it was "Oh you're ok, you're ok" you know. 

With some people it's like, it's much more "go to bed." You know, pampering. So I think that 

carries through with the way you are." Jackie expressed similar observations: 

My mother didn't believe in doctors either and I think that's where I got it from. It seem 
like all my friends are always running to the doctor. If they have a cold they'll be vel)' 
dramatic. Where like mother, you know, doctor it up and keep on going. That's where I 
got it from. 

Women who felt \heir mothers' efforts at preventive and curative health care were 

successful tended to incorporate these strategies into their own domestic health care actions. 

Tina: I kind of followed her [my mom's] ways and it worked out. My sister though, she, 
she didn't, and she's having a hard time, you know. She's had a rough time with her kids 
because she didn't do it the way my mom did it. 
N: How did she do it differently? 
Tina: Well, she runs a lot, and the kids have to run around with her and she, she's always 
going someplace and grabbing this and grabbing that. She doesn't ever cook anything. 
She doesn't have much patience .. That was one thing my mom said to me. If you keep 
them on a schedule, keep on schedule, things will be easier and you're kids won't, they 

----- ---- ---._---------_.-------.--- -_. 
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will grow up and they'll be healthy and pretty happy. And it's worked out. 

Lois: You just learn it so you do it without even thinking. And there are some things I do 
now I know I picked up as a child, from my mother doing things to us, without even 
thinking about it. And I've noticed my daughters do the same thing. So you just carry 
some through. 
NV: Can you think of anything in particular? 
Lois: Urn. If they get sick and you know with a cold and stuff, Vicks on the chest and 
the hot towels. Things like that. And you lay in bed and rest. And ah chicken soup. 
[laughter] Just ah basically all of that. 

Not all women chose to repeat in their own families what they had learned from their 

parents' example. When they disagreed with family attitudes toward illness and medication, it was 

generally because they felt their parents' habits to be extreme. For example, Diana felt that her 

mother responded to symptoms too quickly, while Sharon thought her family had been 

unnecessarily stoic. 

[My mother] carries a purseful [of medicines] and something for everything all the time. I 
don't know why that is. She just feels a little, she calls it 'feeling out of whack' and she'll 
take something and she'll find something in there that she thinks helps it. But I'm not 
like that at all. I don't know what makes some people like that. Where they to the point 
where they rely on it I guess .... Whereas we just tend to go on, unless it's something very 
bad. I guess we're more tolerant. 

Sharon: .. .in my family, if you went to the doctor you were deemed weak. You know. 
Well. In my dad's family. But that's, you know, you weren't strong if you couldn't suck it 
up. That's one of my dad's favorite phrases: "Suck it up. Be strong." You know, it's like 
yeah. Right. And he'll like, and he'd say it like really totally inappropriate, doesn't make 
sense times. 

In the context of the place and time of this research, socialization seems to have lost some 

importance as a method of preparing younger women to be able to care for the illness needs of 

their own families. In a community such as Tucson, where a large percentage of the population 

are non-natives, members of an older generation may not be geographically close enough to 

provide a ready source of health care information to younger members. Informants without 

relatives nearby were be more likely to go to friends or daycare providers for advice when their 

children were ill, rather than call for long distance advice. Another factor affecting the utility of 

inter-generational self-care knowledge was the vast difference between the amount and type of 
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medications available 30 years ago and those available today. Moreover, common knowledge of 

potential risks of certain medications, such as the association of aspirin and Reye's syndrome in 

children, have altered women's medicine choices. As a result, the array of products in informants' 

medicine cabinets were likely to be different from those their mothers kept on hand. 

Women also reflected on the socialization process in terms of their own children, and 

recognized how their sons and daughters were learning to mimic their parents' attitudes and 

behaviors about illness and the use of medicines. Claire found that her five and two year old 

daughters were beginning to make an association between symptoms and medications. 

Kristen will ask [for medicine]. Because she's old enough to realize that "I have a 
headache. Give me something mom, make the headache go away." She's made the 
connection. Michelle doesn't ask for it unless she sees Kristen having it or if she's sick and 
she's on medicine, then she keeps asking for it. "It's time for medicine now." She'll 
sneeze: "I need my medicine." "No, it's not time for medicine right now, Michelle." Or 
she'll rub her nose." [imitates the toddler's voice] "I need my medicine. I has allergies" 
"Yes you have allergies, no, it's not time for medicine." Teach them the proper frame I 
guess. 

Acquired Knowledge about Health, Illness. and Healing 

Knowledge that determines medical behavior is constituted by intentions, observations, 

and expectations and is continually revised as individuals monitors their behavior and its effects 

(Giddens 1979; Young 1981). The cultural beliefs established in childhood change throughout life 

in response to additional information and personal experience. The mass media, formal and 

informal information sources (lay and professional) and experience make ongoing contributions to 

beliefs and understandings about health, illness, and healing. 

Social support networks. Social interaction is a powerful source of self-medication 

information (Sorofman 1992). Informal social support networks are critical agents in opinion 

formation and help people to interpret mass communicated information about health. Friedson 

(1961) diagrammed the affects of social networks in the diagnosis and treatment of illness in the 

concept of the "lay referral network." The network consists of a hierarchy of consultants ranging 

-- ------ -------
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from family members to friends to laymen outside the home. Individuals progress from intimate 

to less intimate consultants, seeking advice until symptoms subside or professional care is sought. 

A similar pattern of resort is described by Kleinman's (1980) "therapeutic network." 

Kleinman's system, unlike Friedson's, does not describe professional care as the only possible 

outcome. III people form the center of the therapeutic networks, which are connected to popular, 

folk, and professional sectors of care. Advice and treatment pass along the links in this network, 

beginning with family, friends, neighbors, and friends-of-friends, and the moving on to sacred or 

secular folk healers, or physicians. Advice offered by one sector of the network may be discussed 

and evaluated by other sectors of the patient's network, in light of their own knowledge and 

experience. Cross-referencing between sectors of the therapeutic network enables ill people to 

make choices, between different types of healers as well as between diagnoses and advice that 

make sense to them and those that do not (Kleinman 1980). 

The pattern of information seeking I observed among informants also followed a 

trajectory of resort. Other adult members of the household (i.e., spouse, partner or parent) were 

the first to be consulted about minor health concerns or care of children. If no other adults were 

present in the household, or if additional advice were needed, family members or friends who 

comprised a woman's social network would be consulted. Among the women I spoke with, friends 

were more often asked for advice than were family members. As previously noted, this action 

arose from the fact that for many of them, friends were far more accessible than family members 

who lived in other cities across the country. Instead of relying on established, family-related 

networks of advice, these women had to forge new social networks when they moved into town. 

Advice about childhood illnesses or minor health concerns were frequent topics of 

discussion among women and their friends. As they relayed stories about family or personal 

illness and methods of treatment, women transmitted information and advice about health 

maintenance and response to illness. Interlocutors could use the information during current 

-_ ..... -- ._. __ ._-----------------
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episodes or retain it as reference in the event of a similar episode in the future. Price (1987) also 

noted how "illness stories" can enhance problem solving by enlarging the fund of cultural 

knowledge listeners have about illness recognition and cure. 

Maureen: One of the girls that works with me in the office, her little boy, she has one 
little boy who's a year older than my son, and then her little boy's about six weeks 
younger than her. So we're always comparing things. 

Gretchen: You know you talk on the phone and you say, compare what their kids have 
and what your kid has or what worked better, you know, like cough medicine and stuff. 
You know, you compare. I guess compare products and say 'did that work?' or 'This is 
great stuff. You've got to try it.' So I think we do. 

When health problems were persistent or unusual, women purposely sought advice and 

suggestions for treatment from members of their social support networks. Although 

recommendations to seck professional care were sometimes given, the majority of advice passed 

between informants and members of their networks consisted of advice about self-care and self

medication. Contrary to hierarchy of resort diagrammed in Friedson's model, I found that it was 

not uncommon for my women to return to lay advice when the recommendations of a physician 

were doubted or found to be ineffective. 

Lisa: I've had this terrible heartburn .... For like two months, where you have this burning 
in your throat, at night when you lie down. It's really uncomfortable .... I explained it to 
the doctor--not the OB but another one--and he said "Take some Vicks cough drops ... and 
drink a lot of water. TIlat will help that." And then my friend, who's an OB/GYN 
nurse ... she said "Oh, that's heartburn. Definitely, you have a second kid, you're almost 
sure you're going to get it." But you can take Mylanta or Maalox and I didn't even know 
it. It worked great .... You know I'd ask all these doctors and they didn't help so I said "ok 
I guess I just have to grin and bear it." I did, but [I didn't have to] .... SO I'm glad my 
friend was here. 

Other women (as opposed to men) arc most often sought out for advice and information 

about self-care and self-medication, a practice consistent with women's cultural "care of the sick 

role" (Booth and Babchuk 1972). Social support networks provide much needed endorsement and 

encouragement of women's behaviors regarding domestic health care. For the woman who has a 

great deal of experience and shares it with her friends, the respect and gratitude she receives is 

gratifying. For the less experienced mother, being told how to treat a problem and seeing positive 

results expands her confidence. She is not heading into uncharted waters, but is applying 

--.-- --- -----------------------
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something that worked for a trusted friend. The act of advising is a show of support, solidarity, or 

concern, and the information itself is a form of cultural capital (Hannerz 1980). 

Women spoke of sharing medicines as well as information with members of their social 

support networks. This practice enabled women to try a product to see if it was effective before 

spending money on an entire box or bottle of the product. Those who had medicines on hand 

from previous family illnesses might act as "over-the-fence physicians" (Hindemarch 1981) by 

sharing their drugs with a friend or relative with similar symptoms. Notes jotted in health care 

sometimes indicated that prescription-type medications had been borrowed from a family member. 

Comments by women during interviews confirmed this practice. 

NV: Do you ever swap information with friends? 
Dorothy: Dh yeah. Mm hmm. We swap medications too. [laughs] You know "I need 
some Tylenol." Usually just Tylenol. I don't give them aspirins. 
NV: Do you swap prescription medicines too? 
Dorothy: Mm hmm. Yeah. [laughs] Yeah, like I did with Polly. Yeah, and then give 
people antibiotics. If I don't finish it, if I, you know. 

Sharing of information--as well as samples of medicines--is especially important when 

families are uninsured and/or in tight financial situations. 

Shelly: I have a lot of my friends that call me and ask me. That's why I always keep this 
book right here. You know. And they, they call and ask me aU these things. A lot of our 
friends though, they're a lot like us. We're ah, like I said, I definitely feel that we're like 
functioning right at poverty level. You know what I mean? So there's not a lot of extra 
money to go to other places. And ah the people that we pretty much involved in our life 
with us, they're all pretty much the same the way and everything. So we all share advice 
together and, you know, tried and true. Stuff like that. So. Yeah, I definitely. If I find 
something that works though, I definitely . ... So, yeah, we pretty much share advice. 

Reimer and Sorofman (1989) found that less than 5% of 6,700 symptoms recorded by 

participants in a diary study of family health consultations about symptoms were within the formal 

health care network. Social support networks influence people's values, attitudes and decisions 

(Fischer 1977) and play an important role in illness diagnosis and treatment decisions by 

influencing the sick person's perception of the illness (Mabry 1964 in Crawford 1971). 

Furthermore, personal endorsement of products by friends or family is a highly influential 
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influence on a person's decision to try particular products (Sherry 1989). Informants reported that 

they were much more likely to try new medicinal products if friends recommend them. 

NV: Is there something that influences you to try something new, either [over-the-counter 
or herbal]? 
Amy: Often friends will recommend things and depends on who recommends them I'll 
try it. 

Treatment may also be influenced by the sharing of medicines, which permitting experimentation 

without financial investment (Mabry 1964 in Crawford 1971). 

Stephanie: She's [Shelly] the one that um .. gets Tylenol Cold so, she got the pills. And 
urn we were over there and she gave Kristin one and it seemed to really help. Her nose 
didn't run like it was. And it helps Maryanne [Shelly's daughter]. It helps Maryanne a lot 
too. So far, everything that she's tried, you know, that I've tried too, it pretty much 
worked. 

Professionals in the Therapy Management Group. Therapy management groups include 

persons called into action in response to an illness episode (Janzen 1987). Therapy management 

groups are formed across space as well as across levels of intimacy and expertise. They thus 

include neighbors as weIl as people across the country, lay persons as well as health professionals. 

Studies of health information seeking have found that many individuals seek advice from health 

professionals in their family or social suppor networks (Coward and Cutler 1989; Helman 1984) 

who act as "educated intermediaries" (Sorofman 1992). More than half of the health professional 

contacts made by individuals ill a diary study on family health were within family care networks ( 

Reimer and Sorofman 1989). Informants said they frequently relied on the advice of family and 

friends who were health professionals, particularly when symptoms were severe, persistent, or 

unknown to other lay members of their information network. 

Claire: My older sister, she's eight years older than I am, she's a registered nurse and has 
three kids. I rely heavily on her advice. [laughs] ... So she has quite a bit of experience 
and being a nurse, she also has a medical knowledge, more than the average person. And 
that combined with I know she's taken her children to the pediatrician regularly. She's a 
good one to rely on at nine o'clock at night when I don't want to call the pediatrician I 
can call her and say "Help. What do I do? Is it all right?" [laughs] She's good for 
advice. 

. .. _._-----------------
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Sharon: We had a real good friend was a pharmacist. And about two years ago we'd ask 
him about different things and he'd give us a good, a good direction to go or he'd be able 
to tell us what a comparable generic was. He was real good about that. 

Sarah: I called my sister. She was an LPN. So I'd call her up and find out things. But 
we were real close in the same, in fact, in the same apartment complex, so, you know, if 
something was really wrong and they were sick I'd have her come over and look at the 
kids and tell me what she thought. 

The advice of medical professionals have a strong influence on self-medication behaviors, 

perhaps greater than that of lay persons in the information network. People rationalize that if the 

action is sanctioned by a medical professional or paraprofessional, it must be appropriate and safe. 

NV: Did someone recommend taking alfalfa to you or how did you find out? 
Darlene: I don't know. I saw it on TV or something. I read it. Dh. Nol Yeah, it was, 
um, Laurie. A friend of ours. She's a, she's a school nurse. She works as a school nurse. 
And she, she had recommended that I try alfalfa tablets. 

Tracy: Well I've been known to, when I used to get side aches really bad, I would take 
like four. But I have a friend who works in a pharmacy and she said you can actually take 
four because that's, you know, like medical-wise that it's ok. 

The mass media. Greater access to medicines and increased opportunities for self-care 

are empowering, but "with enpowerment comes the burden of choice and a growing need to gain 

knowledge" (Nichter and Vuckovic 1994). The mass media have responded to public desire for 

information by providing a vast assortment of medical reports, advice columns, and personal 

experience stories. The potential for misinformation as well as education is great. As noted in 

Chapter 1, Americans can obtain information about self-care through a wide variety of 

promotional activities such as traditional health industry advertising, lay initiated self-care and 

self-help information, and manufacturers' direct-to-consumer promotional activities such as 

"medical breakthrough" news releases (Sorofman 1992). 

Perceptions of risk and what constitutes illness are influenced by media information 

(Bauwens 1977). This is because the news, entertainment and advertising media, as it 
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communicates to wide audiences through a variety of print and broadcast media, have the ability 

to increase public awareness about what illnesses or conditions people should worry about. 

Information about risks and the ways to reduce or eliminate these risks is standard fare. The 

frequency of media messages about particular illnesses magnifies public perception of the 

occurrence of these illnesses and the ability of token actions to reduce risk and protect consumers 

from illness (Manning 1985; Payer 1992). Advertising for these products which are said to 

minimize risk of illnesses capitalize upon and magnify current health concerns (Ford 1986). 

Schizmogenesis is the feedback loop in which increased awareness creates increased 

demand for products and services (Bateson 1972; Nichter 1989). Epidemiological literature on 

health transition (e.g., Barsky 1988; Riley 1992) similarly points to increases in reports of 

morbidity (illness) with increased awareness of symptoms and treatment options. Larson and 

Prince (1988), speaking from the perspective of pharmaceutical sales, described the loop as a 

consumer education process which lead to an "activated consumer" and motivated lay health care 

provider as well as to increased sales of medicines. 

Pharmaceutical advertising is effective as a source of knowledge because it provides 

concise, simplified, if limited, information about how to identify and respond to symptoms. The 

information is presented as absolute fact, not with the ambiguity of scientific reports. For many, 

this channel of information is easier to comprehend and more accessible than other reference 

sources (Fine and Leopold 1993; Ippolito and Mathios 1990) and so becomes their main source of 

information about new technology and products (Mattelart and MatteJart 1992). Even those 

informants who claimed they were not influenced to purchase products acknowledged that their 

awareness of new and existing medicines often comes from advertising. For many, advertising also 

lends credibility to a product. One informant explained, "I tend to believe that ah if it's advertised 

then there's a certain backing to it, either by the FDA or there's a certain, ah, agreement that it 

might work." 
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Medical advice is subject to constant revision. In the mind of the layperson, rapid and 

contradictory changes in health care advice create confusion and ultimately distrust of scientific 

information. Backett (1992), studying the health promotional activities of middle class Welsh 

families, also found that practical implementation of health-related beliefs was problematic, at 

least in part because the health information they received through the popular media was often 

perceived to be changeable and contradictory. Women became frustrated by changing reports of 

what is and is not healthy. Dee's response was to "just go by what I learnt when I was younger." 

She said: 

The way I see it and the way my husband sees it is, no matter what you do nowadays, 
you're putting yourself in the grave anyway. You know, cuz they say a lot of food is not 
good for you but we used to eat it way back then and it was good for them then but it's 
not good for you now. And stuff like that. 

While increased opportunities for self-care at first glance appear to be empowering, it 

must be asked whether the self-medication decisions are based upon their personal assessments of 

a condition or upon the exaggerated claims of products (Nichter and Vuckovic 1994). The role of 

advertising in determining consumer/cultural behavior has been long debated. Within the realm of 

pharmaceutical advertising, drug companies have come under fire for their role in promoting the 

generalized notion that drugs will fix all problems (Berger 1974; Sandberg and Krema 1986. With 

regard to self-medication, Young finds that increased medicine consumption resulting from the 

"clever pressure" of advertisers provides more self-help to the advertiser than to the "suffering 

citizen belabored to believe that whatever his trouble ... some commercial pill or potion can 

produce a cure" (1977: 112). 

Clinical encounters. Lay perceptions of illness (as well as knowledge about response to 

illness) is inseparable from developments within medicine. Today, perhaps more than ever, 

medicine contributes to the shaping of lay beliefs, understandings, and practices (Herzlich and 

Pierret 1987). Likewise, modern medicine has been influenced by indigenous healing, cultural 

.. _._------------- --._-------------------_.- -- .. -
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notions of disease and healing, and imported "alternative" therapies. It is a two way street: Folk 

beliefs and practices slip into scientific discourse, and scientific knowledge becomes popularized in 

lay discourse (van Staa 1993). 

Many mothers, like Lisa, based their choice of medicine on the recommendation of 

physicians, particularly when it came to products used for children. "A lot of it is the pediatrician. 

They would just tell you 'get this stuff and we would sort of go. Figure they've done the research 

or whatever." 

Maureen: The doctor tells you when you have your first one. "Go home and buy some 
Dimetapp and give him a teaspoon of Dimetapp." [Laughs] And it works. And then 
after that you just keep it on hand. Yeah. They [doctors] tell you a lot of things about 
medicine with your first one. All of them after that get treated the same as the first one. 

Marta: Well, um, I don't know if the company pays the doctors, but the doctors all the 
time say "Tylenol". And we buy Tylenol. Because when we came here, if the doctor says 
"Use Tylenol" we use Tylenol. Yeah. In Mexico you know many medicines, and you know 
this is this one. You can choose. Because you know. Or you mother know, your sister. 
Some people know. But here. You don't have parents, and you believe in these doctors 
and if your doctor says "Tylenol" you buy it. 

Decisions about dosage and use of particular medicines to treat specific symptoms is often 

based on a mirroring of doctors' prescription practices. Women often cited doctors' specific 

recommendations or generalized practices as justification for their own behaviors. 

NV: Do you usually take the recommended dosage of OTC products? 
Darlene: Oh oh. [laughs] This is my trouble question. [laughs] If, if it's just a cold or 
anything, I'll take normal dose or less. For my period, I take ibuprofen. I start with 
three, and I take two every two hours after that. It's just continuous. I was told by the 
doctor a long, long time ago it needs to kind of build up in my system. So with that in 
mind, and the fact that if I don't do it, I will start getting cramps, I kind of keep it 
continuous. Even though it exceeds, way exceeds, the recommended dosage. I keep it 
going as long as I can. 

Polly: I take the ibuprofen [for headaches]. I go 600 mgs when I, I'll take three of them. 
Cuz I know doctors will give you BOO mgs., so what the heck. So if the doctor will give 
you 800 and 600 does the trick, so I'll just take the three of them. And that usually 
works. 

Embodied Knowledge 

Self-medication is often initiated on the basis of "intuition" and embodied knowledge of 
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the sort discussed by Nichter and Nichter (1994) in their ethnography of women's response to 

respiratory infection in the Philippines. Awareness of body signs and symptoms of illness is 

routinely called into play when women make self-medication decisions. Embodied knowledge is 

learned through experience and empirical observations of bodily sensations and shifts in behavior, 

rather than through logical-cognitive processes. As such, embodied knowledge is often difficult for 

individuals to articulate. As a result, it was difficult for women to provide answers to my inquiries 

about how they knew when someone in their family was getting sick. Women spoke about "a 

certain look" or behavior particular to individual family members as clues of the onset or severity 

of an illness. Rather than describe actual symptoms, some women simply said "It's a mom feeling. 

You just know." Lorna called it an "an intuitive feel" that women developed as mothers, "rather 

than definite medical material that I have memorized and look at and think about and read. It's 

kind of a feel." 

Sarah: That's something, because Rick said to me the other day, I said something about 
"You don't feel very good." And he said "How do you know?" or "How can you tell?" 
"Just by your eyes." He was like surprised that I said that, I think. 

Leslie's children have "hot spots" on their bodies that she uses to diagnose when they are 

feverish. For her middle son, it's the area behind his knees. For her oldest daughter, it's her 

back. Leslie can tell just by touching these spots whether the child is ill. Her youngest daughter 

doesn't run high fevers, but "looks awful when she runs even a slight fever." These signs initiate 

Leslie's decisions about whether and how to treat her children. 

Other mothers also commented that signs of illness were different for each child. These 

signs were a cue for mothers to "really pay attention." 

Tina: Yeah. Oh, yeah. Angela, her complexion just, she just blends in. She just gets 
like so pale. You can just see it in her eyes. Mostly in her eyes that I can see in Angela. 
She gets really pale. Alex gets really emotional. He just can't handle just the slightest 
little thing like the toys falling off the dresser. Just, if it flips him out, usually he gets sick. 
Otherwise he's pretty calm. I guess he, you know, his is emotional and hers is physical. I 
can tell by the way she looks. 

------_ ... _. --- ._ .. __ ... _._-_._----------
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Jackie: Let's see. This one's ears will get red. The lobes 
of his ears will be red, I know he's getting sick. And the other, my other son, his eyes will 
get real bright. This one gets real sleepy. When he settles down, when he starts voluntary 
taking a nap, then I know it's time to start checking him to see what's wrong. 

Claire's ability to discern the difference between diarrhea caused by antibiotics and "sick 

diarrhea" is another example of embodied knowledge held by mothers. 

Claire: I guess after a while being a mom you learn the difference in diarrhea being sick 
and diarrhea being antibiotics. [laughs] 
N: Is there a difference in the, in the look or the ... 
Claire: The smell. When they're sick it's a real foul smell. When it's antibiotics it's just a 
very loose bowel movement but it's more a normal smell. It's kind of silly to say, but it 
seems true for me. I can tell the difference. 

Women also possessed embodied knowledge about their own body signs. They could tell 

when they were getting sick and often what kind of ailment was brewing. 

Stephanie: I knew was getting sick yesterday cuz I was kind of real, real tired? Real run 
tired. I didn't have any energy. And I just didn't feel good. I'd look and my throat 
wasn't real sore yesterday or anything, I just didn't feel. I was just real tired. 

Women who had frequent headaches resulting from allergies were particularly adept at self-

diagnosis, although, as Luz notes, the thought process leading toward diagnosis was not always 

conscious. 

For sinus headache I take the allergy pill. Tension headache I take like Tylenol. It's 
weird but I do. I don't know why but I know already what kind. Maybe that headache, I 
could feel my ears itching at the same time. It's weird, but I do know which kind of 
headache I have. It's weird. I never thought about it, but it's true. 

Chapter Summary 

The self-medication practices of women I documented with the aid of variety of research 

instruments would not be expected from the cultural knowledge and beliefs initially conveyed in 

interviews. Personal factors of illness history and constitution lead to the development of practical 

logics which arc used to make decisions about when and how to medicate. Judgments about 

symptom severity and past experience with illnesses are primary criteria used to determine 

appropriate degrees of self-medication. These criteria are themselves subject to personal variables 
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such as whether the individual needing care was an adult or child. Women's decisions about when 

and how to self-medicate reveal varying degrees of vigilence, based on characteristics of the taker 

and the experience and confidence of the woman as lay health care provider. 

In the next three chapters, I examine three broader based factors which affect self

medication behavior. These factors--the social relations of care giving, time constraints, and 

limited access to professional care-- encouraged informants to engage in self-medication behavior 

-which was not entirely consonant with their models of appropriate medicine lise. 

----- -------- - ---- ---- -._-------------
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CHAPTER 6 
THE SOCIAL RELATIONS OF SELF-MEDICATION 

Commodification of Health 

Commodification of health refers to process by which health becomes a state which can be 

achieved through the consumption of commodities (Caplan 1989; Nichter 1989). In its extreme 

form, health becomes dependent on medicine (Nichter 1989). The term encompasses any form of 

medical care which can be bought and sold, but has particular significance for the discussion of 

medicines. This is because medicines have the capacity to effect healing without the presence or 

action of a healer (Whyte and van der Geest 1988). The medicines themselves have become 

endowed with animate powers: commodity fetishism occurs (Marx 1977(1867]). The concept is 

conveyed in metaphoric statements (Lakoff and Johnson 1980) such as "the aspirin cured my 

headache" and "the pills helped her to sleep." 

Medicines arc "democratic" because they are widely believed to have innate powers of 

healing which anyone can mobilize. Medicines may "become vehicles of individualization, useful 

exactly at that point where more 'relational' forms of therapy might have emphasized the person's 

involvement with other people and/or subjection to spiritual forces" (van der Geest and Whyte 

1989:349). In other words, the ability to self-medicate reduces an individual's dependence on 

practitioners. This is certainly true, but it is important that discussions about the individualization 

and privatization of healing through self-medication do not neglect the other social relationships 

which become intensified by the practice. Van der Geest and Whyte (1989) have cautioned that 

although self-medication may free individuals from the "hegemony of professionals," it may do so 

only to shift control more directly to other agents. The pharmaceutical industry is one source of 

new controls identified (Chetley 1989; Ferguson 1988; Nichter and Vuckovic 1994; van der Geest 

and Whyte 1989). 

There is a rich literature about the role of the pharmaceutical industry and advertising in 

---- .-_ .. - -- .. _. __ .. _. ----------_. __ .. ---
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general in influencing consumer behavior related to medications (Craig 1992; Fine and Leopold 

1993; Gandy 1980; Goldman and Montagne 1986; Manning 1985; Neil11989; Nichter 1989; 

Vuckovic and Nichter 1995). I recognize the importance of these controlling influences on lay 

medication decisions, and have discussed them in Chapter 2. My intent in this chapter, however, 

is to identify some of the more benign and intimate social relations which surround the practice of 

self·medication. 

Medicines as Idioms of C'A>ncern 

Like other commodities of late capitalism, medicines have metacommunicative capacity. 

They have "a particular type of social potential" (Appadurai 1986), and are able to communicate 

information to others about the user such as social status, ideological orientation, or physical 

condition. Medications also may be used by the taker to communicate to others about hislher 

emotional state. Nichter (1989) has described how medicines serve as idioms of distress, often 

signalling what cannot be said overtly. Medicines act as nonverbal communicators of life 

problems, and taking them demonstrates to concerned others that an individual is under emotional 

duress. The requ~st for or overt taking of a pain reliever or an antacid, for example, can signal to 

family members that an individual is under stress. This demonstration may in turn elicit concern 

or special treatment from those who have witnessed the self·medication performance. 

Medicines are also powerful communicators of affection and concern (Nichter 1989; 

Nichter and Vuckovic 1994). They enable the caregiver to demonstrate concern to the ill person 

by offering a substance which will reduce their suffering. Studies of patient.physician 

communication and of compliance with prescription medicines show how patients interpret the 

prescription of medicines as a sign of the doctor's concern for their well·being (Barsky 1983; 

Helman 1981). The use of medicines to convey concern is profoundly apparent in the practice of 

self·medication. I recorded several observations of medicines as "idioms of concern" in my field 

notes. 
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Offering Medicines as a Gesture of Concern 

It is common to respond to another person's presentation of symptoms by offering a 

medication to relieve the discomfort: "let me get you some aspirin." Teresa related that her 

husband would take medicine if she brought it to him, but never got it for himself. Their ritual 

went like this: 

He'll tell me "I have this really killer headache." And I go "Why don't you take a 
Tylenol?" "No, I don't want to." "Is it because you don't want to take a pill or do you 
think it will just go away, you know, or what?" "Oh, I just don't want to." Now if I go 
and get the Tylenol, he'll take it. But to actually get up and go and get himself a Tylenol 
for his headache, he would rather sit there and suffer and he just keeps, you know, will 
say "Oh, my head really hurts" and he's just like. Instead of having to listen to him and-
and not only that, but I feel bad that he's in pain. So I'll go and whatever, and I don't 
mind doing that. 

Medicines were often the kernel of stories told about a spouse, relative, or friend who 

came to the speaker's aid during an illness. There is a fondness in the teller's affect as she speaks 

about this person who "went out and bought me some cough medicine." Gretchen said that when 

she gets sick, her husband calls her mother. "My mom comes over and she brings me Nyquil," 

she explained. Others told similar stories of caring responses. 

Sarah: When I had a real bad cold. He (her husband] went up and got me some Tylenol, 
and got me some Nyquil. He knew I was sick. You know. Got me some juice. You 
know. "Go to bed, Sarah." You know. I guess he felt bad. 

Polly: My girlfriend came down with every medicine from her medicine cabinet for me. I 
said "What is this for, Dorothy? What is this for?" "These are all over-the-counter, 
Polly. Don't even worry about it." The only thing, she had some codeine cough medicine 
and I took that at night. Cuz I was up all night coughing and COUghing. It helped. 

In these circumstances, medicine becomes a gift, meant to wish the person to health. In 

one case, medicine was a gift in the more standard sense of the term. Tracy's parents put large 

bottles of Advil (a pain reliever) and Nyquil (a cold medicine) in her Christmas stocking because 

they knew their daughter usually couldn't afford to buy OTC medicines for herself. The practice 

of giving medicines as gifts seems to be more common in developing countries, as reported by 

Cosminsky and Scrimshaw (1980) and Nichter (1989). 
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Although this kind of caring behavior is more common among family members or friends, 

it does happen among people who are not acquainted. Amy related the response from a roomful 

of strangers when they heard her coughing: 

I was taking these homeopathic things like every three minutes. Cuz I was in a place 
where I had to be quiet and they seemed to stop it. And people would say "Oh, you have 
allergies? Here, take this. Have some Actifed." It was so funny to have this whole 
roomful of people trying to give me something 

"Did You Take Your Pill?" 

Caring is also symbolized in reminders to take medication. When Dorothy's husband 

needed to take medicine for a sinus infection, she would remind him to take the antibiotic before 

he left for work in the morning. "He'll say 'Yeah, yeah. I remember.' But if he forgets, he'll come 

home and say 'You forgot to tell me to take my pill this morning' or something, you know." Eva 

and Becky both spoke about how their husbands would remind them to take their vitamins every 

day. Becky said "My husband is always saying "Did you take your vitamins? Did you take 

vitamins?" While this was helpful, it "becomes kind of stressful too. For somebody to always 

kind of harping on you." The distinction between a helpful gesture and a controlling move is 

sometimes small. 

Women who felt generic medications were better to purchase because they are less 

expensive might buy name brand medicines just to please a spouse. Pam's budget is tight and she 

knows generic pain reliever would do the job for less cost than Excedrin, her husband's 

preference. Still, Pam buys the more expensive name brand product just for her husband, who 

believes only Excedrin will relieve his headaches. In this case and other like it, medicines convey 

the message that loved ones are entitled to the best. 

The ability of medications to serve as symbols of care is apparent when curative 

preparations are offered in an attempt to reduce suffering or foster hope. The symbolism is less 

obvious, but no less powerful, for promotive medicines. Lois said she gave her children vitamins 
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because "I don't want to see my kids sick. So I would rather do some preventive things to the 

best of my ability." The need to work often means that women have less time to prepare meals, 

and concerns about family nutrition rise. Pharmaceutical advertisements accentuate such 

concerns, and associate vitamins and tonics as with loving care in a world of increased 

competition and a threatening natural environment. Busy mothers may increasingly use vitamins 

and tonics as an antidote for the iUs of modern living and as an expression of care (Nichter and 

Vuckovic 1994). 

Advertising Medicines as Symbols of Affection 

In their capacity as idioms of concern and affection, medicines serve an important 

function in mothers' demonstrations of caring for their children. Medicine advertisements reify 

the relationship between medicine and caring by utilizing photography, narrative text, and viewers' 

knowledge of a socio-cultural life-world to create stylized accounts of desirable social relations 

(Goldman 1992:81; Williamson 1978) which occur ill conjunction with medicine giving. Images of 

concerned mothers and peacefully sleeping children are coupled with slogans such as "You 

remember the Triaminic, they'll remember the love." The ads acknowledge that time constraints 

make it difficult to provide traditional remedies and home care, while at the same time 

sanctioning their replacement with commodities. ThGY promote the ideal that compassion and 

concern for one's children can be supplied through commodities. Women are assured that ""Next 

to your loving care, [the product] is just what the doctor ordered." 

The vast majority of advertisements for children's medicines depict women as caregivers 

(Verner adn Krupka 1986). This strategy both recognizes and reifies women's roles as primary 

health care providers in the home. The depiction of a mother caring for her sick children-

bringing them from sickness to health, relieving their suffering--is a "paleosymbolic scene" which 

conjures up the gratification and securities associated with this relationship" (Gouldner 1982). 
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Women's Responsibilities for Family Health 

Caring is thus about reconciling as well as meeting commitments; it is about containing 
demands and conserving supplies to ensure that needs and ends meet. ... Emotions, as well 
as activities, lie at the heart of caring relationships. To commit yourself to care for your 
family is thus a statement of who you are, as well as what you do (Graham 1984:152). 

As pointed out earlier, women were chosen as the primary focus of research because they 

are commonly responsible for health care decisions made within the household. Abundant 

research from around the world documents women's "care of the sick role" and establishes 

women as primary agents in the household production of health (Berman, Kendall, and 

BhaUacharyya 1988; Booth and Babchuck 1972; Browner 1989; Ferguson 1988; Graham 1984, 

1991; Querubin and Tan 1986). 

Research conducted within the United States concurs with this obseJVation. These studies 

indicate that dcspite changes in gender roles relatcd to wage and domestic labor, women are still 

predominantly responsible for day-to-day care of children and upkeep of the home as well as for 

domestic health care on a broad level (Clark 1992). Women are the decision makers regarding 

purchase and administration of medicines, as well as the adult who usually stays home from work 

to care for sick children (Carpenter 1988; Chrisman 1977; Litman 1974). Women tend to define 

themselves through their care giving, regardless of their other roles and responsibilities. Gilligan 

(1982) noted how feminine gender identities are constructed and confirmed through caring 

(Gilligan 1982), such that care giving is the medium through which women are accepted into and 

feel they belong to their social world (Graham 1991). A woman's moral identity as a care giver is 

established through her acts of caring, especially during times of illness. 

The women I worked with confirmed that they assumed responsibility for the majority of 

the health caring that took place in their households. When I would ask about the accuracy of a 

magazine report that women provided 75% of domestic health care (Clark 1992), many women 

responded with a wry laugh. They said that they did "at least" 75% of the health caring, and 
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often "more like 95%." 

Single mothers who were raising their children alone were often completely responsible 

for their children, especially during times of illness. 

Tracy: Now I do all of it. He [her daughter's father] has never taken her. I can probably 
count the times he's gone to the doctor with her since she's been born on one hand. You 
know, so yeah, I guess it is me. And when we lived together I'd give her the medicine all 
the time. I'd be like I'd have to ask him to do it. Something that I always thought of, 
you know. And if I thought of it and I was doing something, I'd have to ask him. And 
now, it's 100%. He's moving next week to Dallas, so it will be definitely 100% then. 

Participation of Male Partners 

A few of my informants with partners also talked about how their men refused to 

participate in child care. Teresa's boyfriend had told her "It's not my job." Teresa reasoned 

that 

... he sees his job as working and providing an income, but everything else, you know 
according to the house and the children, is my job. Now, he's never said that to me .... I 
don't know. Some people that I've talked to, friends of mine and relatives and stuff, that 
seems to be the way things are divided. And I don't know if it will always be that way or 
not. 

Most women acknowledged that their partners did participate in their children's health 

care. Nevertheless, women still felt that they were ultimately responsible for the decisions made 

and care provided. Their partners were merely providing help with canying out what was 

ultimately their (the women's) responsibility. 

NV: Does your husband get involved in the care of the kids when one of them gets sick? 
Tina: Ummm. Sort of. He gets kind of like, he's kind of spoiled because now that I'm 
here with him, you know, "oh, she can do it. She's good at it." So he kind of like just 
stands behinds me and "Aw, too bad you're sick." [laughs] So yeah, he's like, I guess 
you'd have to say not really but he is there. If I turned around and said "I need you to do 
that" he'd do it. But he'd always know that I have it under control. And when the kids 
do get sick, they don't go to him. They come to me. You know. He kind of does. 

Lisa: My husband's pretty--I know some men that would NEVER take their kid to the 
doctor. You know they just wouldn't do that. It's just not their thing. But if I'm not 
there, he'll take him to the doctor and give him medicine .... 1t may be more 50-50. 
Because he does. I mean I think I do, I probably feel like because I'm the mom I do 
more, but actually he does give him medicine a lot. He's pretty good at that. He's more, 
Ken's like "Timothy, want to take this now?" and boom boom boom where I'm 
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involved. But I take him to the doctor more. I just seem to do that. 
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Penny: When you say "responsible for", what are you throwing into the pot? Are you 
talking about taking children to the doctor? Are you talking about administering 
medicines? Currently with my schedule, I haven't been able to take the children to the 
doctor that much. My husband's been doing it. Since we're both here like 50% of the 
time, whoever's here administers the medicines. But I'm usually the one that puts my foot 
down and says "You will take them to the doctor. You will go to the doctor." So in part 
I do feel responsible on that account. My husband is a good man, but there's some things 
that like "You WILL do this." 

Domestic Health Care as Women's Domain of Knowledge 

Although women cxprcssed somc dissatisfaction with the unequal distribution of labor 

rclatcd to domcstic hcalth carc, for the most part, they felt that this occurred because men just 

didn't know what to do whcn childrcn got sick. Men had little of the embodied knowledge about 

iIIncss which women had acquircd because of thcy spcnt so much time caring for their children's 

physical needs (sec Chapter 5). As Julie explained, 

Julie: Like if I cvcr had Wcs bring her [to the doctor] I think I would havc to write a 
notc. [laughs] Maybc cuz womcn do it bettcr so men don't [have to], you know, cuz you 
nurturc bcttcr and you're more in tuncd with thc kids cuz you're there more and 
stuff .... Likc this morning he askcd mc "Are you going to take hcr to thc doctor?" I said 
"no" and I think hc was likc "Hmm. Why docs shc takc hcr somctimes and why doesn't 
shc takc hcr somctimcs?" [Iaughtcr] 

Other womcn concurred with Julie's observation. 

Dorothy: My husband doesn't know if they have a fever or not. He can't tell just by 
touching them. I can tell by looking at thcm or touching them. So I kind of call the calls 
around here." 

Lois: No. [laughs] What little amount he would do didn't amount to much and I didn't 
want him to do anything. [laughter] He says "I just can't ever do it like you do." There's 
no sympathy and compassion. He really doesn't take care of the kids that well. He just 
says "I really don't know what to do for thcm." And, you know, I might go away 
sometimes and leave instructions. This is what you do, you know. And come back home 
and thesc kids arc crying "He wouldn't hug me. He wouldn't come in." You know. And 
it would just be. He's not good, in that area. He's tried a little bit but he's really not 
that good and he docs not know bow to handle tbe situation. So. I told him he doesn't 
have to. 

Women were innatcly more capable of providing care and were also far more knowledgeable 
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about such things than men. Even if men could be "trained" to take on the tasks of administering 

medicines, they must be monitored lest they make a mistake. 

Althea: When my son has [medicine] that he needs to take I'm usually at work. I have to 
repeat to my husbanl1 over and over again, every day when I see him. Or even call. 
Maybe I would repeat it two or three times a day. In the morning before 1 leave, I would 
call him up at nighttime. Sometimes he forgets to bring the medicine back from the 
daycare. [I ask him] "Did you bring his medicine? Did you put it in the refrigerator?" 
One night he left it out and it was Augmentin. It ended up getting warm. We had to 
throw it out. One time he left his medicine outside. He didn't bring it in the house. He 
doesn't have that kind of a mind .... 1 tell him "You lack common sense. Give the child his 
medicine. You have to give it on time. Follow the instructions." 

As they spoke with exasperation or hilarity about their partners' ignorance about caring 

for sick children, women gave me the definite impression that they derived great satisfaction and 

pride in their abilities to diagnose and treat their families. They took domestic health care as a 

serious part of their role as mother. The responsibility--and the knowledge that made it possible--

contributed to their sense of self-worth. 

Tracy: I think that, I don't know, it must be our second nature to just ... think of the kids 
first. I saw something on a talk show the other day that said women are constantly like, 
they always have the kids in mind. That men, you know, they get to work and they think 
of other things. They're not always thinking about. But we always are. Even when I'm at 
work I might think--just like while I'm sitting there typing on the computer and I'm not 
thinking of anything. I might just all of a sudden think "Oh God, I got to get this, I've 
got to do this for her." All the time. And you know, I know that men don't do that. I 
know that they don't. There's no way. 

Knowledge which was the exclusive domain of women can be a source of agency and status. In the 

contemporary United States, the publication of numerous books on healing, wicca, and feminine 

intuitive skills has contributed to the elevation of women's knowledge. Women's knowledge about 

health care is a form of cultural capital which is wrapped up in the cultural meaning of being a 

good mother and brings prestige to the person who possesses it (Browner 1991). 

Effects on Medication Use 

Clinical researchers as well as anthropologists have examined the social relations 

surrounding prescription medicine use in the United States, particularly the relationship between 
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the provider and the patient (sec Chapter 1). The social relations of self-medication have received 

far less attention. This is in part due to the perception that self-medication is a private activity 

and because the issues of control so apparent in relation to prescription medications are less 

obvious in the self-medication context. The present research indicates that social relations have 

significant bearing upon both the taking and administration of medications within the household. 

The desire to relieve the suffering of loved ones is a primary motivation encouraging the use of 

medications. Medicines provide a tangible and usually effective means of bringing relief as well as 

demonstrating concern. 

Easing Children's Discomfort 

Use of strong allopathic medicines for children was prompted by women's desire to end 

their children's suffering as quickly as possible. 

Tracy: She's uncomfortable .... That'swhy I always do it, because I know how I feel. And I 
wouldn't want Carly to feel like that. 

Lisa: With Tyler, I'm much more sensitive to bis sicknesses. I'm much more worried 
about his and want him to get well fast. You know, you're responsible for someone. He 
can't really take care of himself and you don't know how sick he is. 

Claire: When they're so itty bitty, teeny tiny, like less than six months old and they get a 
cold, and there's nothing you can do for them except use the bulb syringe to suck out 
their nose or blow their nose for them. And they just suffer. They wheeze and they 
cough and their nose just runs. You just cry .... you know so if I can give them a little bit 
of Tylenol to bring down the fever or some Triaminic to dry up the runny nose for an 
hour or two, it gives them some relief and they sleep better for an hour or two so you 
know they're getting some good rest, in between the all of that. 

This concern was strong enough to convince women who preferred to not to use 

medicines or to use only natural remedies to turn to allopathic medicines because they could take 

care of symptoms quickly. 

Karen: Like the kids. It's harder to watch them, to let things go and let them be sick. 
Even with a fever or something. It's real hard. For me it's real hard to be patient about 
things. You know, you'd want to give them something to make them feel better right 
away if you could. 

Claudine: The most important. .. reasonwhy I would end up taking her to an MD was to 

-- --- -._._---------------_. ---
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doesn't have an effect for a long time. But I do honestly prefer to not always rely on 
drugs. 

Mothers' desires to ease their children's discomfort compete with their concerns about 
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over-use of medications. Often, rather than watch children suffer, women administer fast acting 

allopathic medicines with the justification that easing discomfort helps the child to get well sooner. 

The Sentimental Work of Self-Medication 

It is not just the kinds of medicines which are given, but also the way in which it is 

administered which conveys affection. Home care incorporates "sentimental work," the caring 

gestures and special treatment that often accompanies (or in some cases substitutes for) medicinal 

therapies (Strauss et aI. 1985). These actions include cuddling fussy children, rubbing a spouse's 

neck, or playing games with a bedridden child. Special treatment during illness also included 

feeding children "comfort" foods, such as teas or Campbell's chicken soup. 

Women acknowledged how important it was to give children special treatment when they 

were ill. 

Kids need mom to hold their hand, and tuck them in. Cuz that, I think psychologically, 
that helps as much as the medicine does. You know, cuz if a kid is in pain and um you 
know, not feeling well, I think just the psychology of knowing mom's there and making me 
feel better, helps them heaI.. .. if mom is there holding their hand, looking if they're 
comfortable and helping them and you know, just being aware helps the kids. And um I 
haven't been as good about that as I wanted to be. But I think that definitely makes a 
difference. 

When women recalled the care they had been given as children, they often spoke fondly 

about the special attention their mothers gave them. For example, Claudine remembered how her 

mother administered baby aspirins to her. 

She would crush them up just right. Put them on a spoon and put some like gingerale or 
something. She knew that made me feel good when she did that .... I think it was part of 
the treatment, you know. 

Managing Emotions 

Concern and affection for family members also influence women's decisions about their 
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own medicine taking. One result of this influence is that women neglect their own health as a 

result of caring for others. One day as I was talking with Teresa and her adult daughter, Teresa 

obselVed "I seem to ignore myself a lot more than I do anyone else." Her daughter responded 

quickly and emotionally. "You always put yourself last. Even if she was dying and somebody says 

"I don't feel good' then they come first." Issues of entitlement to health care with respect to 

household and personal resources are discussed in Chapters 5 and 8. 

A less obvious result of concern for family members is found in women's decisions to take 

medicines to maintain their emotional equilibrium. A few women I spoke with utilized 

prescription psychotropic medicines for this purpose. The majority, however, relied on OTC 

medications or psychoactive substances to "keep in balance." Penny explained: "Having 

children .. ,1 feel I need to take [a pain reliever] earlier, so that I won't take it out on them. You 

know, I won't get mad at them. Just kind of deal with it. Not bite their faces off." Teresa had 

similar reasons for determining when to medicate for her chronic back pain. 

Some days it's worse than others. Like if it's going to rain, and the barometer, barometric 
pressure is up, the pain'lI be more intense .... And that's usually when I'll have to take 
some medicine. The Tylenol or whatever. If it gets to the point where it makes me 
cranky, you know, then I'm not good to be around anybody and I can't be taking care of 
the girls, if they're crying or whatever, if I'm cranky. You know. I can live with it just for 
so long and then you gotta take something for it. I don't know of any herbalistic things 
that I could do for that. 

Cigarettes can also be a devise which enables women to manage their emotions by 

reducing stress (Graham 1984). Informants who smoked talked about the way cigarettes provided 

a "time out" for themselves. Cigarettes are a form of self-medication which enabled women to 

cope with the financial problems, jobs, or domestic responsibilities which were causing them 

stress. Jackie explained: 

You have to stop, you have to light it, inhale. First of all you usually have to find them, 
get your ashtray and everything. And you know that gives you, it's like a time out is 
actually what it is .... You'renot thinking about your problems, you're thinking about your 
cigarettes. 
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As Graham (1984) has observed, it is problematic to lable behaviors like smoking as irresponsible 

when they are used as a mechanism for coping with larger issues which are also health.damaging. 

This is a complex topic which requires additional investigation. 

Chapter Summary 

Lydia told me that the care giving of mothers is not just the giving of aspirin or 

something, but encompasses everything you do··all the cultural things that women learn to do, like 

giving teas and holding hands and other things. The things that make it home caring, not just 

home care. The multiple responsibilities associated with providing health care for family members 

create enormous demands upon women's time and energy··as well as on their emotions. When 

children become sick, medications become highly valued, not only because they speed recovery so 

that normal daily routines may be resumed as quickly as possible, but also because they act as 

idioms of concern. When mothers give their sick children medicines to alleviate their discomfort, 

the women are also relieved, because they have made their children feel better. Medicines, as 

commodities of care are prized not only for their use value (e.g., reducing fever), but also for their 

exchange value. 

-----------._------



180 

CHAPTER 7 
BUYING TIME WITII MEDICATIONS 

The keynote of modern existence is speed, which is relation of distance to time. It is 
significant that "speed" originally had the meaning of "success"; western civilization 
measures success today by the increase in the rate of movement towards some spatial 
point or towards some goal we set up before us. Achievement is estimated in terms of the 
length of time taken to accomplish our purposes, for time is money, and in a changing 
universe we have no time to waste or lose (Mendilow 1976:73). 

Time Famine 

Perhaps it was the fact that I had to relinquish control over my time (by always being 

available to my informants, scheduling visits to accomodatc their plans) that madc me realize how 

important time was in American culture. Other anthropologists have made simlar observations in 

other locations. Evans-Pritchard (1940:103) called thc Nucr "fortunatc" bccause they ncvcr 

cxpcrienced the "feeling of fighting against time or having to coordinate activities with an abstract 

passage of time ... " Bourdieu spoke similarly of the Kabyle pcasants' "submission and nonchalant 

indifference to the passage of time which no one dreams of mastering, using up, or saving" 

(1969:57). Others who have worked in cultures of "time surplus" recount learning to spend long 

hours in tea shops or waiting endlessly for informants to show up for "scheduled" appointments. 

In a culture of "time famine," I experienced the inverse: matching my time to that of my 

informants meant I had to be prompt, and my visits scheduled and to the point. I learned about 

the many schedules my informants had to keep: work schedule, day care schedule, timcs for 

dance classes and soccer games, mealtimes, bedtimcs, how latc the doctor's office was open. Each 

moment of every day was accounted for and filled with some sort of productive activity. My 

informants kept personal calendars, and family schedule planners hung on refrigerators to 

coordinate the activities of household members. 

Time famine has been called a "disease" of industrialized, high-income societies which 

manifests as the speeding up of activities in all facets of life (Linder 1970: 57). It is a distortion of 



time sense which places ever-increasing emphasis on constant productivity while accelerating or 

shortening cultural perception of history (Jeanniere 1977). The collapsing of time and space, 

fragmentation of life cycles, hyperactivity and emphasis on "simultaneous consumption" (Linder 

1970) have also been used to describe the postmodern condition. The ability to "multi-task" is 

appreciated in humans as well as in computers. 
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A significant amount has been written about the effects of "time famine" (Linder 1970; 

Zerubavel1981) on quality of life, reduction in leisure time, and commodity consumption. The 

literature which exists on the effects of scarcity of time on health have been focused primarily on 

two issues: time stress as a cause or exascerbator of illness in developed countries, and the effects 

of maternal time allocation on child health and nutrition in less developed countries. Less has 

been written about the ways in which time pressures or time allocation affect response to illness, 

although there has been some discussion of maternal time allocation and access to professional 

medical care (e.g., Carpenter 1980). In this paper I will examine how perceived time constraints 

affect women's' decisions about selC-medication--both for themselves and for their children. 

The pressures of never having enough time was a frequent topic of conversation during 

my visits to my informants' homes. Voiced by women who worked outside the home as well as 

those who worked at home ("stay at home moms"), single mothers and those with partners, 

womell with several children and those with only one. Glimpses into the daily lives of my 

informants revealed multiple dimensions of time famine 

Claire: Competition Between Dual Responsibilities 

Claire and Sam are both in their late thirties and have two daughters, ages five and two. 

They decided early in their marriage that they wanted their family to be financially secure, as well 

as to have some more immediate material comforts. A nice house in a good neighborhood was a 

part of their plans, and after their second child was born, they decided it was time to sell their 

"tiny two bedroom" condominium and buy a larger, three bedroom home. In order to afford their 
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version of the American Dream, both Claire and Jim needed to work full· time jobs. 

Claire: Buying a house is expensive. And then mortgage payment went up and then we 
had two kids instead of one and it was, it'd been a difficult year and it's starting to finally 
financially level out so that it, we're talking about one of us getting more of a part.time 
job. Than a full·time job. To where we have more time with them. You know and that 
that's probably going to be another six or eight months before we can do that. 

Sam often worked 12 hour days, so Claire shouldered most of the responsibility for caring 

for their two small daughters. Her days included shuttling the girls to and from day care and 

managing the house, in addition to meeting the demands of an office job. 

Claire: Being able to sleep in until eight o'clock is a dream. I'm normally up at five. 
[laughter] That extra three hours is a lot of sleep. 
NV: Quite a luxury, yeah. 
Claire: Yes it is. And not having to deal with them on a close time frame, that we have 
to get, get dressed, get breakfast, get done, get out of here. Get me to work. You know I 
leave myself probably close to 20 minutes leeway each morning. So then if they are poky 
slow, I don't have to push them as hard. 

Saturdays were times when the family tried to catch up on all the domestic chores that got 

pushed to the side during the week. When I visited on Saturday mornings, Claire folded laundry 

while we talked. Her husband was usually out mowing the lawn or fixing the car. Saturday was 

also the family's time to be together, a time for Claire and Sam to share "quality time" with their 

daughters and "just do nothing." 

Claire often said that she and her family "do whatever it takes" in order to juggle work 

and family life, and that "whatever" was often a compromise from what she would prefer to do. 

She acknowledged, "I feel gUilt a lot about it, you know. I'd rather stay home with tbem and be 

with them all day. But if I'm going to work to do what we want to do and in order to provide for 

them, that's the choice we've made." 

Teresa: Mothers Have No Time to be III 

Teresa had two families. The first consisted of a grown daughter and son, children of her 

first marriage. The second consisted of her boyfriend, Pablo, and their two little girls, age two and 

six months. 
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Teresa: When I found out I was pregnant again I gave up a career and went back to what 
I actually feel like I do know best, is staying home and taking care of the kids. I really 
enjoy doing it. But I used to think that it was so glamorous that these women [with 
careers] worked. And so then I had a chance to, you know, to work, and it was very 
stressful. And I found after about five years I didn't like it. I didn't enjoy it as much as 
being a mother. It just wasn't rewarding for me. I know that sounds corny, maybe, but it 
wasn't rewarding for me. 

Teresa wasn't always happy with her "traditional" domestic arrangement, principally 

because Pablo refused to help with any household chores--even caring for their children. Their 

strict division of labor meant that she did all the work that needed to be done in their home. 

Teresa: Pablo works from 8 to 4 and then he comes home and he's done working. I work 
all day long .... you're busy and you're thinking 'Oh, ok, I got to do the laundry and I've got 
to mop the floor and I gotta make dinner and I gotta take out the trash. The kids need 
to go here and there.' By the end of the day you're just so exhausted you just drop into 
bed. 

Mercy: Going it Alone 

Mercy was in her early 30s, the single mother of three active children 12, 8, and 2. In 

addition to caring for her children, Mercy is a full-time nursing student. Her classes were 

scheduled while her children were in school or with a sitter, and she did studied after the children 

went to bed, sometimes staying awake until the early morning. She also worked part-time to help 

support her family and pay for her schooling. It should not have been surprising to me that our 

meetings often had to be rescheduled because of conflicts with family, school or work schedules. 

When we did arrange to meet, our visits were brief, usually lasting no more that 45 minutes. They 

sometimes took place in coffee shops, as Mercy was in transit between school and home or work. 

Mercy felt her hectic pace affected her health, and said she often had migraine headaches 

"because of the stress." During the research period she had been sick several times, including two 

bouts of bronchitis. Her multiple responsibilities and busy schedule wore her out. She was 

looking fOlWard to finishing her degree and to moving in with her boyfriend, two moves she hoped 

would ease her load and make life a little less hectic. "I never have trouble sleeping," she told me. 

"That's usually because I'm so tired by the time I get to sleep that I never have trouble sleeping. 

------. ---------_ ..... --- ._-._- -_._--------------
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I sleep very soundly." 

Time as a Scarce Resource 

What has caused this postmodern condition of time famine, with its feeling that there is 

never enough time to do everything one has to do? The cultural and historical events which have 

lead up to the experience of time famine in the United States are many, though they will (for the 

sake of time) be given only a brief summary here. More extensive obselvations may be found in 

Becker 1965; Linder 1970, and Zerubavel1981. 

Banks (1991) finds cause for the clock-driven nature of contemporary life in the U.S. in 

changes which have occurred in four interlinked sectors of its society. A conccptual change in 

popular perception of time occurred when a shift from theocentrism to anthrocentrism created a 

"cosmic meaninglessness" and sense of personal insignificance. By relinquishing belief in afterlife 

or rebirth, modern man and women gave up a sense of the eternal. Whatever existence on had 

would take place between the moment of birth and the instant of death. This ontological shift 

lead to a utilitarian conception of time, and an increased emphasis on making the most efficient 

use of one's time. 

Technological changes in the measurement of time reify its passage and its linearity. 

Woodcock (1944:265) observed that the clock "turns time from a process of nature into a 

commodity that can be measured and bought and sold like soap or sultanas." Mumford (1934) 

called the clock the "key machine of the machine age" because of its influence on the habits of 

humans. Technology contributes to more accurate calculation of time, but also greater 

fragmentation of it, and in so doing makes those smaller increments more crucial. (An Olympic 

racer losing by a millisecond is a good example of this phenomenon.) Technical innovations such 

as electricity and advances in communications technology also enable the "colonization of time" 

(Melbin 1978), the spreading of work and activity throughout the nighttime as well as daytime 

-_ ... _------------_ .. _ .... _. 
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hours. Technology is a double-edged sword, for while it enables a wider range of activities, it also 

drives a more hectic pace, and encourages people to feel that every one should be engaged in 

productive activity every moment of the day. Social changes, which place more value on efficient 

use of time, and value changes which place increased worth on acquisition of commodities, 

complete the contributions to the increased pace of contemporary life in the US and other 

industrialized societies. 

Banks, a theologian, does not make the direct links between capitalism and an abstracted, 

harried sense of time that Marxist economists and philosophers do. Linder and other economists 

caution anthropologists (and presumably other non-economists) not to be content with only 

cosmological explanations for cultural time perceptions. The western view of time as utilitarian, 

unidirectional and unrecoverable has generated a quantified conceptualization of time as "a 

scarce resource that ought to be optimally utilized (ZerubaveI1981:54), it is a sensibility cultivated 

by the Protestant Ethic which has been fully incorporated into the modern Spirit of Capitalism 

(ZerubaveI1981). Precaptialist societies are said to conceptualize time as free flowing and 

marked only by natural occurrences such as the movement of the sun and the change of the 

seasons. With the advent of industrialism and wage labor, time itself becomes a commodity to be 

bought and sold. Employers become concerned with getting the most for their money, 

implementing rules and practices to increase efficiency of their wage laborers. 1 As income 

increases, time spent on work becomes more valuable. Because it is desirable to spend more time 

working, less time will spent on leisure or nonproductive domestic activity. Commodities are used 

to give people more time. Lukacs (1971:90) sees the quantification of time as a consequence of 

commodity fetishism. As a result "time sheds it's qualitative, variable, flowing nature; it freezes 

into an exactly delimited, quantifiable continuum filled with quantifiable 'things'." 

Metaphors reveal the connections between cultural categories which are otherwise 

unconscious (Lakoff and Johnson 1980). The English language reflects the cultural belief that 
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time is a commodity to be bought and sold. Popular phrases such as "saving time, " "a waste of 

time," and "budget your time" utilize metaphors which reveal the conceptual link between 

commodities (money) and time which makes substitution of one for the other possible (Zerubavel 

1981). The phrase "time is money" makes the conversion overt, while purchase of products and 

services which allow the consumer to "buy some time" promise to turn money into minutes. 

Banks (1991) described technology as "double edged" because it contributes "both to the 

smoother running and to the more hectic pace of our society, to its maximization but also 

exploitation of time use ... " (Banks 1991:28). TIIC servant becomes the master when "time-saving 

products" require investments of consumers' time to learn how to use them, to actually use them, 

and to maintain them. Linder (1970:2) cautioned that "it is important to realize that consumption 

requires time just as does production." In addition, the efficiencies enabled by the products place 

greater demands upon the consumer to actually be efficient. In an age of high speed computers 

and fax machines, delays in productivity can no longer be blamed on slow equipment and the 

postal service. Likewise, products such as beepers and cellular phones, designed as methods of 

enhancing communication and giving professionals more freedom by providing a longer "leash," 

arc viewed by some as a choke chain because they can never claim inaccessibility. 

The unstable and uncertain nature of contemporary life creates a preoccupation with time, 

its passage, and the lack of it. According to Medilow 

The universe has proliferated into a multiverse leaving us bewildered and frustrated in our 
attempts to synthesise for ourselves a new harmonious and stable pattern of living and 
thinking .... We are confronted with an "open Gestalt" and cannot guess how and whether 
the configuration will be completed. This loss of assuredness has contributed to an 
urgency that relates closely to the modern absorption in time (1976:71-72). 

How Time Famine Affects Self-Medication Decisions 

The American cultural ideal of progress and productivity loathes slack time, and results in 

an impatience with illness. My informants talked about their impatience with being sick, and their 

inability to slow down unless it was absolutely necessary. Lorna, a teacher, said, "I just can't 

--- ------_._----------------- ----
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afford to have a cold. I hate to have a substitute at school. I hate to miss school. The kids hate 

it. It breaks up the flow. Everything. I just don't want to stay home." Gloria was among the 

other women who voiced similar feelings. 

Gloria: I don't enjoy being sick. I don't like it slowing me down. It take a lot to keep 
me home from work. Because of guilt. I don't ever want to be in a situation where even 
I'm questioning, where I'm wondering "Well I can be at work. I know I could." I want to 
know when I'm in bed, that I really belong there. And that no one can question that and 
that I'm not questioning it. You know I'll go to work until I really can't. Until it 
becomes just physically insane to be there. 

Fifty years ago, George Woodcock wrote about the effects of "the tyranny of the clock" 

affected health: 

Hurried meals, the regular morning and evening scramble for trains or buses, the strain of 
having to work to time schedules, all contribute, by digestive and nervous disturbance, to 
ruin health and shorten life (1944:266). 

These somatic effects of time stress arc one of the "diseases of development" (Gish and 

Feller 1979; Segall 1975) which arc introduced along with industrialization throughout the world. 

A growing literature from the allopathic as well as "alternative" medical community discusses the 

iatrogenic effects of time-related stress on health. My informants had also noticed a connection 

between stress and illness, and talked about how stress produced by time pressures could actually 

cause people to become sick. Sarah said she thought stress was a "big factor" contributing to 

illness in the U.S. "I think people do too much and they get all stressed out and they don't take 

the time to sit down and take care of themselves." Allowing for down time--a private time during 

unhindered by commitments and pressures--is an important way to relieve stress. Lydia, a single 

mom who was also trying to complete graduate school, spoke from personal experience when she 

endorsed stress reduction as a way to maintain health: 

So, part of the things I like to do for myself to reduce stress is to go hiking, spend a lot of 
times outdoors. I love to study outdoors, if the weather's good. Things like that. Just to 
get out and about. Sitting around a pbce where there's lots of trees, up in the mountains 
or something is real therapeutic for me .... That to me is taking care of me. And when I 
don't do, have these things. I've got to have a balance of everything. Whenever I don't, 
when things go bad it's just like, whoosh, there goes the health .... 1 need time just for 

.- ---.- _. ----
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myself. But whenever there's a lot of stress, my asthma kicks in too. It becomes a vicious 
cycle. 

Women's Health 

"I don't have time to be sick" was a phrase I heard often from women. Many of my 

informants echoed Sharon's comment "I've got to keep going. I can't afford to stop." Other 

researchers have also found that the multiple responsibilities of jobs, child care, home 

management, and social commitments offer women little time to give in to illness (Graham 1984; 

Litman 1971; Spring Rice 1939). 

Karen: I don't have time to be sick. Not with three kids [laughs]. No, I don't do much 
of that. There's always something to be done. There is. If I'm really feeling bad, I'll go 
to bed early. But it's a rare day that I would actually sit down and do nothing. 

Teresa: I think that that's probably what happens to most women. Especially if they have 
several children. They really don't take time to, you know, to luxury themselves the same. 
If they don't feel well. Unless you like have the killer flu or something and you actually 
cannot get up out of bed to take care of anyone. I think that's probably a common 
problem. I'm not sure. 

Women with jobs outside the home felt that they couldn't afford to take time off from 

work. Lost work time meant lost income, and sometimes jeopardized job security. Time taken off 

for personal illness also meant that less sick leave was available when children were sick and 

needed to be cared for at home. Tina, a hair stylist, said, "If I don't go to work, I don't get paid. 

I work, you know, [I get paid J by appointment. There isn't any paid time off here and there's no 

insurance benefits." Even though Maureen worked for a large company, she felt no better off 

when it came to taking time off for illness. 

Maureen: I can't afford to lose the day of work. And yes [my employer] has sick pay, but 
you have to, you don't get to draw it until after your second day of illness. And yes I have 
personal time that I can use, but I keep thinking "well, what if there's an emergency or?" 
And then I'd really, I'd like to save that for an emergency so if I call in sick to work, man 
I'm sick. I'm really sick and I've only ever called in ah, well when I first got pregnant with 
her and I had that food poisoning. I thought I was going to die. And then, yeah, I 
thought I was going to die so I called in sick. 

Women's responses to illness become more aggressive when time demands create 
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pressures to keep going. Women reach for medicinal solutions to aUeviate symptoms quickly, and 

to avoid having them "go into" something worse. This practice results in increased medicine use 

overaU, even among women who voiced a preference to avoid medicines as much as possible. 

Other researchers have noted a higher incidence of medicine use among women than among men 

(Johnson and Pope 1983) but often look for answers in the differences in morbidity rates between 

genders (Anson, Paran, Neumann and Chernichovsky 1993), or in gendered perceptions of illness 

(MacIntyre 1993). These reports indicate that women may be more aware of body signs due to 

experience with hormonal changes and pregnancy, and therefore may identify symptoms and signs 

of health problems before men do (SaltonstaIl1993). However, evidence from my informants 

seems to indicate that feelings that there is little time to be ill cause women to downplay illness, to 

keep going despite minor and sometimes major symptoms. The fact that women do not 

acknowledge sickness (in the sense of legitimized stoppage of work) does not lower medicine 

consumption, but in fact seems to drive its increase. Because women don't have time to slow 

down for illness, they choose to medicate their symptoms more aggressively, sooner, and overall 

more often than men. 

Claire: I don't think I got sick less often [before I had children] but when I got sick I got 
really sick. Because I would probably not treat it. And now I know I can't afford that. 
There are three other people depending on me in my house, plus my job. Losing my job 
affects not just me anymore. It affects my household, my husband, my children. Just 
more responsibility. So I do treat [my symptoms] sooner. 

Women acknowledged that they relied more on medical solutions to symptoms when time 

commitments prohibited rest or relaxation. Penny talked about consciously making an assessment 

of her day before deciding whether to take a pain reliever or aUergy medicine. She explained that 

on a work day she might say to herself "Let's see. What have I got to do today? Aw, I've got a 

lot of stuff to do. I won't have the time to go and sort of chill out." Other informants described a 

similar thought process. 

Gloria: If it was a weekend and I was feeling bad and I knew I was just going to be able 

_._-- .. _._----------
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to just basically around and maybe cook a few meals and what not, I'm less apt to take 
something than if I've got to be at work and to take something than if I've got to be at 
work and be on top if it, you know. That's when I'll start taking the Dristan or the, you 
know, carry the Pepto Bismol with me if my stomach's a little upset or. Yeah definitely 
more when I'm working." 

Tracy: If I knew that I was going to have to go to work all day long, I would definitely, if 
woke up with a headache, I would definitely take something. Or ask somebody when I 
got to work or something. Because you know that it's not going to go away .... Butif 
was ... like today [a Saturday], if I got a headache. I probably wouldn't think about it as 
much. I think you concentrate more on having a headache when you're like really 
working and you know, you really notice that you have it more than if you're just hanging 
out doing nothing 

Having too much to do and too little time to do it in is not just a problem for women who 

worked outside the home. Time management is also critical for the woman who works in her 

home caring for her children and managing the affairs of her household. It was just as necessary 

to make appointments to visit informants who were homemakers as it was for informants who had 

jobs. Any misperceptions I had that a homemaker's time was free or flexible was dispelled every 

time a "stay at home mom" pulled out her appointment calendar to see when she was available 

for anther visit. 111ese women also felt that they didn't have time to be sick, and also found that 

medicines provided a way to meet the demands of the day despite ill health. 

Teresa: If I have a headache I'll go get a Tylenol because I got to keep going. I've got to 
fix dinner and clean the house and take care of the kids and do laundry. I don't have 
time to sit on the couch and go "Oh, I really feel bad." 

Luz: "I guess being a mother to get over it faster I take medication. To get over things 
faster. Cuz even though I'm sick, I still have to get up and do the same things. I can't 
let it get in the way. 

Entitlement to care. Although women were quick to respond to symptoms which threaten 

their productivity, the demands of women's lives sometimes caused them to postpone curative 

therapies-osuch a seeing a doctor-- until the illness became quite severe. Amy once told me, "I 

walked around with hepatitis for like a month and a half before I knew that I had it cuz I was 

like, so busy taking care of the family that I couldn't allow myself to be sick." Other women also 

commented that they generally considered the health of family members above their own. 

- --- ----- -----------------
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Anthropological studies of entitlement and health care often focus on which members of 

the household receive medical care (e.g., Morsy 1977). These studies reveal that women often do 

without medical care because these scarce resources are allocated to male wage earners or to 

children. This also the case among my informants who had limited financial resources. My 

research suggests that it is not only medical care, but the acknowledgment of illness and the need 

for professional care which is a malter of entitlement. By saying that they do not have time to be 

ill, women not only forfeit medical care, but also relinquish access to the sick role and the 

opportunity it offers to legitimately refrain from productive labor. 

Every member of Claire's family--including Claire--suffered from a round of intestinal 

"flu" during the winter of my fieldwork. Claire described the illness episode as follows: 

Claire: Michelle was sick on Thursday, Stan was sick on Sunday and Kristen was sick on 
Tuesday. I would have preferred that they all got sick on Saturday and Sunday and had it 
all over with on thc weekend. I missed two half days of work with them. Not much I 
could do. 

When it was Claire's turn to be hit by the upset stomach and diarrhea which had caused 

her other family members to stay home, she "took one dose, two doses of Immodium AD. 

Because I just didn't want to miss any more work. It wasn't as bad as I'd been other times. It 

was just kind of a mild upset stomach. I just kept going." 

Although women were willing to take their children to the doctor when necessary, they 

were reluctant to take the time necessary to go to the doctor themselves. Marsha, who went to a 

government clinic for health care, described the waiting involved. 

Marsha: I think that's probably why I don't go. Because when you do go, it's Iike ... it 
opens at 12:30 and people are there at 11:30, and if you're not there when it, to get in. 
Cuz you know whoever comes, it's first come first served, and sometimes you can get 
there at 12:30 and not leave till three o'clock. And so I think that's what, I think that's 
why probably, you know, I just tough it out because, yeah, it's time consuming to go to it. 

The motivations for choosing self-medication over seeing a doctor are complex, and may 

include lack of money, conflicting medical ideology, negative experiences or fear. Another very 
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important factor driving women's decisions to avoid doctor visits for themselves is unwillingness to 

invest the time necessary to obtain professional care. This is not just a problem for lower income 

clinic patients. Patients at belonging to managed health care plans also report long waits for 

appointments and in the waiting room. This is often time not willingly spent, especially when 

other options to alleviate symptoms are available. Self medication is less time consuming. 

Medicines are often available from locations which are nearer to home than the doctor's office, at 

all hours of the day. If self-medication efforts work to solve a medical problem, it has been worth 

the small time and money investment to save the "patient" a visit to the doctor. Prescription 

strength medicines support the popular impression that visits to the doctors are unnecessary for 

many illnesses. 

One study of self-medication suggests that the time investment necessary to obtain 

professional medical care leads "people with a higher value on time" to self-medicate (Leibowitz 

1989). This group includes people with more education and higher incomes. Marsha's sentiments 

run counter to the common presumption that the time of the poor is less valuable than that of the 

more affluent. Nevertheless, the mentality pervades virtually all public aid services, whose limited 

resources consign those to be assisted to interminable, patience-taxing waits. 

Children's Health 

Popkin and Doan (1990) reviewed studies reporting on the effect of women's time 

commitments on maternal and child health in less developed countries. They found that studies 

of women's time allocation seldom consider its effect on the health of different household 

members or how changes in one activity relate to the full set of activities this person or others in 

the household undertake. Nevertheless, several studies and reports from international 

development agencies indicate that demands on maternal time directly affect child health and 

nutrition. Many of these studies focus on breast feeding, food preparation, hygiene, and the 

effects of women's participation in the labor force. A smaller body of literature from studies in 

-------- --- ----- ------------------
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developed countries studies discusses maternal employment and child health from the perspective 

of access to professional care. While employment makes professional care more accessible 

financially, the constraints of a job schedule make timing of doctor visits more difficult. 

The scheduling of time "keeps the claims of each from interfering with those of the 

others" (Parsons 1951), and limits the amount of an individuals' involvement in anyone activity. 

While schedules protect workers from endless encroachment into personal time from the work 

world, it also imposes rigid controls upon also restricts the amount of personal activities which 

may be conducted on "company time." Women experience the rigid compartmentalization of time 

as a conflict between the demands of work and the need to take children to the doctor or to stay 

home with a sick child. 

My informants who worked outside the home agreed that it was usually up to them to 

miss work when children got sick. A few women reported that during extended illnesses, both 

parents might be involved in caregiving, alternating the days each parent was absent from work. 

When conflicts between need to care for a sick child and the need to go to work arose, women 

evaluated medicating their children, to make them comfortable and to mask symptoms so the 

children could continue to attend school or day care. Claire explained the decision making 

process she went through when one of her children became iII during the work week. 

Claire: I'm responsible for what I do at my work and I like what I do, and if they're sick 
and I feel like I have to be away from work, I feel guilty about leaving my work there for 
other people to do, or because the clients that I handle depend on me, if I'm not there, 
they don't have anyone .... And that's stressful. Real stressful. 
NV: So what happens, uh, when you wake up and somebody says "I have a stomach ache" 
or ... 
Claire: If they don't throw up, they go to schooL.!f they have a fever, they don't go .... At 
day care, jf they had run a temp they'll call me and then I leave and come get them. 
Depending on the time of day it is, I'll either stay home with them the rest of the day or 
get them to a doctor's and to my grandmothers. Or whatever it takes. At day care, where 
they, where they go, they will not give them [medicine] without a doctor's prescription or 
a note. So, if they wake up with temp and I don't have a doctor's note handy, I give them 
some and then we go to school and we pray that the temperature doesn't go up during the 
day and they don't call me .... I don't know. I don't feel like it's the best way to care for 
them, ... and I, I feel guilt a lot about it, you know. I'd rather stay home with them and be 
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with them all day and. You know she woke up Friday morning just kind of feeling funky, 
and I could, you can just tell when they're feeling funky and, and I wanted to stay home 
with her all day and cuddle her. And I didn't. I went to work instead. It was like, 
"ooooh." It's difficult. 

The substitution of goods for time occurs when the relative value of time exceeds the cost 

of purchasing goods (Becker 1965). One form of goods-for-time substitution occurs when 

additional income from maternal work is used to purchase goods such as prepared foods and child 

care (Popkin and Doan 1990). Compensating for lack of time to spend with children by giving 

them gifts is another example of goods-for-time substitution (Linder 1970). Giving children 

medicine instead of bedside attention is still another. 

The increased need for both parents to work (or in single parent households, for that 

person to work) means that the amount of time available to nurse sick children is diminished. 

Love and care must be provided in other ways, and often a medication may be substituted for 

personal attention. Medicines have become infused with animate qualities by promoting the idea 

that compassion and concern for one's children can be supplied through commodities such as 

cough syrup. Pam talked about this substitution of goods-for-time: "When I can give [my 

children] medicine and know that they're not hurting any more, that they're feeling better, then I 

feel good. Even though I know it wasn't me that did it. It was the medicine that did it." 

Advertising for medicines accomplish this feat of commodity fetishism by associating 

medicine use with stereotypes and symbols that define "desirable social relations" (Goldman 

1992:81). These ads dramatize the time pressures inherent in American life and promote products 

as the logical solutions to these pressures. The ads acknowledge that time constraints make it 

difficult to provide traditional remedies and home care, while at the same time sanctioning their 

replacement with commodities. The depiction of a mother caring for her sick children--bringing 

them from sickness to health, relieving their suffering-- makes medicines prized not only for their 

use value (e.g., reducing fever), but also for their exchange value as an idiom of concern (Nichter 
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and Vuckovic 1994). 

It is important to recognize the double responsibilities borne by women in many cultures. 

Taking on wage earning responsibilities is in addition to responsibilities of child care and 

management of the household. Without recognition of the dual standard, gender gaps in the 

domestic sphere, it would be easy to blame women for their families' health problems 

Some analysts, failing to acknowledge the financial necessity of wage labor for many 

women who arc also mothers, claim that children would be better off in many respects if women 

stayed at home (Mattox 1990). No doubt statements like Claire's would lead some of these 

analysts to suggest that working women arc to be blamed for the ill health and "irresponsible" 

over-medicating of their children. We must be careful to understand that it is employment 

insecurity, rather than lack of concern, drives women to seek medical alternatives to staying home 

with sick children. 

As Claire noted, when an illness is considered severe, women do make arrangements to 

be at home or to have another family member or friend care for their children. When Claire's 

children had chicken pox the previous last winter, her mother-in-law flew in from Missouri to take 

care of them so that Claire wouldn't have to take a week off. A woman's decision to take time off 

of work and stay home with a sick child is often frowned upon by employers, and threatens her 

job security and ultimately the welfare of her family. Several women spoke about their employers' 

negative reaction to their requests for time off for child care. Sarah said: "A couple times, I 

stayed home with [my son]. They don't like that .... I know they don't like you taking time off to go 

and do anything, like even in an emergency they don't like you taking time off. They don't like 

that." 

Expectations of Medicine Demonstration Effect 

The American cultural preoccupation with efficiency which was spawned by 

industrialization goes hand in hand with a utilitarian concept of time, and indeed would not be 

------ ----------- ------------
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possible without it. Industrialization is primarily responsible for Westerners' "almost eultie 

attitude toward efficiency" (ZerubaveI1981:57), but the utilitarian orientation toward time is not 

limited to the industrial domain alone. The quickened pace of life experienced by contemporary 

Americans favors all commodities (both people and products) which respond quickly to the 

demands of a situation and work efficiently to optimize production. A mentality of time obsession 

(Medilow 1976) alters expectations such that pUllctuality and the ability to "get to the point" 

become valued traits not only of employees, but of friends and inanimate products as well. The 

same mentality that leads people to expect punctuality from people (Jeanniere 1977; Linder 1970) 

leads them to expect promptness from medicines. When applied to medications, expectations of 

punctuality and rapid access manifest as demand for fast relief and rapid transformations from 

illness to health. When "instant gratification" (instantaneous relief) is not forthcoming, individuals 

may consume greater amounts and varieties of medications. Lydia routinely doubled the dosage 

of ibuprofen, which she took for headaches. She said, "If it says one tablet, I take two .... I want 

pain relief immediately." Other women reported that they became impatient when medicines 

failed to show some effect within a given period of time. 

N.V.: If yon take the aspirin, how soon do you expect to be feeling better? 
Mercy: I usually say about 10 minutes. Ten, 20 minutes it should be and if not, then I'll 
take another aspirin. But sometimes, I do take like, if it's extra strength, then I think 
"No, I'll wait a little while" to see if it works. I'll wait longer. And if not, I'll just take 
more. 

No Time to Wait for Natural Remedies to Work 

Although women thought that herbal and homeopathic remedies would be a safer or 

more natural way to care for themselves or their children, they found that they didn't have the 

time to wait for these slower-acting natural products have an effect. Women felt that because of 

their need to continue with daily responsibilities--both at work and at home--and needed relief as 

quickly as possible. Tina believed that vitamins and herb teas could help treat many illnesses, but 

"they take forever and no one has forever." 
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Just as there was no time to wait for slower-acting herbal cures to have an effect, nor was 

there time available to engage in therapies like brewing tea or taking a few quiet moments to sip 

it. Naps and relaxation often cited as effective and desirable treatments for ailments such as 

headaches, were seen as a luxllrY mothers can seldom afford Amy, a single mom with three 

children, talked about her shift from natural to faster-acting aUopathic medicines. 

Amy: } think before} had kids and after I moved here, um, I was reaUy into learning 
about naturopathic or homeopathic medicine. So I probably would have given my body 
more of II chance to fight whatever it was with whatever aid I could find. Herbs or 
tinctures or whatever little magic potions [Iaughs1 I could come up with. Urn. But now} 
reaUy feel like I just can't afford to have that time. Maybe it's because I'm a mother, I 
don't know. There's no one else here to do anything, so I need to be able to be up and 
running. And they [allopathic medicines] do have a tendency to get you up and running 
faster than anything else .... } recently had a sinus infection and I, I really couldn't afford 
that time out. 1 me lin there's just no, there's no one that's going to take care of me when 
I'm sick so 1 need to like nip it in the bud. Even if that means taking extra antibiotics. 

Herbal therapies were not only slower acting. They also took time to prepare, as well as to learn 

the appropriate herbs to use for particular illnesses. Sarah said the time investment necessary to 

use herbal therapies was the reason why stopped using them. She said, "I guess I just got lazy. 

You know. It got easier for me not to do it." 

As I have just demonstrnted fast acting medicines arc valued for their efficiency. Other 

drugs classified liS efficient were those which treated several symptoms in a single dose. Mercy 

told me "I think 1 like the Contact best. Takes care of 50,000 symptoms." Multi-symptoms drugs 

are an encapsulation of Linder's (1970) "simultaneous consumption," the consumption of more 

than one product at the same time ill lin effort to achieve efficiency and maximum usc of time. 

These medications, which represent a single product opportunity to engage in polypharmacy, also 

represent a late capitalist emphasis on flexible accumulation--the ability for rapid and specialized 

response (Harvey 1989). Products which treat a multitude of symptoms can be used at one time 

for one purpose lind "reskiUed" to treat another illness at another time. Multi-symptom products 

thus promote time efficiencies by eliminating the need to run out to buy specific medicines each 
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time a family member gets sick. 

Non-Drowsy Formulas Promote Productivity 

Allergies were a recurrent, chronic problem for several of the women I worked with, as 

well as for many people in the study area. For my informants with allergies, they were frequently 

coping with symptoms which interfered with their ability to work and meet responsibilities. Some 

relied on prescription medicines, but most self-medicated with an array of allergy medicines. 

Women said they needed to be careful in their choice of treatment for their allergies, 

because products used to alleviate them might have side effects which would also hamper 

productivity. A primary concern in terms of side effects was the drowsiness caused by 

antihistamines in allergy products. Despite the fact that they were perceived to be less effective, 

women preferred to take daytime formulations to treatment their allergy symptoms during the 

workday. Carolyn, who counted on h<lving six to eight weeks of severe allergy symptoms every 

spring, was well aware of the importance of choosing the right medicine. She said: 

I'm really looking for something that's a no-drow!.), formula because of needing to work 
and needing to keep going. But I can't be drowsy and function. On what I'm doing, 
talking with people. You can't talk specifics when you're in the ozone. 

The popularity of non-drowsy formulas of cough and allergy products is evidence of the 

American need to continue functioning despite illness. Advertising campaigns for these products 

capitalize upon consumers' desires to "turn a sick day into a work day" so as to avoid losing time 

to illness. Women recognized that they could regulate side effects through deliberate choice of 

particular medicines at particular times of the day. While it increased their agency over illness 

and enhanced their opportunity to self-regulate medicines, it also increased the number of 

medicines each women had to buy. 

Carolyn: Triaminic seems to work good for me at night time. It has acetaminophen in it 
as well as whatever decongestant. It makes me real tired. And I'll take that at night, to 
sleep, and then the Tylenol Sinus during the day. Which doesn't make me as tired. 

The pharmaceutical industry, in an effort to keep consumers loyal to particular brands, 
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package daytime and nighttime formulations of their medications together in convenient packages. 

Consumers are sold the convenience packs with the assurance that they can now have "the right 

medicine at the right time" (Contact Day and Night), without having to choose (and buy) separate 

packages of medicine. 

Allergy medicines (antihistamines) are interesting and important to consider because, in 

light of a discussion of time constraints, their side effects can be both undesired and desired. 

When productivity is important, sleepiness is often experienced as a negative side effect of 

medicines. The sleep-enhancing quality of the same product becomes a desirable side effect at 

night, when sleep is desirable. It is so desirable on occasion that antihistamines are sometimes 

taken with the expressed purpose of inducing sleep. Since many thought that sleep was a time 

when the body rejuvenated and healed itself, sleeping well could help a person get well faster. 

NV: Are side effects, like sleepiness, sometimes desirable? 
Donna: Yeah, there are times when I'm so sick, that I'll go ahead and take Nyquil or 
something. But invariably, the next day I stay sleepy. So I really stay away from this if I 
possibly can. But if I get 11 little poopy sometimes and I really can't sleep, I'll have to 
take something like Nyquil or something. 

Sleeping Efficiently 

Efficiency and need to be productive at all times has been extended to the most leisure of 

our leisure time--sleep. The colonization of sleep time leads people to resort to medically 

overcome the insomnia "which threatens to make their nights unproductive (Linder 1970: 50). 

Many find it difficult, after a day of constant business, to relax sufficiently to go to sleep. 

Likewise, a daytime of efficient productive leads to the expectation is that sleep must also come 

immediately and efficiently. Insomnia "causes people to resort to drugs once again in order to 

avoid losing time because of an uncooperative body. 

The proliferation and popularity of "night time" OTC products provides evidence of 

American's desire to be efficient, even in sleep. My informants found night-time products useful 

for two reasons. The first was to make the night productive in terms of accumulating rest, so that 
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they could get up the following day and get their work done. Teresa explained: 

When I go to bed is when I usually notice my back has hurt all day and now it really hurts 
a lot because I'm laying down and it's real tense. It's real tight and it's hard to relax to get 
it to stop hurting. And everybody else is snoring and you're just like huh "I've got to go 
to sleep or I won't be able to function tomorrow." I'll get up and pop a couple Tylenol. 

Carolyn: Urn. He and I both work real well with the Triaminic, what are they, cold 
tablets. The heavy duty ones. Taking one at night. Again relieves our symptoms so we 
can sleep because we've got such busy, hectic days. His being a long work day and mine 
being caring for the girls and getting them to day care and getting into work and getting 
through my workday. 

No Time to Remember 

Studies of adherence to medical prescriptions which focus on self-regulation report that 

daily life schedules and the inability to remember or take medicines on time are an important 

reason why patients do not follow the medicine regime prescribed by their physicians. Some of 

my informants said they sometimes got so busy that they forgot to take medicines. 

Becky: Um. Sometimes I'll get a headache and I'm so busy that I forget that I have a 
headache. And then later on it's, you know, I don't have a headache anymore. I'm like 
hey, I meant to take some aspirin but I you know, some Tylenol, but I still forgot. Urn. 
But just when, just when it, the veins on the side of my temples like kind of start pulsating 
and .. and also and if I have the time. [laughs] 
NY: To take something? 
Becky: Yeah. Cuz lots of times I'm just so busy that, you know, I forget. But if it's, if it's 
really hurting urn, then I will. Where I'm more apt to take it if I have time, like if I get a 
headache at night or something and the baby's already asleep. Then I will, you know, 
take something. 

Time-released medicines were valued because they eliminated a more frequent need to remember 

and then to stop and take medicine. 

Mercy: Time activated, you only need to take one every 12 hours, you know. I prefer to 
take ah, like my er-, the erythromycin I'm taking. You can choose to take it one tablet 
four times a day or two tablets every 12 hours. And that's what I do. I take it two tablets 
every 12 hours because I'd rather, and it probably would be more effective if I took it. 
Because you want to keep that constant stream and you know steady amount in your 
body. But I prefer to go with the less frequency. 

Although many women kept vitamins on hand, they and their families took them only 

sporadically. Many women explained that they often forgot to take vitamins or give them to their 
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children until someone started feeling ill. Time constrains and the stress it causes lead some 

women to take things like vitamins to counteract stress or to avoid investing time in healthy 

behaviors. 

As a routine preventive measure, vitamins were difficult to remember because they had no 

obvious demonstration effect. Mercy said "You know, with vitamins you don't notice the benefit. 

Maybe, you know. Whereas with other drugs you do. You know you get that instant feedback. I 

think that has something to do with it." Gloria explained that fitting vitamin taking into her daily 

schedule was more hassle than it was worth to her. 

[Vitamins are] just one more thing in my life I don't need, is to have to worry about 'I've 
got this pill here and that pill there and my vitamin c here.' I hate the hassle of taking 
aspirin. I never took my prenatal vitamins. Which may be irresponsible on my part, but 
it was just one more damn thing in my life that was. You know, it's hard enough in the 
morning to get up and get going .. .!f you could get a shot once a decade that had 
everything in it. I'd take vitamins if you could get them in a month-long patch. 

Medicines as Time Saving Devices 

Americans are acutely aware of time pressures in their lives. Should they for a moment 

forget, they will be quickly reminded by employers, friends and the popular media that they live in 

an increasingly time-pressured, fragmented world. Work deadlines and lunch on the run mark the 

work days of many. Friends have "no time" to call or visit. Articles in newspapers and magazines 

offer readers "Ways to Stretch Your Day"--tips about managing time in the office, the home, and 

the even in the bedroom or offer. This recognition that time famine is an inherent part of life in 

late 20th century America gives people license to do "whatever it takes" to maintain some quality 

of life in the midst of the ceaseless press of the time demands. If time, chronos, is "the point of 

decision" (McCullough 1991), then the decision is to utilize every possible aid to keep up with the 

pace with the world. 

Time saving products and services dominate the market and captivate the minds and 

wallets of Americans. An array of time-managing tools from calendars to self-help tapes to 

------------------ ------ ----- -------
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computer programs are being sold help the user maximize every minute of hislber day. These 

commodities--ranging from food processors to fast food restaurants, computers to car phones-- aU 

have one attribute in common. By purchasing them, the consumer hopes to buy time. 

Commodities have the ability to "create" time not only because they permit users to do things 

faster, but also because they enable individuals to do multiple tasks at the same time, what Linder 

(1970) has termed "simultaneous consumption." Thus, armed with car phone and fax, an 

executive can begin the workday while driving to the office. The working mother can stay late at 

the office and still provide a nourishing meal for her family by stopping for fast food on the way 

home. 

The traditional zero-sum relationship among the duration of different activities, in which 

time can be spent on one activity only at the expense of time spent on another, is defied by 

carrying on several activities simultaneously (ZerubaveI1981). Multi-tasking gives the individual 

the perception that slbe is in control of time and therefore in control of hislber life. Medicines, as 

commodities functioning in a materialistic culture, possess time-management and multi-tasking 

attributes in that they enable consumers to have more productive time by eliminating "slack time" 

caused by illness, behavioral difficulties or biological functions. Certain products, such as non

drowsy formulations, permit multi-tasking of by aIlowing an individual to care for herself (or for 

her children) and sliII be able to go to work. Products formulated to care for multiple symptoms 

promise multi-tasking of another sort by virtue of their ability to treat several symptoms at once. 

In a tight economy where jobs are scarce and futures insecure, keeping up is critical to 

survival. Often, keeping up is not sufficient. Once must also keep ahead. The need to constantly 

compete, to constantly be productive can turn even smaU illnesses like a headache or a child's cold 

into a catastrophe. Medicines provide a means of coping with a situation which is out of control. 

Medicines are valued because they eliminate the need to devote time to sickness or 

healing activities, or to the down time necessitated by ill health. Like other commodities, 
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medicines become items which can make the consumer more efficient (Linder 1970) and so join 

the ranks of other time-management products. Pain relievers are valuable because they take away 

a headache quickly or eliminate aches and pains, thus permitting a person to continue to work. "at 

your best." Nondrowsy cold and allergy medicines permit a person to keep going without 

sneezing, coughing or otherwise disturbing clients and co-workers. 

Medicines are being used to buy piece of mind in an environment of economic 

uncertainty. Late capitalist economies demand bodies "conceived in terms of flexible 

accumulation," that is, prepared for rapid and specialized response (Harvey 1989; Martin 1992). 

The speed-up of the processes of labor and the intensification of the des killing and reskilling 

which are perpetually required further contribute to perceptions that time is compressed. Time 

pressures drive an increase in consumer demand for rapid response, time-released resources which 

enable individuals to adapt momentarily to the stress of job or family responsibilities. 

An intimate relationship exists between temporal regularity and social control (Eichler 

1991; Thompson 1967; ZerubaveI1981). Simply put, those in power exert "time discipline" by 

controlling the time of those with less power. In the case of industrial capitalism, a laborer's time 

becomes the commodity which is sold to employers in exchange for a wage (Thompson 1967). By 

selling hislher time, the worker relinquishes control of these hours to the employer. The value 

assigned to a person's time is based on the role of the individual, so that those with little or no 

power are seen to have negative time value (Eichler 1991). Their time isn't worth much. In 

therapeutic contexts, waiting is an indicator of power. Those without power--the patients--are 

made to wait by those in power--the physicians (Eichler 1991). 

Use of medicines among my informants is an attempt to make the best of what is 

perceived to be an unchangeable, taken-for-granted situation. Medicines,like other time-saving 

commodities, appear to shift the time-power differential in favor of the individua~ placing her in 

control of time is spent. In essence medicines are used to beat the clock by increasing one's own 

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



204 

capacity to be productive. It is an attempt to "maximize restricted flexibility" (Graham 1984) and 

to create ones "own private harmony" in uncertain times (Linder 1970). 

From a clinical perspective, increased use of medications in response to constraints on 

time may actually be creating biological disharmony. The need for quick relief prompts more 

frequent use of medicine, as well as use of greater amounts of medicine. TItis practice in turn 

leads to reduced tolerance for symptoms --desire to eliminate symptoms at the first sign of 

potential illness, or to prevent symptoms from ever appearing. It raises the risk of over

medication and adverse drug reactions, as well as the tendency to medicate for conditions which 

are nonpathological. 

Reducing thresholds of discomfort may lead to greater use of medications to treat physical 

illness and psychological distress through medications, rather than through use of longer-term, 

behaviorally oriented techniques. The habitual use of vitamins, laxatives or antacids to counteract 

poor nutritional habits is one example of this process. Lowered thresholds of tolerance not only 

result in greater use of medications, but also prompt pharmaceutical manufacturers to expand 

their product lines in response to perceived consumer demand. This schizmogenic cycle 

perpetuates itself as the increased availability of products spurs additional changes in threshold 

and consumption of medicines. The increased availablility and use of medications brings an 

alteration of what is considered "normal" or "natural" (Vuckovic and Nichter 1994). Symptoms 

and behaviors become masked by greater use of medications, prompting new criteria for judging 

acceptible measures of health, illness and behavior. 

The compounding nature of this action may be obvious to analysis but is not apparent to 

the lay population. To paraphrase Bourdieu, practice is about accomplishing some immediate goal, 

not about analyzing far reaching consequences or examining ideology. 

Chapter Summary 

The effects of time famine on self-medication practices arc multiple and often insidious. 

--------------- --
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To begin with, time pressures often create symptoms which necessitate treatment response. 

Informants commonly pointed to time constraints and associated stress as the cause of headaches 

and migraines, as well as other health problems. Secondly, lack of time, the need to get to work 

or stay at work, and too many tasks at work and home prompt the quick use of medicines to 

alleviate symptoms quickly so that work can continue. Third, despite a desire to use non

medicinal or herbal responses to ailments, allopathic medicines are often used because of their 

quick-acting properties and ability to treat multiple symptoms with a single dose. 

Among my informants, the need for mothers to work often resulted in increased medicine 

use, both for women and children. Increased demands upon a woman's time caused her to treat 

an illness sooner (e.g., take a pain reliever for a headache at first sign) or to treat symptoms that 

she might not othelWise treat, had she the time to take other measures, such as relax or sleep. 

Similarly, the need to go to work caused women to treat their children's symptoms sooner, so that 

the women wouldn't have to miss a day of work to care for a sick child. Limits on maternal time 

also cause women to rely on medicines as a substitute for care. They feel that although they are 

not available to spend time comforting a sick child, the medicine they provide can bring comfort 

by reducing the severity of the symptoms. 

The hastened pace of life also created increased expectations of medications' 

demonstration effects. As a result, medicines which are marketed as extra-strength or prescription 

strength are popular because they promise fast, dramatic, or long-lasting effects. If these effects 

arc not forthcoming in a given time, additional medicines might be taken. 
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CHAPTERS 
PRODUCfION OF HEALTH AMID FINANCIAL CONSTRAINTS 

Wealth Equals Health 

In previous chapters I documented how the commodification of health has transformed 

medicines into entities endowed with the power to manage time and symbolize care giving and 

interpersonal concern. In this chapter I examine how health insurance status, which provides 

access to the commodities of health--namely professional medical services--functions as a marker 

of class status, separating those who can obtain health care from those who cannot. I demonstrate 

how medicines arc used to mitigate these differences in status, allowing those without insurance to 

create a facsimile of the professional health care system, albeit by paying significant time and 

inconvenience costs in lieu of the ability to expend cash to "buy health." 

Health commodification--the process by which health becomes conceived of as a state 

which can be obtained through consumption of commodities--inverts the popular belief that health 

is wealth. If health is something which can be purchased, it follows that those with more financial 

resources have greater opportunities to be healthy. In essence, wealth becomes health (Nichter 

1989). My lower-income informants often spoke of health as a possession of people with enough 

money to purchase health enhancing products. "Health is for the rich" Sarah told me, explaining 

that organic foods and vitamins which could reduce the risk of cancer were "only for wealthy 

people" because they were "really expensive." 

Good cheese, good breads, all that. Even the good breads are really expensive. You 
know. You can go buy Fry's bread two for a dollar. Three for a dollar. But if you buy 
the health bread, you know, if you buy the whole wheat or the Health Nut bread or 
whatever, it's $1.79 for a little loaf, you know. That's why a lot of people that are on food 
stamps are unhealthy. 

Access to medical care has become an implicit marker of social status in the United States 

(Vuckovic 1992). Affluent families generally have very good health plans--a perk of their high 

income jobs. As income decreases, so is the likelihood of being without health insurance, so that 

-- ---------------------------- ---
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lower income individuals comprise over 60% of the nation's uninsured (Westerfield 1993). A 

tiered health care delivery system has evolved in which the services people get are directly related 

to their financial ability to pay for them. The population has become divided among three groups: 

1) those who have health insurance coverage and can obtain the best and latest in health care, 

2)those who are on government assistance programs and receive another level of health care at 

the cost of time and convenience (and sometimes dignity), and 3) those who are uninsured or 

underinsured and who can not afford to obtain any kind of professional medical services except in 

extreme situations. 

The second way in which health insurance status marks class status is related more to 

standard of living than to actual income. Some uninsured women I came to know had lifestyles 

which by all external measures--jobs, housing, cars, clothing--would make them appear financially 

comfortably. Yet because these individuals lacked health insurance, they experienced a lower 

standard of living than their counterparts with similar incomes. The future threat of illness or 

accident, and the devastating effect these events could have on personal finances, lowered their 

present quality of life by increasing stress and frustration. 

For the woman who is uninsured and financially unstable, tbe threat of future 

emergencies is compounded by the day-to-day concerns of finding and providing health care for 

herself and her family. For this segment of the uninsured population--the working poor--not only 

health insurance, but basic health care often is financially out of the question. It is this group of 

individuals who form the basis of the discussion in this chapter. 

The status associated with health insurance was evident to those without it. Sarah's 

description of the health seeking behavior of her coworkers was colored by her envy of their 

ability to seek professional care whenever they wanted. Although none of the women got health 

insurance benefits from their low paying jobs, Sarah's co-workers "were always going to the 

doctor." Sarah reasoned that "Their husbands must have good health insurance because it looks 
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like they're always going. But now there's no health care in this family." 

As noted in Chapter 3, health insurance status can vary greatly within a single household 

and for specific individuals over time. These changes create fluctuations in individuals' social 

status, and may influence decision making on a variety of levels. 

Historical Overview of Increasing Costs and Decreasing Access 

The 1960s saw the creation of the Medicare and Medicaid programs, and set up a system 

of spiraling costs by paying doctors and hospitals whatever they billed, i.e. "Usual and customary 

charges." Private insurance agencies followed similar guidelines. Health care became lucrative 

business, with stocks in companies like Humana rising from $8 to $84 in a single year (1968). 

Hospitals and physicians could cover care given to indigent patients by "cost shifting" to patients 

covered by private or government insurance. The generous financial climate spurred the 

technological expansion of the 1970s. This in turn led to a rise in patients' expectations about 

what medicine could do and the type of services to which they were entitled. Not surprisingly, the 

likelihood of malpractice litigation began to rise at this time, as patients demanded more tests, 

earlier detection of disease, and miraculous cures. This in turn drove an increase in the number 

of tests doctors ordered (to cover themselves legally) and the prices they and hospitals charged for 

their services (to cover costs of increased malpractice insurance). Health care was plentiful for 

much of the country, fostering the belief that health care was the right of every American.' 

By the 1980s it was evident that health care costs were out of control. During the Reagan 

era, marked by "tightening of the belt" policies and shift of responsibility from government to the 

individual, measures were taken to contain costs. Diagnostic Related Groups (DRGs) were 

initiated in 1983, whereby a set reimbursement level was established for every medical procedure.! 

1 DRGs are a system for classifying patients by diagnosis, need for treatment, age, and 
outcome. Each DRG category is assigned a reimbursement rate based on the average cost per 
procedure per average patient. If a patient's costs are less than the fixed rates, the providers keep 
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The government as well as private insurance companies would reimburse doctors and hospitals for 

this amount and no more. Medical providers were given the incentive to provide care at the lowest 

possible costs, if they hoped to reap profits from their health care activities. It became 

increasingly difficult for providers to recoup "losses" incurred by providing charity care to indigent 

patients. 

'The late 1980s saw expansion of prepaid health plans, such as health maintenance 

organizations. Although federally authorized in 1973 with the HMO Act and begun 

experimentally as early as the 1940s, prepaid health plans gained widespread popularity only in 

the 1980s as the emphasis of health care shifted to prevention and early treatment. The objective 

of prepaid health plans was to take care of illness early, before it became detrimental to the 

member's health and to the provider's bottom line. Of the 19 women who had private insurance at 

the close of my fieldwork, 16 belonged to a prepaid health plan. 

By the 199Os, it was generally acknowledged that health care costs were growing at 

untenable rates. Americans were spending $733 billion dollars on year on medical care, nearly 

double spending levels of a decade earlier. They were expected to double again in the course of 

the coming decade (Time, November 25, 1991). Waste, excessive paperwork, a shortage of 

primary care physicians, and uses of extraordinary measures to save and extend lives all 

contributed to the increases. At the same time that health care was becoming more expensive, 

health insurance to cover the costs of these expenses was becoming harder to come by for the 

average American. In 1980,74% of all employees covered by health insurance had their insurance 

paid in full by their employers. By 1988, the level of employees with fully paid coverage dropped 

55% (Westerfield 1993). 

Discussion of a national health insurance began in the 1930s. Since that time, despite 

the difference as profit. If charges are higher, the provider must absorb the extra cost. If acting 
efficiently, the providers' costs were to average out over time (Notman et al. 1987). 
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repeated national polls which indicate that Americans favor national health insurance, initiatives 

to pass such plans have been defeated. Opposition to national health insurance has been (and 

continues to be) voiced most vehemently from the American Medical Association and the 

insurance industry. (See Chapter 2 and Weiss [1992] for a more complete discussion of the 

attempts to establish a national health insurance system.) 

Prospects for Universal Coverage 

When I talked with uninsured women about the debate over universal coverage and 

prospects for health care reform, thcy all agreed that "something needs to be done" to improve 

the situation for people like themselvcs. "There are a lot of people in the middle that need help," 

Sharon said. "And there's a certain minimal amount of care that should be a right, and not a 

privilege." 

Few womcn expected any changes in the current system of medical care delivery because 

of the major changes they believed were necessary to make widespread, lasting improvements in 

the system. Shelly echoed what other women told me by saying, "the only way I can see it is it 

would have to be a total upheaval of the medical care industry. And I don't see that happening." 

Even those who were more hopeful about change conceded it wouldn't happen any time soon. 

Darlene summed up this feeling: "I don't mean to be pessimistic, but it just takes a long time for 

society to make changes. It doesn't happen overnight. And it doesn't happen in years, 

sometimes." 

With pragmatic pessimism, uninsured women felt they would need to continue taking their 

families' health care into their own hands. 

The Uninsured and Underinsured 

Money--or lack of ito-is a factor which affects health decisions for many individuals. It 

particularly affects individuals who have low incomes and lack health insurance. Lack of money 

also affects access to health care for another group of individual. These individuals, called the 

-----.---... - - ----- .. -. ------------_.---- ---
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"the underinsured" in popular and political discourse, have health insurance. The problem is that 

the coverage provided by these plans is minimal, and usually requires that the recipient meet large 

annual deductibles (minimum charges) and share a significant portion of subsequent medical bills. 

Not Having Enough Coverage 

For those who have indemnity coverage (plans which cover hospitalization, but do not 

cover doctor visits or prescriptions), out-of-pocket costs for doctor visits and prescriptions can 

severely tax the family budget. When Gretchen's infant daughter was hospitalized for an acute 

asthma attack, the bills mounted quickly. The family's insurance company paid for a large portion 

of the costs, but only after the $2500 deductible had been met. The family's portion of the final 

bill was financially devastating. 

Gretchen: It's bad enough that your kid's in the hospital. Then it's like the counter's 
running in your head. These dollar signs going "tick tick tick tick" every minute. Every 
tiny thing they use in the hospital, whether you use all of it or not, it goes right on [the 
bill]. $5,000. There's no way I can pay that. It's so hard. 

Even those who have employer-provided coverage by health maintenance organizations, 

considered by many to be the "Cadillac" of health care plans, may have a difficult time affording 

the other costs of obtaining prefessional care: time off from work, office visit co-payments, or 

charges for medications which are not covered under the health plan formulary. 

Maureen and her husband both had health insurance through their employers. Maureen's 

job didn't pay much, and most of what she earned was spent on daycare costs for their two 

children. Her husband's job in construction meant work was sporadic, and even in the best of 

times could be suspended by bad weather. Maureen watched every penny, trying to keep her 

growing children well clothed and fed, and to provide a few luxuries in their small mobile home. 

She tried to put money away for the times when her husband wasn't working, but if this went on 

for extended periods of time, as it did during the rainy year of my fieldwork, money was tight. 

Even though their insurance only required a $10 copay for office visits, Maureen said "sometimes 
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it's kind of hard to find $10. You know it doesn't sound like a whole lot of money, unless you 

don't have $10." 

If health insurance is not an employee benefit, a decision to purchase individual coverage 

means the commitment of a significant portion of the household income. An investment in health 

insurance often means that the family must forego other conveniences and luxury items. Julie and 

her partner decided when she got pregnant that they and their child needed health insurance 

coverage. Since neither of their employers contributed to employees' insurance, Julie and Wes 

had to bear all of the costs for the family's health insurance, which amounted to almost $3000 a 

year. Health insurance premiums took a big chunk out of the family's disposable income, making 

it impossible for the family to move to a bigger apartment, or for Julie to buy her daughter the 

clothes and toys she wished she could afford. Still, in Julie's mind, the cost of insurance was worth 

it for the peace of mind it brought her. 

To me it's really good that I know that [my daughter] can go to the doctor and if anything 
happened to me, you know, I could get treated and stuff like. So we all have insurance, 
but we pay a lot of money. A lot of money. 

The Poor and Uninsured 

Consistent with national statistics, the majority of uninsured women I worked with could 

be classified as "working poor" (Bazzoli 1986; Butler 1988). This term has surfaced in economic 

and political discussions to identify individuals who are gainfully employed, but whose wages leave 

them only slightly above the poverty level. Members of this economic group generally work at low-

paying jobs, often on a part-time or seasonal basis. Though low, their incomes are considered 

sufficiently above the poverty level to make them ineligible for government assistance programs, 

including government subsidized health care. Individuals in the predicament of being neither 

financially comfortably nor poor enough for government assistance have been labeled "the notch 

group." 

The working poor have become political objects, and are often cited as representative of 

---_._-_ ..... _- .. _._-- .. -. 
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the downturn in American economics. and the downward mobility it has caused (Renner and 

Navarro 1989). The situations of several of my informants and their families illustrates this trend 

in American economic life. They and their partners are college educated and came from middle 

class families. Some of them had enjoyed well-paying jobs which they assumed to be secure until 

they found them eliminated due to economic recessions and corporate downsizing. 

Several women who are uninsured exist at income levels which are very near the poverty 

level. yet are ineligible for state-assisted health care program.2 The Arizona Health Care Cost 

Containment System (AHCCCS). Arizona's alternative to Medicaid, maintains some of the most 

stringent eligibility requirements of any program in the United States. In order to be eligible for 

the program, a family of four can earn no more than 36% of the Federal poverty limit, or about 

$3,600. (See Chapter 2 for a more complete discussion of Arizona's AHCCCS program.) 

Individuals who are even marginally over this income level are often denied access to government-

sponsored health care. As a result, the poor, who are the least able to pay for care directly, are 

also the most likely to be without either public or private health care coverage. It was a 

tremendous frustration for women who were working and attempting to improve their lives when 

to be declared ineligible because they earned slightly more than the income limit. One mother of 

three expressed the anger I heard repeated by other women. 

Now we make $50 a month too much to qualify. I'm concerned with that. And I can't, 
there's no way that I can afford insurance on $500 a month. And to be cut off by $50 is 
like, it's almost worth losing the $50 just to, to get the insurance. 

My informants' situation illustrates the plight of many lower income families across the 

country. Hundreds of thousands of families--notably intact families, single adults, and childless 

couples--fall through the cracks of government subsidized health programs (Bazzoli 1986). They 

are ineligible for care even if they need it and cannot otherwise afford it. Although it is usually 

2 In 1989, the Federal Poverty Level for a family of four was $12,675 per year. 

-----------.--_ .. ---.-
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two-parent families who are penalized, but even single mothers have difficulty qualifying for 

subsidized health care. Their children might receive benefits, but the women themselves are 

unable to receive subsidized health care. Among the uninsured women in my study, a third had 

children covered by AHCCCS, although the adults in the family had been denied coverage. 

Some of my informants had made the conscious choice to do without health insurance 

rather than quit jobs or give up academic fellowships. For these women, the choice was between 

the satisfaction of being self-sufficient and being able to obtain care when they needed it. As Lydia 

explained: 

Because of my fellowship, I make too much money now. I've been booted off of any kind 
of public assistance. So now it's not that simple, you know, to drag myself down to urgent 
care. 

What It Means to be Uninsured 

My informants represented two types of uninsured individuals: those who were newly 

uninsured as a result of loss or change of job, and those who had extended history of being 

uninsured. Sarah and Leslie provide examples of these different situations. 

Sarah: Feeling the Loss of Benefits 

Sarah worked a part-time job that provide no insurance and minimal income. Her 

husband Rick, who had once worked for a large corporate employer, had been laid off along with 

hundreds of other workers when the company decided to consolidate its operations. After 

searching for some time he found a job, but it paid a much lower salary. Although Rick received 

insurance benefits from his employer, the family income wasn't sufficiently high to allow them to 

buy insurance for Sarah and their son. Their income was sufficiently high, however, to make them 

ineligible for AHCCCS coverage. 

My husband does [have health insurance]. But in order for him to get us on it, it's 
outrageous amount of money and we might as well forget it. It's like $45 each paycheck. 
We don't have an extra 45. Because of our rent and utilities. And food. 

Near the end of the research period, Sarah's husband quit his job, in part because 
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exposure to toxic substances, but mostly because "he was just sick and tired of the place .... It was 

just a matter of time before he quit." Rick's lack of employment was creating a lot of money 

stress for the family. 

It's been real stressful ... not having any money. And it's just, you know, getting closer to 
the end of the month and we have bills piling up and what are we going to do and, you 
know. Just all that stufLWe went to the swap meet and sold everything we owned just 
about. You know, just to get enough money up so we could pay our rent and pay a 
couple of bills. Now we have nothing left. It's like ahhhl 

Sarah said that at 12, her son, Jimmy, didn't understand why his parents couldn't afford 

the things he used to be able to have, like cable TV and new CDs. During one of my visits Jimmy 

came in and asked for money to go to the local convenience store. Sarah only had a quarter in 

cash but offered him food stamps so he could buy the soda or candy he wanted. Jimmy refused 

the food stamps, saying he had decided not to go to the store. When he left the room Sarah 

said, "He's getting real tired of hearing we don't have any money .... It's hard because you get peer 

pressure at schooL" Jimmy had just been suspended for the third time that year because of 

fighting. "I know that has a lot to do with our financial bind too. He's under pressure, stress." 

Sarah worried a lot about the future and what would happen if someone in the family got 

injured or became seriously ill. 

If something bad happens, we're going to be devastated. You know, what are we going to 
do? I think to myself, you know. Even if Jessie breaks an arm, you know. God forbid I 
get in a car accident or something. What's going to happen? 

Leslie: Making Every Penny Count 

Leslie represent another segment of the uninsured population, individuals who have 

existed for an extended period of time without health insurance coverage. Leslie and her 

husband, Aaron, had six children, ranging from 2 year old Amanda to 14 year old Louise. Aaron 

worked two three-quarter-timejobs, which together brought in just enough income to keep the 

family going. Neither job provided health insurance benefits. Leslie was the family's "home 

economist," and her skill at stretching the family budget was often commented upon by her 
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friends, some of whom also participated in this study (sec Chapter 2). Leslie's children were 

covered by AHCCCS, but she and Aaron had been denied coverage because of the family's 

income. 

Leslie was five months pregnant when she went into preterm labor. She sent her children 

to a neighbor's house, then prepared to miscarry at home alone. 

I knew I was going to lose the baby. I started bleeding"" And there was nothing I could 
do. I didn't have a doctor. And I thought "well, I could just do it at home."". I started 
hemorrhaging. I couldn't do it. I tried, but I couldn't. I mean, I could just feel, with my 
heartbeat, the blood was just pumping out. 

Leslie eventually realized she had to have emergency care and called her father, who drove her to 

the hospital. "But I really tried," she said. "I even told the doctor, I tried doing it because I 

didn't have any medical coverage or anything. I tried doing my miscarriage at home." 

In her desire to avoid financially burdensome costs, Leslie postponed medical care until a 

condition had become life threatening, a decision which is all too common among uninsured 

individuals (Weis 1988; Wilensky, Farley and Taylor 1984). Her attempt to save money turned 

into a financial nightmare. Leslie's hospital care resulted in a $4500 bill, but did not resolve the 

complications of her miscarriage. She continued to experience bleeding and pain, and after a 

month of trying to cope with these problems on her own, she finally decided to go back to the 

doctor. 

And then I they said I had to have a D & C and that was, you know, $2,000 more. And I 
know my husband didn't want to have it done. And if I would've listened to him, I 
wouldn't have it done. But I knew there was something wrong. I even told the doctor, I 
said "There's something wrong." And then so they did the D&C and that's when they 
found the [pieces of] placenta [which had not been expelled during the miscarriage]. But 
I had all this medical bills. So I was really contemplating suicide because $6,000, that's a 
lot of money. 

Importance of Social Support Networks 

Newly uninsured women seemed to have a more difficult time coping with their lack of 

health insurance, first because they were trying to cope with a loss of status, and second because 
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they were not aware of or connected with unorthodox and subsidized sources of health care. 

Sarah, for example, was unaware of many of the subsidized health care services available in town 

and would often ask me about them. Conversely, Lydia, one the experienced uninsured, had 

been without health insurance on and off for three years. She had learned through word of 

mouth how to obtain her asthma medications even when she had no money. 

I use the Heart and Lung Association. Ah. about three or four months ago when I had 
no money. they filled. if you're on a life and death dose of any kind of medication. and 
you're in an emergency situation. they'll fill your prescription if it·s not more than $50. 
And they gave me a supply of the asthma medication. 

Providing health care fol' oneself and one's family without health insurance becomes a 

time intensive task as well as a "creative" endeavor. It involves a great deal of work to obtain 

information about the most economical services and products. It also takes time to shop for 

bargains in medicines. to travel to sites of free or subsidized services. and to wait for those 

services. Even then, stretching the family's income to cover health care needs is difficult. As one 

woman put it: "You have to be so damn creative when you don't have medical benefits." 

Networking--kceping in touch family and friends in one's social network--is an important 

strategy related to self-medication. As noted in Chapter 2. women's social networks provide 

information and advice about domestic health care. The network becomes a therapy management 

group activated to provide information and support in response to particular illnesses (Janzen 

1978. 1987). They assist women as they provide domestic health care by helping them to diagnose 

and treat illnesses without the intervention of a doctor--or the associated expense. 

Social networks also serve as a source of medicines and information about how to obtain 

free or reduced-cost medicines and professional health care. 

Lois: I find friends to be very useful. We rely upon each other and .. oh. for advice 
sometimes. you know .... "Thisone·s sick with this and I'm not sure what I can do for it and 
I don't have the money to go to a doctor." So we go back and forth with what she had 
tried on her family when they had that same situation. And we'll work back and forth 
that way. 

------- -- ------ -----------------
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SheUy: We're ah, like I said, I definitely feel that we're like functioning right at poverty 
level. You know what I mean? So there's not a lot of extra money to go to other places. 
And ah the people that we pretty much involved in our life with us, they're aU pretty 
much the same the way and everything. So we aU share advice together and, you know, 
tried and true. Stuff like that. 

Sharing information about remedies and which OTC products to buy helps ensure that 

money won't be wasted on products which don't work. This enables a person to try a product 

before purchasing it herself. It can also provide a source of professional products--Le., 

prescription medications--without using the professional as a middle man. Sources include 

extended family or friends who contribute medications obtained from a standing prescription or 

stockpile of unused medications, and sympathetic physicians or family members in the medical 

profession who may supply individuals with samples. 

The Effects of Uninsllrance on Household Health 

Being uninsured means making choices about when and if health care can be obtained. 

Faced with having to pay for all health coverage out-of-pocket, the uninsured must weigh the 

benefits of care against the costs of obtaining it. 

Sharon: Because of our lack of insurance, we have to suck it up for a lot of things. 
Unless, you know, unless you see blood or you know that something's busted, definitely 
busted, there's not a whole lot you can do ... 

Women employ a "wait and see" practice to determine whether illnesses are severe 

enough to warrant a visit to the doctor. The responses of insured and uninsured women differ 

little when speaking of a child's need for medical attention. Even among low income households, 

the feeling was, if the child needs to go to the doctor, somehow money to pay for the visit will be 

found. 

Lois: I've always been a very firm believer that if there's a need for the doctor, you go. 
You don't play around. Somehow you'll find the money to do it .... OccasionaUyyou just 
have to go into the doctor and make arrangements to pay later. There's no other choice. 

Despite this feeling, women who were uninsured told me that they did not find it necessary to go 

to the doctor "for every little thing," and that they were cautious about incurring the expense. 
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Though she had recently become insured, Jackie remembered well what it had been like for her 

and her family before they had health care coverage. 

You wait. You don't run to emergency at the slightest little thing. You wait for 24 hours 
or whatever and make sure that they're really hurt or that they're really sick before you 
take them in. 

When the choice to obtain medical care for one household member means that some 

other basic needs will not be met, issues of entitlement to care may become part of the decision· 

making process. Generally speaking, women were more likely to take their children in to see a 

doctor after a short amount of time (24.48 hours), while waiting days or even weeks before 

seeking care for themselves. Women talked about sacrificing their own health needs for the good 

of their families. 

Shelly: Now I'll push him [her husband] to go to the doctor, and I'll take her [their 
daughter] to the doctor, but I don't want to go to the doctor. You know what I'm saying? 
I'll try to fix it myself. 

Gretchen: When you have to have it all come out of your pocket at one time, it's hard, 
you know .... But if [my children] are crying, they're in pain. You hate to see a kid suffer, 
you know .... 1 can go through a lot more pain. You don't care if you're in pain as much as 
you do somebody you care about. 

Marta: My hU!lband says maybe I have migraines. I've had that problem a long time. 
But [sighs]. But the problem is I need to pay at the doctor .... And it's impossible. Now it's 
impossible. It's a dream. It's too much money. We are paying for my husband's 
schooling, and [the cost of seeing a doctor] is too much for us. It's impossible. 

1\vo clinics in the area provide care specifically for the uninsured (see Chapter 2). As 

noted previously, some people are not aware that these services exist. Others are discourage from 

seeking care at these clinics because of the high volume of patients at these clinics, delays in 

getting appointments, and "hours and hours of waiting." Both clinics are located near the city 

center, several miles from the homes of many who wish to receive care. Sarah lived about 15 

miles from either clinic, a distance which kept her from utilizing their services. Since she could not 

afford private care, she usually opted to treat herself at home. 

That's probably why I don't go to the doctor, because it's so difficult for me to get all the 
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A few women expressed reluctance to usc the services of indigent care clinics because of 

experience with or rumors of questionable care. Amy thought that the doctors at these clinics 

overmedicated patients "because it's easier than really taking care of the problem or explaining it 

to people." She continued: "I'm assuming that they overmedicate with antibiotics a lot. A friend 

of mine goes there. She says they're always doling it out." 

Increased Risk Because Of Lack Of Access To Health Care 

In addition to threats to physical health, lack of insurance and the concerns about health 

and finances often result in frustration and stress, themselves conditions that can lead to or 

aggravate disease (Bennett 1988; Boone 1985). Sarah felt that the stress she felt because of her 

strained financial circumstances was causing ber to have headaches more frequently. She said 

I think stress is a real big factor. It is. I think stress has a lot to do with why people get 
sick .... I think that's why people that arc poor get sick. Worry wears you down and you 
don't even realize it. 

Individuals without health insurance many times do not use preventive or early screening 

services. Uninsured women are far less likely to have had Pap smears in the last year than were 

women with some form of health care coverage (Aday and Anderson 1984). Among my 

informants, 88% of insured women had had Pap tests within the past year, only 18% of uninsured 

women had received the test during this same period. 

Sharon: So I went in and the doctor said "Well when's the last time you had a Pap 
smear?" I laughed and looked at him, I says "well, let's see. Ab, Heather's five years old. 
It's been about five years. Does post-delivery exam give you a clue?" And it, it makes me 
nervous. Especially since, I'm 37 now, and not that that's old, but it seems to be a point in 
time when if things start going wrong, that's when they start going wrong. I mean the 
chances of cancer goes up. Everything starts going up. 

The rhetoric of personal responsibility for health obscures the existence of class inequities 

and the impact of social inequality on health by deflecting the problems and offering the solutions 

of a homogenized, affluent society (Crawford 1977). Consider what is deemed appropriate 
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"personal responsibility": not smoking, not drinking, exercising regularly, maintaining optimal 

weight with a low-fat, low-refined-carbohydrate, high-fiber-content diet, reducing stress by 

simplifying one's life, receiving adequate rest and relaxation, nnd using "available health services at 

the appropriate time for screening examinations and health education-preventive medicine 

programs" (Knowles 1977). 

The uninsured and low income women I worked with shared the perception of better off 

sisters that risks existed and that certain actions --better food, more "natural" products, screening 

exams--were important ways to reduce risk and improve health overall. They were imperiled by 

Ihis knowledge, because their financial and insurance status prohibited them from undertaking 

these actions. As a result of their inability to "purchase health," uninsured women felt 

marginalized and at even greater risk of illness than the general population. We must ask how 

uninsured women can take "personal responsibility for health" when they are unable to afford 

many of the health-promoting activities prescribed, e.g., diagnostic tests in general and Pap smears 

and mammograms in particular. One provider spoke about the dilemma: 

I see some of these women and".we harp on getting them in for their Pap smears""And 
when a".visit to the doctor and having a Pap smear done is $50, $50 can put food on their 
table for a week""And if you've got three or four little kids waiting for you to feed and 
clothe them and stuff, you're going to be the last person. 

Within a political-economic environment of concern for controlling health care costs, and 

of socially, if not legally, mandated personal responsibility the onus is placed on the individual to 

lower risk. The current emphasis on personal responsibility for health creates a dilemma for 

uninsured and low income individuals who perceive they cannot afford to reduce their health risks 

in any significant manner. 

How Lack Of Insurance Affects Self-Medication 

Whereas more affluent families seek medical attention for increasingly minor symptoms 

(Barsky 1988), lower income and uninsured individuals rely more on self-medication for minor 

-_. __ . -- ._--- ---.---



222 

ailments (Smith 1991). Faced with financial barriers to professional medical care resulting from 

restricted finances and lack of health insurance, women must diagnose and treat illnesses on their 

own without the intelVention of a doctor. The uninsured women I intelViewed tended to home-

treat the minor lind chronic ailments of family members for a longer time than insured women 

did, often with a wider variety of medications. They attempted to replicate professional aUopathic 

treatment by piecing together a fllcsimile, using medicines they could purchase, borrow, or get 

from get from "under the counter" sources. 

The uninsured women in my study kept a greater number of medicines of aU kinds in 

their homes. On lIverage, uninsured women stocked an average of 21.5 medicines, whereas 

insured women kept an average of 17 medications in their homes. Over-the-counter (OTC) 

preparations are generally the first resort, lind often the only self-medication used, especially for 

children. Women often purchased generic versions of popular OTC medicationssuch as pain 

relievers and allergy medications. One woman told me "If it does the same job and cheaper, why 

should I go buy the more expensive one. When you've got to be careful about money, you gotta 

look into everything." 

"Prescription" Medicines 

Severnl women relied on prescription type drugs, which they obtained without prescription 

in several ways. Some had purchllsed the medicines in Mexico. In the southwest United States 

easy access to Mexican border towns provide an inexpensive source of prescription drugs, which 

arc easily purchased over-the-counter. Though local health care authorities have cautioned against 

the practice, many people choose to purchase pharmaceuticals in Mexico simply because they are 

cheaper and do not require a physician's prescription. 

Jackie: I got the, the little droplets ... opthalmalicantibiotic is what it is. Which you can't 
get on this side of the border without a prescription. And in order to do that, you're 
talking a 45 dollar doctor's visit, and then a 15 to 20 dollar prescription, which I don't 
have .... But for a little bottle of opthalmalic eye drops is a dollar seventy-five. 

--_ .. _- --_ .. _-------------------
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A more common source prescription drugs without prescription was to stockpile 

medications left over from previous prescriptions. Antibiotics and pain relievers and cough syrups 

with codeine were the most frequently stockpiled medications These and other unused drugs 

would be given to the original patient if symptoms recurred, or to other family members who 

might have similar symptoms. 

Polly: Any time any member of my family gets any medicine, like from the dentist or 
something, with codeine, it's like a treasured jewel in the house. You know, it's like 
reserved for emergencies. Severe headaches, bad tooth or something. We all do it. We 
just keep them for emergency use. We save them. 

Other sources of medication include extended family or friends who contribute 

pharmaceuticals obtained from a standing or previous prescription, and sympathetic physicians or 

family members in the medical profession who may supply individuals with samples. 

Tracy: I told [the doctor] once that I didn't have the money to buy a cough medicine cuz 
he said "You can just get Robitussin or whatever." And I said "Well I don't have the 
money." I flat out told him. And he urn gave me, he gave me like a whole bunch of 
samples right there. So that was really nice. 

Lydia: Right now the [asthma] medicine that I'm using was supplied to me by my ex
husband's wife, who got some samples from work. And urn a doctor at Community 
Hospital who was more or less flesh out of med school gave me a year supply of birth 
control pills. Samples that I'm taking. 

Sometimes these efforts to obtain prescription medicines without prescription result in 

adequate care at reasonable cost. Sometimes they can endanger the individual. Lydia had also 

gotten a supply of asthma medicine by using a friend's prescription. l1te medication was a time-

release formula, which was different that what Lydia had been used to taking. 

And when I was using it, I noticed a big difference urn, that it was different. It felt 
different .... I just felt really weird. I was having trouble breathing, more than usual. It 
just really had this different effect on me ..... And I figured with time release it probably 
would have a different, it wouldn't just zap me all at once, it would just slowly. It was 
different than I had experienced .... Itwas good, it was convenient, but I noticed a 
change .... Well,I don't necessarily feel like I'm doing the safest thing, but I know what, 
what I'm using and I know how much I should take and I'm aware of the fact that I've 
been taking lower doses than I should be. 
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Home Remedies and Alternative Therapies 

Whereas only 31 % of insured women stocked herbal remedies in their homes, 55% of 

uninsured women kept herbals on hand as part of thtlir self-medication resources. Herbal 

therapies are affordable if they could be mixed or brewed at home from plants purchased in bulk 

or gathered locally. Some local health food stores and food stores carried herbs in bulk from 

which teas could be brewed or poultices made. Use of aloe vera, a plant which grows with weed-

like heartiness in and around the study site, was commonly used as a low-cost treatment for minor 

burns. In order to obtain the cost savings that came from using unpacJrllged herbs, women had to 

invest time to learn about and prepare the herbs themselves. Whereas people with more money 

could buy herbal products formulated for particular symptoms and packaged in predetermined 

dosages, poor people had to do all the work themselves. They also had to learn how to process 

the herbs to ensure proper dosage and effect. Claudine said she frequently consulted the books 

on herbal medicine to find remedies which were less expens!'1c--and she felt better--than allopathic 

medicines. She told me "There were times when I just couldn't afford to take Aria to the 

physician. I would treat her holistically for her ear infections, using goldenseal and garlic." 

Home remedies provide another low-cost alternative to more expensive commercial 

products. Shelly's story illustrates how women tap into a variety of medicinal resources: 

Shelly: When they give me some, a prescription, they give me the most expensive thing 
that they can find. When she had her yeast infection? Instead of giving me some samples 
or some other options, they gave me a prescription for a tube of Lotrimin. This big. It 
cost me TEN DOLLARS. And there wasn't even enough in this tube to treat it until it 
went away. So then I went out and I did some investigating, and I started giving her 
cornstarch baths. Which cornstarch is dirt cheap. You know. Dirt cheap. She healed up 
right away. You know. That's when I started thinking this is crazy. They're giving me all 
this medicine. I'm paying all this money. It would have cost me $20 to get this cleared 
up, whereas I went and got the ah cornstarch for $1.35 a box and I still have some of that 
box left, you know. 

Self-Medicating for Severe Illness 

Uninsured women tended to wait longer periods of time before seeking professional care, 

---------- ----- ---------------------- ----
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and as result self-medicate for more severe illnesses than insured women do. The women I spoke 

with told me stories of treating severe illnesses at home, employing a wide array of treatments. 

Although these treatments were sometimes successful, more often they provided only minor 

symptomatic relief. It was only after symptoms persisted for a long time or became frightening 

that women finally resorted to seeing a doctor. The following case study illustrates the medical 

pilgrimage women pursue in their attempts to self-medicate for illnesses. 

Sharon had bronchitis for three months before going to a doctor for treatment. Her 

initial attempt to treat her symptoms of chest congestion consisted of a variety of over-the-counter 

cold medicines. 

I went through some Contact tablets and tried that for a while. It helped a little bit .... And 
I tried Sudafed for a while and that helped a little bit, but you're dealing with every four 
hours. And after a while two just didn't cut it so to get the same effect of two I had to up 
it to three. You're dealing with three months. By the end of three months you're so 
desensitized to everything it's like mega-doses of anything, to try to get some effect. And 
you're bouncing around to different products to try to get something that works. I even 
tried NyquiI. That stuffs nasty. 

Sharon's next self-medication effort was to take 500 mgs. of Ampicillin four times a day for 12 

days. She had purchased the antibiotic on her last trip into Mexico. 

I went through my Ampicillin that I get across the border. Didn't do it .... 1t got some of 
what was in my chest, but it didn't get it all. So it's like it cured part of the cold, but not 
the worst of it. 

When Sharon began having difficulty breathing she was finally prompted to visit a local clinic 

which provided care on a sliding fee scale. 

I had two episodes where my chest just tightened up and it was difficult to breathe. I'd 
lay down hoping that inactivity would loosen it .... So finally I broke down and scraped the 
funds together. 

At the clinic, Sharon received "tests and an inhalation therapy treatment and everything 

for $17 .... And the prescription was pro-rated too, so I got amoxicillin which finally killed it." As a 

result of her treatment at the clinic, Sharon learned that the ampicillin she got in Mexico wasn't 

the "proper spectrum" antibiotic "for the bacteria in my lungs." She intended to buy both 

----------------- -- -----._------------
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ampicillin and amoxicillin the next time she went to Mexico, so the could treat herself at home if 

the symptoms were to return. 

Doing Without Medicine 

Self-medication was sometimes impossible because there was no money to buy the 

medicines necessary to treat minor ailments. 

Shelly explained to me that she, her husband, and their child had to survive on $900 a month. 

And for that $900 I have to clothe us, I have to buy whatever medications that we need. 
And at some point, it comes down to it, I have to sacrifice grocery money or gas money 
for the car, to buy some kind of medication. 

Sarah told me she wasn't taking anything for her allergies because, with her husband unemployed, 

they couldn't afford to buy medicines. 

I've had real bad allergies this year ... Yeah I've taken BenadryI. Then I ran out of it and 
I haven't had money to buy any. I hope they're not going to be as bad as they were about 
a month ago, cuz I was just. I couldn't see, I couldn't breathe. I got hives ... .It was real 
bad. 

Tracy said she was able to take Advil for her headaches because her parents had given 

her a large bottle of the medicine for Christmas. Usually, her tight budget meant that she didn't 

buy medicines for herself, "If I don't have it, don't take it." Tracy's decision to save money by not 

buying medicines for herself is another illustration of health care entitlement within the 

household. If there was not money in the family budget to buy medicine for the entire family, 

women were more likely to put up with symptoms while giving medicine to their children and 

partners. 

Shelly: I'll put it this way. If there's enough money to get medicine for one of them 
that's sick-osee he works to support us. He can't miss work. We can't afford it. So yeah, 
if there's enough money to buy him medicine so that he can go to work, even though I'm 
sick too, I'll make him take the medicine. I'll even lie to him and teU him that I'm taking 
it, so that they'U be enough. And with her, yeah, if we were both sick at the same time, I 
would certainly, if there was enough money to get for her and not for me, she would 
certainly come above me. But you know, if there's enough money for aU around, which I 
try to do. I try, when we get sick, I try to buy enough stuff so that it can aU go around. 
but I guess if I do have priorities or something like that, it would certainly be that way. 
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Self-Medication and Women's Sense of Agency 

The restorative behaviors associated with self-medication of common illnesses constitute 

an indicator of self-reliance and make a positive contribution to primary health care (Hardon 

1987). Researchers in developing countries have observed that greater knowledge about and 

access to medications has been viewed as a way for the lay population to reduce dependence on 

health care providers who are scarce, costly, or have a stake in mystifying illness (Whyte and van 

der Geest 1988). Empowerment is likewise realized through the individual's ability to make 

decisions about when and how to treat illness. Among uninsured women in the U.S., self-

medication provides a way to gain control over their lives and their bodies in an environment 

where control is otherwise being wrested away from them. 

Uninsured women's feeling of empowerment exists within the general cultural climate 

which endorses self-reliance and the inclination to take care of things yourself. However, whereas 

women with sufficient resources of money and health insurance felt they had some recourse when 

family members' illnesses got out of hand, low income, uninsured women knew their options were 

more limited. When medical problems become more serious, the need to self-medicate may only 

remind uninsured women of their marginalization and lack of control. At these times, women feel 

remorse and gUilt about waiting too long to bring their children to the doctor. Protecting children 

from harm and pain is a strong cultural imperative among mothers (see Chapter 6). and these 

women felt terrible that their children had suffered because they couldn't afford care. 

Pam: My older boy, he was always having ear infections .... He screamed aU the time in 
pain because it hurt so bad and I felt guilty because I never took care of it right at the 
point where it was going to be bad .... I tried to take care of it at home ... because I didn't 
have the money to go to the doctor. I felt guilty because he suffered a lot. 

Self-Medication as Resistance 

Critical medical anthropology views biomedicine as a product and guardian of the 

capitalist hegemony (Singer 1987). Physicians are seen as the agents of "entrenched class 

... -....... -.--.--.--------------
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interests," and medicine as "a means of social control" (Baer et al. 1986:95). The knowledge and 

practice of biomedicine reproduces class, race, gender, and other forms of power relations 

(Navarro 1986) by exerting control over what is viewed as healthy and normal, and by restricting 

access to professional care. 

The recognition of biomedicine as a device of the state leads to consideration of the body 

as the site of political regulation, surveillance, and control, as well as a vehicle of resistance 

(Foucault 1978[1976]; Scheper-Hughes & Lock 1987). In light of this perception, noncompliance 

with medical prescriptions has been viewed as a form of resistance to biomedicine's control over 

the patient's body and life (Conrad 1987). Does self-medication among uninsured women, a 

private behavior driven by economic necessity, ever constitute acts of resistance against the 

political-medical hegemony? 

At the onset, self-care as practiced by uninsured women is not an intentional act of 

resistance. It is an act of resilience and survival in the face of restricted resources. When I asked 

Sarah, who was newly uninsured, whether she felt good about handling her family's illnesses at 

home, she replied, "Well I've had to. So I've had to make it my philosophy. If my husband or I 

had had a job where we were both completely covered, I think that I would go to the doctor a lot 

more." 

As the need to self-medicate persists, women become more aware of their actions as 

resistance too-or at least a reaction against--the established medical system. Successful attempts to 

treat self-diagnosed illness through use of allopathic medicines, home remedies, and herbal 

preparations build self-confidence and increase resistance to organized medicine. This resistance is 

fueled by frustration and anger at what is perceived and experienced to be an inequitable system 

of health care. The story told to me by one women coveys these emotions particularly well. 

Leslie, whose story was told earlier, was chastised by the attending emergency room doctor when 

she finally went to the hospital for care. 
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My husband and I, we're like in that notch group. We don't have anything. We don't 
qualify for anything. [The doctor was] getting all mad at me because I hadn't gone to the 
doctor .... I couldn't, you know .... I mean, wait a secondl This is reality. Don't sit there and 
start giving me a hard time. These are the facts. There's times when you just do what 
you can do. 

The increased need for domestic health care also reduces the blind trust women have in 

professional medical care, and to some degree, causes them to question the hegemony of 

biomedicine. My informants challenged the materialist premise of biomedicine and the privatizing 

focus of the ideology of personal responsibility, both of which focus on individual behavior without 

attempting to change the social and economic environments which propagate inequitable 

distribution of medical care. This encouraged some to experiment with alternative therapies, a 

point I have already discussed. For most, however, resistance was directed against the system of 

biomedicine, rather than at its science. Women did not so much reject the technology of 

established medical system as they did its inequitable distribution of services, uncaring 

practitioners, and high costs. 

As Singer (1987:259) has noted, sometimes patients do not want "emancipation from 

biomedical enslavement." Rather, they desire more and better expert treatment. Their protest is 

against the medical-political complex, "and not what medicine is" (Stark 1982:426). As my 

informants demonstrated, this is not a passive protest, but an "ongoing clash between those best 

served and those least served by existing medical institutions" (Singer 1987:259). As Leslie's case 

illustrates, protest is directed against doctors in the form of demand for care and refusal to accept 

the blame issued by providers. Complaints about the medical system were a frequent and 

unsolicited topic of conversation during my visits with women, and seemed to be a common 

mechanism for venting frustrations about lack of care and mistreatment. 

Working the System 

Resistance against the medical delivery system at its extreme manifests as outright refusal 

to seek medical care. Much more often, however, it involves learning how to "work the system." 

----------.--- ----- --------------
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Although my uninsured informants all had a sense of integrity about earning an income instead of 

relying solely on welfare, they were happy to "work" to their advantage a health care system which 

they perceived to be unjust. My uninsured informants derived satisfaction from their acquired 

abilities. Tina explained: 

There's a group of us that we're working, and we're low income. And we just like, offer 
this information [to each other] .... [We] know how to work the system. Cuz if we don't, 
the system's going to work us. And we're all too smart for that. That's the only way. We 
work it. If you stand up to it, maybe it's going to get better. Hopefully. 

Because they have been forced by their circumstances to become knowledgeable about 

medicines and medical sexvices and to experiment with allopathic and alternative treatments, 

uninsured women told me they had become smarter consumers of health care, no longer blind 

followers "doing everything the doctor tells you to do." Tina felt she was fortunate that she was 

ineligible for government assistance and she could not afford health insurance, because it allowed 

her to think for herself. By being in the middle, she was able to make health care decisions for 

herself, and to do what she thought was right. She felt in a very powerful position by not being 

controlled by the government or an insurance company. She could make her own decisions about 

what was needed for herself and her children. 

Chapter Summary 

Faced with restricted access to professional care and limited household finances, low 

income and uninsured women strive to (re)produce health care by in their homes. They employ a 

wider range of medicications in this effort than uninsured women do, and tend to self-medicate 

for more serious illnesses. Uninsured women characterize their efforts to "work the system" of 

professional health care as a creative endeavor. It is both a reaction against the health care 

system and a testament to the resiliancy of my informants. 

Self-care as practiced by uninsured women is personal responsibility for health in its most 

essential form, yet it fails to fulfill the intent of the ideology as presented by politicians and health 
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care administrators. First, it does not support the medical establishment, but rather works to 

circumvent it. Second, while it accepts responsibility for maintaining health, it directs blame for 

suffering at the health care delivery system. Rather than support the political-medical hegemony, 

self-care serves as critical resistance to it. 

Medical care is not merely a neutral commodity (Ehrenreich 1978). Who receives care-

and the type of medical care they are entitled to receive--tells us much about the American value 

system. The care people receive is directly related to their financial situation. The tiers of health 

care which exist in the U.S. mirror and reproduce inequities between the economic haves and have 

nots, placing somehow more intrinsic value on the lives and health of those with money and 

power. 

---... -... _- _._-------------------_. ---
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CHAPTER 9 
CONCLUSION AND IMPLICATIONS OF RESEARCH 

When I began interviewing my informants, one of the fIrst things they would tell me was, 

"we don't use medicines much." Disheartened by the thought that I had somehow managed to 

recruit a sample on non-users of medicine, I nevertheless plunged ahead with other question about 

family medical history and treatment response to recent ailments. I soon discovered that my 

concerns about lack of data were ungrounded. Time and again, in stories about illness episodes 

and during conversations about everyday events, my informants recounted their use of a variety of 

medicines. Other research instruments confirmed informants' familiarly with, possession of, and 

regular use of medicines. 

Of the 29 households who completed health diaries for this study, 25 indicated use of 

medicines over the course of a randomly assigned week (See Table 5.1). Closer examination of 

the diaries revealed that even those informants who professed a reluctance to use medicines 

reported that they or a family member had used medicine--generallyan allopathic drug--to treat 

symptoms. Furthermore, women who in interviews had indicated a preference for homeopathic 

drugs and home remedies reported use of allopathic medicines in their health diaries. 

An inventory of the remedies kept in my informants' home revealed that they had an 

average of 19 different products on hand in their homes, about the same as other researchers 

conducting medicine inventories in households had found (See, for example Knapp and Knapp 

1972). Pile sort and ranking exercises elicited evidence of my informants' familiarity with medicine 

types and brand names, and often elicited stories about the use of specific products within their 

homes. What is more, on occasions when members of the family were sick during my visits, I had 

the opportunity to witness mothers administer medications, or heard them speak about taking 

something themselves just before I came. 

--------------- -- ------ ----------------
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Co-existing Models of Appropriate Medicine Use 

A comparison of the beliefs and practices of my informants related to self-medication 

provided evidence of coexisting health ideologies. Women's beliefs that it is best to avoid 

medicines or to use natural alternatives existed alongside a desire to rely on medical science and 

technology for a quick fix. 

The feeling that it is better to limit medicine use reflects both a preference for natural, 

simpler times as well as concern about the risks inherent in modern life. There is a nagging 

concern that long-term use of "chemical" medicine is harmful the body, particularly its immune 

system. Products which are synthetically produced--inc1uding medicines--fool with nature and thus 

have iatrogenic effects, i.e., the potential to create illness (Herzlich and Pierret 1987). Individual 

concerns about the effects of antibiotics on children's immune systems and about generalized use 

of medicines reducing resistance to illness parallels social concerns about technological 

degradation of the environment through overuse of chemicals. This ideology is related to 

concerns that reliance on technical fixes will weaken the culture, make people "punier than 

before" and unable to cope with adversity. 

In contrast to the distrust of medicine is a cultural logic which condones chemical coping 

(Pelligrino 1976) and raises health care seeking to the value of a norm. "Within this framework, 

getting well has become the equivalent of an obligation" (Herzlich and Pierret 1987: 194). One 

health care administrator I spoke with used an allusion to a popular television character to put the 

ideology in succinct terms: 

It all goes back to, in our culture, we truly expect Dr. Welby to make us better all the 
time, no matter what we've done to ourselves. If I smoked cigarettes for 40 years and I 
get lung cancer, damn it, you should be able to fIX it. Because I saw a show just last night 
on TV and Welby's patient lived. 

Although reliance on medicine is the predominant behavior, restricted use of medicines 

appears to be held as the cultural ideal. Women's responses of ''we don't use medicines much" 

----- ------._----------------
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may be an indicator that taking medicines is not a completely acceptable behavior in American 

culture. There are implicit limits on how much or how often one should rely on medical fixes. To 

overuse medicines or be too reliant on doctors is an indicator of physical or psychological 

weakness, and contrary to the cultural ideals of youth, vigor, productivity, and perfection. 

Dependence on substances is both a sign of and a cause of weakness. 

Becky: If I had a cold or the flu or anything and I was in the service, I was always over at 
the dispensary or you know, always checking in [to the clinic]. It was terrible and they 
think that you're a , a hypochondriac. But you're not because your really are sick. And 
you want help. But I think if you go too much, then they think that you're, you know, 
"hey, maybe this person is a hypochondriac or something." And I didn't want them to 
think that, so then I just kind of tend to, to find my own remedies and to doctor myself 
up with something they had prescribed in the past and I would just, you know, do the 
same thing. 

Although women rarely stated this moral code overtly, they did intimate it when they told 

stories about other people who "use too many medicines." By telling stories of others who acted 

imprudently, my informants were telling me what was appropriate medicine-taking behavior. 

Maureen commented about other people's medicine use in this way. 

My husband would say "ah, I have a headache" and he'd take, I swear to God, 30 aspirins 
in a day. Advil. And my mom and my stepdad are the same way. They can swallow pills 
like you wouldn't believe. And I guess I just believe I really have to be sick to take 
something. 

Backett also noted a connection between physical health and personal worth. In her study 

of health promotive behaviors among Welsh families, Backett found "the majority of respondents, 

initially at any rate, felt the need to apologize for and justify aspects of their lives which they 

thought might seem unhealthy" (1992:261). 

Short- vs. Long-term Goals 

Double think--the desire for both the natural past and the technical future (Nichter 1989)-

-is evidenced in the two models for self-medication behavior discussed above. Discourse of 

women was my first clue that these models existed in contrast to one another. It was only with 

the aid of observation and quantitative instruments, however, that I realized the magnitude of 
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The desire to avoid medicines is linked to long-term goals of maintaining a healthy body. 

As noted in Chapter 3, my informants felt that medicines could harm the immune system or 

harbor unknown potential risks over the long term. Limiting the use of these chemicals--or 

substituting "natural" alternatives--mayprevent degradation of the body and future illness. 

Concerns about the long-term effects of medicine use become backgrounded in the face of more 

immediate demands such as curing illness, alleviating suffering, getting to work, and keeping the 

household going. Ideas about what one is supposed to do are overridden by what one needs to do 

to get through the day. Backett (1992:271) noted that among her informants, "the salience of 

health concerns ... may vacillate depending ... on the immediate context and the choices this entails." 

One of my informants crystallized this idea in her statement that "You do what you have to do" 

when pressures rise. 

Risk is about future events, while action is about mediating between needs and resources 

today. The immediacy of the need for action may cause women to delay long-term health goals 

and put aside concerns about long-term risks in favor of getting things done today. Long-term 

health decisions are superseded by short-term decisions which are dominated by practical and 

social needs. In order to pursue a given lifestyle, taking certain risks are accepted to be within 

tolerable limits (Giddens 1991). Long-term risks must become distanced or minimized so that 

short-term goals can be achieved. Disquiet produced by the awareness of risk can be reduced by 

dismissing them as remote from the context of daily life. "The dangers they present, in other 

words, are thought of as too far removed form a person's own practical involvements for that 

individual seriously to contemplate them as possibilities" (Giddens 1991:130). 

In all domains of life, including health care, Americans are concerned with short-term 

results. Drawing again upon the environmental analogy, Americans express a desire to returning 
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to more natural times, to preserve pristine environments, and to use less resources. When pressed 

for time and driven by the American desire to obtain the newest and the best at the lowest cost, 

thoughts about preservation and doing things naturally are lost. It is easier and cheaper to use the 

latest, mass-produced technology and to consider long-term repercussions some other time. Few 

Americans would choose to be uncomfortable when technology is available to give them "better 

living through science." The same it true with medicines. The allure of natural products, a desire 

to protect children's bodies, and the belief that using less medicines overall is better fade amid 

resource constraints and life exigencies. Within this framework, use of allopathic medicines 

increases because they are convenient, relatively cheap, easy to use, and fast acting. 

MUltiple responsibilities and the time pressures inherent in contemporary American 

society create a sense of "time famine." Americans feel there is never enough time to do all that 

needs to be accomplished. Medicines provide a mechanism to help women manage time and 

tasks. When there is "no time to be sick," allopathic medicines become time saving devices which 

enable women to multitask by fulfilling responsibilities at work or home while attending to sick 

children or being ill themselves. 

How Conflicts arc Resolved 

Conflicts between these coexisting health ideologies, if unresolved, could diminish 

women's confidence in their abilities to care for tlleir families. Moreover, women's capacity to 

cope with the stress of time and money shortages could be undermined. Coping has been shown to 

be important to families dealing with serious or chronic disease (Price 1992). Coping is also a 

crucial need of families dealing with health care decisions on a day-to-day basis (Hackett 1992; 

Graham 1984). Strategies for resolving ideological conflicts and strengthening self-esteem are 

crucial to women's goals of providing health care for themselves and their families. 

Medicine Stories: "Doing What You've Got to Do" 

Price has talked about women's narrative accounts of the illnesses of family members 
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(which she calls illness stories) as a mechanism by which they construct and convey to others 

moral images of themselves as good mothers. Illness stories are also used to as constructive 

coping devices by enabling the teller to persevere and strengthen self-esteem, and reinforce his or 

her sense of influence over the outcome of the situation (Antonovsky 1979). Successful coping 

allows the individual to persist in his or her efforts without succumbing to depression or feeling of 

futility. 

Narratives my informants told about care giving--which I term medicines stories (Vuckovie 

and Nichter 1995)--provide insights into how ideological conflicts are resolved and ideas are 

reframed to allow action. The stories provide a mechanism for women to justify self-medication 

decisions by characterizing them as appropriate to the situation and instrumental to care giving. 

They emphasize women's mastery over the resource constraints that impinge on their self-

medication decision. I have found that narratives women construct to describe self-medication 

events help them to maintain and increase their sense of self-esteem, which in tum allows them to 

continue the work of caring for their families, despite constraints. I It provides a mechanism for 

reconciling what they think should be done with what they can actually do. Price's (1987) work 

with Ecuadorian women suggested that medicine stories allow individuals to say "I did the right 

thing" in response to the illness of family members. My research suggests the same is true for 

I I have already discussed how important coping is to women's ability to maintain the hard work of 
self-medication. Their ability to resolve ideological conflict and to strengthen their self-esteem 
through the use of medicine stories is critical to this process. Still, I would be remiss if I did not 
briefly speculate 011 how "making do" affects the larger issues of division of domestic labor and 
support by the State for women's labor done outside the home. Feminist researchers suggest that the 
ideology and practice of informal care is based upon and reinforces a sexual division of labor which 
leaves women responsible for the day-to-day work of keeping families going (Graham 1991:62; 
Graham 1984; Pleck 1992). They contend that many government programs are predicated on the 
"super-exploitation" of women's time (Antrobus 1989:16). When governments cut funding of 
programs which assist women in their multiple roles of "production and reproduction" (Giele 1992) 
they assume that women will somehow fill the gaps created by spending cuts to health, education, care 
of the elderly, and other human services. There is clearly some danger that women's ability to "make 
do" and their use of medications to aid in this process could perpetuate the status quo. 

------------ ---- ----- ------------------
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American women. 

In a study of goals, plans, and expectations which determine reproductive decision making 

among Samoan women, Nardi (1983) noted that individuals' life goals may be thematically 

inconsistent, but are manipulated to be practically compatible. When practical contingencies and 

personal desires create conflicting goals, women avoid goal conflict by rescripting their life 

scenarios, the stories they use to explain and justify their decisions. Nardi's work deals with 

decisions which are long-term and whose effects are well known. In the present study I found 

evidence that women employ similar strategies to negotiate discrepancies between ideal and actual 

medication behavior. 

Narratives told to me by my informants illustrate attempts to find a middle ground 

between co-existing and often conflicting health ideologies. They include comparisons to people 

who are less conscientious than themselves, and devise standards that highlight their own actions 

as superior. Additionally, in many narratives women voice a sense of agency rather than assuming 

the role of victim. The medicine stories draw attention to the benefits derived from experiences 

which have made women more discriminating health care consumers and more knowledgeable 

health care providers (see also Chapter 8). 

Striking a Balance 

One strategy for resolving conflict between models for self-medication behavior is to 

advocate a middle ground by rejecting an absolutist stance regardless of whether it is to reject 

medicines or to use them extensively. The resulting attitude among several women is that 

allopathic medicine is very useful, but should not be used indiscriminately. Medicine use is to be 

critically evaluated, but employed when the condition warrants. Women might be willing to 

monitor symptoms and delay medication or use natural alternatives for a while, but when 

symptoms became worrisome, it was best to use stronger medicines. In the words of one 

informant, "Moderation is fine, but you don't want to be stupid." Herzlich and Pierret (1987:199) 
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have found this search for a middle ground to be characteristic of late modem western culture: 

"The fact is that we recognize as necessary that which we also refuse; we question the medical 

norms even as we conform to them." 

Backett (1992:266) suggests that household health decisions lie between "typified reality 

and the pragmatic decision making and prioritizing necessary to respond to the practical demands 

of daily life." They are based on finding a balance between extremes of too much or too little 

attention to health, both of which were seen as irresponsible. Extreme health promotion was to be 

avoided because it required excessive amounts of time and money, resources which would be 

taken from family. Extreme health negligence was to be avoided because it was "known" to be 

bad. The middle ground is a series of trade offs, such that life includes some health promotive 

behaviors but also "life enhancing" behaviors which are not so healthy. The ability to mediate 

between extremes is presented as a valuable trait. 

Comparison to Others 

As noted earlier in this chapter, women present themselves as intelligent, properly acting 

people by contrasting themselves to others who behaved improperly. Backett (1992:261) also 

found her informants articulated views about health and healthy lifestyles in reference to others 

"whose behaviours were perceived to be extreme." The stories of comparison my informants told 

usually centered around the inappropriate child care practices of other women. By contrasting the 

behavior of these women with their own practices, informants were validating their own health 

care practices. 

Althea: With my little boy I wouldn't take any chances. Now my friend, who has many 
children, she has a lot more experience. Um. She just, you know she uses what she has 
at hand. Ah. Or on the shelf, you know. I tell her, you know, "Go. If you have bad 
infections go, get help." You know get the proper medicine to take care of it so it doesn't 
persist. It doesn't go anywhere else. Um. I tend to take care of the problem 
immediately, if it's that serious. And I can't understand why people keep it. 

The two networks of friend whom I had recruited provided some interesting narratives of 
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comparison. For example, Shelly and Julie often talked about each other to me when I was alone 

with either one. Shelly's narrative, which positions her as good caregiver, is countered by Julie's 

version of the story. 

Shelly: That's a lot of reason for me that I think that we're healthier than most of our 
friends and stuff. You know, we live better since we don't do a lot of junk food. 
Maryannc doesn't get candy very much at all. She eats, she like granola. She like um, 
she'd rather have vegetables than candy. I can always count on sitting her down at the 
table and she'll eat all her vegetables before she eats anything else .... And I started her, we 
made her baby food too. We didn't buy canned baby food or anything like that. We 
made baby food out of fresh vegetables and stuff like that. 

Julie clearly did not think that natural foods alone could make for good care giving. She 

criticized her friend's other behaviors, and in doing so elevated her own care giving skills. 

Like with my friend, she's into like natural medicine but then--this is what I don't like--she 
smokes, a pack of cigarettes a day, and then she hasn't taken her kid to the doctor for her 
shots yet. So yeah, they're into like the herbs and things so she can say "Yeah, I treat her 
like that," but she smokes .... And her kid's sick, I mean she has a buggery, snotty, runny 
nose ... all the time. All the time. And she smokes. And, oh this is funny. My friend, ok 
they have a, there's a baby that--I just went over to their house today. There's another 
girl that has a tiny little baby, and then my friend who smokes has a, she's four months 
younger than Nina [Julie's daughter]. And this baby had all this goop coming out of its 
eyes when it was like a newborn and they're not supposed to have that. And they're going 
[makes puffing noises and action] and like looking at that baby and they're smoking! Cuz 
the mom smokes and then Shelly and they're going "I don't know what's wrong with that 
baby" and they're just going puff, you know. And I finally, I said something about it. 
You know I said "Well maybe it's because you guys smoke." And you know what? They 
won't really admit that. It's everything but that. You know like she'll, she said "I think 
Maryanne [Shelly's daughter] has allergies" and I suggested that it's the cigarette smoke 
and she'll just "Oh" you know, kind of brush it off .... I'm really lucky though. Nina hasn't 
had any ear infections, but see that's breast feeding too. Cuz they, when they drink the 
bottle and lay down they think that has something to do with it. And then, we don't 
smoke. 

"I'm a Good Mother" 

Women spoke of the feelings of control and self-worth that resulted from taking care of 

themselves or family on their own. The narratives of uninsured women do speak of the inequities 

of the medical system, but they are also filled with accounts their efforts to provide care for their 

families in spite of this situation. The affective propositions found in the women's narratives say 

again and again "I'm creative," "I'm in control," "I'm a good mother." 

------_ .. ----
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My informants returned to the topic of what constituted good mothering again and again 

in our conversations, not at my specific prompting, but in the course of our discussions about 

medicine timing, recent illness episodes in the family, and responsibility for child care. As I noted 

in Chapter 6, women took pride in their knowledge of self-medication and their ability to take 

care of their children. Women also revealed that they experienced conflicts when practical 

contingencies such as lack of money or the need to work kept women from devoting time and 

attention to sick children. 

Pam: I had to work. I didn't have a choice. I had to. I mean, if I didn't work, you 
know, we'd be on welfare and poverty stricken. I mean, I pulled through because I knew I 
had to, but at the same time you think 'My kids don't have what I had.' My mom was 
always home. She was always there, with my sister and me. They didn't have that. 

Their struggle centered around traditional concepts of mothering and the care giving 

necessitated by contemporary lifestyle demands. The old, time-intensive care giving behaviors 

were incompatible under the circumstances of the present, with its time constraints and pressures 

of mUltiple responsibilities. New styles of care giving, including increased medication use, were 

justified under these conditions because the ultimate goal was still to be a good mother. As 

discussed previously in this dissertation (Chapters 6 and 7), since pharmaceuticals provide a means 

of giving care and affection to children while meeting other time demands, using medicines 

become part of what it means to be a good mother. 

In their ability to take good care of their children--despite constraints and pressures--

women were creating new definitions of what it meant to be a good mother. Clair and Pam 

expressed these ideas in stories of their response to children's illnesses. 

Claire: I probably use more medication than my mom did, because she didn't have the 
time constraints. I'm trying to get them well in 24 hours. If it took three days for my 
mom, it took three days. You know, she didn't have anything that she had to be doing. 
mean she had her own household chores and running the house and all, but she didn't 
have other responsibilities like work like I do. If I'm off my job for three days because of 
a cold with my baby, they don't like that. You know they frown on that. You know if 
there was a serious illness they would, they wouldn't have a problem, but a cold to them 
is not a serious illness. It's a catch 22. Where I, when they start with a runny nose, I get 
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out the Triaminic and the Tylenol and the humidifier, elevate one end of the bed and, you 
know, away we go. We start that probably two days before the cold symptoms get real 
full blown. Before daycare sees them. [Laughs] You know so then maybe 1 treated the 
cold for 48 hours before they have to be out of daycare for 24 hours. Then I'm only 
missing one day of work if my grandmother's not available to care for them. And that's 
kind of--I don't like it, but that's kind of the way it is. That's the choice I've made. 

Pam: Sometimes 1 feel like sometimes I'm not a good mom. I'm not as good as my mom 
was. My mom was always there and she was lovey-dovey and she was just always, you 
know, always making sure you were happy and comfortable and. She was on of these 'Oh, 
hooo' type person. And I'm not. I'm more 'Let's see what the symptoms are. How do 
you feel? Do you have a headache and a sore throat. Let's see you're throat.' I'm more 
practical about it. I'm not as lovey-dovey, and 1 think they need that. And I don't give it 
to them and so there's that guilt there too. That I'm not as good a mom as my mom. 
But when I can give them medicine and know that they're not hurting any more, that 
they're feeling better, then I feel good. Even though I know it wasn't me that did it. It 
was the medicine that did it. 

"I am Smart" 

The ability to navigate through the American health care system was another source of 

self-esteem for my informants. These stories focus on women's knowledge of medicines and their 

ability to diagnose illness in themselves and their children. As noted in Chapter S, women who 

purchased generic versions of medications prided themselves on understanding medicine labels 

sufficiently to chose chemically identical, but less expensive products. 

Teresa: If I need acetaminophen I'll go and because of the economy I'll go and buy the 
store brand if it's the same milligrams and if the ingredients are exactly the same. I tend 
to read ingredients on a, on a store brand and on a brand that's been recommended, you 
know, through TV or even a doctor .... I tend to read, to see if they have the same 
ingredients in them. And if the milligrams are the same, and if you can save a couple of 
bucks, it seems silly to me to go and buy a bottle of Tylenol and pay $8 for it when you 
can buy the store brand for two. That six bucks will buy you a gallon of milk and, you 
know, something else that you might need. 

Women drew satisfaction from correctly diagnosing and treating themselves and their 

children. Some women had achieved status as medication consultants for members of their social 

support networks. Stories about women's abilities as diagnosticians and lay health providers are 

often framed in terms of confrontations with doctors. Women frequently mentioned that doctors 

devalued their ability to diagnose illness in themselves or their children. Many of the stories 
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about clinical encounters were filled with anger, as women recounted their own efforts to demand 

care. For example, Gretchen had taken her asthmatic daughter to the doctor when she recognized 

signs of breathing difficulty. The doctor refused to believe that the situation was serious. 

Gretchen: I think, I think a lot of times you get blown off. A lot of. It's like with [my 
daughter] .... If she like gets a cold or something, you know, she wheezes and breathes 
really bad. And I had taken her to the doctor and they said "oh," you know, "she's all 
right. Go home." I said "No, she's not all right." You know. "I'm going to go home 
with her and I don't know what to do. I can't breathe into her mouth and she is panting 
for air," you know. And I think, you know, they just "She's fine," you know. Sometimes 
they think "oh," you know, "you're overreacting" or whatever. 

Leslie also found herself demanding care for her son because she knew he needed medical 

attention, despite the fact that doctors thought otherwise. 

My son, apparently he got into a sleeping bag that had a brown spider in it. It was a new 
sleeping bag. And it was ah, they're different. They're bites arc just like bull's eye. And 
then from the center it spreads and it oozes. And what it can do is it can eat away the 
tissue. So I took him [to the hospital]. They didn't do anything. They didn't even clean 
the bite. They didn't do a thing .... When I brought him home, he was throwing up, he was 
so sick. And so I took him back. And I called them. I said "I'm bringing him back." ... So 
then I went back and they put him on medicine for it. He was so sick. And doctors, you 
can't trust them. They think they know, but they don't. 

Women who have had negative experiences with doctors delight at being able to "out-

diagnose" the professional based on their embodied knowledge and ability to note subtle changes 

in the behavior or physical conditions of loved ones. In these stories, women highlight the 

superiority of mothers' awareness to clinical knowledge. Amy's story provides one rather 

humorous example. 

I don't know if I told you. I brought Michael [her son] in for well-baby check. And he 
was really pissed off. And he wanted something and I wouldn't give it to him .... And this 
intern, still in school and really fresh. And he thought he'd seen everything. Well Michael 
started coughing and I said "Please don't you throw up." Cuz he does it on purpose. 
And this kid was "Sure, lady." I had just been talking to him [Michael] about it and he 
said "I'll throw up if I want to." And he did. I mean he obviously did it on purpose and 
I was so glad it was like documented in the doctor's office. Cuz I'm sure he thought I was 
some nut.. .. But he just sat there with his mouth open. 

Dialogic Approach to Theory and Methods 

This analysis of medicine stories is instructive as it points to the need for a dialogical 

------_.-_ .... -- .- .. ---.---.-----------.--.. -.-. 
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exchange between practice theory and cognitive models theory, indeed, between phenomenological 

and cognitive theories of any kind. Both are useful tools for the study of self-medication practice, 

but in isolation do not present a comprehensive account of behavior in context. 

Analysis using cultural models theory would indicate that women can switch between 

models of self-medication because higher order models--being a good care giver, being productive, 

making do--motivate increase use of medications, rather than avoidance of them. The analysis 

would end with this assumption, and actual behavior would be left to speculation. Practice theory 

would lend the insight that women, in a relatively powerless position, arc employing tactics to turn 

their constraints into advantages. Emotional issues, such as the desire to be a good mother, might 

be lost in such an analysis. A more ethnographic approach, such as Graham's (1984:188) 

contributes the understanding that "health choices are shaped by material as well as mental 

structures." 

Analysis of decisions from a taskonomic perspective is useful for its approach to 

consideration of knowledge in practice. Unlike previous applications of this analytic approach to 

the study of illness, which focused on iIlness identification and response to specific illness (Chand 

and Bhattacharyya 1994; Nichter 1989), my data suggest that identification of broader "tasks" 

beyond specific illnesses may also trigger the constellations of knowledge which enable treatment 

response appropriate to the situation. Tasks such as being a good mother, managing time, and 

producing health care amid financial constraints privilege the prompt use of strong medicines as 

appropriate response to the situation at hand. 

I believe that an approach of analyzing convergences and discrepancies between discourse 

and practice is fruitful for understanding decision making and the consequences of those decisions. 

A dialogic approach in which insights gained from one perspective can be used to inform the 

other. Anthropologists such as Strauss (1992a); Keesing (1987); and Price 1992) also advocate this 

approach. They point to the need to look at the stories people tell by way of explanation and 

-------_..... _ .... - -- -_. .---------_.---_. ---
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justification of their actions to understand why they diverged from the culturally accepted patterns 

(models) to do what they did. An approach such as this may give insights into the dynamic nature 

of health care in the United States, and the ways in which people negotiate the confusion and 

mUltiplicity of the health care environment. 

This dissertation suggests that there may be more than one way to conceptualize the 

linkages between beliefs and behavior. Theoretical frameworks which enable the researcher to 

analyze occasions when ideology is inherent in practice (as in Bourdieu's conceptualization of 

embodiment) and when what one should do and what one actually does diverge. It is useful to 

consider both forms of action as well as the actor's awareness of the connections between hislher 

cognitive models and practice. Awareness of the agreement or conflict between thought and 

action may be the product of the type of decision made or the degree to which it causes conflict 

within the individual. For example, habitual behavior may be less conscious than decisions 

necessitated by new circumstances. 

Clinical Implications 

As attention to more serious illnesses has lessened, Americans have become more 

preoccupied with symptoms which previously were accepted as a part of daily existence. Stuffy 

noses as well as minor aches and pains have become nuisances which may be avoided through use 

of medications. A negative result of increased medicalization is a change in the concept of what it 

means to be healthy or ill, along with a reduction in thresholds of tolerance for discomfort (Barsky 

1988; Nichter and Vuckovic 1994). The widespread availability of a greater variety of medicines 

"leads people to believe that more and more of their discomforts, infirmities and impairments are 

curable" (Barsky 1988:417). Sanberg and Krema (1986:21-22) speak of this phenomenon as a drop 

in "frustration tolerance": 

-_ .. __ ._._------

Several decades ago people showed a much higher degree of 'frustration tolerance' than 
now and thus depended upon fewer drugs .... Now, one expects there to be a drug solution 
for every discomfort, from a hangover to cancer, and over the years we have been 

_ ... - --- ..•. _-------------
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convinced that it is available from aTe products. 

The proliferation of pharmaceutical products in the U.S. has served to alter standards for 

judging health, so that the population becomes more aware of and disturbed by conditions which 

were previously considered less important (Barsky 1988). The result has been both a decline in 

tolerance for discomfort and heightened recognition of body signs as problematic. Tolerance for 

uncomfortable or unsightly symptoms previously considered permissible has been reduced, while 

the inclination to interpret such symptoms as pathologic has increased. This tendency is reflected 

in the liberal use of "pain killers" and allergy medicines. Symptoms associated with the stresses of 

modern Iife •• fatigue, sleeplessness, indigestion •• are treated by medicines which become part and 

parcel of one's daily routine. My data suggest that the frequent use of medicines to combat these 

symptoms has created a conceptual shift, so that these products are no longer viewed as 

"medicine" by many people. Pharmacists note that some patients only report routine use of such 

medicines after careful prompting because they have ceased to consider that taking these products 

is out of the ordinary. 

Lowered thresholds of discomfort not only result in greater overall use of existing 

medicines, but also drives the proliferation of new pharmaceutical products which both respond to 

consumer demands and generate new dissatisfactions. The cycle continues: the increased 

availability of products spurs additional changes in thresholds of discomfort, resulting in altered 

definitions of what is normal or natural, and drives the need for new, improved products. As 

symptoms and behaviors become masked by the greater use of medications, new criteria are 

established by which health, illness, and acceptable behavior are evaluated. 

Insurance and Responsibility 

This research has also challenged stereotypes about individuals without health insurance. 

One assumption is that people without health insurance are a homogeneous group, a perception 

fostered in part by the label "the uninsured." My data indicate that households without insurance 



can vary greatly in terms of income, education, and composition. Insurance status also varies 

greatly over time and within the same household. An individual's fortunes in terms of health 

insurance change drastically for the better or worse over the course of months. Within a single 

household, some family members may have coverage while others do not, creating variations in 

access to professional care and precipitating issues of entitlement. 

247 

A second stereotype about individuals without health insurance is that they always wait 

until health problems become very severe before doing anything about them. While it is true that 

uninsured individuals often delay professional care for economic reasons, this does not mean that 

symptoms are neglected up to that point. As my data have shown, a great deal of health care 

activity takes place in the home prior to contact with professional medical providers. Rather than 

being irresponsible about their health, uninsured individuals often take greater responsibility for 

their own health as a result of their inability to obtain professional care. 

This research has revealed that women, as providers of domestic health care, are willing 

to provide and capable of providing primary health care for their families, yet have a strong desire 

for professional medical advice and backup. Government programs to provide universal coverage 

would do well to provide opportunities for increasing women's knowledge about medicines and 

basic health care, and to encourage positive and cooperative relationships between professional 

and lay health care providers. 

Conclusion 

Self-medication decisions are predicated on multiple factors. An individual's experience 

with and knowledge of self-medication and beliefs about illness and healing contribute to decisions 

about when and how to medicate. Practical factors, such as the severity or duration of the current 

illness episode, available resources (including time, money and access to treatments), and the 

information received from lay and professional sources also comes into play. 

The findings of this study indicate that American women express intention and desirability 

----_._ ... _ ..... _ .. - .. _._---------------
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of minimal use of medicines (and for some, preference for "natural" alternatives), but the 

exigencies of their daily lives cause them to utilize allopathic medicines on a frequent basis. A 

woman's decision to rely on medications is a response to pressures exerted from the social and 

political-economic forces outside the household and the way in which these forces interfere with 

intra-household demands, obligations, and social relations. 

This dissertation has shown how women use medicines to create feelings of competence 

and caring. Beyond the chemical capacity of medicines to relieve pain and aid healing, they are 

also used to produce positive identity through their appropriate use in given circumstances. In 

this way, medicines encapsulate agency. They become assets to women's strategies for survival as 

they enable individuals to manipulate situations in order to successfully manage the contingencies 

and constraints of their daily lives. 
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APPENDIXB 
INTERVIEW SCHEDULES 

Interview 1 

Who lives in your household? (Age, gender, relationship) 
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Has anyone had a serious illness that you can recall? What happened? How became involved? If 
no real experience, what do you think would happen? 

Does anyone have a chronic illness? How does this play out in day to day living? 

Do you find that the people in your family have different constitutions? That they're prone to certain 
things? Have particular weak spots? Why do you think that is? 

Would you say that you are healthier or less healthy overall than the other people in your family? 
Do you think you take more or less OTC drugs than others in your family? 

Who is in your family? Where are they living? Do you keep in touch with them? 

Patterns of Caregiving 

When you were young, who took care of you? 

How did it feel to be sick when you were a child? 

What did your mother/father do when you had a cold/sore throat? A stomach ache? 

Do you find that you take care of your own child that same way? What do you do differently? 

Does your husband get involved in the care of the kids when they are sick? Do you discuss going to 
the doctor with your husband before you take the kids in? 

IF MOM WORKS OUTSIDE OF HOME: When your child is sick, who stays home with him/her? 
If your child gets sick at school, who leaves work to care for him/her? 

Who takes care of your partner when he's sick? 

Who takes care of you when you get sick? 

How do people in your family know you're not feeling well? 
How bad has it gotten by this point? 

What signs do you have that others in your family are sick? 

---------------- -_._-- -_ ... _--- '--'--- -------------_. _.---
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DTCUse 

Tell me about the last time someone in your household had occasion to use any medication that your 
doctor didn't prescribe. 
Did you have it in the house or did you have to go out and buy it? 
What brand did you usc? Is there any particular reason why you chose that one? Do some brands 
seem to agree more with particular people than others? 

What kinds of nonprescription drugs do you keep on hand at home? Is there a reason why you have 
those around? 

Arc there particular products for particular people in the house? 

Docs there seem to be a difference in the way different people in your family react to particular 
drugs? 

Do you find that the same product will work differently for different people? Docs one product agree 
with a person more? 

How do you choose between all the products that arc available for a single ailment (e.g. cold 
products, analgesics)? 

Do you prefer extra-strength products? Multi-symptom products? 

Docs the name of the product influence you to buy it? Does the cost? 

ICyou have a choice of medicine forms (liquid, tablet, capsule, etc.), what kind do you choose? Why? 

Do you usc a store brand or generic drugs? Why/why not? 

What influences you to try new products? 

Do you think you're influenced by advertising? 

Do you carry any DTC drugs with you (in your desk, car)? Which ones? Why do you want to have 
those particular drugs on hand? 

Tell me about the last time you needed to usc this product and were glad you had it with you. 

Do you ever usc medications for alternative uses? i.e., other than their recommended purposes? 

Do you ever give your kids any medications to help them sleep? Do you take any? 

Do you ever re-use prescription medications that you have around the house? Do you ever share 
prescription medications? 

Do you do anything else in conjunction with taking medications (i.e, eat, don't eat, drink a glass of 
water/milk, lie down)? 

----_._----_ ... -- ._-- . __ ._-------------
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Information Seeking 

Do you ever ask any of your family for advice when your kids are sick? Do you ask friends? 

Does your doctor ever give you information about how to treat illnesses at home? 

Do you ever ask the pharmacist for advice about OTC drugs? 

Do you prefer to see a male or a female pharmacist? Does it matter, depending on the question 
you're asking? 

Are there questions that are embarrassing to ask? 

Trajectory - Decision Making 

What kind of standards do you use to judge when it's time to go to a doctor. How sick do the kids 
have to be? 

What about for yourself, when you get sick. Do you go to the doctor? 

Did you care for yourself any differently when you were pregnant? Nursing? 

-----------.----- ._-- ----------------



Interview 2 

Headaches 

Would you say that you have different kinds of headaches? Describe. 
What usually causes your headaches? 

If you have a headache, what do you usually do to relieve it? 
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Do you take something for it? How much? Why do you take that product? Does this depend on 
the kind of headache it is? 

What do you imagine happens when you have a headache? When you take something for it? 

When do you take something for your headache? Does this vary depending on what else is going on 
that day (e.g. work, vacation, kids)? 

How soon do you expect results? What do you do if this doesn't happen? 

Do people know that you have a headache? How? Does it show? Does it affect your personality? 
Do you tell them? 

Does your partner follow the same pattern? 

Do your kids get headaches? 

What do you consider a high fever? 

When do you consult your doctor for fever (temperature, number of days)? 

What do you do when your child has a fever? 

Do you alter your child's diet? Fluid intake? 

Is fever a sign of anything? (e.g. illness severity, infection) 

Do people ever get fevers without having a cold, sore throat or something else? 

Does this make a fever the deciding factor in whether an illness warrants doctor's care? 

Is a fever more or less severe for a child than for an adult? Is a "high" fever different for each? 

What do you do if you have a fever? If your partner does? 

When do you go 10 see a doctor for a fever? 



Diarrhea 

What do you do if your child has diarrhea? What diet alteration? 
Do you ever use Pedialite or other ORS? 
When do you cull a doctor about it? 
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What causes diarrhea? Are there different types of diarrhea? Do they have different causes? Do 
you treat each kind differently? 

Is it best to let it run its course or to stop it? Is there ever a time when it's good to have diarrhea? 

What about when you or your partner gets diarrhea--what tends to bring it on? What do you do to 
treat it? 

Colds/Flu 

What signs do you have that one is coming on? Is there a usual place where you catch one? What 
do you do if you catch a cold? Do you ever stay home from work/school because of a cold? 

What about for your partner? 

How about for your kids? At what point do you keep your kids home from school/day care? 

How do you catch a cold? 
What is the usually progression through a cold? Is this the same for everyone in your family? 

What is the difference between a cold and the flu? 
Does a cold ever turn into the flu? When? How can you tell? 
Does treatment for the flu differ from treatment for a cold? 

When you buy products to treat a cold, do you prefer multi-symptom or single-symptom medications? 
How much do you take? Howoften? How soon do you start taking medications? When would you 
call a doctor? 

How do you imagine cold products work? 

Docs it make your cold go away faster? 

Do you follow manufacturer's instructions regarding dosage and timing? 

Opinions of Health Care System 

Do you think that health care is a right? 

Do you think that if the government implemented a national health system that it would be a good 
idea? 

People have said that with a national health plan, health care would be rationed_ Do you think you'd 
have a choice? Do you think you have a choice now? 



255 

Women's Responsibilities 

I ran into a statistic that said women make about 75% 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? 

Illness Causation 

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? 

In your own household situation, what are the main reasons why people get sick? 

How do you think the health of this generation compares with the health of the last generation? 
Why? 
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Interview 3 

Has anyone in the family been ill since the last time we talked? What happened? 

Do you think it's good for a person to take care of herself when she is sick? Should a person always 
go to the doctor? 

Are there times when it's just more convenient to treat yourself at home? 

What you say, for you, is the best definition of health? 

Is there a person you know who you can always borrow medicines from? 

Is it ok to be seen taking medicines? Is medicine taking something that should be done in private? 

When you see someone taking some medicine, what does that make you think? 

If you see someone taking cold medicine, does that make you concerned that you might catch 
something? 

When can a person "catch" an illness from someone? 

Have you ever had to take medicines to counter the effects of other medicines? 

Do you always have all your prescriptions filled? For the entire amount? 

Have you noticed any changes in the amount of medicines you take now vs. five years ago? Ten years 
ago? Why do you think this is? 

If you could invent a medicine to take care of whatever discomfort or sickness you wanted, what 
would it be? 



APPENDIXC 
RANK ORDERING SCORING SHEET 

Informant Name and I.D.: 

ordering from high to low by: 
A = strength of remedy 

(Is stronger better? Can strong be bad?) 
B = Safety of remedy 
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(Does safe mean not as strong? Not as effective?) 
C = Side effects 

(Number and severity. Are there good side effects?) 
D = Degree of "medicine-ness" 

Allergy Remedies 

A B C D 

ANTIHISTAMINES 

BEE POLLEN 

SELDANE 

DECONGESTANTS 

ACTIFED DAYTIME 

ACTIFED NIGHT TIME 

NASAL SPRAY 

Pain Relievers 
A B C D 

ASPIRIN 

TYLENOL 

EXEDRIN PM 

ADVIL 

GENERIC ACETAMINOPHEN 

ANACIN 

GENERIC IBUPROFEN 

------.-.- ---



RANK ORDERING SCORING SHEET 

Informant Name and I. D. : 

Ordering from high to low by: 
A = Strength of remedy 

(Is stronger better? Can strong be bad?) 
B = Safety of remedy 
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(Does safe mean not as strong? Not as effective?) 
C = Side effects 

(Number and severity. Are there good side effects?) 
D = Degree of "medicine-ness" 

Cold/Flu Remedies 
A B C D 

VICKS VAPORUB 

AMOXICILLIN 

VITAMIN C 

SUDAFED 

THERA FLU COUGH & COLD 

THERA FLU FLU & COLD 

HERB TEA 

NYQUIL 
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How to Keep the Diary 

IiJJ!Ju. 

Write down the name of any member of your household who has 
a physical complaint today. This can be any problem from the 
measles to a sore elbow. 

Who, wqs wrone' 

In this box describe what the ailment was. (For example, 
"headache. ") If the person had multiple symptoms, list these. (For 
example, "upset stomach, headache, fever. 0) If you can name the 
ailment (e.g. "allergies"), please do so. 

WhO' was donr' 

Describe what remedy was usa!, who gave the remerly, and how 
much was taken. For example, if your child had a fever and you 
gave him or her Tylenol, write "I gave him I Tylenol tablet. ° If 
you drank a cup of chamomile tea for your cold, write "Made 
myself a cup of chamomile tea." If the remerly was a commercial 
product, please specify the brand name. Be sure to include 
prescription and over-the-counter merlicines, herbal or homeopathic 
products, and home remerlies. 

YiImniIJ.r 

If anyone in your household took vitamins today, please wrile 
down who it was and what kind of vitamins were taken in the 
space at the bottom of today's page. 

H you have any questions, call Nancy at 792-3402. 

Monday 

NUllll! WJIUI \VUS IVTlJII};? Whar lVas dUI/I!? 

Did anyone take vitamins today'! Who'! What kind? 



APPENDIXE 
QUESTIONNAIRE 

SeJf-are Suney 

Please answer the following questions bued on your beliefs IIId practices. There are DO rl&hl or wrong 
answers. Thanks (or your helpl 

1. Who USUALLY UnlS In your houstbold (meanlllI more than halt the time)? Circle all that apply, 
then fill in their lAies and the type of health Insurance covetlAie each has. 

Relatlonsblp Age(s) Insurance 

a. myself 
a. spouse or partner 
b. children 
c. step-cbildren 
d. parent(s) 
e. grandparent(s) 
f. brother(s)/slster(s) 
g. niece(s)/nephew(s) 
b. roommate(s) 
I. friend(s) 

2. How would you rate your health? 

a. excellent c. (air 

b. good d. poor 

3. Compored to most other people your age, how would you rate your health? 

a. better than others 
b. about the same 
c. worse than others 

4. Compared to other people your age, hoVi orten do you get sick? 

a. A lot more often 
b. somewhat more often 

5. Please list the medicines I!!ll usually take EVERY DAY: 

c. about the same 
d. somewhat less oftcn 
c. a lot less often 
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6, As far as you know, what are the medicines other RCOple In your hOUSMOld take EVERY DAY? 

Person Medicines 

7, When you go for medical care outside the home, who do you wually see? 

a. private doctor 
b. clinic 
c. emergency room 
d. message therapist 
e. curandera 
f. chiropractor 

8. How far away do you go ror medical care? 

______ miIes. 

9. How do you usually get there? 

a. I drive. 
b. I take the bus. 
c. I walk 

g. herbalist 
h. natul'opath/homeopath 
I. spiritual healer 
j. other (please specify) 

k. I don't go for medical care. 

d. My husband/partner drives 
e. A relative or friend drives 

10. When was the last time someone In your family bad to visit to the doctor? 

Which family member was It? ____________________ _ 

What was the health problem? 

Ir the doctor prescribed medication or told to we an 09er-the-counter medicine, what was It? 
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11. Which onr-I.he-counter products are you most Ukely to han In the bouse? (Check all that 
apply.) 

_aspirin 
__ ibuprofen (AdvU or .!mUar product) 
__ acetamlDopben (Tylenol or s!mUar product) 
__ night-time pain reliever 
__ medicine for menstrual cramps or PMS 
__ deconiestants 

IDtih istamlnes = multi-symptom allergy medicine 
__ nasal spray 

_ cold/flu pUis 
__ cold/flu liquid medicine 
_sfn&Ie symptom cough medicine 
_muJd-sympmm cough medicine 

antacids 
diarrhu medicine = topical antiseptics 
vitamins 

_other(pleasespecify), ____________________ _ 

12. Which o,er-the-alunter product do you use most orten? 

13. When it comes to taklng medlclnes, would say that you take 

a. a lot more than most people d. I little less than most people 
b. a little more than most people e. a lot less than most people 
c. about the same as most poople 

14. For over-the counter products, which do you usually purchase? 

a. generic or store brand medicines 
b. name-brand medicines 
c. whatever is cheapest 

15. How much would you estimate was your outo()r-pockel cost ror prcsqiplioD mediclnes over the 
last six months? 

a. SO- S25 d. $75 - $100 
b. S26 - S50 e. $100 - $150 
c. S51 - $75 f. over $150 

16. How much did you spend on o'er-th!!:('.()unter meclldnes oyer the last six months? 

a. $ 0 - $25 d. $75 - $100 
b. S26 - S50 e. $100 - $150 
c. S51 - $75 f. over SI50 
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17. Where do :rou usually bu:r o,er-(be.(ounla' medJdnes? (Please .peelty Dame ot .tore and 
location, e.g., ·WaIgreeos, Grant and Campbell.) 

18. Who do you usually tum to tor .drier. or Intonnatlon when you or lOIDeoIIe In :rour tamlly Is 
teeUng sick (but Isn't really, really III)? (Circle all that apply.) 

a. my spouse/partner 
b. my mothcr/mother·in·law 
c. my sister 
d. another relative (pleasc specify) ______ _ 
e. a friend 
f. the pharmacist 
g. the doctor 
h. the nurse at my doctor's office 
i. books or anlcles on health 
j. Ask·a·Nurse or other information service 
k. other (please specify) __________ _ 

19. ThInking about the person you MOsr OFfEN ask tor advice, how tar away Is this person 
tram where you Uve? 

a. in the same house d. in the same state, but not in town 
b. in the same neighborhood e. in another state 
c. in the same town, but not close by 

20. When you ask tor advice tram thls person, Is II usually 

a. over the phone b. in person 

21. When I don't teel well It's usually because (Citcle all that apply) 

a. it's something I've always got (for example, allergy, wealc stoouch, chronic illness) 
b. I'm stressed out 
c. I'm tired 
d. I've caught something from someone who was sick 
e. something in the environment is barming me 

22. When I am sick i usually 

a. go to the doctor right away 
b. take care of it at home for a couple days and go to thc doctor only If! don't get bener 
c. go to the doctor only if it's absolutely necessary. 
d. don't do anything 
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23. When my child .Is sick I usually 

I. take h1mlber to the doctor right away 
b. take care of It at home for a couple days and go to the doctor only Ifhe/sbe dDe$n't get better 
c. take h1mlber to the doctor only If It's absolutely necessary. 
d. don't do anything 

24. Who most orten takes your child to the doctor when s/he Is sick? 

a. I do. 
b. My husband/partner does. 
c. A grandparent does. 
d. Another farn1Iy member docs. 

e. A friend does. 
f. A babysitter dDe$. 
g. I've Dever had to take my child 

to the doctor. 

25. When I treat myselr at home ror an Illness, I usually use (Circle all that apply) 

a. over-the-counter medications 
b. home remedies 
c. homeopathic or herbal medicines 
d. prescription medications I have on hand 
e. prescription medications I get from relatives or friends 
f. prescription medications I buy in Mexico 
g. other _________________ _ 

26. When I treat my child at home ror an Illness, I usually use (Circle all that apply) 

a. over-the-counter medications 
b. home remedies 
c. homeopathic or herbal medicines 
d. prescription medications I have on hand 
e. prescription medications I get from relatives or friends 
f. prescription medications I buy in Mexico g. other _________________ _ 

27. Do you have a "weak spot"? What is it? 

28. Do your child(ren) have a ·weak spot"? What Is II? 
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29, I think adulls usually leC sick because (Circle all that apply) 

a. they are In contact with other people wbo are lick 
b. of their lifestyle or bablts 
c. they bave bad luck 
d. of genetics 
e. they bring It upon themselves 
f. of stress 

30, I think children usually leC sick because (Circle all that apply) 

a. they are In contact with other children wbo are sick 
b. of their lifestyle or habits 
c. they bave bad luck: 
d. of genetics 
e. they bring it upon themselves 
f. stress 
g. their parents don't care for them properly 

31. I think good health is usually the result or (Circle all that apply.) 

a. genetics 
b. luck 
c. lifestyle 
d. good food 
e. vitamins 

32. What Is the most common re.llSon that you gee sick? 

a. I'm run down 
b. bad lu.:k 
c. I didn't take care of myself 
d. germs 
e. I'm just prone to sickness 

f. a blessing from God 
g. a positive attitude 
b. baviog enough money 

to get medical care 
J. other 

i other ____________________________________ _ 

33. What do you do to keep yourselr healthy? (Circle all that apply) 

a. eat right 
b. exercise 
c. get enough rest 
d. stay away from 

sick people 
e. keep a clean house 

f. take vitamins or supplements 
g. keep a positive attitude 
h. get early treatment for 

Illnesses 
i. avoid or limit tobacco 
j.other _______ _ 
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34. What do you do to keep your chIld(ren) healthy? (Circle all that apply) 

a. J make sure they eat rl&bt. 
b. I make sure they exercise. 
c. J make sure they get eoough rest. 
d. J try to keep them away from people wbo are sick. 
e. J keep our bouse clean. 
f. J give them vitamins or supplements. 
g. J get them immunized. 
b. J get them early treatment for illnesses. 
i. J keep them warm and dry. 
j. other ______________ __ 

35. How concerned are you llbout your cholesterol le,eI? 

a. very concerned 
b. moderately concerned 

c. slightly concerned 
d. DOt concerned 

36. Do you know what your cholesterol le,ells? 

a. yes 
b. no 

It is _________ __ 

37. How concerned are you about your blood pressure? 

a. very concerned c. slightly concerned 
b. moderately concerned d. DOt concerned 

38. Do you know what your blood pressure Is? 

a. yes 
b. no 

It Is _________ __ 

39. Has concern about your cholesterol level or blood pressure changed the kinds or roods you eat? 

a. a lot c. only a little 
b. somewbat d. DOt at all 

40. When dJd you have your last Pap test? 

a. in the past year 
b. in the past 2 years 
c. in the past 3 • S years 

d. in the past 6 - 10 years 
e. more than 10 years ago 
f. J've never bad a Pap test . 

. _----- ._---- -.-----.. -------------



41. How orten do you take ritamlns? 

a. never 
b. sometimes 
c. when I (eel like I need one 
d. when I tbln.lc I'm no! eating right 
e. when I'm stressed 

42. What kind or vitamins do you take? 

43. Why do you take them? 

f. when I remember 
8. when someone else is sick 
h. almost every day 
I. every day 
j. other _____ _ 

44. Which statement best describes your recUngs about Immunizations? 

a. I thln.lc they're necessary to protect my child's health. 
b. I don't thln.lc they're necessary. I only have my cbild immunized because it's a law. 
c. I think the risks of immunization are too high so I won't have my child immunized. 
d. I can't afford to have my child immunized. 

45, I use herbal or homeopathic remedies 

a. all the time 
b. a lot of the time 
c. sometimes 

46. I use herbal or homeopathic remedies 

a. to prevent illness 
b. to keep an illness from getting worse 
c. just to treat the symptoms of an illness 

47. I take herbal or homeopathJc remedies 

a. as the first treatment for illness 
b. if over-the-counter or prescription medicines don't worle 

d. rarely 
e. never 

d. to cure an illness 
e. I don't use herbal or homeopathic 

remedies. 

c. in combination with over-the-counter or prescription medicines 
d. I don't use herbal or homeopathic remedies. 
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48. How otten does your r.,nlly use home rtmedles? 

a. all the time d. rarely 
b. a lot of the time e. Dever 
c. sometimes 

049. What Is your ravorlte home rtmedy? 

SO. How would you rate your finandal situation? 

a. I can't make eods meet c. I'm doing ok most of the time 
b. I'm just making it d. I'm satlsfied 

51. J consider myselr to be 

a. Mexican-American e. Native-American 
b. African-American f. Multi-ethnic (bi-racial) 
c. ADglo-American g. other ______ _ 
d. Asian-American 

52. What Is the h1ghC!>t level or education you have completed? 

a. grammar school e. some college 
b. some high school f. graduated college 
c. graduated high school g. professiooal school 
d. trade school h. graduate school 

53. What is the highest level or educatlon your spouse or partner has completed? 

a. grammar school e. some college 
b. some high school f. graduated college 
c. graduated high school g. professioDai school 
d. trade school h. graduate school 

54. Which magazlne(s) do you usually read? 

55. What television program(s) do you watch regularly? 

... ------------------
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