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ABSTRACT 
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Although medical anthropologists have recently taken up the study of 

medication use in both developing and developed nations, the medication practices of 

immigrants remain unstudied. The current research reports on self-medication 

practices among two California Mexican immigrant communities: immigrant families 

living along the California-Mexico border, and migrant farm worker families residing 

m illegal encampments and substandard housing in San Diego's North County. 

Medication and health seeking practices are found to be influenced by both political-

economic forces, and the sociocultural context in which California Mexicans live. The 

U.S.-Mexico border area is considered as a special context for self-medication, since it 

permits border-crossing into Tijuana for the purpose of buying Mexican 

pharmaceuticals at low cost without a prescription. The popularity of injections and 

the cross-border purchasing of injectable antibiotics and vitamins are discussed as a 

case study. 
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Despite the recent emergence of an anthropological literature on self-treatment 

and medication use in both Western and non-Western settings, the self-care and self-

medication practices of immigrants remain virtually unstudied. Immigrants cope with 

illness at the intersection of two cultural systems of health seeking, where their actions 

are influenced by both the cultural setting in which they were raised, and the political-

economic and sociocultural context in which they find themselves in their new nation. 

The influences of both contexts are interactive and additive, such that immigrant self-

treatment practices may be distinct from both those of their compatriots overseas and 

those of the dominant society in which they now live. This study attempts to bridge 

the existing dichotomy between studies of self-medication in Westem contexts and 

those conducted in developing nations by examining medication practice and health-

seeking strategies among one immigrant group in the United States: Mexican 

immigrant families residing in San Diego County, California. 

In order to highlight both the commonalities in the health-seeking experience of 

southern California Mexicans, and the differences within this group that result from the 

different social, cultural, physical, and political-economic contexts in which various 

subpopulations of immigrants live, two very different Mexican groups were selected 

for study. The first group consists of low income, Mexican immigrant families and 

first generation Mexican-Americans residing in the South Bay area, at the southern 
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border of San Diego County where California meets Tijuana, Mexico. The second 

group consists of Mexican migrant farm worker families living in 'Third World' 

conditions in illegal squatter camps and substandard housing in the North County area, 

at the northern edge of San Diego County.' As a result of their very different levels 

of assimilation, socioeconomic status, geographic locations, and social and political-

economic environments, these two groups live at opposite ends of a continuum of 

Mexican immigrant experiences in southern California.^ 

Three themes form the basis of this thesis. First, I discuss how different 

political-economic and social environments affect the degree of access Mexican 

immigrants have to various health resources. Considered are how the various physical, 

economic, social, and personal resources available to families influence not only their 

access to health services, but also their 'access' to self-medication as a health-seeking 

strategy. South Bay and North Coimty subgroups are demonstrated to be very 

differently situated in terms of such resources, such that self-medication is more 

readily available to South Bay families, while North County families employ various 

alternative strategies for health seeking. Second, I consider the cultural context in 

which individuals self-diagnose, self-prescribe and self-regulate their use of 

medications. This analysis takes into account culturally-mediated understandings of 

body functioning, perceptions of health and illness, and expectations of medications as 

well as the practical contingencies of everyday life, as the contexts in which 

medication choice and self-regulation occur. Finally, I discuss the use of Tijuana, 
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Mexico as a resource for health seeking in this border area. This includes crossing the 

border to use Mexican health services and to obtain Mexican medications at low cost 

without a prescription. A case study of the common practice of self-administering 

injectable medications and vitamins obtained from Tijuana pharmacies is provided as 

an example of such cross-border health seeking and its implications. 

Medication Practice: 
Literature Review and Definitions 

Self-cart: 

Writing in 1989, Kickbusch commented that 

About 10 years ago academics discovered the fact that people actually take care 
of themselves. This was a process rather reminiscent of the academic discovery 
of poverty in the sixties. Like poverty, self-care had 'always been with us', but 
it had not been deemed worthy of scientific interest. (Kickbusch 1989:125) 

Today, social scientists recognize that the majority of all care in illness is self-care, not 

professional care, and that this phenomenon is worthy of attention.^ Although 

definitions vary, self-care generally refers to lay behaviors associated with health 

maintenance and illness prevention, self-diagnosis and self-treatment, self-referral, and 

the decision to consult with various forms of health providers. The defining factor is 

that self-care practices are initiated and involve decision-making at the level of the lay 

person, not the level of the health care professional (Segall and Goldstein 1989). 

Another important aspect of self-care is that it is a social phenomenon, involving 

decision-making which occurs within a social network (Dean 1986), sometimes 
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referred to as a 'therapy management group' (Janzen 1987). 

Although self-care research has now foimd a place in the social science 

literature, it suffers from some glaring biases and omissions, including "its middle class 

bias, [and] its lack of interest in social stratification, sexual stratification, and inequities 

in health" (Kickbusch 1989:127). While self-care studies focus on attitudes and 

beliefs, severity of illness, age, gender, and social networks as factors influencing self-

care, they tend to ignore the political-economic context of self-care including the 

impact of financial constraints and access to health services on health-seeking 

behaviors. Furthermore, the self-care literature seems to be almost exclusively 

confined to Western contexts. In a special issue of Social Science and Medicine 

dedicated to self-care research. Dean (1989) introduces the articles to follow as 

representative of the state of the art in self-care research; yet of the 15 articles 

included, all report on studies in Europe, the United States, or Canada, with the 

exception of one study from Israel. None discuss the self-care behavior of ethnic 

minorities or immigrants within these Western nations. 

In terms of the health impact of self-care. Dean argues that; 

While little researched, the data which is available suggests that illness related 
self-care is in most cases appropriate and effective. It is generally 'softer' and 
low-tech compared to professional care, often involving social approaches or 
responses to promoting health or treating illness. (Dean 1989:118) 

Yet when one considers self-medication, which is arguably the dominant form of self-

care, is this conclusion warranted? In developed countries, the availability of 
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'prescription-strength' medicines over the counter is increasing, as are the media 

attention and popular health literature targeting the public directly as health 

'consumers' who can self-prescribe; in developing countries, prescription medications 

are frequently available from pharmacies without a prescription. Given this heightened 

access to potent medications and the prominence of self-medication as a form of self-

care, is it really accurate to say that self-care is 'soft, safe, and low tech'? Often 

separate from the literature on self-care, existing research on medication practice 

explores the 'higher tech' aspects of self-care, while also overcoming some of the 

limitations of self-care research by looking at medication use in low income and non-

Westem settings. 

Pharmaceutical anthropology: 

The study of foreign cultures involves an examination of how they are 
foreign - and a concomitant blindness to the elements which are familiar. This 
has meant overlooking the use of aspirin for headache while noticing the use of 
elephant dung for dizziness. (Whyte and van der Geest 1988) 

Medical anthropologists have in the past been more interested in 'traditional' 

healing than in the use of Western medications, in keeping with anthropology's 

historical roots in the study of the 'exotic' (van der Geest 1987). More recently, an 

anthropology of pharmaceutical practice has begun to emerge.* Anthropologists have 

discovered that while pharmaceuticals may at first seem 'boring' because they are 

'Western' and 'scientific', the ways in which people obtain them, use them, 

appropriate them for their own purposes, and attribute meaning to them are cultural 



15 

and political-economic phenomena of great interest for social scientists. 

'Pharmaceutical anthropology', then, focuses on: 

...the 'context' of medicines, by which we mean the constellations of cultural 
meanings and social relations within which medicines exist in a given time and 
place. (Whyte and van der Geest 1988:3) 

Whyte and van der Geest (1988) describe two general areas of research in 

pharmaceutical anthropology: 1.) the ways in which medicines and information about 

them are disseminated, and 2.) the cultural meanings of medications. The former 

includes a concern with how and from whom people obtain drugs, and what types of 

information and cultural understandings are transmitted with them from the doctor, 

shopkeeper, or traditional practitioner to the user. The latter includes topics such as: 

how medicines are perceived to fimction; expectations of medicines and how they 

relate to ideas of disease causation; perceptions of medication uses, potency and 

efficacy; ideas about the qualities of different medicine types, forms and packaging; 

and the social meanings and significance of medications. These two areas of research 

are linked by a common concern with the cultural and social milieu in which 

medicines are perceived and consumed. 

In Third World settings, anthropological studies of medication use have 

emerged particularly over the past ten years.' Research on medication practice in 

developing countries revolves around two principal themes. Firstly, studies address 

concerns about the 'irrational misuse' of medications taking place in developing 

countries. Topics of concern include non-compliance with health workers' 
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prescriptions, self-medication with prescription drugs obtained without a prescription, 

misuse of antibiotics and the implications for antibiotic resistance, overuse of 

injections, overuse of relatively safe medicines, and the use of inessential combinations 

of drugs or needlessly expensive medications (Hardon et al. 1992). Anthropological 

studies attempt to both describe the extent and nature of these practices, and place an 

understanding of them in cultural context. Secondly, ethnographic studies describe 

popular perceptions and meanings of Western medications in cultural context, and how 

they influence medication use. Such studies reveal how the uses and effects of 

Western medicines are reinterpreted according to local ethnophysiological and 

ethnopharmacological models.® A related but less explored topic of study is the social 

relations of medicine taking, including the values and ideologies embedded in 

medicine consumption, the impact of medication use on identity and acceptance of the 

sick role, medicine-taking as a means of communicating distress, medicine-giving as 

an idiom of caring, and medicine allocation as a reflection of household social and 

power dynamics (see Nichter and Vuckovic 1994). 

In the United States, three central themes emerge in the literature on medication 

use (Vuckovic and Nichter 1997). Firstly, many studies are concerned with patient 

'non-compliance' with doctors' orders in the use of medications. These tend to be: 1.) 

quantitative studies which attempt to either measure the extent of non-compliance and 

its consequences, or correlate levels of non-compliance with other factors such as 

demographic variables or type of treatment, and 2.) articles which attempt to resolve 
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'inappropriate' patient behaviors by addressing problems such as patient forgetfulness 

or poor doctor-patient communication. A smaller set of studies attempts to understand 

such behavior from the patient's perspective, not as 'deviance' but rather as purposeful 

behavior undertaken in the context of social, cultural, and practical concerns (Pylypa 

1995). Secondly, U.S. studies describe self-medication rates, focusing on what 

people's behaviors are, but with little explanation of why. Finally, like the studies in 

international settings, some U.S. studies explore the social and cultural meanings of 

medications and medicine-taking for people, and their impact on medication practice 

(Vuckovic and Nichter 1995). 

In summary, although somewhat differently-oriented in each setting, a literature 

on medication use exists in both non-Western and Western contexts. Unlike the 

literature on self-care, the anthropology of pharmaceutical practice has concerned itself 

with low income groups, political-economic circumstances, and non-Western settings. 

However, pharmaceutical anthropology, like self-care research, has entirely neglected 

immigrants as a focus of study. 

Self-medication vs. self-regulation: 

It is useful to distinguish between 'self-medication' and 'self-regulation' of 

medicines, although the distinction is often absent m the literature. Self-medication 

refers to choosing one's own medicines without prior consultation with a qualified 

health professional. From a biomedical perspective, self-medication can be a positive 
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and appropriate behavior, as in taking Tylenol for a headache; a medically unnecessai}' 

but harmless act, as in drinking an herbal tea to increase vitality; or an inappropriate 

and potentially harmful practice, such as self-injecting antibiotics borrowed from a 

friend. Self-medication can take the form of employing herbal remedies, purchasing 

over the counter (OTC) medicines, or taking prescription medicines without physician 

approval by borrowing them from family and friends, purchasing them without a 

prescription in a Mexican pharmacy, or taking drugs left over from a past illness. 

Self-regulation, in contrast, refers to adjusting the dosage or course of a 

treatment so that it is inconsistent with either the prescription of a qualified medical 

professional, or the instructions accompanying an OTC package. Self-regulation is 

akin to what is commonly called 'non-compliance' in medical circles.' However, the 

term 'non-compliance' is somewhat of a misnomer. The notion of 'compliance' is 

medico-centric; it is based on an ideology of the medical profession which presimies 

that biomedicine is the locus of legitimate authority and control over treatment 

behaviors. This perspective assumes that passive acceptance of medical instructions on 

the part of the patient is the norm, and that non-adherence to these instructions is a 

form of deviance or misbehavior. The term 'self-regulation', in contrast, 

acknowledges that the decision to deviate from medical instructions may be a 

intentional behavior aimed at adapting one's treatment regimen to broader sources of 

knowledge, perceptions of need, life priorities, meanings, goals, and constraints. 

Individuals may self-regulate on the basis of a non-biomedical explanatory 
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model of illness or cultural perceptions regarding the action, strength, or dangers of a 

medication. They may adjust their dosage on the recommendation of a trusted advisor 

other than a physician, or based on embodied knowledge of a medicine's efficacy. 

They may take less medicines than prescribed because side effects or medicine-taking 

interfere with the practical demands of every day life, because of the social stigma 

attached to public medicine consumption, or as a result of financial constraints on 

purchasing medicines. They may take more than prescribed because of a desire for 

fast action, or as a result of perceptions regarding their own individual body 

functioning. Thus, self-regulation is far more complex than simple forgetfiilness, 

doctor-patient miscommunication, or misbehavior, as much of the compliance literature 

implies.* 

Self-medication and self-regulation are not mutually exclusive categories, and 

sometimes a behavior encompasses both simultaneously. For example, an individual 

may re-administer prescription medications to herself according to a doctor's previous 

instructions from an earlier ilhiess episode, judging that the new symptoms warrant 

equivalent treatment. This could be considered self-medication since she is choosing 

her own therapy for this ilhiess episode; however it is also self-regulation, since she is 

using a doctor-prescribed medication in a manner inconsistent with the physician's 

intent. Similarly, an individual with a chronic illness who continues to self-administer 

a once-prescribed medication for years on end without medical supervision might be 

considered to be both self-medicating and self-regtilating. A final example of 
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particular relevance to my research is the purchasing of prescription medication 

without a prescription in Tijuana. While this is a form of self-medication, it also 

entails self-regulation since it is inconsistent \\ith the instructions on the medication 

package which indicate that a prescription and medical supervision are required. 

Cross-border health seeking: 

United States residents living along the U.S.-Mexico border may cross into 

Mexico either to visit a Mexican physician, or to purchase pharmaceuticals at Mexican 

pharmacies. While anecdotal evidence, some journalistic reporting, and a few 

quantitative studies suggest that these practices are common, anthropological literature 

on the subject is non-existent. A review of the literature revealed one study which 

quantified the degree to which Tijuana residents constitute a burden on the U.S. health 

care system by crossing into the U.S. for health care; however, it did not discuss 

border crossing in the other direction (Guendelman and Jasis 1990). A survey along 

the Arizona-Sonora border measured health providers' perceptions of the volume of 

patients crossing the border in both directions for health care and the patients' reasons 

for doing so, but did not survey the patients themselves (Homedes et al. 1994, Nichols 

et al. 1994). A brief survey of Mexican-Americans in Hidalgo County, Texas found 

that 14 percent had visited a doctor in Mexico and 19 percent had purchased 

medications there in the past 6 months, but provides little detail on the motivations or 

specific behaviors of respondents (Thompson 1994). 
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Two clinic-based studies, one in Texas and one in New Mexico, quantify the 

cross-border pharmaceutical purchasing activities of U.S. patients. Cjisner and Guerra 

(1992) found that 81 percent of an EI Paso clinic's patients had purchased medications 

in Ciudad Juarez, Mexico in the past and 69 percent had done so in the previous 

month. Twenty-two percent also visited a physician in Mexico on a regular basis. 

Tabet and Wiese (1990) found that among patients in southern New Mexico, 87 

percent of rural clinic patients but only 6 percent of urban private practice patients 

who had purchased medications in the past two months, had bought them in Mexico. 

The principal reasons given for purchasing medications in Mexico in these studies are 

the lower cost of drugs and their availability without a prescription. While these two 

surveys provide a sense of the extent of cross-border pharmaceutical shopping in these 

areas, no ethnographic studies exist to provide a more in-depth understanding of this 

behavior and the motivations for it. Furthermore, these studies make no distinctions 

between the behaviors of Anglos and Latinos or Mexican immigrants, such that 

culture-specific motivations for cross-border medication purchasing are not explored. 

The literature does, however, address the problem of unregulated availability of 

prescription medicines in developing countries, including Mexico. In Mexico, as in 

most other Third World countries, prescription medications are easily available without 

a prescription from pharmacies or other vendors. Furthermore, pharmacists routinely 

give medical advice and prescribe drugs themselves, despite the fact that many are 

untrained in pharmacology.' Van der Geest (1988a) cites a need for more research 



22 

into what drugs are suggested by pharmacists, what information passes from 

pharmacists and clerks to clients, and the impact on lay medication use. Studies on 

this subject are particularly concerned with the implications for antibiotic misuse and 

consequent antibiotic resistance.'" While the literature concerned with unregulated 

medication consumption is confined principally to developing countries, the prevalence 

of cross-border pharmaceutical shopping in border areas indicates that this is an issue 

in the United States as well. 

Injection use: 

Injections are medicinal substances par excellence. If medicines are tangible 
representations of healing, then injections are a particularly "marked" form of 
medicine. They simi up biomedical therapy to such an extent that many people 
equate getting an injection with getting real biomedical treatment. (Whyte and 
van der Geest 1994:149) 

Anthropological attention to therapeutic injection use has been limited, with little 

literature focused on the subject prior to Bloem and Wolffers' 1993 collection of 

papers. The Impact of Injections on Daily Medical Practice. The literature which does 

exist points to the enormous popularity of injectable medicines in developing countries 

among practitioners and lay people alike." Injections are commonly perceived to be 

powerful, 'high tech' forms of treatment; their direct penetration into the flesh 

combined with the pain of administration are often viewed as markers of potency 

(Whyte and van der Geest 1994). However, as with other Western forms of 

medication, injections may be widely accepted without equal penetration of the 
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biomedical concepts of disease causation, germ theory, or antibiotic resistance. The 

result is that injections are culturally reinterpreted and appropriated at the local level, 

such that they are used for ailments and in dosages that are not biomedically indicated, 

or to inject substances with no biochemical therapeutic value. 

In developing countries, injections are not only over-used by biomedical 

practitioners, they are also widely available in the informal sector. Off-duty medical 

personnel, pharmacists, medicine vendors, informal 'injectionists', traditional healers, 

friends and neighbors, or patients themselves my administer injections, while 

commonly lacking the knowledge of indications, dosages, and sterilization procedures 

necessary to do so safely. Risks associated with these practices include transmission of 

HIV, Hepatitis B, or other infections through shared needle use; tetanus or abscesses 

from tinsterile needles; needle injuries and nerve damage; injection of dangerous 

substances or inappropriate dosages; allergic reactions to medications; paralytic 

poliomyelitis associated with injection use; antibiotic resistance due to misuse; and the 

high economic cost of injection overuse (Reeler 1990, Whyte and van der Geest 

1994).'2 

Whyte and van der Geest (1994) divide research questions on injection use into 

three topics: 1.) How are they supplied? 2.) How are they used? and 3.) What do 

they mean? The first question is concerned with who is providing injectables and 

equipment, who is administering injections, what their sources of legitimacy are, and 

the reasons for selection of particular informal providers. The second question asks 
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how injections are administered, why they are used, what is injected, who uses them 

for what purposes, and with what frequency they are given. Related issues include 

how risks and hygiene are perceived. Finally, the third question addresses the cultural, 

social, and symbolic meanings and interpretations of injections as well as how their 

efficacy is perceived. More research is needed on all of these topics. 

While the popularity of injections in developing countries is begiiming to be 

documented, no anthropological studies dedicated to injection use among either 

Mexicans or immigrants are found in the literature. However, research on HIV risk 

factors has resulted in a few mentions of injection use among U.S. Latinos in the 

AIDS literature. Loue and Oppenheim (1994) report that among 54 HIV-positive 

recent immigrants and undocumented migrants surveyed who sought services from a 

nonprofit agency in southern California during 1990, six reported sharing needles for 

vitamin B-12 injections and seven reported intrafamilial sharing of injection equipment 

for administering antibiotics, among other HIV risk factors. All thirteen of these 

individuals were males from Mexico. None were aware of whether or not the 

injection equipment had been cleaned. Lafferty (1991) reports in a letter to the editor 

that of 411 largely Latino, eastern stream migrant farm workers interviewed, 82 (20 

percent) reported self-injecting antibiotics and vitamins, and 14 (3.5 percent) reported 

using a shared needle. The risk of HIV transmission among this group was 

compounded by a high prevalence of multiple sexual partners, use of prostitutes, and 

low levels of condom use. Marin (1989) found that in San Francisco, 5 percent of 
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Hispanics occasionally received injections of vitamins or medications at home, and few 

were properly informed about HIV transmission. These studies indicate that 

therapeutic injection use may be common among Latinos in the U.S., and that it may 

pose a risk for HIV and hepatitis B transmission to groups normally considered low 

risk. However, almost nothing is known about the prevalence of such injection use, 

the motivations for it, or the degree to which local administration practices pose a risk 

for infection and other health consequences. 

Mexican Immigrants as a Study Population 

The immigrant and Latino population of the United States:" 

The United States has the largest immigrant population in the world, and it is 

increasing rapidly; while in 1970 the foreign-bom population consisted of 9.6 million 

people (Kritz 1987), recent census data put it at 22.6 million, or 8.7 percent of the 

population (Ocasio 1995). Latinos make up the largest immigrant group in the U.S., 

with 43 percent of foreign-bom persons being from Latin America as of 1990 (Evans 

1995). Mexicans are the largest immigrant sub-population. More broadly, there are 

20 million Latinos in the U.S., 62 percent of whom are Mexican-American (Ginzberg 

1991), and by 2010 their population will reach 38.5 million (United Way 1991). 

California is the largest destination for immigrants in the U.S., receiving more 

than 300,000 immigrants in 1992 alone (Guendelman et al. 1995). According to census 

figures, California has the highest proportion of foreign-bom in the U.S., making up 
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25 percent of its population (Ocasio 1995), as well as the highest concentration of 

Latinos (United Way 1991), comprising 25 percent of the population in 1990 (Martin 

1995). San Diego County is one of California's centers of concentration for Latinos 

and Mexican immigrants. In 1990, 20 percent of San Diego County residents were 

Latino. More than 95 percent of the Latino immigrants in San Diego County come 

from Mexico (United Way 1991). In addition, a large number of the estimated 

200,000 undocumented individuals who enter the U.S. each year come to San Diego 

County (Regional Task Force on the Homeless 1991). 

Immigrant health: 

While self-medication among immigrants has not been addressed in the 

literature, what has been discussed is the degree to which immigrants encounter both 

political-economic and sociocultural barriers to good health. Immigrants may suffer 

from illnesses resulting from poor living conditions and inadequate health care in both 

their coimtries of origin and the U.S., yet they are under-served by American health 

services due to economic, administrative, linguistic, and cultural barriers to care. They 

are often faced with poverty exacerbated by discrimination in employment. Many 

immigrants find themselves among the 35 million U.S. residents lacking hedth 

insurance (Blankenau 1993), and undocimiented immigrants in particular are frequently 

excluded from professional health care because of low incomes, uninsured status, and 

fear of being exposed to immigration authorities (Chavez at al. 1985). Immigrants 
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may find American health services to be incompatible with their explanatory models of 

illness and conceptions of appropriate treatment. They may distrust Western medicine 

and find advice fi-om American physicians or invasive examinations and procedures to 

be culturally inappropriate. Linguistic and other communication barriers between 

patients and physicians are pervasive problems. 

Health care access among Latinos in the United States and San Diego County: 

Like immigrants, Latinos-whether immigrants or U.S. natives—have been 

identified as a population under-served by American health services. In 1989, 39 

percent of Hispanics lacked medical insurance, a figure three times higher than that for 

non-Hispanic Whites (Bollini and Siem 1995). Otherwise stated, Hispanics represent 

only 9 percent of the U.S. population but make up 20 percent of the xminsured (San 

Diego Union Tribxme 1992). In California, 42 percent of the non-elderly Latino 

population lacks health coverage (United Way 1991), and 52 percent of Latino non-

citizens lack insurance, despite the fact that 86 percent are in working families (Brown 

et al. 1996). Thus, Hispanics are often among the working poor and uninsured, 

suffering firom low occupational status, education levels, income, and health care 

access. Furthermore, there is a scarcity of Latino health professionals to serve the 

monolingual Spanish-speaking population, and even a shortage of Anglo doctors in 

Latino areas (Gonzalez-Block and Hayes-Bautista 1991). 

In the San Diego area, the situation is similar to that foimd nationally. A 
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recent report by the United Way of San Diego County (1991) gives a sense of the 

socioeconomic position of Latinos in this region. In 1987, the median household 

income for San Diego Latinos was only three-quarters of that for all households; 1980 

statistics put more than 18 percent of Latino families below poverty level compared to 

only 8 percent of the general population. As of 1980, 50 percent of the region's 

Latinos 25 years of age and over had not completed high school, compared to only 22 

percent of the total population. Forty-three percent of Latino students in the County 

are classified as Limited English Proficient, a significant statistic given that students 

are more likely to be bilingual than their parents, and considering the shortage of 

Spanish-speaking health professionals available. A 1986 study found that 30 percent 

of Latinos lacked regular access to health care, in contrast to 16 percent of Whites. 

Finally, in 1991, 45 percent of Medi-Cal'^ cases were among Latinos, indicating low 

incomes and low access to employment-based insurance coverage. 

Mexican immigrants in the San Diego area: 

One study of Mexican immigrants in San Diego County found that 41 percent 

were near or below poverty level and 61 percent were uninsured (Chavez et al. 1985). 

This study also found that Mexican immigrants used health services less than the 

general population, especially preventive services, prenatal care, and dental care. 

However, while under-utilizing regular health services, Mexicans tended to overuse 

hospital services, and particularly emergency room care; poor health care access thus 



29 

leads to a pattern of delayed health care seeking which results in health problems 

being attended to at more advanced and severe stages. 

In discussing health care access among Hispanics in the U.S., Ginzberg states 

that: 

The Mexican Americans most at risk are the approximately one million farm 
workers who have both above average accident rates and the most limited 
access to health care providers. (Ginzberg 1991:239) 

San Diego County's farm workers have been described as an immigrant sub-population 

at particular risk for poor health and inadequate health care access. The majority of 

migrant and immigrant farm workers are poor, documented and undocumented 

Mexicans who work for minimum wage and live in illegal squatter settlements in the 

hills and canyons of the North County area. Their health is threatened by 

overcrowded and unsanitary living conditions in encampments where they lack 

adequate housing, potable water, gas, electricity, and waste disposal systems. They are 

subject to occupational hazards including exposure to toxic substances, physical strain. 

and injury, yet they lack adequate wages, job security, and health insurance. Barriers 

to health care include cost, transportation problems, fear of deportation, cultural and 

language barriers to health service use, lack of knowledge of available services, and 

discrimination in health care settings (Higuera 1994, Palerm 1992, Regional Task 

Force on the Homeless 1991, Schlosser 1995). While the existing literature focuses on 

the solitary men who make up the majority of the migrant farm worker population, 

these men are increasingly bringing their families from Mexico to join them in the 
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U.S. This emerging and unstudied population of farm worker families is one of the 

two groups considered in this paper (see Chapter 2). 

Immigrant health in the context of anti-immigrant sentiment: 

Frequently undocumented, poor, and homeless, migrant farm workers have been 

a prime target for the current anti-immigrant sentiment in the United States. Local 

reactions to undocumented Mexicans in San Diego County have included calls for the 

Marines and the National Guard to defend the U.S.-Mexican border against illegal 

crossings, and 'Light up the Border' rallies in which dozens of San Diegans line up 

their cars along the border and shine their headlights toward Mexico. Mexican 'illegal 

aliens' have been described as a burden on social services and jails, and the County 

has demanded ftmds from the federal government to cover the costs incurred. 

Xenophobic fears have emerged among North County residents who feel threatened by 

'disease spreading, criminal, homeless migrants' (Chavez 1992). Yet evidence shows 

that Mexican migrant labor is in fact an economic boon for California, subsidizing the 

agricultural industry by providing a cheap, flexible labor force which receives few 

social benefits and services (Hinojosa and Schey 1995). 

Stories revealing the anti-immigrant sentiment in California and the nation were 

common in The San Dieeo Union-Tribune during the summer of my fieldwork. One 

article describes the piloting in southern California of a nationwide computer system 

which allows employers to instantly check the immigration documents of a job 



31 

applicant. This article also discusses the intensified enforcement of the border through 

the Border Patrol's 'Operation Gatekeeper' and the allocation of additional resources 

to southern California border stations (Gross 1996). An opinion article describing a 

conference in Washington on illegal immigration entitled "California's views on illegal 

immigration are hardening", states that, "The message is getting out that California's 

opposition to illegal immigration is permanent, not cyclical" (Goldsborough 1996). 

One consequence of the anti-immigrant climate in California was the voter 

approval in November 1994 of Proposition 187, the 'Save Our State' (SOS) initiative. 

This legislation required that all persons seeking public education, health care, and 

other benefits be verified for legal status. Non-emergency health services were to be 

denied to all undocumented persons, and all health service providers were to be 

required to report suspected illegal aliens to the Immigration and Naturalization 

Service (Martin 1995). Implementation of the legislation was blocked by the courts, 

and in November 1995 the above provisions were ruled unconstitutional, although 

provisions excluding undocumented aliens from prenatal and long-term care via Medi-

Cal insurance were left intact (Facts on File 1995). The immediate impact of 

Proposition 187 was difficult to determine. Clinic reports indicate that there was a 

defmite drop-off in patient attendance following the vote due to fears of deportation. 

Some claim that there has been no long-lasting impact given that the legislation was 

never implemented; others claim that a residual fear is keeping some imdocumented 

patients away firom clinics (Voelker 1995, personal communications). Critics fear that 
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anti-immigrant legislation such as Proposition 187 could exclude both undocumented 

and legal immigrants from health services, the latter because of their fear of exposing 

undocumented family members, or as a result of delays caused by the need to verify 

legal status (Martin 1995, Singh 1995). Lack of health care access is a threat not only 

to those excluded, but also to public health more broadly because of the implications 

for epidemics (Asch 1995, Ziv and Lo 1995). 

Anti-immigrant sentiment and legislation are not confined to California, nor are 

they limited to illegals. Immigration backlash has manifested itself in the form of 

'copycat' Save Our State movements in other states, as well as anti-immigrant 

proposals in Congress put forth by both Republicans and Democrats (NACLA 1995). 

These proposals often target health services provision; for example, a recent federal 

proposal aimed to severely cut publicly fVmded health care for non-citizens such that 

three-quarters of California non-citizens covered by Medi-Cal would lose their 

coverage (Brown et al. 1996). Ocasio argues that the cunent anti-immigrant sentiment 

is even stronger than in past eras: 

The United States has always had an imeasy relationship with its immigrant 
population. But even accounting for this historical ambivalence, the current 
immigration backlash in Washington is stunning. (Ocasio 1995:14) 

Such opposition is not confined to the tmdocumented alone. Both legal and illegal 

immigrants are targeted for exclusion—from the country, and from essential services 

such as health care (Ocasio 1995). Immigrants serve as scapegoats for the nation's 

economic problems, yet the accusations are unfounded; research by the Urban Institute 



"reveals that immigrants pay more in taxes than they receive in public services, 

generate more jobs than they take, £ind are less likely to be on welfare than U.S.-bom 

residents" (Ocasio 1995:16). 

There are an estimated 1.7 to 6 million illegal immigrants in the United States 

(Blankenau 1993), perhaps half in California (Goldsborough 1996), and in the summer 

months, about 5000 people cross the border from Mexico illegally every day 

(GonzMez-Block and Hayes-Bautista 1991). Anti-immigrant sentiment is not likely to 

prevent this movement, since illegal immigration serves business interests by supplying 

workers who are willing to do undesirable jobs for low wages. Rather, anti-immigrant 

legislation is likely to push immigration underground, causing wages and working 

conditions to deteriorate and social services to become less accessible. The result will 

be compromised health, decreased access to health care, and delays in health care 

seeking such that use of emergency services when conditions become serious will 

replace prevention and early intervention (Hinojosa and Schey 1995). Will such access 

problems lead to new forms and heightened degrees of self-medication? 

Research Agenda 

The above discussion reveals some important themes and some equally 

important omissions in the literature. While an anthropological literature has addressed 

pharmaceutical practice both internationally, and to a lesser extent, nationally, it has 

not considered medication use among immigrants. Conversely, public health literature 
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has discussed health and health care access issues among immigrants and Latinos, but 

has not considered the relationship between such concerns and self-medication 

practices. Furthermore, this literature tends to lack the cultural perspective on health-

seeking that is characteristic of medical anthropology, often stating simply that 

'cultural factors' may be impediments to care. This thesis brings together these 

various concerns to consider the relationship between the particular political-economic 

and sociocultural contexts in which Mexican inmugrants live, and the ways they use 

medications. 

The literature on immigrant and Latino health reveals that these populations are 

under-served by health services. Conventional wisdom presumes that limited health 

care access will lead to increased self-medication. How do access to health services 

and self-medication practices interact? Chapter 3 takes up this question for the two 

populations under study. It reveals that there is no simple inverse correlation between 

degree of health care access and degree of self-medication. I argue that an 

understanding of how these two factors interact requires us to consider not only limited 

access to health services, but also limits on access to self-medication. 

Anthropological literature on self-medication and compliance is concerned with 

how the sociocultural context of human lives impacts the use of medications. This 

theme is taken up in Chapter 4. How are medication choices and the self-regiUation of 

medicines influenced by Mexican immigrants' cultural interpretations of body- and 

medicine-functioning? How do empirical observations of illness progression and 
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medication efficacy impact the use of medicines, and how is their usage adapted to the 

practical concerns of every day life? How do social networks influence medicine-

taking? 

Finally, Chapter 5 looks at a topic that is wide open for anthropology: cross-

border health seeking and the use of injectables obtained in Mexico. While a few 

physicians and social scientists have commented on the movement of individuals from 

the U.S. into Mexico for health purposes, an anthropological understanding of this 

practice is absent from the meager literature which exists. Why and when do Mexican 

immigrants choose to cross the border to visit doctors or purchase medicines? What 

motivates them to do so? How common is this practice? The enormous popularity of 

injections in developing countries has also begun to be documented. How common is 

this preference among Mexican immigrants? To what degree is this preference a 

motivation for crossing into Mexico so as to obtain injectable medicines and needles? 

What are the health and safety implications of injection practices, including the 

ramifications for HIV transmission? This section of the paper brings together the 

concerns of the previous two chapters, considering cross-border health seeking and 

injection use in the context of both political-economic and sociocultural forces. 
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Study Populations and Field Sites 

San Diego County was ideal for this study because of its large Mexican 

immigrant popiilation, the wide range of geographical, social, cultural, and political-

economic contexts in which different Mexican immigrant groups live, and its 

proximity to Tijuana, Mexico. Two very different settings within San Diego County 

were selected for study. Of twenty-four women interviewed, ten live in the South Bay 

area, a part of the City of San Diego which borders Tijuana, Mexico; the other 

fourteen live in North Coimty, an agricultural area situated over fifty miles north of 

the Mexican border. Attributes which all of the women share include low income, a 

caregiving role for children in their household either currently or in the past, Spanish 

as a first language, and Mexican origins—ranging from women who were bom and 

lived in Mexico most of their lives, to women who were bom in the United States but 

raised by parents originally from Mexico. Despite these commonalities, the two 

groups differ considerably in terms of the sociocultural and political-economic 

environments in which they live. 

South Bay (San Ysidro): 

Situated in Southem California and bordering on Mexico, San Diego County is 

comprised of the City of San Diego proper and a series of surrounding cities and 

communities. Although separated physically from central San Diego by the cities of 
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Chula Vista and National City, South Bay is actually part of the City of San Diego. 

This study was centered in San Ysidro, the southernmost community in the South Bay 

area. San Ysidro borders Mexico, and the San Ysidro-Tijuana border crossing is the 

world's busiest, with estimates of between 20 and 35 million annual crossings 

according to 1980s reports (Stutz 1984, City of San Diego Planning Department 1981). 

Lying at the crossroads between San Diego and Tijuana, this small urban community 

is socially, culturally, and commercially linked to Mexico, with much of its 

commercial activity catering to Mexican shoppers (City of San Diego Plaiming 

Department 1990, Stutz 1984). 

The population of San Ysidro was just over 22,000 as of 1988, and consists of 

predominantly large Hispanic families with young children. About 84 percent of the 

community's population is Hispanic, compared to 15 percent in the City of San Diego 

generally. The commimity is largely bicultural, with many inhabitants who speak both 

Spanish and English and whose lives incorporate both Mexican and dominant 

American culture. Unemployment is high in this area, and a high proportion of 

residents are of low socioeconomic status, with 46 percent of households in low 

income categories compared to only 29 percent in the City of San Diego (City of San 

Diego Planning Department 1990). 

Proximity to Tijuana makes Mexican pharmacies and health services easily 

accessible and attractive to San Ysidro low income residents, who often find these 

resources to be economically and culturally more appealing than American equivalents. 
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Tijuana pharmacies are both nearby and numerous. Thus, this population is of 

particular interest for considering self-medication behaviors because of the availabilit}-

of a combination of American and Mexican pharmaceuticals, including prescription-

type medications, injectables, needles, and syringes which can be purchased easily in 

Tijuana without a prescription. 

North County: 

Neither agricultural modernization nor immigration legislation has been capable 
of either diminishing California's hunger for low-wage seasonal farm jobs or 
deterring the massive flow of migrants and immigrants from Mexico who meet 
the demand. (Palerm 1992:365) 

The Bracero Program was instituted in the early 1940s in order to bring 

Mexican laborers into the U.S. temporarily to replace workers lost to the armed 

services in World War II. Although the program was canceled in 1964, the foundation 

had been laid for a continuous flow of Mexican agricultural workers into California, 

which continues today (Chavez 1992). In 1989, approximately one million such 

laborers worked on California farms (Palerm 1992). The California agricultural 

industry actively recruits immigrants and migrants to do hard manual labor for low 

wages in unstable employment-jobs that U.S. citizens find unacceptable (Community 

Research Associates 1980, Chavez 1992). High-value specialty crops are labor 

intensive, and it has proven more economical and practical to 'Mexicanize' California 

agriculture than to mechanize it (Palerm 1992). In addition to these 'pull' factors, 

'push' factors drive Mexicans to the U.S. in search of work opportunities. Reasons for 
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migration may include anything from a need to escape poor economic opportunities in 

Mexico, to a desire to join family ahready living in the U.S., to romantic ideas about 

the U.S. as a land of opportunity combined with curiosity and a desire for adventure. 

For many this involves a treacherous, illegal passage over the border which is 

accompanied by physical dangers, risk of detection by the Border Patrol, and a 

financial investment to pay a coyote to guide their passage (Chavez 1992). 

North of the City of San Diego proper along highways 1-5 and 1-15 lie a series 

of commimities and farmlands which make up the North County area. These include 

the coastal cities of Oceanside, Carlsbad, Encinitas, and Del Mar and inland 

communities such as Fallbrook, Vista, San Marcos, Escondido, and Rancho 

Penasquitos. The area is part urban, part agricultural, and is one of California's high 

density areas for Mexican migrants engaged in agricultural work. For undocumented 

Mexicans, it is an area with the advantage of being far enough from the Mexican 

border to be beyond the highest concentration of Border Patrol agents, yet without 

requiring the treacherous passage through the immigration checkpoints at San 

Clemente and Temecula which separate San Diego Coimty from more northerly 

destinations. North County is a region of contrasts, with affluent Anglos living in 

luxurious housing on the one hand, and poor migrant farm workers living in cardboard 

and plastic shacks in squatter settlements on the other. The juxtaposition is often 

striking; as I routinely entered a dirt road leading to several illegal migrant 

encampments, I could not help but notice the adjacent sign advertising a resident-
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owned community and golf course which boasted 'country club living', located only 

one block away. 

Somewhere between 15,000 and 50,000 Hispanic immigrant and migrant 

workers are estimated to live in illegal encampments on hillsides and in canyons in 

San Diego County (Swerdlow et al. 1992). Others live in run down apartments, 

garages, and other substandard housing, or sleep in trucks outdoors. Most are 

Mexican, some are from Central America. Some are undocumented, while others are 

legally working in the U.S. While the majority of these homeless workers are adult 

males, many have families back in Mexico, and increasingly these men are sending for 

their wives and children to join them in the U.S. (Chavez 1988, Regional Task Force 

on the Homeless 1993). Since most farm workers are young, they are in the family 

formation period of their lives; for example, Chavez' (1992) data on undocumented 

Mexicans shows a population pyramid that is heavily weighted toward children, 

indicating a migrant population that has begxm to settle and form families, either by 

marrying in the U.S. or bringing family members from Mexico. The result is the 

increased prevalence of 'binational families', where some members are undocumented, 

and others are U.S. citizens—that is, children bom since migration to the U.S. (Chavez 

1988, 1992). While commonly referred to as 'migrant workers', many of the families 

intend to live permanently in California. Chavez (1988) documents a pattern whereby 

those living in family households are more likely to become permanent 'settlers', in 

contrast with the temporary 'sojourners' who are typically single males. Permanent 
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settlers or not, those who are undocumented live in constant fear of apprehension and 

deportation by the Border Patrol. 

Typically earning $4.25 an hour in irregular and seasonal employment, and 

often supporting families either in the U.S. or by sending remittances to Mexico, many 

migrant workers cannot afford regular housing. Consequently, there exist at least 200 

illegal encampments in the County, where male workers and some families live in self-

constructed 'houses' made from scrap wood, cardboard, plastic, and whatever else they 

can find. The occasional family lives in an old trailer, and many single men simply 

sleep outdoors or in holes carved out of the ground. The camps lack potable water, 

gas, electricity, and sewage and garbage disposal systems. Sanitary and health 

conditions are poor in these overcrowded camps, creating serious health hazards, such 

as the spread of intestinal infections, hepatitis, and tuberculosis (Regional Task Force 

on the Homeless 1991). Since 1986 there have been five outbreaks of malaria among 

migrant workers in San Diego Coimty, the largest outbreaks in the U.S. since 1952. 

Many camp residents draw water from irrigation systems that are potentially 

contaminated with fertilizers and pesticides (Swerdlow et al. 1992). Other risks 

include fire hazards due to open cooking fires and flammable housing materials, cold 

due to inadequate housing, theft, violence, and the spread of STDs through 

prostitution. Farm owners who have attempted to build housing for their workers have 

met with resistance from local homeowners, and encampments are regularly bulldozed 

by either growers or city officials (Schlosser 1995). 
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Proper housing is only one of many problems migrant workers and their 

families face. Workers suffer from low wages, irregular work availability and seasonal 

underemployment, lack of job security, and sometimes exploitation in employment. 

Injuries from machinery, pain and disability from ordurous physical labor, respiratory 

problems from dust, heat-induced illness, and pesticide exposure are common health 

hazards (Regional Task Force on the Homeless 1991). Camps are isolated from town 

centers, and few residents have cars for transportation. Children often do not attend 

school. Most adults have less than six years of formal education, and many are 

illiterate; few speak more than a little English and most speak none at all (Regional 

Task Force on the Homeless 1991, Vista Commxmity Clinic 1993). Health services are 

often physically, economically, and culturally inaccessible; lack of English skills and 

knowledge of services, and fear of immigration authorities constitute other barriers to 

health care. 

Research Methods 

Data for this study were collected over ten weeks of field research in San 

Diego County during the summer of 1996. Twenty-four semi-structured, open-ended 

interviews with female informants were completed, ten in South Bay and fourteen in 

North Coimty. Women were selected as representatives of households because of their 

common caregiving role.'^ A household was defined as a co-resident family unit for 

which the informant was actively involved in health provision and decision-making; in 
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some cases, other relatives or roommates shared the residence but were excluded from 

the discussion because the informant was not involved in or aware of health decisions 

regarding those individuals. All of the informants were low income, Mexican 

immigrants or children of immigrants. All but one had at least one child of her own, 

and with the exception of two elderly women in South Bay, all were current caregivers 

for one or more children under eighteen years of age. 

A single interview was conducted with each informant, averaging 

approximately two hours in length, with the shortest lasting 55 minutes and the longest 

lasting 3 hours and 10 minutes. Eighteen interviews were conducted in Spanish, and 

six in English, the latter all among South Bay, bilingual women. All North County 

interviews were conducted in the informants' own homes, while in South Bay, four 

were conducted in the informants' homes, two in relatives' homes, and four at an 

AIDS prevention program office. All interviews were tape-recorded with the 

informants' permission and selectively transcribed. 

Interviews consisted of three subsets of open-ended questions. The first subset 

elicited information on family background and household composition, health-seeking 

and decision-making, barriers to formal health care, self-treatment practices including 

injection use, and treatment of the most recent illnesses in the family. For all 

informants who were interviewed in their homes, an inventory of all medications in the 

house was conducted, and these were used as props to stimulate discussion. The 

second subset of questions was presented to all informants who reported current or 
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past self-medication with injections among household members, and explored reasons 

for injection use, informal sources of injections, injectables and equipment, 

administration and cleaning techniques, and beliefs regarding contamination and 

disease transmission via injections. Three women who were found to be informal 

injection-givers within their commimities were questioned in detail regarding their role 

as injectionists and their clients' use of injections. A final subset of questions was 

presented to individuals who had lived part of their adult life in Mexico, and asked 

them to compare health-seeking practices employed in the U.S. to previous practices in 

Mexico. 

Formal interviews were supplemented by other forms of data collection. 

Informal interviews were conducted with various local contacts, including three AIDS 

outreach workers in South Bay and two outreach workers and the director of a health 

promotion center serving migrant workers in North Coimty. A half hour telephone 

interview was conducted with the manager of a North County clinic that serves 

migrant workers and their families. I regularly accompanied health outreach workers 

on rounds to migrant encampments and Mexican families' homes in North County, 

allowing for participant observation in these settings. Finally, I conducted research on 

medications and costs in both San Ysidro and Tijuana pharmacies, and interviewed two 

Tijuana pharmacists over a two hour period. 
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Study Samples and Recruitment 

South Bay: 

Interview subjects in South Bay were recruited with the help of the outreach 

workers of an AIDS prevention program affiliated with a San Ysidro clinic. The 

outreach staff drew on both their professional role in the community, and personal 

social networks to recruit a convenience sample of interview subjects. Thus, some 

informants were women who had been targeted by the project staff because they were 

identified as at risk for HIV, principally through FV drug use or partner IV drug use; 

others were friends or relatives of outreach workers. The use of social networks as a 

means of recruitment resulted in interviews with five related women representing three 

generations of a single extended family, although each represented a separate 

household and their household medication practices showed substantial variation. The 

principal limitation of using AIDS program staff to recruit interview subjects was the 

possibility that individuals accessed in this manner would be more aware of AIDS than 

the community in general, and therefore might adjust injection use accordingly. 

The women interviewed were typical of the community in so far as they were 

Hispanic, low income mothers or caregivers of one or more children. Five of the 

women were bom in Mexico, while the other five were bom in the United States of 

Mexican-bom parents. All but one had lived principally in urban settings. Many had 

lived in California, and especially San Ysidro, for much of their lives, and had 

extended family and strong social networks in the area. Six had lived at some point in 
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Tijuana, and the other four all had relatives who had lived in Tijuana. All were native 

Spanish speakers; six were bilingual and were interviewed in English, the remaining 

four were monolingual Spanish speakers. All were of low socioeconomic status, as 

indicated by their current or recent eligibility for Medi-Cal or other low income public 

health insurance. Eight of the women currently cared for between one and six young 

children—seven of these were mothers (including three single mothers) and the eighth, 

an aunt who was a primary caregiver for six nephews living in her household. The 

other two informants were elderly women who had raised children who were now 

adults. 

North County: 

In North County, informants were accessed with the help of two outreach 

workers from the health promotion center of a local clinic. I regularly accompanied 

these outreach workers on rounds, visiting Mexican families living in migrant 

encampments and other substandard housing situations. The center's two outreach 

vans visit camps several times per week so as to bring residents to medical 

appointments and transport ill mdividuals to clinics. During my fieldwork, the 

outreach program was also involved in a housing project, the purpose of which was to 

transfer homeless migrant farm worker families into federally subsidized housing. 

Since this program focused on families and not single men, the outreach staffs 

frequent visits to these families gave me ready access to a convenience sample of 
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mothers to interview.'® The strong bond of trust between the Mexican outreach 

workers and the migrant communities facilitated my access to informants, who 

willingly extended that trust to me. After some initial visits accompanying outreach 

staff, I was able to visit camps freely on my own, and use a snowballing technique to 

obtain more informants. I found that women were willing to participate in my 

research without apprehension, despite their often precarious legal status in American 

society, and many even volunteered to me that they were undocumented. 

While the majority of homeless Mexican migrants in North County are solitary 

males, they are increasingly bringing family members fi-om Mexico to join them, and 

the large number of male farm workers who have wives and children in Mexico 

ensures a continuing future influx of such families." My informants were all married 

women living with their husbands and one to seven children under the age of eighteen. 

Some had additional children still living in Mexico. All of the women were bom in 

Mexico, with the exception of one who was from Guatemala but had moved to Mexico 

as a child. Almost all were from rural settings, with over half being indigenous 

women from the state of Oaxaca. None of the women spoke English, most had low 

levels of education, and some were illiterate. 

Often the husbands had come to the U.S. to work first, and the women had 

followed with the children years later. Thus, while most women had been in the U.S. 

for between two and five years, their husbands had been migrating back and forth 

between California and Mexico for as many as nineteen years. Almost all of the men 
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worked in agriculture or had done so in the past, but some also worked in construction 

or landscaping, or were day laborers who waited by the local country store ever>' 

morning for someone to offer a day's work. Legal status varied between family 

members; typically the father was documented, the mother and older children were 

undocumented, and the younger children—those bom in the U.S.—were legal citizens. 

Similarly, medical insurance coverage varied within the family; while none of the 

adults were insured, in half of the families U.S. bom children had full Medi-Cal 

coverage while older children were covered for emergencies only. 

Housing conditions also varied among my informants. Eight of the fourteen 

families lived in three migrant encampments at the time of the interview, and two 

others had recently moved into apartments through the housing program-one from a 

camp, and the other from a trailer parked on someone's land. Two other families 

moved into subsidized apartments over the course of the sunmier; the women in these 

two households were related and had been living nine people to a run-down, two 

bedroom apartment in a bad neighborhood where they complained that their children 

were endangered by c/io/oj~drunks, drug addicts, and child molesters. Prior to this 

arrangement both families had lived in migrant camps. Another family of nine lived 

in a nm down 'house', which was more of a two room shack sharing communal 

showers with a compound full of similar units. The last family of five lived in a 

converted storage house with an attached metal shed for a kitchen, which they were 

allowed to inhabit in exchange for domestic services rendered to the landowner, a local 
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grower. Thus, eleven of the fourteen families lived either currently or previously in 

migrant camps, and those currently not in camps occupied some form of substandard 

and overcrowded housing. 

Families living in migrant camps suffered from problems typical of this rural 

homeless population. Their houses were inadequate, scrap wood and plastic structures 

that offered little protection from the cold; they had no electricity, water, or sanitation 

facilities and cooked over open fires. Camps were situated in the hills beside 

farmlands at the ends of long dirt roads, and lacking transportation, women were rarely 

able to leave. When asked if their children attended school, several responded that 

they did not for it was too far and too dangerous for them to walk to the main road. 

Families were poor and frequently asked for and received used blankets, clothing, or 

food from the outreach workers. When asked if their husbands were working, women 

ofren stated that work was unavailable; one woman told me that her husband had been 

recently getting only two days of work per week. Another woman told me the story 

of how her husband had been caught by immigration authorities and sent back to 

Mexico; he eventually re-crossed the border illegally, paying $600 for the assistance of 

a coyote and walking over the hills for two days and nights without food or water. 

When he returned after a one month absence, he had lost his job and was subsequently 

unemployed for two months. 

Although some families had lived for several years in the same camp, and 

many intended to settle in the U.S., their lives were characterized by instability and 
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impermanence. During the summer of my research alone: 

• A new family moved into camp P, and was still waiting to bring three more 
daughters from Mexico; the only other family in this camp of single men had 
been there for only three months themselves. 

• One family of twelve abandoned their house in camp R4 the mother took most 
of the children back to Mexico, and the few children who remained moved into 
an apartment with their father. Although offered subsidized housing, this 
family felt they still could not make ends meet with twelve mouths to feed. 
The single mother who lived alongside this family shifted to another camp. 

Several families moved into apartments through the housing project. 

• Camp K was in the process of being tom down, and the inhabitants evicted by 
the City of Carlsbad. 

Upon asking one man what would happen to the people who lived in the rather large 

Camp K that was about to be destroyed, he replied that they would simply find a new, 

more hidden place to rebuild their homes. 

The Comparative Approach: Two Subgroups 
at Opposite Ends of a Continuum 

These two groups are of interest for comparative purposes because while they 

share many cultural characteristics as low income Mexicans, they also represent 

opposite ends of a continuum in terms of degree of integration into U.S. society, as 

well as personal, social, physical, and economic resources available to them. The 

South Bay informants are bicultural and often bilingual. They have spent much of 

their lives in California, while still maintaining a Mexican identity as members of a 

Hispanic community. They have strong social networks in the area, intermediate 
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levels of education, and usually have Medi-Cal insurance. They are an urban, border 

population with easy access to Tijuana. In contrast. North County informants are 

recent immigrants who are isolated from American society. They live in a rural 

setting and are socially isolated. They have inadequate housing, speak no English, 

have low education levels, often lack health insurance, and generally lack social and 

economic resources. They live relatively far from the Mexican border and often lack 

both the transportation, and the legal documentation, to visit Tijuana pharmacies or 

doctors (Table 1). In the next section, I consider how these different social, 

geographical, and political-economic contexts influence health seeking and self-

medication.'* 

While these two subgroups clearly occupy different spaces on a continuum of 

California Mexicans' experiences, they are situated on the same continuum. This 

point is illustrated by the fact that two of the South Bay outreach workers—who like 

my San Ysidro informants, are from Mexican families in the South Bay community— 

told me stories of their own childhood experiences as migrant farm worker families, 

living under similar homeless conditions to my North County informants. 
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TABLE 1: Typical family characteristics - South Bay vs. North County 
informants 

South Bay North County 

household 
composition 

single woman, couple, or 
sibling set with 0 to 6 children 

married couple with I to 7 
children 

occupation most women not employed, 
male employment varies 

women not employed, men 
are farm workers or laborers 

ethnicity mestizo indigenous or mestizo 

origins Mexico or California; urban; 
many once lived in Tijuana 

Mexico; rural; many from 
Oaxaca 

years in U.S. from 13 years on-and-off to 
whole life 

2 to 7 years for women, 2 to 
19 years for men 

documents U.S. citizens/legal immigrants families ofren contain both 
documented/undocumented 

health insurance Medi-Cal or other low mcome 
assistance; some periodically 
iminsured 

parents uninsured; some 
children with Medi-Cal; some 
help from clinic programs 

SES low income impoverished 

education high school + or - low education; often illiterate 

languages Spanish or bilingual Spanish 

social resources extended families nearby little family nearby; women 
isolated,men know co-workers 

transportation cars, family members, public 
transit 

walking; some bus, ride 
sharing, & own cars 

setting urban rural 

housing/living 
conditions 

low income apartments and 
houses 

camps or substandard 
housing; most lack electricity, 
water, sewage, & telephones 

access to 
Tijuana 
(pharmacies 
etc.) 

close by, easy access 1 1/2 hour drive, most do not 
have cars 
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in. ACCESS TO HEALTH SERVICES AND ACCESS TO SELF-
MEDICATION: THE POLITICAL-ECONOMY OF HEALTH SEEKING" 

Self-medication is also encouraged by problems of accessibility to health 
services: the more difficult the access the more likely the patient will resort to 
self-medication. (Ugalde and Homedes 1994:176) 

My first two interviews were with South Bay women, and both described 

extensive use of self-medication and elaborate home remedies. Confident that my 

fieldwork would reveal many interesting self-medication practices, I proceeded later 

that week to my next two interviews, this time in North County. Recognizing that 

North County camp residents were even more marginalized and isolated firom health 

services, and likely more 'traditionally Mexican' than my South Bay informants, 1 

expected them to reveal even more self-medication and especially more use of home 

remedies. My expectations were based on the 'conventional wisdom' that is 

represented by the above quotation: that lower access to health services will lead to 

greater self-medication. Imagine my surprise when my first two North County 

interviews revealed almost no self-medication at all! Home remedies were also almost 

entirely absent. When asked what they did for minor illnesses such as coughs and flu, 

the most common response was, "We go to the clinic". 

As it turned out, not all of my North County informants used so few 

medications in the home nor visited clinics so firequently. Yet this was a common 

pattern, and one that I foimd counter-intuitive for a population commonly described as 

lacking access to formal health care. Meanwhile, my South Bay sample, most of 
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whom had access to free health services through Medi-Cal, continued to show high 

levels of self-medication and a huge variety of medication practices. This forced me 

to rethink the assumption that there is an inverse correlation between health care access 

and self-medication. How might these two factors be related? 

Access to Health Care and Self-Medication 

Often the 'motivations' for self-medication cited in the literature imply that 

high levels of self-medication are the product of some form of inadequate health care 

access, due to such problems as the high cost and inconvenience of doctor visits, 

discomfort or dissatisfaction with the health care system, or time constraints which 

prevent health services use. For example, studies cited by Vuckovic and Nichter 

(1997) reveal various connections between income and self-medication behavior. 

Some studies indicate that higher income individuals self-medicate more because they 

have a 'higher value on time' and thus wish to avoid time-consuming doctor visits. 

Other studies indicate that lower income individuals self-medicate more to avoid the 

costs of seeking medical care.*° Vuckovic and Nichter conclude that different groups 

may be motivated to self-medicate for different reasons, indicating the importance of 

understanding the specific contexts and conditions that affect health seeking choices. 

However, while such studies are useful in that they point to the context-specific 

nature of self-medication behavior, they suffer from two problematic assumptions. 

Firstly, there is an implicit assumption that under ideal circumstances, using formal 
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health services would be a person's first choice; self-medication is viewed as a 

default option used when people cannot see a doctor. Thus, rich people self-

medicate because they don't have time to go to the doctor; poor people self-

medicate because they don't have the money to pay for health services. Like the 

literature on 'non-compliance', this is a medico-centric perspective—it assumes that 

doctor visits are the norm, and that self-medication is a form of deviance that requires 

an explanation (or 'motivations'). Yet other studies demonstrate overwhehningly that 

self-care is the norm, not a default option where medical care is unavailable (Dean 

1986, Vuckovic and Nichter 1997). Thus, we need to invert the medico-centric 

perspective and recognize that self-medication is a normal and often desired course of 

action. Instead of asking, 'Why do people self-medicate?', we need to ask, 'Under 

what circumstances do people self-medicate, and when is self-medication not seen as 

an option?'. If self-medication is the norm, then it is its absence, not its presence, that 

most requires explanation. 

This brings me to a second assumption implicit in these studies, as well as in 

the quotation that began this chapter; that while some people may lack access to health 

services due to constraints on time or money, all people have equal access to self-

medication. Thus, if people are unable to see a doctor, they 'simply' self-medicate. 

Yet like formal health services, self-medication is not equally accessible to all. I 

found only one article that remarked on this fact, commenting that families of lower 

socioeconomic status may have less access to OTC drugs (Levin and Idler 1981). In 
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this section, I argue that the extent of self-medication needs to be understood in terms 

of the wider social and political-economic contexts which influence both people's 

access to health services, and their capacity to self-medicate. What health-seeking 

strategies do people engage in given the constraints they encounter to both of these 

factors? 

Resource Issues and Self-Medication 

What does it mean to say that some people 'lack access to self-medication'? 

Just as health services use is constrained by an individual's access to income, health 

insurance, transportation, and so forth, a person's capacity to self-medicate is 

constrained by similar factors. A useful framework for understanding constraints on 

access to self-medication is to look at what resources are required to obtain and use 

medications without the intervention of health professionals. These can include 

personal, social, physical, and economic resources. Table 2 summarizes some of the 

resources which are relevant to self-medication practices among the two populations 

under study. Many of the factors listed are interrelated. Social networks are 

particularly important and influence the availability of many other resources. In 

addition to possibly providing money, transportation, or child care, friends and family 

are often actively involved in therapy management and decision-making—providing 

advice, medical knowledge, information, and medications (Janzen 1987, Pylypa 1995). 

In simimary, if we understand that self-medication is the norm and not simply a 
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TABLE 2: Resources which influence access to health services and access to self-
medication 

Type of 
Resource: 

Includes: Influences: 

economic money, health insurance, 
free mdigent care 

ability to seek health care, obtain 
free medications from clinics, 
purchase medications 

transportation cars, bus, rides from 
friends/relatives, outreach 

ability to reach clinics, pharmacies, 
and stores 

language skills ability to speak and read 
English 

communication with health 
providers/pharmacists; ability to read 
medication packages 

education formed education, literacy ability to read medication packages 
and instructions; sense of self-
knowledge and decision-making 
capacity 

information 
sources 

friends, family, outreach 
workers, pharmacists, 
doctors, education, media 
and advertising 

knowledge of medications, home 
remedies, dosages, courses of action, 
health services available, geography 
of area and transportation methods 

social networks friends, neighbors, 
family 

availability of advice, medical and 
home remedy knowledge, borrowed 
medications, injection-givers, money, 
transport, child care 

access to 
Tijuana 

physical proximity, 
transportation, legal 
status for crossing border 
back into U.S. 

availability of cheaper health 
services, Spanish speaking providers, 
cheaper medications without a 
prescription, Mexican brand names 
with Spanish instructions, more 
varied types and strengths of 
medicines, injectables and equipment 

default option where health services are unavailable, and if we consider that access to 

self-medication is unequally distributed, then an understanding of the resources 
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available to a group which affect this access can shed light on their self-medication 

behaviors. Below I will demonstrate that while South Bay informants have relatively 

high access to health services, they also have access to many informational, social, and 

physical resources which allow them to employ a wide variety of self-medication 

practices in lieu of, or in addition to consulting health providers. In contrast, although 

North County informants often lack easy access to health services, they do not 

necessarily respond by shifting to the 'default' choice of self-medication. In fact, 

while their access to health services is constrained, their access to self-medication is 

often even more limited. Consequently, their health seeking strategies vary according 

to the resources that are most available to them given their particular household 

circumstances. 

South Bay 

Access to health services: 

A lack of health insurance is the most frequently cited impediment to health 

care encountered by low income Latinos in the United States. However, among my 

South Bay sample, the cost of doctor visits and uninsured status are not significant 

barriers to the use of health services. Of nine^' families surveyed, four have Medi-

Cal insurance, one has private insurance, and one is covered by Medi-Care.^ In the 

remaining three households, some individuals are covered by Medi-Cal while others 

are not. Additionally, in five families insurance status has fluctuated over the past few 
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years, with some or all household members experiencing periods in which they lacked 

insurance. Despite this variation, even those individuals who are always or 

periodically uninsured are not excluded from health services. During times when 

health insurance is lacking, they simply consult physicians in Tijuana, where low cost 

clinics are readily available and affordable. Five informants mentioned family 

members engaging in this strategy; sometimes individuals simply by-pass the medical 

consultation and go straight to Tijuana pharmacies, where they purchase prescription-

type medications over-the-counter. Thus, most individuals are covered by insurance 

and visit U.S. clinics or private physicians, and those who periodically lack insurance 

find Tijuana health services to be a convenient and affordable substitute. 

When asked if there are any reasons why they might not see a doctor even if a 

visit were warranted, four informants responded that transportation is sometimes a 

problem, if no one is available with a car or if they lack money for gas or bus fare; 

three individuals also considered money to be a problem on occasion for other reasons, 

for example, if they can not afford the medications the doctor prescribes. One person 

felt that time constraints are an impediment to seeking care, one cited problems finding 

child care, one is sometimes deterred by long waiting times at one of the clinics, and 

one cited fatigue as a reason for not going to the doctor. However, none felt that any 

of these were significant or consistent barriers to care, and they were generally 

described as occasional problems rather than major concerns. For example, two 

women stated that money for transportation or prescribed medications could be a 
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problem but only at the end of the month; one stated that transportation and child care 

are only problems on days when her mother works and can not give her a ride or 

baby-sit. Thus, most women encounter only occasional barriers to health care, and 

none expressed these problems as grave concerns.^ 

Access to self-medication: 

Table 2 listed a variety of informational, social, economic, and physical 

resources which can affect an individual's capacity to self-medicate. South Bay 

women have access to a wide range of resources spanning all of these categories. 

First, consider informational resources. Individuals can only self-medicate if they have 

access to information regarding medication types and their indications, dosages, and so 

forth. On the most basic level. South Bay informants differ from the North County 

sample in that they are literate and often bilingual, providing them access to media and 

written information. Five out of nine women mentioned television as a source of 

information. Some also mentioned medication packaging, old medicine containers in 

the house, and conserved prescription chits from past illnesses as information sources. 

Pharmacists were an information source mentioned by the majority of informants. 

Since these women speak Spanish, they are able to consult pharmacists in both the 

Hispanic community of San Ysidro, and in nearby Tijuana. Mexican pharmacists 

routinely give advice, suggest medications, and may even diagnose illness; as Logan 

(1988) has suggested, they are often considered and consulted casi como doctor 
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(almost like a doctor). Past advice from doctors, personal experience, and 

experimentation were other sources of information cited. Unlike many women in 

North County, South Bay informants possess a sense of self-reliance as knowledgeable 

health consumers, capable of making wise medicine-purchasing decisions themselves. 

Their access to media combined with higher education levels may explain this greater 

sense of self-confidence. 

Friends and family members are another important source of information 

regarding medications and their use. South Bay informants have large social networks, 

including many relatives living in San Ysidro and some in Tijuana. When asked who 

they turn to for advice in cases of illness, all bxit one mentioned friends, neighbors, or 

relatives, in particular female kin; over half mentioned their mothers. Social networks 

serve as therapy management groups which not only provide advice and information 

on medications, but also supply medicines, knowledge of home remedies, and services 

such as giving injections or bringing medicines from Tijuana. 

Tijuana pharmacies are a major resource used by South Bay women for self-

medication purposes. All of my informants revealed some use of medicines obtained 

in Mexico, and in all but one case Mexican medications made up at least 25 percent of 

the medicines women mentioned. San Ysidro residents live within a few miles of the 

border, from where it is only a short drive or shuttle bus ride into central Tijuana, 

where there are dozens of pharmacies to choose from. While North County residents 

are impeded from visiting Tijuana by long travel distances, lack of legal 
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documentation for crossing the border back into the U.S., and lack of farmliarity with 

this Mexican city, South Bay women encoimter none of these barriers. They may also 

have relatives living m either San Ysidro or Tijuana who periodically bring them 

medicines from 'down south'. The low cost of medicines in Mexico practically 

eliminates the financial barrier to self-medication; even my low income informants 

find medications from Tijuana to be dirt cheap. In addition to cost issues, women 

choose to purchase medicines in Tijuana because few medicines require a prescription 

there, and also becaiise many Mexican medications are perceived to be more 

efficacious than American equivalents (see Chapter 4). Tijuana provides women with 

a wider range of medications to choose from, preferred Mexican varieties, and forms 

of medicine not readily available in the U.S., including injectables. It expands self-

medication options to include medicines that in the U.S. would require a prescription 

and therefore medical supervision. These preferences and practices are taken up in 

more detail in Chapter 5 of this paper. 

South Bay women thus have the ability to self-medicate with a wide range of 

American and Mexican pharmaceuticals, and indeed, interviews demonstrated a high 

propensity to do so. Over the course of the interview, informants mentioned between 

three and 29 medications used by household members for self-medication, with both a 

median and mean of fourteen different products. This does not include medicines 

prescribed by a health provider. It also excludes home remedies, which are another 

substantial resource for South Bay families. While two informants stated that they do 
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not use home remedies, the other eight women named between two and eleven 

different remedies; both the median and mean number of such remedies was four. 

Like medication use, home remedy use is encouraged by the availability of social 

networks who can provide recipes and information on their use. Most of the women 

who use such remedies learned about them from older family members such as 

mothers and grandmothers, or sometimes from other elders. 

In sum, a wide range of available resources for self-medication allows South 

Bay families to take medication use into their own hands-before, after, or instead of 

seeking care from a physician. This occurs despite relatively high access to health 

services. Thus, self>medication is a desired course of action, not just an alternative 

where formal health care is unavailable. Alicia description of her health seeking 

practices is illustrative. She told me that now that she has private health insurance, 

she tries to go to the doctor in the U.S. more because her ex-husband is paying for it 

and she does not wish to waste his money. However, she revealed that she still often 

buys medicines in Tijuana first, resorting to a doctor if she can not find an appropriate 

medication. Other women revealed the opposite pattern; they go to Tijuana to buy 

medications if an American doctor's medicine does not work. Many others bypass 

doctors altogether and go straight to the pharmacy, even to purchase such items as 

antibiotics and injectables (see Chapter 5). 

Although women frequently choose self-medication despite having access to 

health services, this does not mean that health care access never influences their 



decision to self-medicate. Several women stated that whereas when they were 

uninsured they purchased medicines in Tijuana as their primary health seeking 

strategy, since becoming insured they have substituted health services for self-

medication in many instances. This fact reinforces an important tfieme in this chapter 

that self-medication needs to be understood in relation to both health care access, and 

access to self-medication. 

North County 

Access to health services: 

In my introduction to the North County research setting, I described the 

poverty, homelessness, overcrowding, and poor working conditions which make 

migrant farm workers and their families particularly susceptible to illness and injury. 

Yet most lack adequate health insurance and the capacity to pay for health care. 

Unlike the South Bay sample. North Coxmty women are often undocumented and 

usually ineligible for Medi-Cal insurance. Undocumented immigrants are eligible for 

restricted Medi-Cal cards only, which entitle them to federally required emergency 

services but not routine health care. Male migrant farm workers are sometimes 

documented, but like the women, few are covered by health insurance. A survey of 

245 respondti-its in North Coimty migrant encampments revealed that 182 had never 

used Medi-Cal and less than half of those remaining were currently covered (Vista 

Community Clinic 1993). The only family members typically covered by Medi-Cal 
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are children who were bom in the United States and are thus eligible for full-scope 

coverage. Often the older siblings of these children were bom in Mexico and hold 

only restricted cards. Of my research sample, no adult family members have health 

insurance. In half of the families, younger children bom in the U.S. are covered by 

Medi-Cal and other children are covered for emergencies only. In the remaining half, 

no family members are insured. 

In addition to emergency care, prior to the passing of California's Proposition 

187 undocumented immigrants were eligible for two state-only benefits through 

restricted Medi-Cal coverage: prenatal and long term care. The provisions of 

Proposition 187 that were left intact eliminated these benefits. The refusal of prenatal 

care to undocumented immigrant women has had an impact on their capacity to access 

regular health care as well, according to one of my outreach contacts. He described 

how clinics and doctors would refuse to treat pregnant women who were not in 

prenatal programs when he brought them for care, even for non-pregnancy related 

problems. Specific examples included a woman who was refused treatment for scabies 

by three clinics and one private doctor, and another who was refused care when she 

was very ill with bronchitis and fever, such that they finally sought the aid of 

volimteer doctors at a local nutritional education program. 

On top of cost and lack of health insurance, the physical isolation of camps and 

transportation problems are major impediments to using health services. Camps are 

hidden in the hills off of durt roads bordering farmlands, and are often a substantial 
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hike from the main road. North County migrant workers and their families are served 

by a series of clinics that are between ten and 25 miles from the migrant camps 

(Regional Task Force on the Homeless 1991). None of my informants live within 

easy walking distance of a clinic. Few Mexican migrants own vehicles; in a survey of 

245 camp residents, only 14 percent were found to have a car (Vista Community 

Clinic 1993). Of my sample, five families have working cars, but this does not 

necessarily solve their transportation problems. One family is not able to bring their 

car inside the camp because the landowner has installed a locked gate at the base of 

the dirt road, about two miles from their home. Even where cars are available, women 

who depend on their husbands to drive may lack transportation during the day when 

their spouses are at work. Other families are able to pay neighbors to drive them to 

the clinic, but some stated that this poses financial problems for them. Some take the 

bus, but this is not an easy solution for various reasons. The distance from the main 

road to encampments is typically 1 1/2 to two miles, partly up hill; walking to a bus 

stop and taking the bus with several small children in tow—especially if one is ill—is 

thus a daunting task as well as an expensive and time consuming one. Taking the bus 

to and from the clinic combined with waiting to see a doctor can take all day. Three 

women also reported not knowing how to catch the bus to the clinic or hospital. For 

women outside of the camps, distances to bus stops are less of a issue, but problems of 

transit time, money, and child care remain. 

In addition to transportation and financial difficulties, a North County clinic 
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manager interviewed suggested some other access problems that affect migrant 

families. Continuity of care is a concern because of the mobility of migrants and their 

tendency to clinic hop. Men sometimes claim they do not have time to go to the 

clinic; indeed, one man I met on outreach rounds was unable to go to the doctor 

because he could not get time off work during the day when the outreach worker 

could take him, and lacked independent transportation to go at another time. The 

clinic manager also felt that fear of being turned in to immigration authorities 

prevented people from attending the clinic and keeping appointments-especially 

immediately following Proposition 187~as do communication problems which cause 

migrants to misunderstand treatment instructions and miss follow-up appointments. 

Elena told me that she did not keep a medical appointment for her son because she 

could not understand what the nurse was telling her. Lack of faith in modem 

medicine was another problem offered by the clinic manager, although 1 found no 

indication among my informants that this was the case. Other problems cited in the 

literature include linguistic barriers to care, lack of knowledge of available services, 

ethnic discrimination in health services, and difficulties in contacting homeless patients 

for follow up. 

In response to the question, "Are there reasons why you would not go to the 

doctor, even if someone were sick?", the most common problems cited were money, 

transportation, and child care. Nine women (n=l4) find money to pay for care 

problematic some or all of the time, eight have problems finding or paying for 
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transportation, and five have problems associated with child care. Additionally, three 

women cited ineffective doctors, two cited waiting times in the clinic, and one stated 

that discomfort with the clinic are reasons for not seeking medical care. A number of 

women stated that it is a problem if the doctor does not speak Spanish, although the 

clinic generally finds someone to translate; the extent to which this is problematic 

varies depending on the availability of an interpreter and the woman's personal 

comfort with indirect commimication. 

While South Bay informants described impediments to care seeking as 

occasional inconveniences, for North Coimty women these problems are often 

substantial. However, two of the most significant problems—money and transportation-

-are unevenly distributed among the families interviewed. This is because health 

programs targeting migrants mitigate against these two core problems for some of my 

informants, in particular those living in camps. The most important of such programs 

is an outreach service employing two case workers who regularly drive vans out to 

encampments where they perform triage and bring residents to clinics. This is a 

relatively recent program. Prior to 1990, volunteers fi'om a local church helped 

transport camp residents to clinics on Saturday mornings, but the demand soon 

outstripped their resources. As a result, a health care coalition was formed in 1989, 

and in 1990 they received a grant to purchase a fifteen passenger van and hire a 

Mexican physician as an outreach worker. In 1992, the coalition received a grant to 

purchase a second van, and the two Mexican physicians hired to drive the vans now 
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regularly visit 22 different camps.^ During the first year following the purchase of 

the second van, the program transported 3400 farm workers and dependents to health 

services. The previously mentioned survey of 245 camp residents found that the 

outreach vans were the most frequently used form of transportation for medical 

treatment (Vista Community Clmic 1993). Yet the program has been sustained by 

short-term, soft funding from various sources, and given the current anti-immigrant 

sentiment, there is a constant concern that new sources of funds will not be 

forthcoming and the program will be suspended.^* 

Upon bringing camp residents to the clinics, the outreach workers use a number 

of programs in an attempt to obtain free care for migrant workers and their families. 

For those without Medi-Cal, certain other options exist, although they all suffer from 

certain limitations. The following are the most commonly used sources of payment: 

Medi-Cal 

Coimty Medical Services 
(CMS) 

Child Health and 
Disability Prevention 
Program (CHDP) 

Low-income public assistance in California. Children 
bom in the U.S. are eligible for full-scope coverage, other 
children and adults receive emergency care only. 

Funds for low-income adult residents of San Diego 
County. Must be documented residents possessing an 
amnesty card to qualify. Covers only life-threatening or 
disabling conditions. 

Funds for well child care (physical exams, 
immunizations, lab work, limited prescription 
medications). Low income children qualify regardless of 
docimientation. 

Care for Kids Fund Clinic fund for children without other means of payment. 
A cash fund obtained through fund raising. 
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Family Planning 
programs 

Funds for birth control, physical exams for women, etc. 

Health Care for the 
Homeless (Stuart B. 
McKirmey Fimd) 

Federal funding for urgent primary care needs of 
homeless people, including undocumented migrants living 
in camps. Allows 3 free visits per year only. 

Sliding fee scale Those ineligible for free care are charged according to 
income and household size. The minimum charge for a 
consultation is $20. 

These funding sources either benefit children only, or are highly limited in 

terms of who they can serve and for what medical problems. Furthermore, both Medi-

Cal and CMS have suffered from severe cuts over the past year or so, reducing the 

number of individuals eligible for these programs as well as the number of hospitals 

that are able to accept CMS patients. None of these programs help in most cases in 

which hospital care is required, and a number of my informants are attempting to pay 

enormous hospital bills in installments of $10 to $25 per month. Virginia's family has 

two such bills—one for $250 as a result of her operation, and one for a $250 

emergency ward visit when the oldest child spilled boiling water on his leg. 

Magdalena went to the hospital for some tests on her heart; although they found 

nothing wrong, she is still paying the $400 bill. For larger bills, such Angela's $4500 

childbirth fees, Rosa's $10,000 bill for a hospital stay due to hepatitis, and a $1400 

bill for a Elena's son's broken arm, families simply have no means of paying and hope 

that Medi-Cal will decide to cover the bill. 

The Health Care for the Homeless Fund is the program which outreach workers 
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depend on most to assist uninsured migrants needing medical attention. Up until the 

simimer of my research, the primary clinic used by the outreach program was offering 

homeless individuals three free visits per month through this flmd. However, this was 

a misinterpretation of the fund rules tiiat has now been corrected by new management, 

such that they are now reduced to three free visits per year. The impact of this 

change remains to be seen, but given the heavy reliance on this source of ftmds, it is 

likely to be substantial. As for the sliding fee scale, the clinic manager remarked that 

asking migrant workers for $20 is akin to asking them for $10,000--they don't have 

the money either way. 

It is clear that the capacity of outreach workers to access affordable care for 

migrant families is limited, especially for adults. Equally important is the fact that 

while serving as a life-line for many migrants, the outreach program is limited in 

scope. The outreach program is targeted at migrants living in encampments, not those 

living in other substandard housing conditions. Within the camps, it is likely that they 

see families more regularly than the single men who make up the majority of camp 

residents, for various reasons. Single men are more likely to move around and are 

easy to lose track of, and they are more nimierous and less likely to attract the focused 

attention of health workers than are families with small children. The vans only come 

at certain times on certain days, and may miss men who are unable to leave work early 

enough to meet the outreach workers before they go home and the clinics close for the 

day. Furthermore, vans are not readily available in emergency situations. Cooperation 
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from growers can also be a problem; one landowner no longer lets the clinic staff into 

the camp that is on his land, because he feels that the services they provide make it 

too 'attractive' for homeless migrants to squat there. At the beginning of the summer, 

the outreach workers were meeting individuals in need of medical services at the end 

of the dirt road where it meets the main artery; by the end of the summer, the 

landowner had prohibited this practice as well. 

It is important to note that my informants are by definition from families that 

have been targeted by the outreach program, since it is through this program that I was 

introduced to them. However, whereas those living in the camps are on the outreach 

workers' regular routes, those outside the camps have less access to the vans. I was 

able to access families outside the camps because the outreach workers' recent 

involvement in a housing project has caused them to start visiting homeless families 

living beyond their regular routes. However, interviews indicate that for such families, 

contact with the outreach workers has been far less regular and more recent. Families 

living outside the camps were far less likely to report using the outreach vans to go to 

the clinic, and more likely to report serious transportation problems. But 

transportation is not the only problem that results from this exclusion. These families 

were also more likely to report paying for health care than those living in the camps. 

When outreach workers bring migrant families to the clinics, they automatically 

classify these individuals as 'homeless' on the intake forms, such that they are 

provided free care through the Health Care for the Homeless fund. However, when 
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people are unaccompanied by outreach workers, language barriers and a lack of 

knowledge of clinic protocol prevent them from conveying their right to this fimding 

to those filling out the paperwork. Consequently, they are often not classified as 

homeless and are asked to pay, except for children who have Medi-Cal. 

To add to the confusion, the homeless classification stays on file for three 

months. Thus, someone who is classified as homeless by an outreach or clinic worker 

once will not be asked to pay if he or she returns within three months, but will be 

asked to pay on other occasions beyond that three month period. It is no wonder that 

my informants, who are unaware of these rules, find the system confusing. Some 

reported that clinic services are free if they accompany outreach workers, but not if 

they go alone. Others reported that each time they go to the clinic it is different—they 

do not know whether or not they will have to pay until they get there, nor do they 

know why it varies. This ambiguity—not knowing if or how much they will be 

charged—is a deterrent from seeking health services, since they might not have enough 

money. When Magdalena realized that she only paid when she went without the 

outreach workers, she decided not to do this anymore—she was being penalized for her 

independence. 

In simmiary, my informants can be divided into two groups with unequal 

access to outreach and indigent programs: those inside the camps, who have fairly 

regular access to outreach workers and rely heavily on them for both transportation 

and free services, and those living outside the camps, who have little access to 
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outreach vans and typically have to pay for health services. Table 3 summarizes the 

relevant interview data. These two groups show distinctive differences in their health 

seeking strategies. However, in order to understand these strategies, we must first 

consider the degree of access North County families have to self-medication. 

TABLE 3: Transportation and payment methods for health care among North 
County informants 

Camp residents (n=7''') Non-camp residents (n=6) 

transportation 
to clinics 

always or almost - 6 
always go with outreach 

sometimes go without - 1 
outreach, but recently 
stopped because have to pay 

never go with - 5 
outreach** 

sometimes go with - I 
outreach 

payment 
method 
(excluding 
children with 
Medi-Cal) 

never pay in clinic - 6 

pay when not with outreach - 1 

always pay in clinic - 5 
or don't know if will have 
to pay** 

pay when not with - 1 
outreach 

interview. 
••includes one woman who just started going with outreach since inclusion in the housing project, and thus 
no longer has to pay 

Access to self-medication: 

I have shown that for those living outside the camps, health services use is 

highly constrained. Even for those in encampments, access to health services is 

restricted by the limited scope of outreach services and indigent payment programs. 

Given limited health care access, do North County families respond by simply 
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resorting to self-medication? Whereas South Bay families possess a wide range of 

resources which make extensive self-medication possible, a cursory look at the 

resources listed in Table 2 makes it clear that North County families are far more 

limited in this regard. 

Information and advice regarding American medications are not easily available 

to migrant families. Two major impediments are the inability to speak English, and 

low levels of education and literacy. Survey data showed that of 245 camp residents, 

69 percent spoke no English and only a handful could speak it well; 82 percent could 

not read or write English at all and almost none could do so well. Nearly half could 

not read or write Spanish well (Vista Community Clinic 1993). None of my 

informants speak English, and some offered that they are illiterate. The implications 

of illiteracy and lack of English skills are that people are unable to read medication 

packages and instructions, ask questions of pharmacists, or obtain information through 

media sources. The Latinos of North County are principally migrant laborers; store 

clerks and pharmacists are Anglos who are unlikely to speak Spanish. Whereas over 

half of South Bay women mentioned television as a source of information on 

medications, few North County women have access to televisions and none know 

enough English to benefit from them. 

Although not explicitly questioned on this issue, eight out of fourteen women 

made some specific reference to a lack of knowledge regarding American medications 

as an impediment to self-medication. Typically, they would state that they simply do 
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not know how to buy medicmes on their own, that they can not identify appropriate 

medications because products are imfamiliar and they can not read English, or that 

they are only aware of a few medication names. Jenny told of how after spending $50 

at the clinic when her child had the flu, her brother had to teach her to recognize 

Tylenol packaging and read the dosages in English so as to save money in the future. 

Juana described how in Mexico, she would go to the pharmacy to buy injectable 

medicines, but here she can not go to pharmacies because of an inability to 

commimicate: 

Because here, no mas, we don't know—well, yes, there are pharmacies, but you 
need English....We can't ask-if they talk to us we are going to be left staring 
at their mouths! 

Both the clinic manager and one informant stated that clinic education programs 

attempt to overcome these problems by teaching women simple home health care. But 

the latter also admitted that while she likes these programs, she still feels she knows 

little, and often relies on the clinic for help. Whereas South Bay women have a strong 

sense of their own capacity to make treatment and consimier decisions. North County 

women lack the information, education, and media access that promote this sense of 

self-confidence. North County interviews were characterized by a lot of 'I don't 

know' answers, and references to dependence on the knowledge of outreach workers. 

Whereas South Bay women rely on female kin and ftiends for advice and 

information regarding medications. North Coimty women rarely have female kin in the 

area, and often know few other families or friends. Camps are isolated and contain 
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only a few families each, and women usually lack the transportation to leave, such that 

they spend most of their time alone with then- small children. Angela, who claimed to 

know only one other family and no friends, lives in a camp otherwise inhabited by 

only single men. The camp is a two mile hike uphill from the main road, and she 

complained of having no one to talk to. This nineteen-year-old mother of a four-year-

old and a newborn is left alone with her children all day while the men are at work, 

with no telephone and no car. Even the few women who have relatives in other 

camps or in town are isolated from them by the lack of telephones and transportation. 

Mariana has relatives in another camp but only visits them once every fifteen days; 

Carmen stated that when her child was sick she could not communicate with anyone 

because she did not have a telephone. It is therefore not surprising that two-thirds of 

women, when asked who they consult for advice when someone is ill, responded that 

they have no one to ask or that they consult only the outreach workers and clinic staff. 

Juana summed up the problems of social and physical isolation, and the implications 

for getting advice as well as going out to purchase medicines. The following was her 

response to the question, 'Compared to Mexico, is it easier or harder here to get help 

and advice when someone is sick?'; 

It's harder. I don't have anyone with whom~if my child has an illness in the 
week and the [outreach] doctor doesn't come, how, how can I?...No, I don't 
have anyone with whom I can talk or anything, I'm alone with my children. 
And over there, in Mexico, yes~in the city I can go wherever I want....and here 
no....If we go out here, immigration takes us out and makes us leave [the 
country]....On top of this, I don't know how to catch the bus....Nothing, I can't 
move. I am only here. 
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Whereas South Bay informants live on the border of Mexico and have easy 

access to self-medication out of Tijuana pharmacies. North County families are far 

more limited in this regard. Tijuana is over fifty miles from North County, or 1 1/2 

hours by car, and the majority of informants do not own vehicles. Furthermore, those 

who are undocximented can not legally cross the border back into the U.S. if they do 

go to Tijuana. Only three of my informants have ever lived in Tijuana and are 

familiar with the city, and unlike South Bay women, the others do not have family 

members or fiiends there who can buy or send them medications. Yet Mexican 

medications-obtainable at low cost without a prescription, with instructions in Spanish 

and familiar brand names—represent a solution to some of the problems encountered by 

North County women that limit their access to self-medication: the cost of medications 

and doctor visits to obtain prescriptions, lack of English skills, and lack of familiarity 

with American products. Consequently, some North County families go out of their 

way to obtain them, a strategy described below. 

Leaving aside for the moment this option of obtaining medications long 

distance from Tijuana, it is clear that North County families have little access to OTC 

medications purchased at local pharmacies and shops. Comparing the number of 

different pharmaceuticals mentioned by women that are used for household self-

medication, the differences between South Bay and North County families are striking. 

While the median number of pharmaceuticals mentioned by South Bay women was 

fourteen for medications obtained at nearby pharmacies and stores (in both San Ysidro 



and Tijuana) and six for U.S. medications alone, for North County women, the median 

number of medications obtained locally (in North Coimty) was only three. The South 

Bay numbers are likely comparatively low because medications inventories were 

feasible with only four women in the South Bay sample but done with all of the 

women in North County; these inventories typically increased the mmiber of medicines 

discussed compared to those mentioned without the use of these props. Thus, the 

number of locally acquired medications used by North County women is very small by 

comparison. 

Nor do they use a larger number of home remedies as an alternative form of 

self-medication. Whereas in South Bay the median number of home remedies 

mentioned was four (mean = 4.2), in North County the median was only three (mean = 

3.8). While this is not a substantial difference, the important point is that despite their 

lesser integration into U.S. society, lower access to health services, and lower access to 

pharmaceuticals, women in North County are not using more home remedies for self-

care than South Bay informants, and if anything are using less. While factors such as 

ethnicity and region or origin would need to be taken into accoimt to explain this 

trend, and a larger sample size would be required to substantiate it, there is some 

evidence that the lack of social resources among North County women may partially 

explain the difference. Whereas South Bay women learn home remedies from older 

family members and other elders. North County women are isolated from mothers, 

grandmothers, and the elderly. Many of these women have young children who have 
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been raised principally in the U.S., where they have not had access to social networks 

who could teach and reinforce the use of home remedies at the moment of a child's 

illness. Some women commented that their mothers know more home remedies, and 

they would likely use them more if their mothers were with them. Low home remedy 

use may also result from the unavailability of herbs and lack of knowledge of where to 

obtain them in the U.S. Four women mentioned that appropriate herbs do not grow in 

the camps or are not otherwise available as they are in Mexico, and an outreach 

worker commented that when offered vegetable gardens, camp residents requested 

medicinal herb gardens instead. Thus, these often-indigenous, more recent immigrants 

actually have less access to Mexican home remedies than their more Americanized, 

mestizo counterparts in South Bay, due to a lack of social and physical resources. 

In summary. North Coimty women, while limited in their access to health 

services, are also highly constrained in their self-medication options. What health 

seeking strategies do families engage in given these limitations? At this point, it is 

necessary to return to the distinction made earlier between families living in the 

camps, who have more access to outreach and indigent programs, and families outside 

the camps, who encounter more severe transportation and economic constraints to 

using health services. 
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Two health seeking responses in the context of limited resources: 

Previously, I showed that although women living in the camps are not exempt 

from economic and other barriers to using health services, they do have relatively 

frequent access to outreach vans and indigent payment programs. Table 3 showed that 

these families almost always go to the clinic in the company of outreach workers, and 

that normally they are not required to pay for services. This relatively high access to 

clinic programs as compaied to the more severe constraints they encounter to 

purchasing medications results in one principal response to most illnesses: going to the 

clinic. Interviews with women in camps showed a consistently high dependence on 

outreach workers and clinic doctors as core members of their therapy management 

group and as the primary sources of advice, care, and medications. These families 

engage in very little self-medication; women mentioned no more than eight 

medications used by their families without medical supervision, and more than half of 

informants mentioned three or less. 

In contrast, families living outside the camps are extremely limited in their 

capacity to access health services. Prior to their involvement in the housing project, 

they were not on the outreach workers' regular rounds, and they find that they 

generally either have to pay for health services in the clinic, or are imsure of whether 

or not they will have to pay in a given mstance. In addition to sometimes suffering 

from transportation problems, these women clearly find that regular use of the clinic is 

not economically feasible. Jenny's son suffers from repeated earaches, but she can not 
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take him to the clinic for lack of money: 

Ah, his ears, his little head, I don't know what to do here~I don't know what 
to do. In Mexico, yes quickly you go to the clinic or whatever, and they check 
his ears and they give him something—for pain and for infection. 

jp: And here? 

I don't go to the clinic because I am going to [have to] pay. 

Five out of six women living outside the camps gave similar examples of cases where 

a family member did not obtain needed medical services for financial reasons. 

Severe restrictions on access to the clinic leads these women and their families 

to self-medicate far more than those in the camps. Whereas the latter mentioned no 

more than eight medications used without medical supervision with a median of three, 

the former mentioned as many as 41 medications with a median of 9.5. But if North 

County women lack the knowledge, information sources, and English skills to easily 

purchase American OTC medications, how are families outside the camps achieving 

such high levels of self-medication? The answer is that they use an inordinately large 

number of medications from Tijuana. Despite the problems of distance, transportation, 

cost, and documentation for crossing the border, families go out of their way to obtain 

Mexican medications. Three different means of obtaining Mexican pharmaceuticals 

are employed. Some families ask household members, relatives, neighbors, or co

workers who are going to Tijuana for other reasons to bring specific medications back 

for them. In other cases, the father or another relative makes special trips to Tijuana 

to buy medications-either to stock up, or when someone is sick. Sometimes this 
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requires a great deal of effort and a full day in transit, since the families do not own 

cars. A final option is to obtain Mexican medications from local. Latino vendors in 

North County who stock certain limited contraband Mexican pharmaceuticals and sell 

them at highly inflated prices. This is the least used of the three options, probably 

because of the limited selection and high price of these medications. 

While these families do manage to purchase some American medicines over the 

counter, it is the inordinately large proportion of their medications which are from 

Mexico that is noteworthy. Table 4 compares North County women living outside the 

camps, those in the camps, and South Bay women in terms of the number of self-

prescribed medicines they obtain directly or indirectly from Tijuana. While five out of 

six women outside the camps obtain at least 50 percent of their medications from 

Mexico, only one out of seven women in the camps do so. Most surprising is the 

comparison with South Bay women. Despite their easy access to cheap medications in 

TABLE 4: Number of informants for whom at least 50% of medications 
mentioned were from Tijuana 

North County: non-camp 
residents (n=6) 

North County; camp 
residents (n=7*) 

South Bay (n=9**) 

5(83%) 1 (14%) 2 (22%) 

interview. 
**n=9 for South Bay, excluding one informant whose interview focused on her role as an injectionist to the 
exclusion of some of the general questions. 

Tijuana pharmacies, relatively few South Bay families obtain half or more of their 

medications in Tijuana—only two out of nine. Yet North County families who lack 
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access to the clinics will go to great effort to do so. 

The reasons North County women gave for self-medicating out of Tijuana 

differ from those provided by South Bay women. While South Bay women often buy 

medications over the border because of the lower cost, they just as frequently stated a 

cultural preference for Mexiccm medications and a faith in their efficacy as reasons for 

going to Tijuana. However, only two North County women stated a preference for a 

particular type of medicine as one reason to buy Mexican pharmaceuticals. In 

contrast, seven out of eight women who obtain medicines from Tijuana stated that the 

lower cost of Mexican medications, their availability without a prescription, and/or a 

lack of knowledge of American products are reasons for purchasing Mexican 

pharmaceuticals. Thus, it is not a cultural preference which drives these families to 

Tijuana; rather, it is the lack of other feasible options, given economic constraints and 

limited access to information on American pharmaceuticals. 

Economically, it is not only the cost of American medications that cause 

families to seek out Mexican alternatives, but rather the high cost of the doctor's 

appointment to obtain the prescription in order to buy the medication, that is 

particularly problematic. The minimum charge for a medical consultation at the major 

clinics used by migrant families is $20, and women spoke of being charged as much as 

$30 to $40, in addition to the cost of the medication itself. In contrast, Rosa told me 

that she used to go to Tijuana to see a doctor who charges 5 pesos ($0.71 U.S.) for a 

consultation, or else simply consulted a pharmacist, then purchased the medications at 
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a fraction of what they would cost in the U.S. Now that she has begun to go to the 

clinic with the outreach workers, she no longer has to pay for doctor visits, and this 

has replaced trips to Tijuana as a form of health seeking. 

Two examples from the literature support my finding that some North County 

migrant workers and their families will go to great lengths to obtain medications from 

Tijuana. A survey of 245 camp residents found that when asked for the primary place 

where they went when sick, 48 percent of respondents reported going to the doctor or 

clinic, only 23 percent reported using home treatment, and 27 percent reported going 

to Tijuana When asked where they obtained medications, 63 percent gave the United 

States as a response, and 37 percent stated that they obtained them in Tijuana (Vista 

Community Clinic 1993). Given that many migrants are undocumented, that the 

border is over fifty miles away, and that only 14 percent of this sample had cars, this 

represents a surprisingly high dependence on Tijuana pharmacies and shops. Another 

study found that 2.7 percent of imdocumented Mexican immigrants went to Tijuana the 

last time they sought health care, despite having to re-cross the border clandestinely 

and often employ a coyote to help them get back. Twenty percent were caught by the 

Border Patrol upon their return! (Chavez et al. 1985). 

In summary. North County families employ variable health seeking strategies, 

depending on the resources that are most available to them. For families in the camps, 

self-medication from local sources is problematic but access to outreach and mdigent 

payment programs is relatively high, such that families are highly dependent on these 
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programs. Outside the camps, local options for both formal health care and self-

medication are highly constrained, such that families go out of their way to utilize the 

only remaining option—self-medication out of Tijuana. Ironically, these patterns result 

in a simultaneous overuse and under-use of health services. The clinic manager noted 

that many migrants overuse the clinic for minor ailments because they lack the money, 

knowledge, and literacy to purchase simple OTC medicines. She stated that education 

programs are attempting to teach mothers 'when to just use Tylenol' to resolve this 

problem. At the same time, others who lack access to health services are self-

prescribing potent medicines obtained in Tijuana—including such pharmaceuticals as 

dipyrone, penicillin, propranolol, and injectable contraceptives—without adequate 

knowledge of theu: indications and risks. Finally, many who overuse the clinic for 

trivial ailments are unable to afford vital services such as prenatal and hospital care. 

The fact that the number of free visits through the Health Care for the 

Homeless fund was reduced from three per month to three per year during the siunmer 

of my research is significant given these patterns. Will clinic visits no longer be 

perceived as a viable option when those who have not been paying for services are 

suddenly asked to pay after their three visits are up? Will having to pay for family 

members who have used up their maximum but not for others result in the same 

perceived ambiguity regarding charges for service that is currently deterring some 

families from using the clinics? Will this cause an increase in the number of people 

who are self-prescribing medications obtained in Tijuana? What will happen if new 
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anti-immigrant legislation emerges that once again threatens undocumented families' 

access to health services? 

Summary: Self-Medication in Three Contexts 

I have shown that South Bay women have both a high degree of access to 

health services, and a wide range of personal, social, and physical resources at their 

disposal which make self-medication possible. Given that self-care is a desired course 

of action, this results in a high propensity to self-medicate instead of, or in addition to 

utilizing formal health care. Yet although self-care is the norm. North County families 

are far more constrained in their capacity to self-medicate using locally available 

American pharmaceuticals. The consequence is two different patterns of health 

seeking: a high degree of reliance on clinic programs for those who can access them, 

and a heavy reliance on medications obtained from across the border for those who 

lack this access. 

Three ethnographic examples will serve to summarize these patterns. Teresa 

lives in South Bay with her husband, her 2 1/2 year old daughter, and her elderly 

mother. She also has seven brothers and sisters and some cousins living in the San 

Diego area. Everyone in the house now has health insurance, but before becoming 

insured, she used to go to a doctor in Tijuana for health care. She still buys 

medications in Tijuana pharmacies, mostly because she feels that they work faster than 

American medicines. Teresa buys medications for her daughter in Tijuana when she is 
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dissatisfied with the treatment her American physician offers, or if the doctor's 

medicines do not work within about three days. When she was a child, her mother 

would take her to the pharmacy in Tijuana to get penicillin injections for problems 

such as stomach infections. Sometimes they would consult a doctor first, but if it was 

an illness they had already had, they would just go to the pharmacy and tell them she 

needed a penicillin shot and the pharmacist would administer it. Now she buys 

penicillin for problems such as sore throat, stomach ache, or a bad tooth ache. Once 

she went to a Tijuana pharmacy because her menstruation was too heavy; the 

pharmacist recommended and administered an injection, but it just made the problem 

worse. When Teresa was pregnant with her daughter, her mother recommended some 

Mexican vitamins to make her womb strong, which she took once a week for about 

three months. A neighbor injected these vitamins for her. Her mother also sometimes 

recommends home remedies. Teresa named fourteen different medications that she 

uses, nine of which are purchased in Mexico. 

Virginia lives in a camp in North County, in a two room shack with her 

husband and two sons, ages 16 and 12. She is undocumented, and speaks no English. 

She has a few relatives in a nearby town, but none of her siblings or parents are 

nearby; she knows the three or so other families who live in the same camp, but few 

others beyond it. No one in the household has health insurance. A shortage of money 

has prevented her from getting needed dental work, and the family has two large 

hospital bills that they are paying in small installments. However, for the most part 



they are able to access health services because the outreach workers bring them to the 

clinic, fill out the forms, and translate for them; they never have to pay for services. 

The outreach and clinic doctors give them medicines such as aspirin and Contact C; 

they also give her cough syrup, but she does not know what it is called because it is in 

English. Whereas in Mexico she sometimes asked family members for advice when 

sick, here she has no one to ask except the outreach workers. Virginia mentioned self-

medicating with three American OTC medications, one of which she could recognize 

in the store by 'looking at the blue letters' on the package. She also bought a cough 

medicine in a local Latino shop once. In Mexico, she would buy 'candies that you 

suck on' for cough, but 'you can't find them in the U.S.', or at least she does not 

know of them here. Although she has more faith in injections than pills, the family 

does not get injections here because they do not give them in the clinic. They have 

never gone to Mexico to buy medications or to visit a doctor. Virginia's repertoire of 

home remedies is limited to a few types of herbal teas. Every month Virginia is taken 

to the clinic by the outreach workers to get blood pressure pills and a check-up. and 

she is given her pills for free. 

Carmen's husband Rodolfo also has high blood pressure. Their two children 

have Medi-Cal and go to the clinic for health care, but the adults are iminsured and 

can not afford to go themselves. Although they do not pay for health services when 

with the outreach workers, they do not live in a camp and usually get to the clinic by 

bus, walking, or paying someone for a ride. When they go to the clinic on their own, 
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they have to pay, so they avoid going as much as possible. Over two years ago, when 

they lived in a migrant camp, one of the outreach workers took Rodolfo's blood 

pressure and told Him it was high, so he went to the clinic and they gave him pills. 

However, he has not been back to the clinic since, and instead goes to Tijuana to buy 

propranolol, which he takes daily. He knows what to take because they tell him in the 

pharmacy. He also buys three herbal medications from Tijuana, to help him sleep. 

Rodolfo is currently suffering from an in-grown toe nail, but will not go to the clinic 

to have it removed because it costs too much. When it gets infected, he buys 

injectable penicillin in Tijuana and a friend administers it for him. Sometimes they 

also inject penicillin for sore throats, because in Mexico 'they say that penicillin is 

good for many problems'. Rodolfo goes to Tijuana to buy medicines at regular 

intervals, or when he is sick. He either gets a ride from a friend, or takes the bus and 

walks from the border, which takes all day—he leaves at 5:00 A.M. and does not get 

back imtil 8:00 at night. When a family member is sick. Carmen does not ask anyone 

for advice, and she has no relatives in the area. Her parents used home remedies when 

she was young, but Carmen she does not know any. In addition to the Mexican 

pharmaceuticals. Carmen mentioned buying three or four American OTC medications. 

Table 5 compares the extent of self-medication among the three groups I have 

described. Like many quantitative studies, this table correlates particular social and 

socioeconomic groups with degree of self-medication. It shows that South Bay 

families and North County families outside the camps self-medicate a great deal, while 
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North County camp residents do not. Yet these figures alone are meaningless. They 

do not convey the very different reasons for high self-medication among the two 

groups that exiiibit this pattern, nor the differences in the sources of medications they 

draw upon. Nor do these numbers reveal why North County camp residents—while 

more constrained in their access to free care than those in South Bay—still self-

medicate less. Such patterns can only be imderstood in the context of an ethnographic 

examination of the political-economic context of people's lives. As I have shown, 

such an understanding must take into account both access to health services, and 

access to self-medication. 

TABLE 5: Number of medications mentioned by 3 sub-groups of informants that 
were not prescribed by a doctor 

Nimiber of 
medicines 

South Bay 
informants (n=9*) 

North County; camp 
residents (n=7**) 

North County: non-
camp residents (n=6) 

0 to 4 1 (11%) 5 (71%) 1 (17%) 

5 to 9 3 (33%) 2 (29%) 1 (17%) 

10 + 5 (56%) 0 (0%) 4 (67%) 

exclusion of some of the general questions. 
**n=7 for camp residents, excluding one informant who only moved into the area two weeks before the 
interview. 

Yet while this explains the 'what', 'who' and 'where' of self-medication; it 

does not explain the 'how'. The next chapter takes up the latter: How do people use 

medications given their cultural knowledge, social influences, and the practical 

concerns of every day life? 
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IV. CULTURAL ASPECTS OF 
SELF-MEDICATION AND SELF-REGULATION 

Ideas about when to take drugs and what kinds of drugs are the correct ones or 
the most effective ones are inevitably part of an individual's cultural 
heritage....(van der Geest 1988a:340) 

Medication use is not merely a pharmacological process; it is also a social and 

cultural process. While there has been much attention focused on the need for 

'rational drug use' in developing countries, this emphasis tends to overlook the cultural 

meanings of medications and how they affect people's perceptions of what is 

'rational'. In attempting to encourage the use of only those drugs that are 'really 

needed', the rational drug use approach ignores the fact that 'need' is a culturally-

framed perception—that individual health consumers learn what it is they need as 

members of a particular culture, and seek out treatments accordingly (van der Geest 

1987). 

Cultural approaches to health and illness behavior often examine culturally-

mediated explanatory models of physiology, health, and illness as a means to 

understanding people's health seeking patterns. The explanatory model approach takes 

into accoimt local perceptions of etiology, explanations of physiological mechanisms, 

understandings of pre-existing conditions leading to illness, diagnostic categories, 

views of prognosis, and formulations regarding appropriate behaviors and treatments, 

as perceived by the patient and the therapy management group. Equally important, 

although less studied, are explanatory models of medicines (Nichter 1996). This 
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includes ideas and expectations regarding how medications work, their appropriateness 

for a given illness, and their purposes in terms of symptom management versus cure. 

It also includes perceptions regarding medications' speed of reaction, strength, 

efficacy, dosages, and safety. The study of explanatory models of medicines can help 

us to understand what medicinal products people seek out in response to illness and 

how they use them. It can also serve as a means to better understand their explanatory 

models of the body, health, and illness more generally, as well as provide a window 

into broader cultural values and concerns. 

Lay theories of physiology, illness progression, and pharmacology comprise a 

broad and complex area of study. A thorough imderstanding of such perceptions 

requires one to be well versed in a culturally complex series of meanings and 

behaviors, and can only be achieved after an extended period of field work. This 

chapter takes a preliminary look at cultural perceptions of the body and medications in 

my two study populations, and is necessarily exploratory rather than comprehensive. 

While the previous chapter focused on the differences within and between the two 

subgroups under study, this section emphasizes the many commonalities among them. 

Although heterogenous in terms of their degree of integration into U.S. society, ethnic 

background (mestizo vs. indigenous), region of origin in Mexico, urban versus rural 

upbringing, and levels of education, these sub-groups share many cultural perceptions 

and behaviors in their use of medications. Some differences are also noted, and 

informants are identified with the abbreviations SB and NC to indicate residence in 



94 

South Bay or North County, respectively.^' This section provides an overview of 

themes; some of the particulars regarding medication purchasing in Tijuana, antibiotic 

use, and injection practices will be discussed in more detail in the next chapter. 

Self-Medication: Ethnophysiology, Ethnopharmacology 
and Medication Choice in the Context of Every Day Life 

Doctors have come to be valued more as gatekeepers to powerful medicines 

than as advisors and diagnosticians. Two examples from my study demonstrate this 

lay emphasis on consulting doctors to access medicines rather than medicine. Firstly, 

some informants expressed dissatisfaction with health services on occasions when they 

expected to be given a prescription for a strong medicine, but were instead only 

advised to take an OTC medication such a Tylenol. They feh that they had 'wasted' 

time, effort, and money going to the doctor because they had only been recommended 

something that they could have bought themselves from the store. Secondly, many 

informants reported that 'once they knew ^^^t to buy' in the way of prescription 

medications from experience with doctors or from looking at old medication bottles or 

prescriptions, they would go directly to the pharmacy in Tijuana and buy medicines on 

their own without consulting a physician. What these examples demonstrate is that it 

is not the doctor's evaluation of the illness or treatment suggestions that are sought 

through the medical consultation. Rather, it is access to a strong medication that the 

patient can not obtain independently for lack of a prescription or knowledge of 

prescription medications. Therapeutic efficacy is attributed to the substances 
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themselves, not to the skills, training, and knowledge of the practitioner. 

If doctors are seen principally as gatekeepers to medications, then where the 

gates are open, there is no need to consult the guard. Thus, those informants who are 

able to obtain pharmaceuticals—especially prescription medications—without the advice 

or approval of a doctor, often by-pass health services and go straight to the pharmacy. 

Whereas the physician may see himself as an advisor, diagnostician, and medications 

expert, people commonly see themselves as capable of the diagnostic and evaluation 

processes without a doctor's assistance. As demonstrated in Chapter 3, where 

prescription medications are available without a prescription from Tijuana, and/or 

where OTC medications are accessible, self-diagnosis and self-medication are the 

norm. But what medicines people choose and how they use them take place within a 

particular cultural context. In the doctor's office, biomedical culture comprises that 

context; outside the clinic doors, it is lay concepts of physiology and pharmacology 

that guide such decisions. 

Choosing medications: 

Chapter 3 showed that while North County informants living inside the camps 

rely heavily on the formal health care system for lack of other options, other 

informants in North County and those in South Bay tend to employ self-medication 

and informal sources of information—the former group by necessity, the latter by 

choice. Informal information sources are drawn on as much as physician knowledge— 
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especially advice from family, friends, or Tijuana pharmacists, as well as prior 

experience with medications including information recorded on old prescriptions and 

medicine bottles. The authority attributed to these information sources warrants closer 

attention. To what degree are they trusted as the basis for medication choice? 

Where social networks are close by, they serve as an important source of both 

information and medications. Informants spoke of trusting medications or 

recommendations supplied by family and friends, but not those provided by strangers. 

The sense of trust inherent in the social relationship is thus extended to the medication 

itself. A medicine is often presumed to be safe and effective if it is suggested by a 

reliable person, regardless of that person's medical knowledge and experience. Ana's 

(SB) criterion for borrowing medications is not the nature of the medicine so much as 

the nature of her relationship to the person supplying it: 

It all depends what person you are getting it from....If you know that person 
pretty well-if you laiow her, that's fine. But if I just, like met him....It all 
depends on the person. 

When a friend offered her a penicillin injection for fever. Ana accepted the offer in 

lieu of consulting a physician. When Ana's three month old baby had a cough, she 

trusted her mother to tell her how much Tylenol to give the infant—even though the 

dosage instructions read 'consult physician'-because her mother 'wouldn't do anything 

to hurt her baby'. Thus, the good intentions of a trusted individual are adequate to 

produce confidence in the medicine or medical advice itself, even when medicating a 

very young infant. 
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Tijuana pharmacists are another trusted source of information for choosing 

medications. The qualifications and intentions of pharmacists are not normally 

questioned, and the information they supply is accepted as authoritative. People speak 

of 'going to the pharmacist' in the same manner as one goes to the doctor. 

Pharmacists are presumed to possess qualifications for giving medical advice far 

beyond their actual training. Angela (NC) believes that 'the majority of those who 

attend to you in pharmacies are doctors'. Julia (SB) stated that often pharmacists in 

Tijuana know more than the doctors, because the pharmacist studied 'almost to be a 

doctor, he just didn't get his title'. Yet pharmacists in Mexico may be apprenticed on 

the job and possess no formal pharmacology or medical training. While the person in 

white behind the counter may be presumed to be a physician or trained pharmacist, he 

may in fact be simply a clerk who operates on the same ethnopharmacological 

principles as the customer. Furthermore, pharmacy owners may be motivated by profit 

to sell inappropriate medications in order to meet consumer demand in a highly 

competitive marketplace. These issues are taken up in more detail in Chapter 5. 

Previous experience with doctor-prescribed pharmaceuticals is another 

important source of information used by informants to select medications. This takes 

the form of either purchasing something from memory that a doctor has prescribed in 

the past, or consulting conserved prescription chits and old medication bottles in order 

to decide what to buy. Thus, when informants stated that they receive information on 

medications from doctors, this did not necessarily mean that they consult a physician 
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for each illness episode. Rather, if a current illness is evaluated in the home to be 

equivalent to something experienced in the past, informants draw on their memory of 

past physician prescriptions to select a medicine directly from the pharmacy. Some 

women systematically record medicine names or keep old prescription slips for future 

reference. When asked how she knew what medicines and dosages to take, Alejandra 

(SB) responded: 

I know, because before, like three years ago—1994—1 got pulmonia 
[pneumonia]—I used to get sick a lot So I would go to the doctors and they 
would tell me you have to take this, and this. And I have all my papers...all 
my recetas,..my prescriptions. When they used to send me to the laboratory in 
Tijuana—I have dl that put away. So I would look through everything and say-
-I need this, I need....and just buy the medicine. Because in those years 1 got 
sick a lot And I knew what to take. So I would just go to a farmacia and say 
I need this and that and they would give it to me. 

Thus, those families who have access to self-medication tend to evaluate and self-

diagnose illness in the home, and then consult family, friends, Mexican pharmacists, or 

past prescriptions in order to choose medications. These sources of information are 

perceived as authoritative and safe, such that consultation with a physician is not 

required. 

Comparative reasoning, generalized efficacy and medication practice: 

Inherent in the use of the cumulative experience of social networks, past 

prescriptions, and personal experience as the basis for medication choice is some sort 

of comparison between the current illness episode, and a past experience or illness 

prototype. Informants use various forms of comparative reasoning as the basis for 
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their medication practices. As shown above, they often apply personal or family 

experiences with illness and pharmaceuticals to judge which medications are 

appropriate for a current illness episode. Similarly, they draw analogies to past 

experiences to decide when self-medication is not appropriate. Rosa (NC) stated that 

she always calls the doctor if her child has a fever, because her husband's two nieces 

had fevers that turned out to be meningitis, and as a result still can not walk at age 

seven. Alejandra (SB) said that if a child has a fever and diarrhea simultaneously, he 

is taken to the doctor right away, because once one of the children was rushed to the 

hospital with these symptoms and they were told that he would have died had they not 

brought him in. Alicia (SB) had two bad experiences with injections that were poorly 

administered, one given by her sister-in-law and one by a nurse; as a result, she prefers 

not to get injections anymore and to consult a doctor instead. Pilar (SB) once gave 

her nine-day-old baby a medication for colic that was recommended by her aunt; his 

body swelled up and the doctor told her that she had given him a life-threatening 

overdose. As a result, she no longer takes medicine recommendations from others nor 

borrows medications. In these instances, comparisons to past experience have the 

effect of decreasing rather than increasing self-medication. 

Comparative reasoning also allows people to conserve left over prescription 

medications, and reuse them for future illnesses. Informants frequently stated that they 

keep such prescription medicines until the expiry date, but only reuse them for the 

same illness. But by what criteria do they evaluate subsequent illness episodes as 
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representing 'the same illness'? Logan found that in Mexico, "[e]specially when the 

same illness symptoms re-occur, people are very prone to diagnose the symptoms as 

indicating the same illnesses as they have had before" (Logan 1988:115). For 

example, she found that people would self-diagnose and then ask the pharmacist to 

'give them something for parasites', despite the fact that a stool test is normally 

required to diagnose parasitic infection. Similarly, my informants draw analogies 

between current illness episodes and past illnesses on the basis of symptom similarity 

alone. Assessing the etiological similarity of the ilhiess is not part of this evaluation 

process. While this approach to medication reuse may be appropriate for medications 

aimed at symptom relief (a pain reliever is equally useful no matter what the etiology 

of the headache), it is problematic when applied to the use of medications such as 

antibiotics. 

One consequence of such symptom-based comparative reasoning is that 

antibiotics have come to be associated with particular symptoms, regardless of their 

etiology. As such, informants listed a wide range of symptoms for which they self-

prescribe antibiotics obtained from Tijuana. These included fever, 'flu' {gripe), 

dianhea, diarrhea with vomiting, cough with temperature, stomach ache, tooth ache, 

sore throat, headache, and body pains. When asked what antibiotics are good for, no 

one mentioned a distinction between bacterial and viral infections. Rather, they 

typically responded with a list of particular symptoms, or stated that antibiotics are 

useful for curing 'infections' in general. 'Infections' are often defined by the presence 
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of particular symptoms or symptom sets. For example, Angela G^C) gives her four-

year-old son ampicillin for diarrhea, because 'if you have diarrhea it means that you 

have an infection in the stomach'. Alicia (SB) uses antibiotics for diarrhea 'if she 

suspects an infection'. Rosa (NC) stated that if a child has a cough with temperature 

or the flu, this means that he has a stomach infection, so she gives him amoxicillin. 

Esperanza (NC) said that penicillin is good for 'all sorts of infections'. Examples 

included deep cuts, tonsil infections, stomach infections as indicated by the presence of 

diarrhea and vomiting, and 'when you eat something and it doesn't sit right with you'. 

Finally, Jenny (NC) knows that metronidazole is a treatment for parasites, so she self-

prescribes it when she or her husband has 'lots of diarrhea', which she self-diagnoses 

as a parasitic infection. 

Thus, antibiotics are applied to particular symptoms or symptom sets, which are 

sometimes associated with a generalized conception of 'infection' that does not involve 

a bacterial-viral distinction. Additionally, some informants identified antibiotics as 

appropriate for particularly serious or persistent illness. They use them when they feel 

they need a powerful medication. Ana (SB) said that antibiotics are good for 

'ever>lhing', but that they are very strong. She would therefore use them for fevers or 

flu but not for colds or sore throats. Teresa (SB) uses penicillin for a bad tooth ache, 

or for a sore throat or stomach ache that will not go away. Pilar and Monica (SB) 

also mentioned that antibiotics are good for problems such as temperature or sore 

throat that 'won't go away', indicating an association between antibiotics and 
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persistent symptoms. 

Sometimes women are not aware of the contents of antibiotic medications they 

use. Silvia (SB), who had been trained as a nurse in Mexico, said that she uses 

lincomycin (an antibiotic) for flu {gripe), but believes it is an expectorant and not an 

antibiotic. Angela (NC) has been giving her son Pentrexyl, a Mexican brand of 

ampicillin, since he was eighteen months old. She described this medication as one 

that 'contains penicillin', but is not 'pure penicillin'. When her son was smaller and 

had diarrhea, she gave him another medicine which she described as containing 'a very 

little bit of penicillin'. Her understanding of whether or not an antibiotic works for an 

illness does not involve a distinction between bacterial and viral infections, but rather 

is based on a perception of how much penicillin the medication contains. She said 

that sometimes people can continue taking antibiotics for an illness but not get better 

because the medicine they are taking contains 'too little penicillin'. 

In summary, the efficacy of antibiotics is generalized by Mexican families so 

that they are perceived as appropriate for a wide range of illnesses and symptoms. 

The biomedical explanatory model of antibiotics involves a concept of specific 

etiologies of infection, such that antibiotics are appropriate for bacterial infection but 

not other causal agents. But my informants do not incorporate this concept of specific 

etiology into their explanatory models. None distinguished between bacterial and viral 

illnesses. The only one who mentioned viruses or bacteria was Jenny (NC), who had 

been a nurse in Mexico; she explicitly stated that penicillin is good for a virus in the 
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throat. These women have a generalized notion of 'infection' that is symptom-based 

and not cause-specific. They use comparative reasoning to decide when antibiotics are 

appropriate, using them when they encounter illness symptoms or severity that 

resemble past illness episodes for which they or their social relations have perceived 

antibiotics to be effective. 

This perception of the generalized efficacy of antibiotics results in their 

frequent use in cases where they are not biomedically indicated. Calva (1996), in a 

study of antibiotic use in Mexico City, foimd that about twice as many people were 

taking antibiotics as needed to. Some of my informants stated that antibiotics are good 

for 'many problems' or for 'everything'. Some of the antibiotics which informants 

mentioned purchasing in Tijuana without a prescription included penicillin, ampicillin, 

amoxicillin, tetracycline, erythromycin, gentamicin, lincomycin, metronidazole, and 

chloramphenicol. They self-prescribe, purchase, and administer these medications 

without medical supervision, for problems ranging from a stomach ache to a sore foot. 

Self-regulation of antibiotics, the preference for injectable forms, and the consequences 

of antibiotic misuse will be taken up later in this paper. 

Continuing with the theme of comparative reasoning, a final type of analogical 

thinking employed by informants involves perceptions of body fimctioning and how it 

relates to appropriate medication usage. For example, Alejandra (SB) drew an analogy 

between the effects of medication and the effects of alcohol on the body as a way of 

evaluating appropriate dosages. She takes a larger number of pain killers than is 
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recommended by the bottle instructions on the basis that she has a larger body than 

most people. She reasons that just as her thinner sister would be drunk on six beers, 

whereas Alejandra would not, one pill would have more effect on her sister's body 

than it would have on her's.^* Analogical thinking also influences Alejandra's choice 

of medications. She stated that for 'food poisoning'—characterized by such symptoms 

as diarrhea and fever—she takes Benadryl, an allergy medication: 

That's like, allergies to your body, so we will take that....That's when you start 
getting diarrhea, or fever and stuff like that....And they also sell that in Tijuana 
in liquid, and it works real good. 

This analogy between symptoms of gastrointestinal infection and an allergic reaction to 

food makes a biomedically irrational use of allergy medication comprehensible, from 

the perspective of the patient's explanatory model of illness. Like in the other cases of 

comparative reasoning described above, an understanding of lay theories of physiology, 

illness, and pharmacology subverts the idea that 'rational' drug use can be 

implemented without taking into account cultural perceptions and applications of 

medicines. 

A surprising aspect of the above quote is Alejandra's claim that Benadryl 

'works real good' for diarrhea and fever. If families are using medications in ways 

that are not biomedically indicated, then how is it that they conclude them to be 

efficacious? Given that most illnesses are self-limiting, efficacy may be a matter of 

perception, not biochemical activity. People may perceive a medication to be 

'working' because it has some biochemical impact, or alternatively because the 
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symptoms clear up on their own, because medicine-taking carries symbolic force such 

that the patient perceives her health to be improving without physical change, or 

because of a psychologically-induced placebo effect which actually induces biological 

change. Whatever the reason, it is the perception of efficacy—not necessarily the 

biochemical impact-that allows people to repeatedly self-prescribe Benadryl for 

diarrhea or penicillin for flu symptoms, regardless of their biomedical relevance. 

Speed, strength, and form: 

Vuckovic (1995a), in her study of medication use among American women, 

found that people displayed an impatience with illness and desired speed of action 

from medicines. They preferred fast-acting medications and expected rapid relief or 

recovery. I found a similar preoccupation with speed—as well as medication strength-

among my Mexican informants. Responses to the need for speed included Monica's 

(SB) decision to purchase a migraine medication in Tijuana for a headache so that it 

would 'work fast', which resulted in her having an allergic reaction. Angela's 

husband (NC) removes the grains from cold capsules before swallowing them to make 

the medicine work faster. Alicia's husband (SB) would ask his sister to give him an 

injection right away when he felt sick, because he held two jobs and did not have time 

to be ill. A desire for strong medicines caused Gloria (SB) to become dissatisfied 

when health practitioners at the clinic did not give her a prescription medication; for 

example, when they gave her Tylenol for a sinus headache, she would take a 'stronger' 
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medicine she had left over from a previoiis illness instead. 

The desire for fast relief sometimes went so far as to cause people to take 

medications even before they got sick, when they could 'feel an illness coming'. Pilar 

(SB) sometimes takes Tylenol before a headache even starts, when she feels like she is 

going to get one. An outreach worker said that her father self-injects penicillin as 

soon as he feels like he is about to get sick, and Alejandra (SB) stated that she seeks 

injections when she experiences tell-tale signs that indicate an infection is on the way-

including itching ears, hurting gums, and the beginnings of a sore throat. Alejandra 

feels that symptoms have to be preempted, or else the medicine will have less effect or 

take longer to work:^' 

I believe that-say, I think I'm getting a toothache. Say a toothache. I better 
take the medicine right now, before the pain gets worse. Because if you wait 
for the pain to get worse and you take the medicine, it ain't going to work. I 
believe it doesn't work as fast as if you would take it before the pain gets 
worse. 

Ana (SB) was told by her doctor to give her infant Tylenol if she got a fever 

following inununizations; rather than wait for a fever to occur, she gave the baby 

Tylenol to prevent her from getting a temperature. However, in some cases 

informants feel that rather than preempting symptoms, it is important to delay giving 

medications to give the illness time to evolve. Jenny (NC) said that with flu, you need 

to wait two days before giving medications because before that the medicine will not 

work. Alejandra (SB) feels that it is not good to take medicines for colds, fever, or 

diarrhea right away because illness represents the body's need to 'get rid of 
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something'. Thus, it is better to wait, otherwise 'you leave the bacteria in there'--it 

does not have time to begin exiting the body first. 

Certain types of medications are perceived to be stronger and faster than others. 

Some informants stated that Mexican pharmaceuticals are stronger or faster than 

American ones, and gave this as a reason for buying medications in Tijuana. 

American doctors always give Alicia (SB) amoxicillin, but since she feels that 

penicillin is more powerful, she goes to Tijuana to buy penicillin instead when she 

'needs something stronger'. For Alejandra (SB), the pungent odor of a medication she 

was given for a yeast infection was evidence of its strength. Finally, Carla (SB) 

prefers the vitamins her doctor prescribed over those her daughters used to buy her; 

she believes they are better because they cost $20 instead of $8 and because they are 

stronger, containing '100 different vitamins'. 

However, by far the most important criterion for evaluating speed and strength 

in medications for my informants, is a medication's form. Women contrasted pills, 

liquids, injections, and suppositories in terms of their rapidity and sometimes their 

strength. The most important distinction is between uijections and other forms of 

medication. Injections are perceived to be faster than other forms by 21 of my 24 

informants, and this is frequently a reason for preferring them over pills or liquids. 

Opinions varied as to whether or not injections are stronger than pills; they were 

variably described as both faster and stronger, faster because they are stronger, or 

faster but not stronger. (The preference for injections will be discussed in more detail 
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in Chapter 5.) A lesser number of informants described differences in speed and effect 

between other forms of medications. Several women stated that suppositories are 

stronger or faster than liquids for children's coughs or fever; this is a reason for going 

to Tijuana to buy medications, where suppositories are more popular than the liquids 

usually prescribed by U.S. doctors. Liquids are sometimes perceived to be faster or 

stronger than pills, although one woman also stated that pills work better than liquids. 

The perception that liquids and particularly injections are faster and more 

powerful than pills is framed in terms of the directoess with which the medicine is 

able to enter the body. Whereas pills take time to dissolve and be absorbed, liquids 

and injections are more efficient because they enter 'straight into the body'. A 

widespread preference for injections results from this concern with directness and 

speed. As Ana (SB) put it: 

I think the shot is way, way better than the pills. Because the pills take ages. 
You're just there in pain and everything, and once you get the shot, it just goes 
right through....! don't think it's stronger. I think it's the same thing but it's 
just a liqiiid and it runs faster through you than a pill. The pill...by the time it 
hits your stomach and it dissolves and all that....[With the shot] it's already 
dissolved.... 

This preference for the speed of injections is not confined to medications that provide 

immediate symptom relief It is also applied to medications that require consumption 

over a period of several days, such as antibiotics. 

Although injections were more consistently described as preferable because of 

their speed rather than their strength, women who stated that injections are not 
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serious illness, it is necessary to get an injection. For example, Ana (SB)~who in the 

quote above stated that injections are faster but not stronger than pills-also said that 

for a serious illness 'like gangrene', you "really need a shot right away". Sara (NC) 

said that although she does not like getting injections because they are painful, for a 

serious illness, she would force herself to get one. Thus, injections are associated not 

only with speed, but also with illness severity. 

Brand name preferences: 

Perceptions of medication brands and generic equivalents vary between South 

Bay and North County subgroups. The federal Food and Drug Administration requires 

that generic equivalents meet the same requirements for active ingredients, strength, 

and dosage as brand name medications. Yet South Bay women display an 

ambivalence regarding generic medications. About half stated explicitly that they 

avoid generics and believe brand names to be superior. Monica prefers to pay for her 

own Tylenol, no matter what the cost, rather than use the generic medications she is 

given free in the clinic. Gloria, Monica's daughter, will buy Tylenol and only use 

such free generics if the Tylenol runs out. Other women equivocated on the issue, 

stating that generics and brand names work the same, but then subsequently 

contradicting this assertion. For example, Alejandra at first stated that generics work 

the same as brand names, but later said that she only buys generic acetaminophen 
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when she can not afford Tylenol. Alicia said that generics probably work just as well, 

but then related her greater satisfaction with her current private health insurance over 

Medi-Cal, explicitly because the latter only supplies generic medications. A preference 

for brand name medications over generics can thus persist even when people recognize 

that there is 'no difference' between them. 

In North County, women also use brand name medications but for different 

reasons. Only one woman specifically stated that brand names work better than the 

'store's brands'. However, many others are limited to brand names because they are 

the only medications that these women know and can recognize on store shelves. 

Recall from Chapter 3 that North County women lack the English and reading skills to 

easily compare and choose medications in American pharmacies and shops. But some 

of these families leam about particular brand name medications from outreach or clinic 

doctors. On one visit to an encampment, I saw the outreach worker give a migrant 

worker a physician's sample of Tylenol; this is one possible means by which camp 

residents can come to recognize certain brand name packaging. Informants spoke of 

selecting medications in stores by learning to recognize 'the same blue letters' or 'the 

red box' on the shelves. Like self-medication more broadly, what is a preference for 

South Bay families is often simply a necessity for their coimterparts in North County, 

who lack the varied options of the former. 



I l l  

Medical pluralism: home remedies 

Both South Bay and North County women make use of home remedies in 

addition to pharmaceuticals, although South Bay women seem to find knowledge and 

materials for home remedy use to be more readily available. Home remedies may be 

used as a furst resort, followed by pharmaceuticals if they are ineffective, or vice versa; 

they may also be used concurrently with medications. The most frequently mentioned 

home remedies were herbal, including mint, camomile, cinnamon, and eucalyptus teas 

for such problems as stomach ache, flu, cough, pain, gas, and diarrhea. Others involve 

food items, such as potatoes on the forehead for headaches, lemon with honey or onion 

with olive oil for cough, and lemon, baking soda, water, and sugar for gas. Remedies 

for earache are very common, including putting breast milk, alcohol and herbs, smoke, 

or some combination of rue, olive oil, and garlic in the ear. Diarrhea remedies were 

also frequently mentioned, including oil, garlic, and various herbal teas. 

In addition to herbal and food-based remedies applied internally, treatments for 

fever, fallen fontanelle in infants, and diarrhea involve external manipulation of the 

body. For fever, Alejandra (SB) places alcohol and wet cloths on the wrists, ankles, 

and forehead. Monica (SB) described the traditional Mexican remedy for fallen 

fontanelle in infants administered by a female acquaintance. The depression in the 

infant's head is 'picked up' by blowing cigarette smoke or spitting water into it and 

sucking it out, then turning the baby upside down and hitting the bottoms of the feet. 

A folk model of the etiology of diarrhea is associated with various physical 
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manipulations of the body that are designed to treat it. Diarrhea was frequently 

described as resulting from food becoming 'stuck to the stomach'; treatments are thus 

designed to release the food from the stomach wall. Monica (SB) treats diarrhea by 

giving the child olive oil orally, then massaging his back with oil and 'picking up the 

skin' to release what is stuck to the stomach. She then places lard with baking soda 

on the abdomen, which 'goes inside the stomach' for the pain. 

Three women described similar internal and external remedies for diarrhea with 

vomiting and/or fever that is caused by the Mexican folk illness empacho?° 

Alejandra (SB) and Elena (NC) both said that empacho could be caused by swallowing 

chewing gum; Angela (NC) related how her son had become empachado when she 

thickened his formula with extra milk powder. Similar to Monica's remedy above, 

Alejandra gives the patient olive oil, massages the body, and picks up the skin on the 

back; a cracking noise that occurs when the skin is pinched and released indicates 

empacho. She also pokes half an onion with holes that are then filled v\dth chocolate 

and spices; this is wrapped in a white cloth and placed on the abdomen with alcohol. 

Although children most often become empachado, Alejandra described how she 

diagnosed empacho in her adult nephew when the physician's treatment did not work: 

One day my nephew was sick, and my sister had forgotten that about 
massaging the body. I said, 'Well, what's wrong with him?' And she's telling 
me and she's all getting scared because the doctor's medicine didn't work. So 
I went over there and I saw him and I said...e5fd empachado. Usually your 
eyes are like, they fall in...that's when they're empachado....Piii.6. he's aheady 
20! So I'm over here rubbing him....and I turned him around and I sat on top 
of him....and I'm cracking his back, and I'm rubbing his arms, and hitting his 
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knees, you know, doing what Mom showed us. And then I get this onion and 
I'm poking....And I wrap him up with wet cloths and I give him the oil. He's 
over there trying to throw up the oil. I said, 'You better not throw it up. or 
I'm gonna give you the whole thing!' And it went away....We don't do it as 
good as Mom, but, you know, we're learning. And we take care of each other. 

As indicated by the last line of this quote, application of a home remedy for 

empacho is done with love for the afflicted family member. However, from a 

biomedical perspective, the symptoms of empacho may represent a serious illness and 

the risk of dehydration, which is potentially life threatening without medical 

intervention. Alejandra's description of her nephew's eyes sinking inward combined 

with her sister's panic over his condition indicate that he was seriously ill. Alejandra 

told me that her oldest sister had died in childhood from empacho. Elena (NC) 

described using a home remedy similar to that described above for severe diarrhea on 

her twelve-month-old son the week before the interview. She attributed his empacho 

to swallowing gimi, and said that after implementing the remedy, she knew that the 

gum had been dislodged from his stomach because he excreted 'pure water' diarrhea. 

Whereas from a biomedical perspective this would be interpreted as a symptom of 

illness that required treatment for potential dehydration, from Elena's perspective it 

was a sign of recovery. Thus, she did not take her son to the clinic. Angela (NC) had 

sought biomedical care when her infant son experienced severe diarrhea, vomiting, and 

dehydration, and was told that he was near death. But Angela retrospectively 

attributed the illness to empacho, and concluded that she should have treated it with a 

home remedy rather than wasting money on the doctor. Thus, whereas many of the 
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herbal remedies applied by informants represent a positive course of action for minor, 

self-limiting ailments, exclusive home treatment for empacho carries the potential 

danger of death from untreated dehydration. 

Polypharmacy: concurrent and sequential use of medicines 

Individuals may use multiple medicines either simultaneously or sequentially 

until they are satisfied that all of their symptoms have been combatted. Some 

informants use pharmaceuticals and home remedies concurrently. Others use multiple 

pharmaceuticals at once. This practice is based on the rationale that each symptom 

must be targeted individually and that medicines are symptom-specific. For example. 

Ana (SB) gave her boyfriend two Tylenol Cold tablets for fever combined with two 

Imodium AD pills for diarrhea. Gloria's husband (SB) takes both Tylenol and a sinus 

medication such as Sudafed for a sinus headache. This practice sometimes results in 

biomedically inadvisable combinations of medications, or double doses where two 

different products contain overlapping active ingredients. When Monica (SB) had a 

cold with fever and a headache, she took Tylenol that was 'for fever', another form of 

Tylenol that was 'for headache', and a sinus pill all at once in order to 'get rid of all 

three symptoms'. Yet all Tylenol products and many sinus medications contain 

acetaminophen, such that Monica likely took multiple doses of this and possibly other 

ingredients. When Alejandra (SB) felt that she was getting sick, she sent her brother 

to Tijuana to buy injectable penicillin as well as Pentrexyl (ampicillin) capsules 'for 
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fever', which she took simultaneously. Teresa (SB) was taking doctor-prescribed 

prenatal vitamin pills while pregnant, in addition to self-injecting vitamins once a week 

that had been recommended by her mother. When asked if these two forms contained 

the same vitamins, she responded that she did not know, but that the injectables were 

specifically 'directed' to work on making her uterus stronger so as to avoid a 

miscarriage. 

Levy cites a French saying that asserts, "An untreated cold goes on for seven 

days; a treated cold lasts a week" (Levy 1992:106). Yet Mexican women expect fast 

relief and cure from medications, and if these expectations are not met, they try 

multiple therapies sequentially until they find one that works. A distinction between 

palliatives and curatives is not necessarily made, and people expect a cure for viral 

illnesses such as colds, coughs, and 'flu' that biomedicine does not consider curable. 

For example, Julia (SB) stated that for flu, three injections of an antibiotic and a 

eucalyptus abstract will 'make you get better' and that 'you just stay sick for about 

three days'. Similarly, Teresa (SB) does not think of cold and flu medications as 

palliatives that relieve symptoms in the short term, but rather as curatives that take 

about two to three days to cure the illness. If her daughter's cough, cold, or flu does 

not go away in three days with the medicine her doctor supplies, she buys something 

else. Carmen (NC) uses a cough medicine such as Robitussin for one day, and if the 

cough does not go away, she buys a different cough medicine. After another day, she 

buys another medicine, and so on. 
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People expect strong medicines when they visit the doctor, as evidenced by 

informants who complained about being given OTC medications in the clinic that they 

could have bought themselves. They also expect the doctor to cure their ilbess, even 

if it is .self-limiting and can only be treated symptomatically, not cured. When the 

doctor tells Alejandra (SB) to give a child Tylenol for fever, she administers it for 

three days, and if he still has a fever she calls the doctor and starts yelling: "I called 

three days ago and you told me this and this and it ain't working!". If women are 

dissatisfied with the treatment provided by an American physician, they may then turn 

to Mexican physicians and pharmacists instead. When Rosa's son (NC) had the flu, 

she took him to the American clinic, and they gave him palliative medications 

including acetaminophen and cough medicine. But when he did not get better in four 

days, she concluded that the medicine was not working and went to see a Tijuana 

physician, who gave her Bactrim. When the boy again did not get better after three 

days, she went back to Tijuana for a 'stronger medicine'. Rosa feh that the American 

doctor 'didn't check him well enough', and that is why the medicines he gave her 

'didn't work', although these were in fact palliatives that were not intended to cure 

what was probably believed to be a self-limiting illness. 

It is conmion for South Bay women to try out a medicine provided by an 

American physician for a few days, then go to Tijuana if the symptoms do not 

disappear. Almost all South Bay informants engage in this practice, although it is 

more rare among North County women who do not have easy access to the luxury of 
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visiting both American physicians and Mexican doctors or pharmacists.^' Teresa 

(SB) allows medicines a maximum of three days to work on her 2 1/2 year old 

daughter, then goes to Tijuana to buy something else. Tijuana is seen as a logical next 

step, both because the medicines are different and because they are perceived to work 

faster. As Teresa explained: 

I think if I took her to one doctor—that's her pediatrician—and he gives her 
medicine, there's no use in taking her to another doctor here [in the U.S.], 
when maybe he's going to give me the same medicine, and it's not going to 
work....But I think whatever she has got in TJ [Tijuana] has worked faster—it 
makes her feel better faster. 

Similarly, Monica (SB) goes to Tijuana if American medicines do not work to get 

different and faster-working products. Once when her daughter had diarrhea, she gave 

her the American doctor's medicine, but when it did not 'work' in one day she went to 

a Tijuana doctor, who gave her a medicine that successfully made the diarrhea go 

away. Whether or not these medications in fact 'worked' depends on one's criteria; 

medications for diarrhea do not usually address the underlying illness and may be 

intended either to provide comfort and impede symptoms, or to prevent dehydration 

without impeding the diarrhea itself. Since the illness is usually self-limiting, 

Monica's attribution of cure to the Mexican product may have resulted from its 

capacity to block symptoms, or it may simply have been the result of the symptoms 

clearing up on their own. 

A final approach to sequential medication use among South Bay women is to 

follow unsuccessful oral treatments with administration of injectables. As noted 
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previously, injections are seen as appropriate for particularly serious or persistent 

illnesses. When Alejandra's sore throat did not go away after taking all of the 

American doctor's medication, she gave herself one penicillm shot, to which she 

attributes her cure. Pilar described how her sister used to get medicine for flu from an 

American doctor, but it did not work very well, so she would get an injection from a 

neighborhood lady: 

I have a sister who used to get gripas (flu), and she used to go to the doctor 
and he gave her medicine, and it didn't help her. And she felt bad, bad...until 
she went to get the injection, 

jp: How long does she wait before going for the injection? 

Like two days. 

Pilar could not name the types of medications that both her and her sister used to have 

injected for flu, just that they were 'eucalyptus and something'. The strength and 

significance of the medication were associated more with the form than with the 

contents themselves. 

In sum. South Bay women expect a rapid cure for illness, and if this 

expectation is not met by American pharmaceuticals-many of which are intended for 

symptom-relief and not cure-they seek out Mexican alternatives and injectables, which 

are perceived to be stronger medicines. The greater success attributed to these 

medications may rest on their symbolic impact as much as their biochemical efficacy, 

or simply result from the fact that they are the last medicines consumed for an illness 

which ultimately disappears on its own. 
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Self-Regulation: Beyond Non-Compliance to Cultural 
Understandings, Empirical Observations, and Practical Concerns 

Thus far I have described what types of medications people choose, and the 

ethnophysiological, ethnophannacological, social, and experiential frameworks which 

form the basis for these choices. However, once a medication is selected—with or 

without the assistance of a physician—the patient must still decide how much to take 

and when to take it. In so doing, she may or may not conform to the doctor's 

instructions or the directions of the medication package. If the medicine is purchased 

in Tijuana, she may have access to neither—since many prescription medications are 

sold over the counter without instructions other than the directive, 'consult physician'-

and may make such decisions on her own or in consult with friends, family, 

pharmacists, or store clerks. 'Self-regulation' refers to the process of administering a 

medication in a manner which is inconsistent with the instructions or intentions of a 

qualified practitioner or a medication package. In my definition, this includes taking 

Mexican prescription medications without prior medical consultation, since this is 

inconsistent with the directive on the package to consult a physician for indications 

and dosage. 

Ideologies and realities of self-regulation: 

The literature on self-regulation can be divided into 'doctor-centered' and 

'patient-centered' approaches. Doctor-centered approaches presume a priori a 

collective ideology of adherence to doctor's orders, and attribute 'non-compliance' to 
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deficiencies in the doctor-patient relationship or in the patient himself. While 

sometimes firamed in terms of poor patient attitudes and irresponsibility, such 

approaches often assiraie that non-compliance is unintentional. It is the product of 

forgetfulness, an incapacity to understand physician instructions, or poor doctor-patient 

communication and rapport. 

Such imintentional non-compliance may be significant among North Coimty 

families. Women in North County expressed a strong ideology of compliance with 

medical instructions, with almost all claiming to consistently follow doctor's orders. 

They emphasized the importance of following instmctions on the basis that less 

medication would be ineffective, and more would be dangerous. Unlike South Bay 

women, many informants in North County expressed little self-confidence in their 

capacity to decide for themselves what medications and dosages are appropriate. This 

is not surprising given their often limited literacy, education, and access to media and 

other information sources that help provide a sense of self-confidence as competent 

health consiraiers. However, this ideology of compliance is not always reflected in 

reality. North County women may mis-remember doctor-prescribed dosages and lack 

the literacy and English skills to read the instructions on medication packages. 

Women sometimes described dosages that were inconsistent with those marked on the 

prescription medicine bottle they presented me, or had to ask me to read the dosage 

because they could not do so themselves. The director of a North County clinic 

described a case of a neonate who died after the parents gave it infant's Tylenol; 
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although he noted that this has been known to occur even when the instructions are 

followed, he suspected that the baby had been overdosed because the parents could not 

read the directions. 

Instructions may be misvinderstood as well as mis-remembered. Nichter and 

Vuckovic (1994) express the importance of considering not only whether or not 

patients are told when and how to take medicines, but also what assumptions underlie 

instructions given. For example, advice given to North Coimty women to administer a 

medication every six hours assumes that people have clocks or watches, that they can 

tell time, that they know how many hours are in a day, and that they conceive of the 

concept of 'every six hours' in the same manner as the physician. Interviews provide 

evidence that these assumptions may be false, and that North County women do not 

necessarily interpret time frames in the same way as physicians. For example, 

Magdalena had an infant cough medicine that was to be taken every four to six hours 

according to the instructions; she stated that she administered it every four to six 

hours, two times per day. Similarly, Concepcion's baby daughter had two 

medications for pneumonia that were to be given every eight hours; she confirmed that 

she administered them every eight hours, twice per day. She at one point asked me 

how many hours there were in a day. While health workers may view instructions to 

take a medicine every X hours as the most clear and specific means of giving 

instructions, these may not be the most relevant or comprehensible time fi-ames for 

North County women. These women frequently spoke of giving medicines 'two times 
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per day' or 'in the morning, in the afternoon, and in the evening', rather than 

describing time frames in terms of hours. 

Unintentional self-regulation may also occur because people do not perceive 

their behavior to be non-compliant. For example, both North County and South Bay 

women who self-medicate out of Tijuana may consider following a pharmacist's 

instructions to be equivalent to following the instructions of a physician, although the 

pharmacy attendant is not qualified to diagnose illness or prescribe medications. 

However, self-medication may also be intentional. Whereas doctor-centered 

approaches take compliance with doctor's orders to be the norm and consider non-

adherence a form of deviance, patient-centered approaches see self-regulation as 

proactive and intentional behavior on the part of the patient and/or her therapy 

management group. People may intentionally self-regulate based on such factors as 

their own explanatory models of illness and medications, perceptions of need, advice 

from friends or relatives, personal priorities and goals, embodied and experiential 

knowledge, or practical concerns and constraints. 

While some South Bay women espouse an ideology of compliance, many 

revealed a confidence in their capacity to take medication administration into their own 

hands. Unlike most North County women. South Bay informants often claimed not to 

follow package instructions and described purposeful adjustments of medicine dosages 

and course. They rely on their own judgement to decide how much medicine to take 

for how long, even when this conflicts with physician prescriptions. Whereas thirteen 
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out of fourteen North County women claimed to always follow instructions when 

taking medications and only three gave evidence of intentional self-regulation, in South 

Bay less than half claimed to always follow instructions and almost all provided 

evidence of conscious manipulation of dosages or course. The rest of this chapter 

focuses on intentional self-regulation practices and the logics behind them. 

Modifying dosages: 

Individuals may personally evaluate what comprises an appropriate dosage for a 

medication, even if this is in conflict with physician advice. Jenny (NC) uses her own 

experience as a nurse in Mexico as the basis for evaluating dosages prescribed by 

doctors and modifying them accordingly. As an informal injectionist in her 

community, she stated that if someone brings her a Mexican physician's prescription 

along with an injectable medication and asks her to administer it, she adjusts the 

dosage or refuses to administer it if she feels that the medicine is too strong. For 

example, she considers an appropriate dose of penicillin for a child to be '400' 

(perhaps 400 milligrams?), so that if someone brings her a prescription that indicates a 

dose of '800', she assumes that the doctor has made an error and cuts it in half She 

also reduced the dosage by half when someone brought her an injectable medicine 

from a local Latino shop in North County. Jenny appears to generalize ideas about 

dosage and course obtained in relation to one medicine to a broader set of medications. 

For example, she stated that penicillin always requires four injections of an '800' dose 
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for adults, despite the fact that different penicillin products normally require different 

dosages and courses. She also gives all OTC medications to her children three times 

per day regardless of the instructions. 

Perceptions of illness severity and personal need are other reason for adjusting 

dosages. Alejandra (SB) stated that once a friend had such a bad infection that she 

decided to give him two injections of antibiotics simultaneously instead of one. 

Similarly, Angela (NC) said that if her four-year-old son has 'a lot of infection' she 

gives him twice as much ampicillin per day as she would give him otherwise. 

Individuals may modify dosages based on their perceptions of their own bodies' needs. 

Julia (SB) decided to decrease the number of blood pressure pills she took from three 

down to two per day because she 'didn't feel so bad'; when her blood pressure went 

up, she started taking them as prescribed once again. Esperanza's husband (NC) 

always takes two pills-whether of cold medicine or penicillin—even if only one is 

indicated in the directions; he feels that he always needs two pills to get better 

regardless of the contents. The observation that a first dose is not working, or a desire 

for fast action were also frequently given as reasons for increasing dosages. An 

attempt to eliminate intolerable symptoms causes Alicia (SB) to take as many as ten 

Benadryl capsules a day for hives (where the directions indicate a maximum daily 

dosage of four), and led Pilar (SB) to once take six Tylenol pills in two hours. Higher 

dosages are also perceived to work faster on the assumption that 'more is better'. For 

example, Alejandra (SB) increases initial doses of analgesics or cough syrups for 
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herself or her nephews so as to provoke a quick reaction. 

The concept of a 'half-life' for medications beyond which one becomes 

immune to them or exhausts their efficacy also influences women's self-regulation 

patterns. Julia (SB) rations her pain medication and tolerates mild levels of pain so 

that the medicine will continue to work for her when the pain is more severe. She 

feels that "if you are over-medicating yourself that medicine doesn't have an effect on 

you any more", and thus limits the quantity of medication she consumes so that she 

will not have to take increasingly large doses in the future. A similar concern with 

acquired immunity to medicines causes Esperanza (NC) to self-prescribe progressively 

stronger antibiotics for tonsil infections: 

What I noticed was that when I went to the doctor for my tonsils, each time 
they gave me a stronger injection. Even though it was penicillin, it was 
stronger. So [for subsequent episodes] I asked in the pharmacy for an injection 
that was stronger than the one that I Imew the doctor W given me 
[previously]. 

Esperanza uses the logic of acquired resistance to medication efficacy to self-prescribe 

increasingly stronger medicines or dosages without the supervision of a physician. 

Women also make what they judge to be appropriate dosage modifications 

when administering a medication intended for one person or age group to another. If 

Jenny (NC) does not have pediatric penicillin, she will inject a child with half of an 

adult dose. She once borrowed a Mexican medication from her sister that was 

originally intended for her 1 1/2 year old niece, and gave a half dose to her own 

daughter, the latter being an infant less than half of the niece's age. Alicia (SB) gives 
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her teenage daughter half pills of her own prescription Ibuprofen 800. Adults may 

also self-prescribe children's medicines that are available in the house by increasing 

the dosage, such as in the case of Angela (NC) who took 1 1/2 doses of children's 

Neo-Melubrina (dipyrone). Finally, after being prescribed 200 mg. of iron three times 

a day by her doctor, Alicia (SB) began taking her sister's left over prenatal ferrous 

sulphate tablets instead. Although her sister was prescribed only one of these 5 mg. 

pills per day, Ah'cia takes three since her doctor originally prescribed her three pills 

per day. Like Esperanza's husband who feels that he always needs two pills, her 

concept of dosage is based on the quantity of pills rather than their contents such that 

she unintentionally consumes 15,000 mg. of iron per day rather than the 600 mg. her 

doctor prescribed, which is also three times the dosage that was prescribed to her sister 

prenatally. 

A final example of dosage modification—while seemingly imusual— 

demonstrates how health sector disregard for practical concerns can interfere with 

taking prescribed dosages. Carla (SB), an elderly lady who is losing her sight, takes 

medication for high blood pressure. She was prescribed 1 1/2 capsules per day, but 

only takes one because she sees no way of cutting the capsules—which contain many 

tiny granules—in half, and in any case is unwilling to discard the second half which 

would not be conservable. When she showed me the capsules, I could only agree; to 

expect a visually-impaired woman to successfully cut tiny granule-filled capsules in 

half is surely beyond reason! 
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Regulating course: 

In addition to adjusting the quantity of medicine consumed at a given moment 

in time, people may modify the prescribed or intended course of a medication regimen. 

This is particularly common in the case of antibiotics. While widely accepted 

gmdelines normally recommend five to ten day courses of antibiotics for common 

infectious diseases (Calva 1996), it is common for patients to self-administer much 

shorter courses. In a household survey in Mexico City, Calva (1996) found that while 

doctors recommended an antimicrobial course of less than five days only 33 percent of 

the time, survey respondents used antimicrobials for less than five days in 62 percent 

of cases. Pharmacy observations revealed that of 53 antibiotic purchases, only 28 

percent consisted of enough medication for a treatment of more than four days. 

Individuals self-medicating out of Mexican pharmacies may decide on the 

length of an antibiotic course through their own estimation of need or in consult with a 

pharmacy attendant, with resulting courses often being inappropriately short. Calva's 

household survey foimd that when an antimicrobial was recommended by a 

pharmacist, treatment lasted fewer than five days in all cases. When the medication 

was self-prescribed, the course lasted fewer than five days in 91 percent of cases, with 

a median of two days duration. Pharmacy observations revealed that whereas the 

median duration of treatment was three days when medications were purchased with a 

prescription, it was only one day when they were purchased without one. Pharmacists 

may even fail to indicate the appropriate course to the customer, and medication 
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packages often simply state that a physician must be consulted for usage instructions. 

When Rosa (NC) got Flamicina (ampicillin) without a prescription from a Tijuana 

pharmacy for pain and infection in her tooth, the pharmacist told her to take one 

capsule every six hours but did not say for how long, so she just took it for two days 

until the symptoms went away. 

But even when antibiotics are prescribed by a doctor, individuals commonly 

stop taking them before the prescribed course is complete. Monica (SB) reported that 

while she buys the whole box of penicillin, she only takes one or two pills, because "if 

it didn't work, it didn't work". She believes that if a medicine has not proven its 

efficacy after two pills, then it is not going to work no matter how much is consumed. 

This conclusion is based on both an expectation of fast relief from medications, and 

the assumption that immediate symptom-relief is the primary purpose of antibiotic 

consumption. If symptoms are not alleviated qmckly, Monica concludes that the 

medicine is ineffective. 

Earlier I demonstrated that informants do not necessarily distinguish between 

palliative and curative medications. For example, they expect a cure from a cough or 

cold medication, and when the illness does not go away in a few days, they abandon 

the medicine and try something else. The flip side of this confusion between 

symptom-relief and cure is the assumption that when symptoms do disappear, the 

ilhaess has been eliminated. While such a symptom-based perception of efficacy 

causes Monica to abandon penicillin treatment early when it does not relieve her 
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symptoms, in most cases, people shorten antibiotic treatments because of a positive 

evaluation of their efficacy. That is, when their symptoms disappear, they assume 

themselves to be cured. Most informants reported that they stop administering 

antibiotics to themselves or their children when the symptoms go away, regardless of 

the prescribed course. Some reported that they self-prescribe a single injection, and go 

back for more only if they do not 'get better'. In one case, an antibiotic was explicitly 

used as a palliative; Alicia (SB) allowed her son to take left over physician-prescribed 

Augmentin for headaches as an alternative to Tylenol. Yet Alicia was one of the few 

South Bay women who reported that she always completes a full course of antibiotics. 

In a few cases women are aware that antibiotic courses are supposed to be 

completed, but still give them symptomatically. As Rosa (NC) stated: 

Often they say [to take it] until the syrup is gone, and I don't wait until it is 
used up~if I see that he has gotten better, I don't give it any more. 

If the doctor tells Rosa to give her son Bactrim for seven days, she will stop after the 

first four or five days if the symptoms go away. However, there are other antibiotics 

for which she feels the whole course must be completed. Thus, her self-regulation is 

also influenced by her perception of the type of antibiotic she is using. Other factors 

may also influence how the need to comply with an antibiotic course is perceived. 

Gloria's son (SB) was taking a seven-day course of prescribed erythromycin for a 

throat mfection at the time of the interview. At first she administered it as prescribed, 

four times per day, but after the first four days she began giving it sporadically. She 
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gave him one dose on the fifth day, then two doses on the sixth day because 'he was 

running around with no socks and shoes on' and she did not want his illness to start 

up again. The day after the interview, she intended to give him all four doses "since 

it's the last day'. Her perception of need combined an observation of symptom-

progression, with a concept of vulnerability based on a humoral concern with the 

negative impact of cold on illness, and a decision to provide him with full protection 

on the last day of the medication course. 

Women also reported taking short courses of antibiotics because of a belief that 

antibiotics can be dangerous or ineffective if too much is consimied. Monica (SB), 

who never takes more than two penicillin pills, feels that medications should not be 

taken for too long because they can be harmful to the body. Ana (SB) reported that 

she will follow a doctor's instructions for taking penicillin if it is prescribed, but not if 

she is self-medicating; 

Penicillin, they told me, it's a very strong medicine....! won't dare take them 
like four days, three days....if a doctor prescribed it, he knows what he is 
doing. And if something happens to me, I know who to go to. But if it's just 
like, at home I won't....If a doctor tells me to take it four days, I'll take it four 
days. If I take it on my own just because I want to take them, I'll just take 
them for a day. 

As a result of this concern with the strength of penicillin. Ana takes only two 

penicillin pills or one injection when self-medicating. In some cases, women 

reinterpreted physician's statements about the importance of not abusing antibiotics to 

mean that they should shorten their course, not that they should employ them less 
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frequently. Pilar (SB) normally gives her son penicillin for two or three days if he has 

a temperature. She will not administer it for more than three or four days, because 

once 23 years ago a doctor told her that penicillin kills red blood cells and is not good 

for the body. Alejandra's (SB) doctor used to tell her 'not to take penicillin too much 

because then it won't work on your body': 

Because they say if you get too much of the same medicine, in time that 
medicine won't work. That's what they say...I don't know. 

Alejandra still self-prescribes penicillin, but limits the course to three or four injections 

maximum so as to avoid taking too much. Thus, the message to not overuse 

antibiotics is interpreted to mean that one should take a smaller dose for a given 

illness, rather than take them for fewer ailments. 

Self-regulation and antibiotic resistance:^^ 

We are presently witnessing a massive, unprecedented, evolutionary change in 
bacteria. By developing and using antibiotics, we have, in a sense, caused 
these events to spiral. (Levy 1992:103) 

...each person taking an antibiotic inappropriately plays a larger role in the 
resistance problem since this is an unnecessary selection of antibiotic 
resistance. (Levy 1992:206) 

Levy informs us that only fifty years after the discovery of antibiotics, "most 

bacteria that were previously imiversally susceptible to antibiotics are resistant to at 

least some antibiotics and, in some cases, to many different ones" (Levy 1992:67). As 

we use antibiotics, we provide a survival advantage to those bacteria that are antibiotic 

resistant over others in competition with them. These resistant bacteria thus become 



predominant in the body, and can transfer their resistance genes to other bacteria with 

which they come into contact. Non-pathogenic bacteria native to the intestine, 

urogenital tract, or respiratory tract can become gene donors, who pass resistance 

genes on to pathogenic bacteria entering the body. By constantly exchanging 

resistance genes, bacteria carry these genes to bacteria in new environments found in 

himians, animals, and food products. Bacteria can acquire multiple resistance traits 

one after the other, such that multi-drug resistance is the rule, not the exception. 

The consequences are serious, both for the individual and for society. For the 

individual, intermittent and repeated antibiotic use—even when inappropriately 

administered in the absence of pathogenic bacteria—can lead to multiple drug resistance 

among non-pathogenic microorganisms normally foimd in the body. These resistant 

bacteria may then pass this resistance on to dangerous pathogens entering the body, 

such that antibiotics given to treat the illness do not work. Additionally, if pathogenic 

bacteria are present and an inadequate course of antibiotics is administered, infectious 

bacteria may survive and reinfect, with decreased susceptibility to antibiotic treatment. 

The consequences of these processes are persistent illness and potentially, death. For 

society, the production of resistant bacteria in the individual allows for the exponential 

spread of resistance as these bacteria are shed, excreted, or otherwise transferred to 

others. The repercussions include: a.) an increasing need for multi-drug therapy to 

combat resistant strains, b.) higher and higher prices for antibiotics as new ones must 

be produced to treat multi-drug resistant forms of disease, such that they become 
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unaffordable in poorer countries with fatal consequences, and c.) ultimately, an 

absence of affordable and effective drugs to treat serious illnesses, such as tuberculosis 

and shigella. While in the U.S., treatment of such illnesses as ear infections, 

gonorrhea, and pneumonias has been seriously obstructed by resistance to penicillins 

and tetracyclines, in developing countries the impact is far more grave. 

The patterns of antibiotic use described in this chapter create a situation of 

double jeopardy for the problem of antibiotic resistance. Antibiotics are both 

employed for trivial complaints for which they are not biomedically indicated, and 

used in inadequate quantities in situations where they may be appropriate. The 

physician's message to use less antibiotics has backfired, such that informants still use 

them for a wide range of illnesses, but in insufficient doses. An increase in the view 

that trivial, self-limiting complaints such as coughs and colds are problems that need to 

be medicated has resulted in an increased demand for powerful curative medicines. As 

thresholds of discomfort become lower, the risk of antibiotic misuse and resistance 

increases. 

Side effects and safety conceras: 

Side effects which accompany medicine consumption can cause people to self-

regulate or abandon medication regimens. Several informants reported ceasing to use 

medications that made them or their children sleepy or passive; these included prenatal 

vitamins and medications prescribed for hyperactivity and 'nerves'. Other medication 
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regimes are adjusted or rejected because of anticipated side effects or other safety 

concerns. Monica (SB) rejected a sinus medication because the instructions warned 

against going out in the sun; even though she did not intend to go outside, she felt that 

the medicine would remain in her body even after a few days and wished to avoid 

negative side effects. Carla (SB) began decreasing her dosages of anti-depressants 

because she feared becoming addicted to them; a week after commencing the 

prescribed regimen, she had stopped taking them altogether. Carla also takes Captopril 

for high blood pressure. When I read aloud the instructions that indicated they were to 

be taken 'on an empty stomach, one hour before or two to three hours after eating', 

she reported that she never took them on an empty stomach because this would be 

harmiul to her. Alicia (SB) said that her teenage children do not want to take vitamins 

because they have heard that vitamins induce himger and they do not wish to gain 

weight. Similarly, Monica (SB) was giving her four-year-old son vitamins, until her 

daughter reminded her that this would make him get fat. Monica reported that her 

mother used to give her and her siblings vitamins when they were children, but said 

that "with all that medicine my mom used to give us, we got fat". Consequently, if 

the doctor prescribes her son iron for his iron deficiency she only gives him part 

dosages because, assuming that iron will have a similar effect to vitamins, she wishes 

to prevent him from becoming overweight. 

Side effects are not necessarily inherently bad. They are interpreted within a 

cultural framework which determines if they will be viewed positively or negatively. 
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Whereas Monica and Alicia's children perceive hunger to be a negative side effect of 

vitamin consumption, other women reported that this was a desired effect, and a reason 

for administering vitamins to their children. Several women said that in Mexico, 

parents give vitamins to children to make them eat, sometimes under the instruction of 

a physician. Rosa (NC) also uses cod liver oil for this purpose. Angela G^C) went to 

an American clinic and requested vitamins for her son because he did not want to eat, 

but was refused because the American physician did not acknowledge this use of 

vitamins, simply responding that the food in the U.S. already contains many nutrients. 

Purposeful manipulation of side effects also occurs with other types of medication. 

Silvia (SB) reported that some people give their children Dimetapp to make them 

sleep, and Jenny (NC) told a story about a woman who asked her to administer two 

injections of contraceptives with the goal of inducing an abortion of a three month 

pregnancy. 

Etkin (1992) describes how side effects are culturally interpreted such that they 

may carry a different meaning for the patient than for the biomedical practitioner. The 

human response to side effects can thus result from a non-biomedical perception of 

their significance. Rosa (NC) adjusted the dosage of self-prescribed injectable 

contraceptives on the basis of her interpretation of the side effects she experienced. 

Progestin injectable contraceptives such as Depo-Provera cause menstrual irregularity 

in over two-thirds of users (Hartman 1995). Rosa had relatives or neighbors inject her 

with one-month doses of contraceptives obtained without a prescription in Tijuana, but 
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when she started to menstruate every fifteen days, she interpreted this to mean that the 

medicine was not working for the whole month and doubled the dosage: 

Because my period came every fifteen days. So I thought that my injection 
wasn't having an effect for the whole month. So I injected myself every 
fifteen days. 

Rosa continued to double-dose her contraceptives repeatedly because she was afraid 

that otherwise she would become pregnant She did not consult a physician until she 

had been doing this for a year and went to the doctor with severe anemia, which she 

believed was the result of the double-dosing. Several years later, she once again began 

injecting hormonal contraceptives every fifteen days, this time for 11/2 years. 

Rosa's conceptions of cause and effect were different from those held by 

biomedicine. Whereas biomedically, dysmenorrhea is a conunon side effect of the 

medication and anemia is a product of the dysmenorrhea, for Rosa, dysmenorrhea was 

a sign that the medication was not taking effect, and anemia was the consequence of 

taking too many injections. Her response was to double the dosage because she 'really 

didn't want any more children', thus augmenting her risk of suffering serious side 

effects that are associated with even appropriate use of progestin injectables.^^ 

Summary: Medication Use as Cultural Practice 

A recent focus on 'rational drug use' in developing countries calls for the 

regulation of drug distribution through government and legal action, with a focus on 

providing 'essential drugs' and discouraging medication misuse. However, even if 
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only 'essential drugs' are made available, this does not prevent their use in ways which 

are biomedically 'irrational', although culturally meaningful. As long as self-

medication is the norm, people will continue to choose and apply medicines according 

to their own perceptions of what is appropriate. Their choices will be informed by a 

combination of cultural logics, embodied and experiential knowledge, and practical 

concerns, and will reflect perceptions of such factors as medication efficacy, speed, 

strength, appropriate dosages, side effects, and dangers. They will draw on various 

sources of knowledge beyond the physician, including pharmacists and pharmacy 

attendants, family members, friends, neighbors, media, and personal experience. Even 

if a physician is consulted, medications may be consimed in dosages or at intervals 

that do not comply with doctor or package instmctions. Prescribed medicines may 

also be saved and reused at a later date, or used for a different illness or a different 

person than those originally intended. Rather than perceive such behaviors as non

compliance and deviance, we need to understand them as proactive self-regulation. 

While patients may not be complying to biomedical prescriptions, their medication 

practices are in compliance with other cultural logics, sources of knowledge, priorities, 

needs, and concerns. 
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V. CROSS-BORDER HEALTH SEEKING AND INJECTION USE 

In the preceding two chapters, I showed how the medication practices of 

California Mexicans are shaped by the political-economic and sociocultural contexts of 

their lives. Anthropologists concerned with providing a holistic miderstanding of 

himian behavior must also take into account an additional type of context that 

influences human actions: the physical environment in which people live. In southern 

California, an important aspect of this environment is its geographic proximity to the 

Mexican border. It is clear from the preceding discussions that access to physicians 

and especially pharmacies in Tijuana is an essential element influencing informants' 

health seeking patterns. This chapter takes a closer look at the border area as the 

context in which health seeking and self-medication occur, as well as some of the 

health and safety implications of the less stringent controls on pharmaceuticcils in 

Mexico. The following discussion brings together themes from the preceding two 

chapters, to show how both political-economic and cultural factors combine with this 

environment to produce particular patterns of pharmaceutical use. Beginning with a 

discussion of border-crossing for the purpose of visiting physicians and pharmacies, 

the chapter ends with a case study of the use of injectable medications and vitamins 

purchased in Tijuana. 
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Using Health Services Across the Border 

As described in the introduction to this paper, anthropologiceil research on 

cross-border use of health services is non-existent, and other literature on the topic is 

restricted to a few limited quantitative studies. Only a handful of studies exist which 

have even briefly surveyed Mexican immigrants or Mexican-Americans on their use of 

health providers over the border. In San Diego County, Chavez et al. (1985) found in 

a survey of 2103 Mexican immigrants—half of whom were undocumented-that almost 

one-third had crossed into Mexico for health care at least once since their arrival in the 

United States. Even among undocumented respondents, 2.7 percent had gone to 

Tijuana the last time they sought health care, despite having to re-cross the border 

illegally and risk detection. Swerdlow et al. (1992), in a survey of North Coimty 

migrant camp residents, found that of 78 individuals who specified their primary 

source of health care in the previous two months, 54 percent sought care in the U.S. 

and 46 percent in Mexico. In a survey of 245 camp residents, a North County study 

found that 27 percent of respondents went to Tijuana as their primary health seeking 

strategy when sick (Vista Community Clinic 1993). The latter two studies are limited, 

however, by the fact that they only specify the primary source of care—thus ignoring 

pluralistic health seeking—and also by their failure to distinguish between individuals 

using Mexican health services, and those going to Mexican pharmacies. Furthermore, 

none of these studies provide explanations for this behavior. 

Based on a survey of health providers on both sides of the Arizona-Sonora 
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border, Homedes et al. (1994) report that 62 percent of U.S. providers and 42 percent 

of Mexican providers see cross-border use of services as problematic. In addition to 

financing problems, quality of care issues due to a lack of continuity in health records 

were identified as a central concern. Sequential use of American and Mexican 

physicians can create problems where a physician does not receive adequate 

information on the medications provided by another practitioner. For example, Rosa 

(NC) reported that when an American doctor's medication did not work for her son's 

flu, she went to see a physician in Tijuana, but when he asked what medications the 

child had already been prescribed she could not remember the name of one of them. 

Informants also reported problems with the quality of care and health facilities in 

Mexico. Yet despite these problems, the low cost of Mexican health services makes 

them a viable option for those who would otherwise be excluded from care altogether 

by an incapacity to pay for U.S. services, or whose finances would be substantially 

drained by using American facilities. 

Five out of ten South Bay women reported that family members went to 

Tijuana for health care during periods in which they lacked health insurance. One 

North County informant also engaged in this strategy, despite the travel distance it 

required; however, several others said that this was not an option because they were 

undocimiented and would not be able to cross back into California. Women reported 

being able see a doctor in Tijuana for as little as $0.71 to $2 U.S. Alejandra (SB) 

pays $5 for a doctor's appointment in Tijuana, which she finds far more reasonable 
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than going to an American doctor, given her income: 

I go to the doctor a lot because I get sick. But I usually go to Tijuana...It's 
cheaper, and then, like, right here just for the doctor to see you it's like 65 
dollars....! earn 180 a week so I can't pay 65. 

In some cases, visiting Tijuana providers is the only way to avoid exorbitant U.S. 

hospital or doctor bills that would create long term debts. When Pilar's uninsured 

daughter (SB) wanted to go to the U.S. emergency ward during the night because of 

abdominal pains, her mother tried to convince her to go to a Tijuana physician instead. 

for fear that she would never be able to pay the American hospital bill. She chose to 

go to the American hospital anyway, where they did little to address the problem other 

than give her a pain killer; four months later, she is still paying the $700 bill. Rosa 

(NC) has a dental problem that is going to cost over $1000 to fix at an American 

dentist; she intends to visit a Tijuana dentist instead where she anticipates a cost of 

only $30. 

In such circumstances, it is necessity that drives families to Tijuana, despite 

frequent doubts about the quality of care in Mexico. When Silvia's son (SB) slipped 

and fell on a florescent light tube that was sticking out of the ground and was impaled 

in the buttocks, his parents desperately rushed him to Tijuana to the first physician's 

office they found, since they could not afford an American hospital. But when the 

Mexican physician failed to clean the wound properly, it became seriously infected, 

and they eventually went to an American hospital for fear that the injury would cause 

permanent damage. Silvia expressed reservations about the quality of health services 
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in Mexico that were reiterated by many other informants. These include concerns 

about improper care in Mexican hospitals and lack of careful attention on the part of 

medical staff, lack of sanitation and hygiene, and inadequate facilities, technology, and 

medical supplies. Many informants felt that Mexican practitioners are motivated more 

by profit than by providing good care. Thus, in many cases Mexican physicians and 

hospitals are turned to only as a less-desired second choice where American services 

are economically inaccessible. 

However, economics are not the only reason for visiting physicians in Tijuana. 

Mexican health services also serve as a second resort for families dissatisfied with the 

treatments provided by American doctors. People are pragmatic in their health seeking 

strategies, and when one approach does not meet with their approval, they try 

something else. Even for those who trust American doctors more, Mexican physicians 

are viewed as something different that is worth trying out if the American treatment is 

inadequate. Rosa's husband (NC) was hospitalized in California with hepatitis B, but 

when his father saw that he was not getting better, he checked him out of the 

American hospital and took him to a Tijuana hospital instead. Dissatisfied with her 

American pediatrician's response to her 2 1/2 year old daughter's vomiting and 

headache the day before the interview, Teresa (SB) concluded that perhaps she should 

have gone to a Tijuana physician instead. She reported that the American doctor often 

does not give her a medication to solve the problem, and does not provide her with a 

satisfactory explanation: 



143 

They always say, 'It's a flu going aronnd'. That's why I take her sometimes to 
Mexico. 

Teresa said that sometimes she gets more information in Tijuana. She felt that the 

American doctor should have looked deeper to see what was wrong with her daughter, 

and that perhaps in Tijuana they would have done some sort of test to find out why 

she had such a bad headache. 

Although Mexican health services are frequently distrusted, a faith in the speed 

and efficacy of Mexican medications was commonly cited as a reason for consulting 

Tijuana physicians, or simply going directly to a Mexican pharmacy. This sentiment 

was simmied up by Alicia's (SB) comment that 'here she trusts the doctors, there she 

trusts the medication'. Mexican medicines are also sought out as a second resort when 

American medications are perceived to be ineffective. Thus, Mexican health services 

are used by South Bay informants, and occasionally by North County families, for a 

variety of reasons. These range from their greater affordability for those who lack 

health insurance, to a pragmatic approach to health seeking when American treatments 

are perceived to be inadequate, to a desire to access more effective, Mexican 

pharmaceuticals. 

Purchasing Pharmaceuticals in Tijuana 

Although some people consult Mexican health providers when they cross the 

border, many more head straight to pharmacies, where most pharmaceuticals can be 

purchased without a prescription. The literature on the practice of purchasing 
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medications over the border is sparse. Two clinic-based, quantitative studies document 

cross-border pharmaceutical shopping among clinic clients in New Mexico and Texas, 

particularly for the purpose of buying antibiotics or to treat chronic conditions such as 

hypertension, heart disease, diabetes, and arthritis (Tabet and Wiese 1990, Casner and 

Guerra 1992). One Texas smdy among Mexican-Americans found that 19 percent had 

purchased drugs in Mexico in the previous six months (Thompson 1994). A few 

medical and popular articles also comment on the increasing number of Americans 

going to Mexico to save money on medications (eg. Conlan 1992, Gorman 1996). For 

example, a recent article in Time states that the number of Americans purchasing 

medications in the small border town of Los Algodones, Mexico has increased from 

3000 to 7000 per day in two years, and gives examples of price differentials for 

Prozac, Premarin, and Valium, which were found to be two, five, and sixteen times 

cheaper in Mexico (Gorman 1996). All of these articles state that the lower cost of 

medications in Mexico, sometimes combined with their availability without a 

prescription, are the primary motivations for purchasing them there. However, none of 

these studies are ethnographic in nature, nor do they consider Latinos or ethnic 

Mexicans as a distinct group which may have culture-specific reasons fdc crossing the 

border to buy medicines. Among my mformants, reasons for purchasing medications 

in Mexico were far more diverse than simple cost and convenience. 
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Reasons for buying medications from Tijuana: 

Some of the differences between North County and South Bay families' reasons 

for purchasing medicines in Mexico have already been noted. As described in Chapter 

3, for those North County families who lack access to free health services in the U.S., 

Tijuana pharmacies serve as a means of obtaining prescription medicines without 

incurring the prohibitive cost of a medical consultation. For OTC medications, 

Mexican products eliminate the problem of a lack of familiarity with American 

medicines and an inability to read English packaging and instructions. Of the eight 

North Coimty women who reported purchasing Mexican medications, seven did so 

because of cost and/or a lack of knowledge of equivalent American products. 

Two North County women also expressed some preference for Mexican 

medicines or a lack of confidence in American physicians' treatments as reasons for 

seeking Mexican alternatives. Jenny is particularly dissatisfied with American clinics, 

and thus turns to self-medication out of Tijuana, where the medicines are more 

familiar than American ones and can be purchased without a prescription. She also 

prefers Mexican medications because they are faster and stronger; she is unhappy with 

the U.S. clinic because 'if you have an illness in your throat, they don't give you 

anything-just Tylenol!', and she desires a stronger medication. Sometimes she thinks 

that 'the doctor is no good', because her eight-month old baby has had white bumps 

on her tongue since birth, and the doctor just says to give her Tylenol for the pain and 

tells her that it is normal. She asked her brother to bring a medicine for 'infections of 
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the tongue' from Tijuana for this problem, and when the baby is two years old she 

intends to send someone to Tijuana to bring her pediatric penicillin. For flu. she plans 

to ask someone to bring erythromycin from Tijuana for the children, because the 

American doctor always gives her amoxicillin for her daughter and this gives her 

bumps on the skin; she also feels that erythromycin is a faster and stronger drug. A 

North County outreach worker also commented that when men in the camps are not 

given a medication by an American doctor because their illness is self-limiting, they 

are dissatisfied with this and go to Tijuana to get an injection or other medication. 

Like many North County informants, uninsured South Bay women purchase 

medicines in Tijuana to avoid the costly medical consultations required to obtain 

American prescription medications. Given their proximity to the border and easy 

access to Tijuana pharmacies, they also cross the border simply to save money on 

OTC medicines and drugs prescribed by U.S. doctors, or to avoid the inconvenience of 

doctor visits to obtain prescriptions. Ana self-administered medications from Tijuana 

when she was losing her voice and had been ill for four or five days because she did 

not have health insurance and could not afford to see an American doctor. At the 

beginning of every winter, Alejandra stocks up on OTC medications from Tijuana to 

save money on buying them in the U.S. Julia buys prescribed medications in Tijuana 

with her American physician's approval to save money; she pays $8 for diabetes 

medications that cost $50 in California, and $7 for post-menopausal hormone pills that 

cost $18 in the U.S. One of the South Bay outreach workers commented that it is 
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easier and faster to go to Tijuana 'for a quick injection' than to wait to get an 

appointment with an American physician. Monica commented that going to a Tijuana 

pharmacy eliminates the hassle of going to the doctor for a prescription, and that 

Mexican medications usually only cost $1 to $3 U.S. 

However, an understanding of South Bay women's decisions to purchase 

medicines in Mexico must go beyond simple cost and convenience. While six out of 

nine South Bay women who purchase medicines in Tijuana gave lower cost and the 

lack of need for a prescription as reasons for going to Mexico, six also described using 

Mexican medications when American medicines did not work or when dissatisfied 

with a U.S. physician's treatments. Five women expressed a greater faith in the speed, 

strength, or form of Mexican products as a reason for buying them. As noted in 

Chapter 4, both suppositories and injectables are common forms of medicine in 

Mexico which women value for their speed of effect, and which are less available in 

the U.S. Alejandra does not believe in pills for an infection, preferring injections 

because they are faster and stronger, especially when she is not happy with 

medications recommended by an American doctor. When Alicia's children were 

yoimger she would buy them an American medication for diarrhea, but sometimes it 

would not work and she would go to Tijuana to buy something else "and in a day or 

two they would be o-k" (which is not surprising, given that most cases of diarrhea do 

not last more than a few days). Alicia strongly believes in the superior strength and 

speed of Mexican medications: 
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When I had my first child and I took him here to the doctor and they would 
give the pink medication—always the pink, for everything the pink, the pink-
ampicillin.^"* And I said, that's not helping them out. And then my relatives 
down south [in Tijuana] would tell me about this medication that—the child 
would have Ae same infection, or whatever—and they would help him out with 
that....And I would buy it and after the first day I would see the reaction in my 
child. 

Alicia also goes to Tijuana to buy penicillin, because she feels that it is stronger than 

the ampicillin she is given by American doctors; she is also dissatisfied with generic 

medications given to her through Medi-Cal and believes that Mexican medications 

work better. When Gloria found breast feeding painful, she asked the local clinic to 

give her medication to make her stop lactating; when they refused, she went to Tijuana 

to look for an injectable. Finally, the influence of social networks on Mexican 

medication use must be considered; both Ana and Gloria stated that they do not 

purchase medications in Tijuana on their own, but rather borrow them from fiiends or 

relatives who recommend them. 

In sum, informants provided a variety of reasons for purchasing medicines in 

Tijuana. What the survey methodologies of previous studies fail to capture is the 

multifaceted nature of people's rationales for this behavior. Whereas a person's first 

reaction to the question, "Why do you buy medications in Mexico?" may be to make 

the obvious point that Mexican medicines are less expensive, this may be only the 

most evident of several reasons for shopping over the border. The following excerpt 

from an interview with Rosa (NC) demonstrates this point: 
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Rosa: Here, they don't sell many medicines to you without a prescription from 
the doctor. And over there in Tijuana, yes. While here, you have to 
pay more--[for] the consultation so that they give you a prescription-
there you go to the pharmacy and say 'my child has this', and they give 
it to you. And here, no.... 

jp: But if you go here, to the clinic, do you have to pay for the medications 
and everything? 

Rosa: No, for nothing. 

jp: So it's not cheaper, if you don't pay here... 

Rosa: Yes, except that I have taken them [to the clinic], and they have given 
me [something] for cough, and it doesn't go away rapid-...and I go to 
Tijuana, and I bring him [something] and I give it to him, and it goes 
away. I have all my medicines~I have lots of medicines from Tijuana 
here...they work better for me. 

Rosa just recently began getting free care from the clinic through the outreach 

workers, so it is likely that cost used to be an important factor in her decision to 

purchase medications from Tijuana. However, she also gave several examples of cases 

where a greater faith in the efficacy of Mexican medications and the failure of 

American treatments caused her to buy medicines over the border. 

Availability and regulation of medications in Mexico: 

To say that there is a pharmacy on every street comer in Tijuana would be 

somewhat of an understatement. For those who are able to reach and cross the 

Mexican border, it is only a short bus ride into town, where there are dozens of 

pharmacies to choose from. There are very few medications that can not be bought 

over the coimter in these pharmacies. Only two types of substances are subject to 
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rigid controls in Mexico: narcotics and psychotropic drugs; most others are easily 

available without a prescription, although in theory a prescription is required (Vicencio 

Acevedo et al. 1995). An interview with Tijuana pharmacists confirmed this 

availability. According to them, none of the medications I inquired about required a 

prescription to purchase, although many of the packages stated that a prescription was 

necessary. These included various antibiotics, cortico-steroids, powerful analgesics, 

and heart and blood pressure medications. Some of these medications contained 

warnings that read, "never use without medical supervision" or "this medication is of 

delicate usage". Most prescription-type medicines contained no dosage information 

other than the directive to 'consult physician', yet they were routinely sold for use 

without medical supervision. When I inquired about a cortico-steroid injectable that 

one of my informants used to treat her son's asthma attacks, the pharmacist stated that 

he could not give advice on how to use the product and that physician consultation 

was necessary; however, he willingly sold it without a prescription, commenting that 

most people already know how to use it. He confirmed that many people purchase 

antibiotics and other powerful medications without a prescription, and stated that while 

some people asked him what to take and how to take it, many already knew what they 

wanted. 

An experiment described by Gellert and Pyle (1994) that was conducted in 

seventeen pharmacies in the town of Nogales, Sonora (on the border of Arizona) is 

illustrative. Concerned with the increase in multiply-resistant tuberculosis in the 
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United States, the researchers set out to investigate the indiscriminate availability of 

anti-TB medications over the counter in Mexico. A Spanish-speaking woman 

approached pharmacists claiming that her five-year-old child had been experiencing a 

'bad cough' for a month, and requested a recommendation. All of the pharmacists 

offered an antibiotic. The woman then asked what they recommended if the child had 

tuberculosis, whereupon 82 percent of pharmacists recommended consulting a 

physician, yet 92 percent also produced a rifampin suspension upon request. Only one 

pharmacist refused to sell the drug without a prescription. 

Medications available over the coimter in Mexico include numerous substances 

that are not approved for sale in the United States and other countries, or which 

contain questionable combinations of medications that are not foimd in the U.S. 

(Casner and Guerra 1992). Based on pharmacy observations and household surveys in 

Mexico City, Calva (1996) reports that antimicrobials which are not considered first 

line drugs were frequently used. In some cases, these drugs were contraindicated, and 

irrational and unjustified drug combinations were also common. Conlan (1992) 

comments on the uncertain quality of some Mexican medications; he reports that some 

of these drugs are not legitimate, do not contain what they claim, or carry the same 

names as American products but do not contain the same ingredients. 

The sale of powerfiil prescription medications over the counter not only 

increases their availability for self-medication, it also influences how they are 

categorized and perceived. Just as medical anthropologists have found that cultural 



illness categories do not necessarily correspond to biomedical disease constructs, local 

pharmacological categories may differ from those articulated by biomedicine. 

Interviews revealed that 'prescription medication' is an etic category that is not 

necessarily salient for Mexicans. Rather, informants distinguished between drogas--a 

category encompassing medications that require a prescription to obtain in Mexican 

pharmacies (i.e. narcotics and psychotropics)--and all other medicines. This distinction 

has two important implications. The first is methodological, since interview questions 

regarding the use of 'prescription medications' can result in confusion and 

miscommunication. North County women included Tylenol as a prescription 

medication if it had been 'prescribed' by a doctor, and South Bay women did not 

necessarily consider penicillin to be a prescription medicine if they had purchased it 

over the counter. 

Secondly, there was some evidence that the absence of a category for 

'prescription medications' such as antibiotics influenced informants' perceptions of 

their safety and the need for care in their use. When asked if she ever borrows 

medications. Ana (SB) responded that she does not borrow prescription medications, 

but she does borrow Tylenol and 'Tijuana medicine'. She felt safer borrowing 

Mexican penicillin that was purchased without a prescription than American penicillin 

that had been prescribed to someone else. Her explanation went something like this: 

You know that if you can buy something without a prescription, that it's not going to 

harm you. They won't sell something in Tijuana without a prescription if it's a really 
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harmful medicine—for example, if 'druggies' use it. She would thus borrow penicillin 

from someone if it is from Tijuana, but not if it is from the U.S., because in the U.S. 

penicillin requires a prescription. With prescribed medicine, you don't know how 

much medicine is in it, or why they gave it to that person: 

If it's from right here [the U.S.], or from down there [Tijuana], if it's 
prescribed I won't [borrow it from someone]. But you don't need a 
prescription to buy penicillin down there. 

Thus, a medical prescription is not only a means of regulating drug availability, it also 

carries a message—it is a conveyer of ideas. It says to the public, 'This medication is 

powerful and potentially dangerous; it requires medical supervision and care'. 

Contrasting her use of American and Mexican pain medications, Monica (SB) told me 

that with American medicines she follows the instructions on the box, but with 

Tijuana-purchased medicines, if the pain does not go away she 'just takes another pill'. 

More information is needed on how regulation differences in Mexico and the United 

States influence the ways in which medicines from the two countries are perceived. 

Pharmacists as semi-formal health providers: 

Almost everyone hardly ever goes to doctors. They go to the pharmacies, and 
if, for example, a child is sick in the stomach, this person tells them what is 
good for the stomach. And they sell it to you. 

In the pharmacies in Tijuana, almost the majority of those who attend to you 
are doctors. 

The above two statements, made by a North County informant (Angela), 

illustrate two important points about the use of pharmacists in Mexico: firstly, they are 
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consulted for diagnosis and treatment recommendations in the same manner that one 

consults a doctor, and secondly, they are presimied to be qualified to fulfill this role. 

This is both a cultural and a political-economic issue: on the one hand, Mexicans have 

faith in the knowledge of pharmacists and consider pharmacist prescription of 

pharmaceuticals like antibiotics to be appropriate. On the other hand, poverty prevents 

many Mexicans from going to the doctor and thus they consult pharmacists of 

necessity, not by choice. 

In her smdy of pharmacy use in Ciudad Juarez, Mexico, Logan (1988) found 

that pharmacists were the most widely used health providers, consulted by 90 percent 

of informants, and by 42 percent at least once per month. Logan describes how 

Mexicans consult the pharmacist as a quasi-physician. In fact, the pharmacist may 

even be believed to be a doctor—as in the quote from Angela above-or at least almost 

a doctor, as in Julia's (SB) claim that the pharmacist often knows more than the doctor 

because he studied 'almost to be a doctor, he just didn't get his title'. According to 

informants, some doctors in Tijuana do own their own pharmacies, and man them part 

time in addition to seeing patients in their private practice. This may create confusion 

as to the qualification of the person behind the pharmacy counter; the pharmacists I 

consulted wore white coats, and it was impossible for me to know upon entering the 

pharmacy whether they were physicians, trained pharmacists, or untrained clerks. It is 

doubtful that anyone asks, and the attendant may be assumed to be far more qualified 

to diagnose and prescribe than he in fact is. 
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Evidence indicates that the faith in the authority of pharmacy attendants is often 

unwarranted. According to Logan (1988), by law there is a two-tiered structure of 

pharmacies in Mexico: those headed by university-qualified pharmacists, and those 

headed by individuals apprenticed on the job in pharmacies. Although the latter are in 

theory permitted only in rural areas where university-trained pharmacists are in short 

supply, in practice they are far more common than the former and are found in urban 

areas as well. Tabet and Wiese (1990) foimd that pharmacies in Ciudad Juarez (across 

the border firom El Paso, Texas) were staffed by personnel who were not registered 

pharmacists. A North County outreach worker, who is a Mexican-trained physician, 

estimated that perhaps 30 percent of pharmacists in Mexico have training in 

pharmacology, and the other 70 percent are clerks employed by pharmacists who leam 

from experience but lack a lot of necessary knowledge. Even if apprenticed 

pharmacists are adequately trained, this does not guarantee that the person serving the 

clients—and giving advice-is even a pharmacist, and not merely an untrained clerk. 

Untrained assistants and family members frequently serve customers in developing 

countries worldwide (eg. Ferguson 1988, Kunin et al. 1987). Illegal drug vendors with 

low education levels are also widespread (van der Geest 1988a), and not only in 

developing coimtries; North County informants reported being able to buy prescription 

medications, syringes and needles from local Latino shops in California or from men 

who made a business of selling them from their cars. 

Even trained pharmacists may lack adequate access to accurate drug 
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information, receiving such information primarily from drug company sales 

representatives who themselves have only minimal training in drug use. These sales 

representatives are business-men, not medical personnel, and are motivated by profit; 

they may also exert pressures on pharmacists to buy and push certain products, and 

avoid giving them negative information (Logan 1988, Fergiison 1988, Kunin et al. 

1987). The Mexican outreach worker-physician whom I worked with in North County 

commented that unlike physicians, Mexican pharmacists lack adequate knowledge of 

allergic reactions to medicines, other side effects, contraindications, antibiotic courses, 

and medicine indications. Even when well trained, pharmacists are not physicians. 

Furthermore, pharmacists are not necessarily inclined to provide information 

that is not solicited. They are not overly concerned as to whether or not the drug is 

actually indicated, and do not offer dosage or other information unless asked. Calva 

(1996) found in Mexico City that although 57 percent of antibiotic purchases were 

made without a prescription, the pharmacy attendant provided instructions on use in 

only 15 percent of cases, and in no case gave information on side effects. Yet the 

majority of prescription-type medications purchased over the counter in Mexico do not 

contain dosage information, since the patient is in theory supposed to consult a 

physician for dosages. And as shown in Chapter 4, many lay people have non-

biomedical ideas about dosages, course, and indications of medicines. The pharmacists 

may also share these non-biomedical, ethnopharmacological models. Like several of 

my informants, the Tijuana pharmacists I interviewed told me that lincomycin (an 
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antibiotic) and a eucalyptus extract could be injected for a cough or the flu, and that 

injectable B vitamins were used for muscular pain and weakness. 

Many researchers have commented on the profit motive of pharmacists, and the 

implications for irrational drug use: 

The medical profession may be at the heart of the problem of irrational use of 
drugs, but pharmacists and the other commercial purveyors move the problem 
closer to the purse. They are the interface between the public and the 
manufacturers and legal prescribers, and are as much business people as 
healers. Given the opportunity, they sell the most profitable drugs, not the 
most rational, and as many at one time as the traffic will bear. (Fabricant and 
Hirschhom 1987:208) 

Pharmacists clearly have an economic incentive for 'prescribing' and selling a 

maximum of drugs, unlike physicians who do not profit as directly firom over-

prescribing or from prescribing inappropriate drugs to meet patient demand.^^ The 

profit motive of pharmacists (or the owners who pressure them) is obvious in the 

ubiquitous practice of selling prescription medications without a prescription. 

Pharmacists serving their customers are faced with a conflict of interest, since giving 

good advice may cause them to lose a sale. However, to cast pharmacists as a profit-

seeking villains may ignore the complexity of their motivations and concerns. Whyte 

(1992) found in Uganda that various types of trained health workers were willing to 

accept customer demands for treatments that they knew to be inappropriate, but not 

only out of self-interest. They were also motivated by a respect for their clients' 

autonomy as decision-makers, and the realization that should they not conform to 

customer desires, the client would simply go elsewhere. The realization that customers 
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can go elsewhere is surely a concern for pharmacists in Tijuana, who are faced with 

the practical need to maintain a viable business and reputation in a competitive 

marketplace. In Tijuana, several pharmacies are commonly found in the same block; a 

customer discouraged from buying a strong medication which she desires can quite 

literally just go next door. Ethical practices may have the side effect of putting 

pharmacies at economic risk. 

The profit motive, madequate training, and misinformation aside, the most 

well-meaning, diligent pharmacist is still limited in his capacity to fulfill the role of 

quasi-physician. When a customer consults a clerk in a busy pharmacy, the interaction 

is a few minutes long at most, involving only a brief report of symptoms and no 

physical examination. The pharmacist has no medical training, no diagnostic 

equipment at his disposal, no medical records or patient history, and no knowledge of 

the patient's other medication regimens, allergies, or contraindicated conditions unless 

they are volunteered. Nor is such thoroughness expected or necessarily seen as 

appropriate. Furthermore, the ill person may not even be present. Health-seeking by 

proxy was common among informants using medications from Tijuana, especially in 

the case of children's illness. The mother commonly went to the pharmacy without 

the child and told the pharmacist the child's age and symptoms; the pharmacist 

complied with the best diagnosis and prescription he could provide on limited 

information. In such cases, the quasi-physician does not even have access to the 

patient! He must rely on either the proxy's self-diagnosis, or her own accoimt of the 
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symptoms, which may be selective. When Angela (NC) described to me her infant s 

symptoms from a former illness episode, it was clear that he was suffering from severe 

dehydration; however, the symptoms she attended to and for which she sought 

medication from the pharmacy were vomiting and fever, not dehydration. 

Medication practices and their implications: 

It is in the context of this unregulated medication availability and lack of 

reliable diagnosis and prescription that many California Mexicans are purchasing a 

substantial number of medicines from Tijuana. Over half of South Bay informants 

mentioned five or more Mexican medications used for self-medication purposes. In 

North Coirnty, two-thirds of women outside the camps mentioned self-medicating with 

at least five Mexican medications, while those inside the camps~who rely heavily on 

outreach programs—use relatively few (Table 6).^® Many medicines purchased by 

informants over the counter in Tijuana require a prescription and medical supervision 

in the United States, and include pharmaceuticals that carry the risk of serioiis side 

TABLE 6: Number of Mexican medications mentioned by 3 sub-groups of 
informants that were not prescribed by a doctor 

Number of 
medicines 

South Bay 
informants (n=9*) 

North Coxmty: camp 
residents (n=7**) 

North Coimty: non-
camp residents (n=6) 

0 to 4 4 (44%) 7 (100%) 2 (33%) 

5 + 5 (56%) 0 (0%) 4 (67%) 

exclusion of some of the general questions. 
**n=7 for camp residents, excluding one informant who only moved into the area two weeks before the 
interview. 
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effects. Eleven informants mentioned penicillin, five mentioned ampicillin, and three 

mentioned lincomycin as antibiotics they self-prescribe, sometimes on the basis of a 

pharmacist's advice and other times based on personal experience or a social relation's 

recommendation. Additional antibiotics used for self-medication include amoxicillin, 

tetracycline, metronidazole, gentamicin, erythromycin, and chloramphenicol. Other 

powerful medicines purchased without a prescription include propranolol (for 

hypertension), diazepam (a tranquilizer and muscle relaxant), cortico-steroids, 

dipyrone, and contraceptives. Medicines purchased in injectable form include 

antibiotics, analgesics, hormonal contraceptives, and vitamins (see below). Follov^dng 

an initial diagnosis and prescription of propranolol for hypertension, Rodolfo (NC) has 

continued to self-prescribe it for two years without a single medical check-up, and a 

South Bay outreach worker commented that many people ask her to buy them 

medications for heart conditions in Tijuana, thus creating the potential for continuous 

self-administration without monitoring by a physician. 

A number of medicines identified as dangerous or sensitive in nature are self-

prescribed and administered by informants and theu- families, including some baimed 

fi-om use in the United States. Seven informants mentioned using oral or injectable 

Neo-Melubrina and/or Prodolina, both of which are brands of dipyrone, a powerful 

analgesic. The World Health Organization requested that dipyrone be eliminated from 

use over twenty years ago because of the risk of fatal agranulocytosis; it is prohibited 

in the United States (Daschbach and Coimolly 1977, Tabet and Wiese 1990, Casner 
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and Guerra 1992). Yet this drug remains highly popular in Mexico, and informants 

routinely administer it to themselves and their children for fever. Antibiotics used by 

informants that require caution and constraint include tetracycline, lincomycin, and 

chloramphenicol. Lincomycin can cause diarrhea, colitis, and pseudomembranous 

colitis, and chloramphenicol can cause aplastic anemia; both are used for only limited 

purposes in the U.S. (Price 1989, Tabet and Wiese 1990). All antibiotics carry the 

risk of allergic reactions, including among those who have used them without incident 

in the past. Injectable contraceptives, self-prescribed by at least one informant, are 

associated with various risks and side effects (see Hartman 1995). A number of 

medicines mentioned by informants carry a warning on the box that states, "this 

medication is of delicate usage", and the packages of antibiotics and injectable 

vitamins they employ contain warnings that these products can cause various side 

effects, including anaphylactic shock." 

Ethnographic examples of self-medication and self-regulation with powerful 

Mexican medications have been cited throughout this paper, and need not be repeated 

here. Recall from Chapter 4 that these include the common application of antibiotics 

to trivial complaints and non-bacterial illnesses such as cough, stomach ache, tooth 

ache, sore throat, headache, diarrhea, and body pains, on the basis of a belief in their 

generalized efficacy. They are sometimes used to preempt symptoms even before the 

person is truly ill, such as in the case of Ana (SB) who took two penicillin pills when 

she was 'starting to get a fever', even though by her own admission she 'wasn't very 
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sick'. Comparative reasoning permits informants to self-diagnose and self-prescribe. 

Antibiotics are used in inappropriately small doses or attenuated courses; dosages for 

other medications are modified on the basis of self-perceived need. Mexican 

medications are turned to not only to save money, but also because they are often 

perceived to be faster or stronger than American eqmvalents. Women commonly 

switch medications, or follow American medicines with Mexican ones when 

dissatisfied with the efBcacy of the former after a few days of use. Finally, these 

medications are frequently suggested or supplied by relatives and friends, as well as 

pharmacy attendants, and these individuals are trusted to provide adequate information 

on indications and dosage. 

Perhaps the most disconcerting aspect of these medication practices is the 

indiscriminate application of powerfril medications to children, especially infants. A 

loving parent who wishes only to help his or her child may in fact be endangering the 

child with medications given in inappropriate dosages or unnecessarily applied. 

Angela (NC) has been self-prescribing ampicillin to her son for throat and stomach 

'infections' as well as diarrhea since the age of 1 1/2; an allergic reaction would prove 

especially critical given that they live in an isolated camp two miles from the main 

road, without a telephone or car at their disposal. Parents' administration of 

medications for children's diarrhea is a particular concern not only because it is 

seldom indicated, but also because it may deflect attention away from the need to treat 

for dehydration. Jenny (NC) re-prescribes medications that her mother buys for her 2 
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1/2 year old daughter to her own infant daughter as well as her niece; this practice 

included injecting her two-year-old niece with gentamicin (an antibiotic). She intends 

to ask someone to bring her erythromycin and penicillin from Tijuana for her children, 

including for use in treating bumps on her eight-month-old baby's tongue that the 

American clinic doctor told her were normal. Pilar's (SB) nine-day-old baby almost 

died from an overdose of a medication that was recommended by her aunt. 

Also of special concern is the widespread use of injections. The popularity of 

therapeutic injections in developing countries has gained recent attention because of 

the implications for HIV transmission; however, they carry other risks as well. I 

conclude this chapter with a discussion of the use of injectables obtained in Tijuana, 

and its implications. 

Case Study: Injection Use 

The popularity of injections: 

I don't know what they were giving him. My father-in-law says that they had 
him on suero but that they didn't inject him or anything. And for me, yes 
they injected me and everything. And my father-in-law says that he was 
worse and worse, and he took him out [of the hospital] and brought him to 
Tijuana. And there he got better....And he got better faster....they put him on 
suero and they injected him and, after like two days he got out. Faster, 
[emphasis added] 

The above narrative is excerpted from Rosa's (NC) description of her 

husband's hospitalization for hepatitis B and her father-in-law's decision to remove 

him from an American hospital and admit him to a Mexican one. This story was told 
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in response to a question about the quality of hospital care; I was not questioning Rosa 

about injection use at the time. Yet a striking aspect of the narrative is Rosa's 

emphasis on whether or not her husband had been given injections as indicative of the 

quality of hospital care he was receiving. Whereas when she was hospitalized for 

hepatitis B, they 'injected her and everything', with her husband they did not; when he 

was placed in a Mexican hospital, he received injections and got better faster. This 

example reflects the emphasis among informants on the speed and efficacy of 

injections, as well as their necessity in cases of serious or persistent illness, that was 

described in Chapter 4. 

Researchers have provided various explanations for the enormous popularity of 

injections in developing countries. Wyatt (1993) suggests that injections may have 

gained popularity because; 1.) they are a concrete and tangible form of healing, 2.) 

they epitomize Western medicine, 3.) they cause an immediate response of pain, 

soreness, and inflanunation which provide evidence of action, and 4.) they are 

profitable for healers. Whatever the reasons, the current momentum of public faith in 

their efficacy may be more important than the original context of their acceptance. 

Like people, substances have identities that are formed, evolve, and become publicly 

recognized. Once certain associations are made, they can become self-perpetuating, 

diffusing through time and space to new people who may incorporate the accepted 

wisdom, and even apply their own explanations for why it is so. Regardless of why 

injections originally came to be viewed as superior forms of medicine, the most 
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relevant fact is that they continue to be so perceived. 

Haak and Hardon (1988) argue that Western pharmaceuticals which are 

'indigenised'-that is, incorporated and reinterpreted in the context of the local culture-

-often come to be seen as cure-alls, and become widely applied even for trivial 

problems. Such has been the case with injectables in Mexico, which may be seen as 

an appropriate response to everything from infection to a headache or the common 

cold. Furthermore, increased availability of pharmaceuticals combined with lowered 

thresholds of discomfort may lead to an ever greater propensity to medicate even the 

most trivial of symptoms (Nichter and Vuckovic 1994). A partial list of the ailments 

for which informants said that Mexicans use injections mcludes: pain, fever, infection, 

flu, colds, cough, diarrhea, vomiting, bruises, headache, asthma, contraception, heavy 

menstruation, taking vitamins, and 'anything'. Julia (SB) is an informal injectionist in 

her community, although she has no medical training; the following is a condensed 

(paraphrased) version of her description of the uses of injections: 

Injections are good for a very bad bronchitis, or a very bad pain, or migraines. 
Prodolina [dipyrone] is injected for pains, like migraines and bone pains. For 
infection, tetracycline, ampicillin, or penicillin. For flu, with three injections of 
antibiotics and eucalyptus you get better in about three days. There are also 
very good injections to heal bad wounds; these are antibiotics. They give you 
injections for wounds in the clinics, but you can also get them yourself in the 
pharmacy, because they sell them without a prescription. Vitamins are injected 
when you are very tired. They are very good if your brain hurts a lot, or for 
nerve tension, or for tiredness if you work a lot. As you grow through 
different stages, like puberty, sometimes you get a really bad anemia, or as the 
result of poor nutrition. For anemia, you inject vitamins: B-12 and liver. 
Sometimes you get very sick because the food isn't washed properly, and then 
you need an injection. For temperature and pain, adults use a lot of Neo-
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Melubrina [dipyrone]. If you have a bad headache, or stomach ache, or body 
pains—like with a bad flu—you can inject Neo-Melubrina. When my son has a 
really bad flu, his legs really hurt, so he gets three or four injections. Women 
use them for contraceptives; they buy them in the pharmacy and get the 
pharmacist or someone they know to inject them. 

With flu, often you try to calm it with pills first. But if it continues, that's 
when you use an injection. You get an injection when an illness is serious, or 
when pills don't work. 

The range of problems for which injections are perceived to be appropriate is 

impressive indeed. 

Availability of injectables and equipment in Tijuana: 

Injectable medications, syringes, and needles are easily obtainable from Tijuana 

pharmacies, and can be purchased in a variety of forms and units. A few injectables 

come already prepared in their own, single dose disposable syringes with 

accompanying needles, thus diminishing some of the dangers of contamination, needle 

reuse, and overdose. However, while some medicines come in single dose vials or 

syringes, others come in multi-dose bottles, such that the users are made responsible 

for supplying their own equipment and measuring the appropriate dose. The 

pharmacists I interviewed said that many American medications come in such large 

bottles; they pointed out that the injectable vitamins behind the glass counter came in 

bottles of about fifteen doses. Still other medications require mixing of a single dose 

vial and a solution, adding to the complexity of the procedure. Stacks of disposable 

plastic syringes and needles, individually wrapped, were found in several varieties on 
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the shelves behind the counter; one informant reported that they could be purchased 

six for a dollar in Tijuana. For North County informants, an alternative is to buy 

disposable needles and syringes from Latino shops locally, although according to 

Norma (NC) the price is inflated to $3 each. The pharmacists reported that some 

pharmacies sell reusable syringes and needles, although their pharmacy does not. 

Since American doctors rarely prescribe medicines m injectable form, and since neither 

the medications nor the equipment can be purchased over the counter in the U.S., the 

preference for injections is one more motivation for self-medicating out of Tijuana. 

The pharmacists reported that the most frequently purchased injectables are 

antibiotics and vitamins, and that people rarely present a prescription to obtain them. 

Each of these popular injectable substances will be considered in turn. 

Injectable antibiotics: 

Injectable antibiotics are extremely popular in Mexico. Calva's (1996) 

pharmacy survey in Mexico City found that 24 percent of antibiotics purchased were 

injectables, and 30 percent of antibiotic courses reported in the household survey were 

injected. In an overview of antibiotic use in developing countries, Kunin et al. (1987) 

cite a series of cultural perceptions which contribute to the overuse and misuse of 

antibiotics including injectables: 

• Every symptom is believed to be treatable with a specific remedy or drug. 

• Antibiotics are seen as 'wonder drugs' which can cure a wide range of 
ilhiesses, from gastrointestinal disorders to headaches. 
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• Medicine efficacy is equated with speed of response, resulting in a preference 
for antibiotics as high speed drugs. 

• Injections are believed to be more powerful and effective than pills or liquids, 
resulting in reliance on a single administration of an antibiotic by injection. 

• It is believed that antibiotic use should stop when symptoms subside, leading to 
incomplete courses. 

All of these factors apply to my study sample. As seen in Chapter 4, informants 

generalize the efficacy of antibiotics to encompass a wide range of illnesses, and apply 

them to particular symptom sets regardless of etiology. Their concept of 'infection' 

does not involve a distinction between viruses and bacteria. They rely on friends, 

family members, pharmacists, and 'experience' to tell them when antibiotics are 

appropriate, leading to their use in many cases where they are not biomedically 

indicated. Injectables are often the preferred form of antibiotics because of their 

association with rapid recovery, and are seen as particularly necessary for severe or 

persistent ilhiesses especially when symptoms do not disappear quickly after other 

medications have been tried. 

Specific antibiotics which my informants reported injecting without medical 

supervision include penicillin, ampicillin, tetracycline, gentamicin, and lincomycin. 

Injectable antibiotics are self-prescribed for such problems as flu, fever, sore throats, 

tonsil infections, stomach infections, and an infected in-grown toe nail. The director 

of a North County health promotion center also mentioned that the madams of local 

prostitute houses inject the prostitutes with antibiotics, presumably for STD prevention 
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or cure. Some informants reported injecting antibiotics even before they were really 

ill, when they could feel an illness coming on. 

The Tijuana pharmacists' I interviewed stated that the most common reason for 

injectable antibiotic purchases is to treat flu (gripe). A popular flu remedy mentioned 

by several informants is to pair injections of lincomycin with injections of Eucaliptine, 

a combination of plant extracts including eucalyptus. The pharmacists confirmed this 

usage, recommending a dosage of one injection of each per day for three or four days 

to treat cough or flu. A North County Mexican outreach worker-physician also 

confirmed this popular use of antibiotics and eucalyptus, commenting that the effects 

of both were purely psychological. The extent of inappropriate antibiotic use is 

evident in Norma's (NC) description of her mother's antibiotic usage. Norma reported 

that her mother goes twice monthly to Tijuana to purchase groceries and medicines, 

and self-injects penicillin and ampicillin for problems ranging from a headache, to an 

earache, to pain associated with kidney disease: 

Sometimes she gives herself injections because she says her head hurts, her 
stomach hurts, or according to her she has an infection in the ear....For 
anything! If her foot hurts, she just gives herself [a shot of] penicillin. She 
doesn't even know what penicillin is for, but she administers it to herself. 

Norma stated that her mother self-administers the injections, although Norma does not 

know how she learned to do so. She sometimes consults a Tijuana doctor regarding 

her kidney problems, but if she can not get a hold of him, she just self-injects 

whatever she can find. 
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Because injections are associated with power and speed, very few doses of 

injectable antibiotics are believed to be required, and this is one of the reasons for 

their appeal over long courses of oral antibiotics. Often one injection is seen as 

sufficient. While for some antibiotics, one injection is an appropriate dose, for others 

it is not. The Mexican outreach worker-physician I consulted—who was trained in 

Mexico and is familiar with Mexican pharmaceuticals and dosages—said that he would 

normally prescribe a minimum of three injections of penicillin, and that some types 

require daily injections for as many as seven to ten days. However, informants' 

conceptions of how many injections they need are generalized and not medicine-

specific. Some women stated that injectable antibiotics require one shot per day for 

three, four or even up to six days; others stated that only one or two injections are 

necessary. None said that it depends on the medication. Some women alter the course 

symptomatically, giving injections daily until the symptoms disappear, or starting with 

one to three injections and then applying one more if the problem does not go away. 

The tendency to seek out injectable medications when pills do not work may lead to 

particularly short courses, since other medicines have already been consumed, as in the 

following statement by Alejandra (SB); 

The other day I had a sore throat and they gave me medicine [at the doctor] 
and it didn't go away. I told my sister, bring me a shot. I only took one shot, 
because they had already given me medicine. So I went and I bought one shot 
of penicilina and it went away. 

Alejandra also stated that one should not use more than four injections, because it 
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could be damaging to the body. Since informants were unable to recall the exact 

contents (eg. type of penicillin and dose per ml.) of antibiotics they purchased, the 

appropriateness of the course they used in a given instance could not be evaluated. 

More research is needed on this topic. Of course, when used for problems for which 

they are not indicated, even one injection is too many. 

In addition to the problem of antibiotic resistance through inappropriate usage 

or course, antibiotic injections pose the danger of allergic reactions. Melrose (1982) 

cites British statistics which indicate that 10 percent of patients in the United Kingdom 

have an adverse drug reaction and that drug prescriptions lead to 6000 deaths per year. 

Levy (1992) states that about 5 percent of the U.S. population may have an allergic 

reaction to penicillin, and while life-threatening reactions are unusual, they carry a 30 

percent death rate. Although statistics for developing countries are harder to come by, 

the proportion of people experiencing reactions is likely to be higher where injectable 

antibiotics are very popular for two reasons; 1.) allergic reactions increase with greater 

and repeated exposure (Fabricant and Hirschhom 1987), and 2.) certain medications 

are more likely to cause an allergic reaction when administered by injection rather than 

orally (Sciortino 1993). Allergic reactions are often minor, but can also result in 

anaphylactic shock and death, especially with penicillin. While some informants were 

aware of the risk of allergic reactions to antibiotics, they were less likely to exhibit an 

awareness that such allergies can change over time. Other side effects are also 

possible with antibiotic use, including toxicity in critical internal organs with 
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prolonged usage, and overgrowth of natural bacterial flora by toxin-producing bacteria 

which can cause illness or secondary infection (Levy 1992). 

Injectable vitamins: 

One-third of informants reported family members using injectable vitamins, 

especially B vitamins and liver injections. Tijuana pharmacists and several informants-

-including two who are known as informal injectionists in their communities— 

confirmed the popularity of vitamin injections among Mexicans. Bedoyecta is a 

particularly popular name brand of injectable B vitamins (combination of B-1, B-6, 

and B-12) that was mentioned by several informants. In one Tijuana pharmacy, these 

sell for 45 pesos ($6.43 U.S.) in boxes of five doses, each already contained in its own 

disposable syringe with accompanying needle. The box advertises "50,000 in 5 

syringes", and although it does not state 50,000 what, this is surely an impressive 

figure; some informants said that these vitamins are very strong. Although the box 

claims that their sale requires a medical prescription, they were piled up in stacks on 

the customer side of the counter for purchase without a prescription. One informant 

also stated that Bedoyecta vitamins could be purchased in North County for $20 &om 

a man who sells them from his car. 

People typically consider one box of Bedoyecta vitamins to be a course, and 

inject a series periodically at a rate of one every day or second day until they are 

gone. The idea of a course of vitamins is based on their conception not as 
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supplements serving to correct a nutritional deficiency, but rather as strengthening or 

curative agents. Informants reported a number of reasons for injecting vitamins, 

including as a treatment for weakness, tiredness, stress, nerve tension, 'if your brain 

hurts a lot', or to make the uterus strong during pregnancy. A Tijuana pharmacist 

stated that Bedoyecta vitamins are good for muscular pain or strengthening purposes. 

Thus, whereas biomedically-speaking the purpose of vitamins is to correct a nutritional 

deficiency through on-going supplementation, informants see vitamins as one-time 

curative or energizing substances. They use them symptomatically in concentrated 

doses during times of stress or fatigue, or in some cases, at regular intervals such as 

once every six months or year. Vitamins in injectable form are perceived to be 

particularly rapid and effective therapeutic agents. 

The Bedoyecta vitamin box states that the dosage is to be determined by a 

physician, and contains a warning that possible side effects include rash, nausea, 

vomiting, and on occasion, anaphylactic shock in susceptible persons. Yet vitamins 

and minerals are often not perceived to be medications, and are therefore considered 

safe to self-prescribe; Alejandra (SB) commented on this common perception and said 

that a recent program had attempted to address the problem of vitamin overdose in the 

conmiunity. An example from the medical literature which demonstrates the potential 

for liver disease as the result of overuse of injectable iron is illustrative. Al-Samman 

et al. (1995) report on the case of an Hispanic woman in Texas who had been 

purchasing and self-administering iron injections approximately ten times per year for 
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over twenty years. The injectables were purchased in Ciudad Juarez, Mexico (on the 

border with Texas) without a prescription. While asymptomatic, the woman was 

found to have hepatic iron overload as a consequence of this self-medication. Notable 

is the fact that at the initial interview the woman reported that she was not taking any 

medications, which may reflect a tendency to see vitamins and minerals as innocuous 

and insubstantial. 

Administration practices and risks: 

Administration of injections outside of the formal health sector is common in 

developing countries. In Mexico, even doctor-prescribed injectable medicines are often 

purchased along with needles and syringes and then administered by a pharmacist, an 

informal injectionist in the community, or a family member. Mexican immigrants and 

their children continue these practices in the United States. Informants reported 

getting intramuscular injections from spouses, relatives, friends, neighbors, community 

members, and Tijuana pharmacists who administer them in a 'litde back room' at the 

pharmacy for a small fee. When asked who could give her an injection, Alejandra 

(SB) responded: 

Anybody! A lot of people do it. Especially the Mexicans, we do that a 
lot,.,.Friends. Usually my sister would do it for me, or a neighbor. We say, 
'Do you know how to give shots?' 'Yeah'. 'Give me one'. And it's easy, they 
just go bing! But they say that we have little veins in here, that it would be 
very dangerous if you damage them. I really don't know much about that, but, 
I would say, 'Oh, no mas, give it to me'. 

Although some people claimed that the person who administers injections to 
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them learned from a nurse, clinic, or first aid-class in Mexico, others admitted that 

they either did not know how the person had learned to give injections, or that the 

person possessed no formal training. Jenny (NC) said that when she asked one woman 

how she learned to give injections, the woman responded 'of necessity'—she needed to 

give an injection so she began doing it. Others confessed that they or other people 

they know give injections but are not competent to do so. Angela (NC) said that her 

grandmother used to get paid to administer injections in her village in Mexico but that 

it hurt a lot because she did not know how to do it properly; Ana (SB) told me in 

reference to a friend of hers, "I give her shots, and I don't know how!". Yet 

injectables purchased in Mexican pharmacies may encourage lay administration, as 

evidenced by the presence of instructions on the Bedoyecta box. However, while this 

particular box contains seven step instructions on the cover, five of them are dedicated 

to informing the user of how to remove and put together the syringe and needle. The 

actual administration instructions consist of no more than the words, "apply the 

medication", with no indication of where on the body to apply it, or reference to the 

importance of cleaning the skin or removing the air from the needle (see Figure 1). 

It is common in Mexico for conmiimities to have particular individuals who are 

identified as lay injectionists, in some cases because they have some health sector 

training. This tradition has carried over to Mexican communities in southern 

California. Three of my informants (Julia and Silvia in South Bay and Jenny in North 

Coimty) serve as community injectionists. Such injectionists provide both advantages 
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FIGURE 1: Bedoyecta injectable vitamin box, with instructions 
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and disadvantages. An advantage is that they are sometimes identified as injectionists 

because they have some training or expertise, and are therefore better qualified than 

most friends, relatives, or neighbors to administer injections. Two of the informal 

injectionists I interviewed were trained as nurses in Mexico; the third had been taught 

to administer injections by a Red Cross physician in emergencies in order to treat her 

daughter's asthma attacks. All three were aware of the dangers of reusing needles and 

syringes, and all three were concemed about liability issues and safety. Both nurses 

claimed that they would not give injections to community members unless presented 

with a prescription (although there were indications that this may depend on how they 

perceive the medicine involved), and one refused to inject penicillin even with a 

prescription because of the risk of allergic reactions. The nurses also refused people's 

requests to use disposable needles more than once. 

While the greater knowledge base of some injectionists is a source of safety 

and control over administration, the use of injectionists also has some limitations. 

Firstly, if they refuse to administer injections without a prescription, those lacking 

prescriptions will simply go to someone else, who may have less expertise. Secondly, 

while their knowledge is trusted by community members, even the nurses' ideas about 

medication use often conflict with biomedical models. Jenny (NC) stated that 

penicillin is good for viruses, uses antibiotics in non-biomedically-justified ways, has 

fixed ideas about antibiotic dosages that are not medicine-specific, and changes 

physician dosages if she feels they are inappropriate. Silvia (SB) falsely stated that 
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lincomycin is not an antibiotic but an expectorant, and injects it along with Eucaliptine 

for flu, based on her mother's recommendation. Julia (SB), who does not have any 

medical training, applies injectables for a wide range of problems, from headaches to 

flu. Nevertheless, the presence of specific injectionists in the conmiunity creates the 

potential for exploring the possibility of better informing these individuals and thereby 

exerting some control over injection practices. 

Recent concerns about injection practices often focus on the potential for 

transmission of HIV—and to a lesser extent, hepatitis B and other disease organisms-

through needle and syringe sharing. Informants in my study reported that when they 

were younger and lived in Mexico, community injectionists used glass syringes and 

reusable needles which they (in most cases) sterilized by boiling them and placing 

them in alcohol. However, this was described by all but one informant as a thing of 

the past, given the availability of disposable equipment. The one exception was 

referring to needle reuse by poor people in Mexico who can not afford to buy 

disposables, and has not been back to Mexico or used injectables since arrival in the 

U.S. in 1992. All informants who reported recent injection use said that they now use 

only disposables. Furthermore, all informants stated that disposables can not be shared 

and most stated that they can not be reused even for the same person. Importantly, 

they exhibited a strong willingness to accept that disposable needles and syringes can 

not be used more than once, although their reasons encompassed various concerns 

beyond HIV transmission. These included fear that some medicine from the last use 
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would remain inside the syringe and cause harm when the syringe is reused, that the 

equipment would become contaminated or transmit unnamed diseases, and that a 

disposable needle used twice would inflict more pain the second time or possibly 

break. Many, but not all informants were aware of how HTV (AIDS) is transmitted, 

and those who did not know nevertheless believed that needle sharing is unacceptable 

for various reasons. Thus, the one-time use of disposable needles is generally 

accepted, and reusable equipment is not employed. 

However, these data should be regarded with caution for several reasons. 

Firstly, the sample size in this study was small and non-random. In South Bay, the 

sample is potentially biased by the fact that informants were accessed through an 

AIDS prevention program; all of the women interviewed were linked to this project 

either socially or as targets of AIDS prevention efforts. It is therefore quite possible 

that they possess more knowledge about HIV transmission than the Mexican 

community at large. Secondly, there is some limited evidence of needle reuse or 

sharing among the study populations. Silvia (SB) said that sometimes neighbors bring 

her used needles and ask her to administer injections with them; this usually occurs 

with older people. She responds by explaining that needles and syringes can not be 

reused, and replacing the used one with a new disposable of her own. She reported 

that sometimes people are angered by this and want to keep the used needle for future 

use, but most accept it. Jenny (NC) reported that some people ask if she can reuse a 

needle for the second injection in a series, but that no one brings her used needles. 
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Finally, Alejandra (SB) expressed a willingness to lend a needle to someone else, 

although she would not borrow one: 

I will lend them my needle, but I won't use their needle....And if they want to 
give it back, I'll just say, T/rfl/fl—Throw it away'. But I won't use it. 
Because myself, I know I don't have nothing-no disease that could hurt 
anybody. But I don't know what they have. And if I had a disease, I wouldn't 
let them borrow it. I would say, 'No, I'm sick and you can't borrow it.' They 
don't need to know what I have. 

This willingness to lend a used needle is interesting given that Alejandra has learned a 

great deal about HIV transmission through a close association with the AIDS 

prevention office.^* 

The literature also provides some good reasons to investigate further the 

potential for HTV transmission through therapeutic injection use in the U.S. Mexican 

population. Loue and Oppenheim (1994) found in southern California that thirteen 

Mexican men out of 54 HIV-positive recent immigrants surveyed reported sharing 

needles for vitamin and antibiotic injections, and none knew if the injection equipment 

had been cleaned. Lafferty (1991) found that among mostly-Latino eastern-stream 

migrant farm workers, 3.5 percent of those who self-injected antibiotics and vitamins 

used a shared needle. There is thus a need for more in-depth investigation of the 

prevalence of needle sharing. Furthermore, evidence shows that AIDS is a growing 

concern among Latinos and Mexicans in California. The rate of AIDS in the U.S. is 

2.7 times higher among Latinos than among other Whites (Gonzalez-Block and Hayes-

Bautista 1991), and AIDS prevalence has increased dramatically in the San Diego 



181 

Latino community, with Latinos representing more than 16 percent of all cases 

reported in 1990 and 18 percent of those reported during the first half of 1991 (United 

Way 1991). Finally, among North County male migrant workers, unprotected sex with 

prostitutes is common (Swerdlow et al. 1992), such that HIV is a potentially serious 

threat. A North County clinic contact told me that in a study of a prostitute house in 

the area they found that nine prostitutes serviced thirty to 35 clients in a two hour 

period on a Friday night. Another study by the same clinic found that of 245 camp 

residents surveyed, 31 had never heard of AIDS, 45 thought there was a cure, and 86 

did not know if there was a cure (Vista Community Clinic 1993). 

While the focus tends to be on HTV (and hepatitis B) transmission as a hazard 

of injection use, there are other dangers as well. The risk of allergic reactions has 

already been discussed. Overdose and antibiotic resistance are other problems 

associated with a preference for powerful injectables. The injection procedure itself 

also poses several dangers, including gluteal abscesses, tetanus and secondary 

infections (eg. staphylococcus) from a lack of sterility, paralytic poliomyelitis (the 

injection may provoke or aggravate paralysis in those incubating polio virus), nerve 

damage, and needle injuries (Wyatt 1993, Wolffers and Bloem 1993). Some 

informants made reference to cases of nerve damage, injuries, infections, and abscesses 

that resulted from informal injection administration by individuals who injected 

haphazardly without knowing how or where to administer the injection. Others talked 

about the hazard of having needles in the home with small children present. Norma 
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(NC) no longer keeps needles in the house because her 1 1/2 year old daughter once 

found one, took the cover off and was playing with it. Rosa (NC) uses injections but 

disposes of needles carefiilly, especially because both she and her husband have 

hepatitis B. A final concern is the likelihood that an emphasis on injections leads to 

unnecessary economic expenditure where OTC medicines or no treatment at all would 

be more appropriate. 

Tales of danger: informants' stories of injection misuse 

I know an old lady that 0-D'ed on vitamins....Because they bought this big 
syringe, and her daughter didn't read the bottle. So she filled up the syringe-
more than half of the bottle...and I think it's ten shots from that little bottle. 
And her Mom just went, like pfoooh! [coll^sed]...And they called the 
ambulance and they picked her up and they had her in the emergency room I 
think for two days. I don't know, it was too much for her body. Too much 
power just dropped her. 

And I said, 'well read the god-damn label'. I go, 'even when you put a burrito 
in the microwave you read the label!' 

She could have died if the ambulance wouldn't have got there on time. 

The above story was recounted by Alejandra (SB); the lady she refers to is a fnend of 

her mother. I was surprised by the number of horror stories about injection use gone 

awry that were told by women who themselves use injectables. Although a few of 

these stories may be second-hand and thus their accuracy can not be ensured, others 

directly involve informants and their relations. A selection of such stories is included 

here to provide a more personalized sense of the consequences that may result from 

informal injection use: 
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Norma (NC): 

When Norma's husband was recently in Tijuana, he went to the dentist and was 
given an injection for tooth pain. At the same time there was another young 
man there who also received mjections from the dentist. The latter was given 
two injections which resulted in an allergic reaction, causing him to be 
hospitalized for a long time. 

She knows a young woman who did not ask the person she was injecting if she 
was allergic to penicillin; upon receiving the injection the woman began to 
vomit and ended up in the hospital. 

Jenny (NC): 

When Jenny was a girl, a man in her pueblo used to inject ten or fifteen people 
with the same needle. He did not clean the needles properly, just ran water 
through them; it was dirty around and people would get infections. 

She knew of a woman in Mexico who was given a penicillin shot, and died 
while still on the couch from an allergy. 

She also knew of a man in Mexico who gave a child an injection in the 
buttocks and disabled him; he ended up with a permanent limp. 

Alicia (SB): 

Alicia once went to Mexico with her sister-in-law and the latter gave her a shot 
that she said was good for hives. Alicia had an allergic reaction and was so 
sick that she had to go to the hospital. The doctor told her to never do that 
again. 

Since she knows she is allergic to penicillin, Alicia takes ampicillin instead. 

Alejandra (SB): 

Once Alejandra's boss asked her to bring medication from Tijuana for his wife. 
She brought back what she uses, but his wife was allergic to it. Fortunately, 
her boss read the label first and knew about the allergy, so he didn't use it.^' 
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Summary: Rationality Contextualized 

In this chapter, I have emphasized some of the risks associated with 

unregulated pharmaceutical availability in Tijuana and the resulting medication 

practices among California Mexicans. While it is important to recognize the dangers 

associated with these practices, it is equally essential not to lose sight of the fact that 

while biomedically 'irrational', such practices remain culturally and economically 

rational. Culturally, self-medication with antibiotics and injectables makes sense in 

the context of ethnophysiological understandings of 'infection' and a cultural emphasis 

on the strength and speed of injections. From a political-economic perspective, it is 

important to acknowledge that while some cross-border health seeking is a matter of 

cultural preference, it also results from such forces as poverty and marginalization. 

North County families go out of their way to obtain Mexican medications because they 

lack access to local clinics and American pharmaceuticals; South Bay women increase 

their self-medication out of Tijuana at times when they lack health insurance. In 

reference to seLf-medication with injectables from Tijuana, Julia (SB) reminds us that; 

There are people who are very poor here, too. Here in the United States, there 
are a LOT of poor people. And I am telling you that it is they who go to get 
treated there. 

While health researchers tend to perceive culture groups as 'at risk' and see 'risky 

behaviors' as the products of culture, it is essential to remember that these practices 

are also the result of risky environments that reflect unbalances of power and wealth 

(Glick Schiller 1992). 
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The goal of this paper has been to consider self-medication and self-regulation 

behaviors in the context of cultural understandings and priorities, political-economic 

circumstances, and the unique environment of the United States-Mexico border area. 

In the process I have created a series of dichotomies for analytical purposes, including 

self-medication vs. self-regulation, self-medication vs. health services use, and 

political-economy vs. culture. While social scientific inquiry requires one to break 

down himian behaviors into constituent elements for the sake of analysis, anthropology 

also reminds us of the importance of a holistic perspective which takes into account 

how these elements are interrelated. I will conclude with an ethnographic example 

that illustrates the need to ultimately break down these dichotomies and consider 

health-seeking as a complex and multifaceted process. The following is a summary of 

a narrative Angela (NC) told about her health-seeking during an illness episode in 

Mexico. The narrative was provoked by her initial comment regarding the lack of 

health care availability for the poor in Mexico: 

In Tijuana there are some bad private doctors, because if you go and 
you don't have money, they won't look after you. 

When her son was seven months old, he was seriously ill with fever, 
vomiting, and stomach sickness. His eyes rolled up into the back of his head 
so that only the whites were showing, and although he cried, no tears came out. 
Angela gave him Neo-Melubrina for fever and some drops for vomiting, which 
she bought in the pharmacy without a prescription. She chose these medicines 
because her relatives use them and they are good; she asked the pharmacist to 
know how much to give him. But he just vomited up the medicine. 
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They didn't have any money, but after ten days they went to the clinic 
and her husband said he would pay the next day, but the clinic did not want to 
see the child on credit. However, they arranged for temporary care, and the 
clinic put him on suero [rehydration solution] for a day and a night, and 
charged them 400 pesos.^ But the next day, he was again very ill. So 
Angela and her husband took him to the hospital, since they hadn't cared for 
him properly in the clinic. There Angela was given oral suero to administer to 
him all night long. There weren't any beds available because there were so 
many sick children, so she just sat holding him in her arms. All night long the 
baby was going to the bathroom and she had to keep changing him. He was 
crying but no tears would come out, and he was very thin, and was not eating. 
He didn't eat for fifteen days. He became progressively more passive. They 
had to pay in the hospital, but less money than in the clinic-only 75 pesos—and 
he got better. The doctor told her that if she hadn't brought him in that day, 
the next day he would have been dead. 

In Tijuana, even if a child is dying, the clinic won't look after him if 
you don't have insurance. But the hospital will. 

The doctor told her to change the type of powdered milk she was giving 
him to a new kind that he prescribed. They just changed the milk and he got 
better in two days. But the new milk was very expensive. 

The illness that he had was empacho. He had diarrhea, so she put a 
little extra powder in the milk to thicken it, and this is what caused him to 
become empachado. She should not have paid so much money for the clinic 
and the hospital, because he had empacho and empacho is treated with indigo 
and cooking oil. You give the child a spoonful of this, and the empacho goes 
away. But she didn't know at the time that he had empacho. It was the milk 
that made him empachado. All they gave him to make it better was the new 
type of milk; they didn't give him any medicine. 

Angela's health seeking process integrates many of the issues discussed in this 

paper. Firstly, her self-medication practices at the early stages of ilbess reflect several 

of the themes described in Chapter 4. She begins by using comparative reasoning to 

select medications on the basis of symptom similarity to past illness episodes and the 

collective experience of her social network. She then self-prescribes at least one 
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prescription medication (Neo-Melubrina, i.e. dipyrone) with the help of the 

pharmacist's advice, and purchases it without a prescription. However, her 

understanding of the illness to be treated is symptom-based, such that she attempts to 

medicate the culturally-salient symptoms of fever and vomiting without recognizing 

her son's life-threatening state of dehydration'"—which is the principal problem to be 

attended to from a biomedical perspective. She presents her interpretation of the 

problem to the pharmacist for evaluation, but since the infant is not present, the 

pharmacist has no access to the patient to make a thorough diagnosis and is apparently 

also unaware of the child's dehydration. Thus, as discussed in Chapter 5, treatment by 

proxy makes it difficult for the pharmacist to properly fulfill his role as quasi-

physician. 

However, to say that Angela's son was endangered by her risky behaviors in 

the form of medically-unsupervised medication use woxild be to ignore the risky 

environment that constrained her options. Unregulated pharmaceutical availability 

made self-medication an option for her; meanwhile economic constraints delayed 

formal medical care because she lacked access to health services. Angela repeated 

twice that in Mexico, health care is unavailable to the poor and uninsured, 'even if a 

child is dying'. Even when she recognized the extreme severity of her son's 

condition, she had difficulty gaining access to the clinic. Once there, her description of 

the clinic's unwillingness to give him extended care plus the hospital's overcrowded 

conditions indicate that she was not getting the attention—nor likely the explanations— 
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she required. Political-economic circumstances clearly constrained her health seeking 

and put her son's life at risk. 

Finally, it is clear from this narrative that therapy management involves an 

ongoing process of evaluation and re-evaluation of the meanings of illness which takes 

place in cultural context. Nichter and Vuckovic note that people may engage in 

'diagnosis by response to treatment' and that "The severity and nature of an illness is 

quite often perceived in terms of what one has to take to cure or manage it" (Vuckovic 

and Nichter 1997:45-46, Nichter and Vuckovic 1994). In Angela's case, her 

retrospective attribution of cause in the form of the empacho diagnosis, and her 

associated re-evaluation of what treatment she deemed appropriate were based on her 

son's response to treatment. 

However, Angela's interpretation of the illness and treatment process is 

culturally-informed and non-biomedical in nature. According to Angela's explanatory 

model, empacho resulted from the thickening of her son's powdered milk in response 

to diarrhea; since the milk made him ill, it was the doctor's change in his milk that 

caused him to recover. However, biomedical attention was retrospectively deemed 

unnecessary, because empacho also responds to a simple home remedy of indigo and 

cooking oil. The biomedical explanatory model of his illness looks quite different. 

From the latter perspective, the initial diarrhea was likely the beginning of the illness 

process and not the cause of a behavior on her part which led to the illness; the 

thickening of the powdered milk is irrelevant. The treatment consisted of rehydrating 
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the child with rehydration solution at the clinic and the hospital. Whereas Angela 

discounts the relevance of this procedure and attributes the cure to the new tj^je of 

millf. it is probable that the doctor's change in the formula was intended not as a cure, 

but as a means to improve his nutrition and remedy the wasting that he had suffered as 

a result of his illness/^ Angela's equating of biomedicine with pharmaceutical 

provision is also interesting. Because her son got better without any medicine, Angela 

discovmted the relevance of the medical care, although from a biomedical perspective 

rehydration at the clinic and hospital was what saved the child's life. Thus, Angela 

not only engaged in diagnosis by response to treatment, but her interpretation of what 

constituted the biomedical treatment in itself diverged from that of the health 

workers who provided that treatment. Finally, her retrospective evaluation of what 

would have constituted appropriate self-treatment (a remedy of indigo and oil) was a 

product of her interpretation of the events which preceded. 

It is clear that self-care and self-medication are part of a complex, multi-faceted 

process of health-seeking. Just as this paper has shown for California Mexicans in 

general, Angela's self-medication and health seeking practices were mfluenced by 

multiple factors, including: access to health care, access to self-medication, explanatory 

models of the body, illness, and medications, social networks, empirical observations 

of illness progression, the unregulated availability of prescription medications in 

Mexico, and the perception of pharmacists as semi-formal health providers. The 

presence of such complexity has important implications for anthropology and public 
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health. 

For the anthropology of pharmaceutical practice, the multi-faceted influences 

upon self-medication mean that it is important to expand current research to include 

the unique circumstances of immigrants, who are differently situated in terms of these 

various influences from both their compatriots overseas and the dominant society of 

their new nation. For medical and cultural anthropology, this complexity means that 

medication practices can serve as an important window into culture and society. 

Medication use reflects everything from body perceptions, cultural values, ideologies, 

and social relationships, to resource allocation issues, power relations, and economic 

inequalities. 

For the field of public health, this research indicates that health interventions 

may need to consider various types of influences which impact individuals' capacity to 

attain good health. Multi-faceted changes may be required. For example. North 

County clinics might better serve the Mexican community by helping those who rely 

too heavily on clinic programs to better access American OTC medicines and thereby 

treat trivial problems at home, while simultaneously using the resources this releases to 

help those who, for lack of health care access, self-medicate in biomedically hazardous 

ways with Mexican medications. While pharmaceutical regulation may seem an 

appropriate response to the problem of the overuse of powerful medications obtained 

without a prescription, this alone will not prevent people from adapting medication 

regimes to their own explanatory models. Those medications that are prescribed may 
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still be applied in biomedically unjustified ways, for example, by adjusting dosages, 

shortening courses, reusing leftover medications for other illnesses, or administering 

them to individuals other than those for whom they were intended. Furthermore, even 

with excellent health care access and medication regulation, individuals will still reject 

or adjust physician treatment regimens that do not correspond with their priorities, 

perceptions of medication efficacy, or expectations of rapid cure. Thus, in addition to 

pharmaceutical regulation and improved health care access, programs aimed at 

preventing medication misuse need to address cultural practices and priorities. 

The comparative nature of this paper also demonstrates the importance of 

considering the particular life circumstances of different enclaves of a particular 

immigrant group, rather than treating an ethnic minority such as 'Latinos' or 

'Mexicans' as a homogenous entity.^^ Anthropological attention to the particular 

circumstances of immigrants is tunely for the 1990s on a number of levels. Not only 

is the immigrant population of the U.S. constantly increasing, but current immigrants 
\ 

contribute substantially to population growth through f(^lity levels often higher than 

the national average. The conception of American society as a 'melting pot' in which 

all will eventually assimilate has now been rejected in favor of the 'salad bowl' 

analogy; we now recognize the persistence of ethnic enclaves where immigrant groups 

may maintain their native language and culture for generations (Bouvier and Agresta 

1987). We are cunently in an era of health care reform, in which legislation such as 

Proposition 187 in California threatens immigrants' access to health services, with 



potential consequences for both immigrants and the population at large through the 

spread of infectious disease. Finally, anthropologists of the twenty-first century will 

have to think transnationally, in the context of a global economic system in which 

populations and commodities (including massive amounts of pharmaceuticals) are 

constantly crossing national borders. The research described here is situated at the 

heart of such global linkages. 
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NOTES 

1. I use the term 'migrant farm worker families' to be consistent with the existing 
literature on migrant farm workers. However, while most migrant workers are single 
men who circulate between Mexico and the U.S., those who live in family units (as is 
the case with my informants) often intend to settle permanently in the U.S. and thus 
might be more accurately termed 'settlers' or 'immigrants' rather than 'migrants' (see 
Chavez 1988). 

2. Finding appropriate terminology is always difficult when working with diverse 
populations. >^hule I frequently use the term 'immigrants' to collectively refer to my 
informants in this paper, I recognize that a small number of my South Bay informants 
were bom in the U.S. of Mexican-bom parents and therefore are not technically 
immigrants. For convenience, I thus use the term 'immigrant' as a gloss for 
immigrants and their extended families, including some South Bay informants who 
would consider themselves Mexican-American. In this study I treat the whole South 
Bay subgroup as a 'bicultural' community; this characteristic is an important area of 
contrast with the 'monocultural' Mexican subgroup in North County. The term 
'California Mexicans' has also been adopted in this paper as a convenient way of 
referring to both Mexican immigrants and Mexican-Americans in a single term. 

3. On self-care research, see Dean (1981, 1986, 1989), Kickbusch (1989), Levin and 
Idler (1981), and Segall and Goldstein (1989). 

4. On pharmaceutical anthropology, see Nichter and Vuckovic (1994), van der Geest 
(1987, 1988a), Vuckovic and Nichter (1997), and Whyte and van der Geest (1988). 

5. For case studies of self-medication in developing coimtries, see for example: 
Ferguson (1988; El Salvador), Price (1989; Ecuador), Hardon (1987; Philippines), 
Greenhalgh (1987; India), Silva et al. (1994; Sri Lanka), and van der Geest (1988b; 
Cameroon). In the U.S., see Vuckovic (1995b). 

6. See for example, Haak and Hardon (1988), Bledsoe and Goubaud (1988; Sri 
Lanka), and Nichter (1996; India). 

7. However, the compliance literature does not normally address non-adherence to 
OTC package instructions. 

8. For examples of patient-centered approaches to understanding self-regulation, see 
Amarasingham (1980), Arluke (1980), Bellisari (1992), Buckalew and Sallis (1986), 
Conrad (1985 and 1987), Deaton (1985), Hunt et al. (1989), and Trostle et al. (1983). 



194 

9. On the use of phannacists as a source of information, diagnosis, and prescription in 
developing countries, see for example Ferguson (1988; El Salvador), Logan (1988; 
Mexico), and Price (1989; Ecuador). 

10. On antibiotic use in developing countries, see Kunin et al. (1987). For Mexico, 
see Calva (1996). For a detailed description of the problem of antibiotic resistance, 
see Levy (1993). 

11. On the popularity of injections in developing countries, see for example Bloem 
and Wolffers (1993), Birungi (1994), Cunningham (1970), Reeler (1990), Whyte and 
van der Geest (1994), and Wyatt (1984). 

12. See also Aylward et al. (1995) for information on rates of HIV and hepatitis B 
transmission through unsterilized needle use, and Wyatt (1984) on the risk of paralytic 
poliomyelitis. 

13. In this paper, I use the terms 'latino' and 'hispanic' interchangeably. Although 
problematic, tUs is a reflection of the literature where both terms are commonly used 
and are not usually carefully defmed; in an attempt to accurately reflect the literature, 
my choice of term often reproduces the term used in the particular article I am citing. 
See Oboler (1995) for a discussion of the differences between the two terms and 
arguments for and against the use of each. 

14. Medi-Cal is California's version of Medicaid, the U.S. public health insurance 
program which provides free health care for certain low-income individuals. 

15. While women are justified as informants by the fact that they tend to be the 
primary caregivers for children and are typically actively involved in family health 
maintenance, more research is needed to explore the roles Mexican men play in 
household health-related activities and decisions. Also needed is an exploration of 
gendered power dynamics in the household and how they affect entitlements to 
resources, including medications and health care. 

16. Since my sample is restricted to families, it can in no way be taken as 
representative of the general migrant farm worker population, which consists primarily 
of single males. However, the subpopulation of migrant families is an interesting 
study group both because their numbers are increasing, and because existing studies 
tend to focus on the majority, solitary males. 

17. One survey of 19 North County camps with 245 respondents found that 39% were 
single, 17% were married with a spouse in the U.S., and 35% were married with a 
spouse in their country of origin (mostly Mexico, with a small number from 
Guatemala). Ninety-five respondents had dependents under 18 in the U.S., and 189 
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had dependents in their home country (Vista Commimity Clinic 1993). 

18. Chapter 3 describes differences in patterns of health-seeking within and between 
the two subgroups that result from a variety of differences in how individuals are 
socially, geographically, personally, and economically situated. Two distinctions made 
in Table 1 are not taken up in this paper: rural vs. urban origins, and mestizo vs. 
indigenous ethnicity. I feel that a larger sample size and longer research period are 
needed in order to adequately address the impact of these differences on self-
medication and health-seeking; these issues have thus been set aside for future 
research. 

19. 'Political-economy' is a theoretical orientation which attempts to situate human 
activity in the context of class relations, capitalism, the global economy, and structures 
of power and inequality. In anthropology, a political-economic perspective places 
antiu'opological subjects at the intersection of local and global histories, by considering 
how their activities and behaviors are impacted by living and working conditions 
created historically within the context of larger political and economic structures (for a 
review, see Roseberry 1988). It is beyond the scope of this paper to discuss the details 
of the historical economic and political relationships which have shaped the life 
circumstances of Mexican inmiigrants in California. Rather, I restrict my discussion of 
political-economy to the micro-level impacts of these larger relationships on the 
current health-seeking behaviors of my informants. That is, I consider how the two 
subgroups—given their differential placement within economic and power structures-
are currently situated in terms of access to various resources, and the impact of this 
access on health-seeking patterns. 

20. See for example, Vuckovic (1995b), who found that low income and lack of 
health insurance led to increased self-medication among women in the American 
Southwest. 

21. Although 10 women were interviewed in South Bay, one is excluded from some 
discussions of health seeking behavior because my interview with her focused on her 
practices as an injectionist in the community, to die exclusion of some of &e more 
general interview questions. Thus, n = 9 for South Bay in some of the discussions and 
tables in this section. 

22. Medi-Cal and Medi-Care are both public assistance programs which provide free 
health care to certain low income individuals. Medi-Cal covers children and some 
working-age adults; Medi-Care covers senior citizens. 
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23. One woman did cite a serious incident that could be considered the product of 
inadequate health care access, although it alternatively could be classified as a problem 
of physician incompetence. Her son had been injured, and lacking health insurance, 
she had taken him to a Tijuana physician for care. The physician did not clean the 
wound adequately, such that the boy suffered a serious infection which was then 
treated in an American hospital. Had she had health insurance, this presumably would 
not have occurred (although U.S. physicians are also potentially incompetent!). 

24. All names given in this paper are pseudonyms. 

25. The individuals hired to drive the vans and work as outreach workers are Mexican 
immigrants who, although trained as physicians in Mexico, are not yet certified to 
practice medicine in the United States. 

26. In addition to this program, other existing services include a van outreach 
program serving a separate area of North County, a mobile clinic which provides 
school exams for children and emergency care to urban migrants, and a public health 
nurse who regularly visits camps to perform check-ups. 

27. Obvioiisly, the self-medication behaviors described in the first half of this chapter 
are more applicable to those individuals who exhibit high degrees of self-medication, 
i.e. South Bay families and North County families outside the camps. North County 
camp residents are thus less represented in the first half of the chapter. 

28. Mark Nichter reports that this same analogy is used in the Philippines (personal 
communication). 

29. A similar belief that illness needs to be treated while still 'young' so that it will 
be easier to cure, is reportedly found in Thailand (Mark Nichter, personal 
communication). 

30. For more information on empacho, see for example Chesney et al. (1980; 
Mexican-Americans) and Weller et al. (1992; Guatemala). The former describe 
empacho as, "An illness caused by a bolus of poorly digested or uncooked food 
sticking to the wall of the stomach. Associated symptoms include lack of appetite, 
stomachache, diarrhea, and vomiting. Massaging the stomach and drinking a purgative 
tea (estqfiate) are the treatments of choice (p.572)." 

31. Although I had only one North County informant who described turning to 
Mexican medicines when U.S. medications did not work, outreach workers 
spontaneously offered two such examples among North County migrant males. One 
said that if the doctor did not give these men medications because the problem was 
self-limiting, they went to Tijuana for an injection or other medications. Another 
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outreach worker recounted how a man had concluded that the American doctor's 
medications did not work for his gastritis, so he went to a woman who gave Mexican 
home remedies for a cure. 

32. The information on antibiotic resistance contained in this section is drawn from 
Levy's (1992) excellent overview, The Antibiotic Paradox: How Miracle Drugs are 
Destroying the Miracle. 

33. For information on side effects of progestin injectable contraceptives, see Hartman 
(1995). 

34. This may in fact be amoxicillin, which is commonly given to children in the form 
of a pink liquid. 

35. The presence of physicians in Tijuana who also operate pharmacies alongside their 
practice, as reported by some of my informants, may mean that such a profit motive 
encourages inappropriate prescribing among Mexican physicians as well. Furthermore, 
physicians, like pharmacists, may give in to pressure fi:om patients to prescribe strong 
medicines for fear of losing their clients if they do not comply. 

36. This data is based on the number of Mexican medications mentioned 
spontaneously during the course of the interview; informants were never asked to 
specifically name all medications purchased in Mexico. Thus the nimibers of Mexican 
medicines actually used could be substantially higher. 

37. Further study is needed to determine how people interpret warning labels on 
medication packages. What does the phrase, 'This medication is of delicate usage' 
mean to consimiers? If they have used the medication once and foimd it to work 
without causing negative side effects, do they then consider it 'safe for them' and 
continue to use it without special care? Similarly, if a package directs the user to 
'consult physician', is consulting a pharmacist perceived as equally appropriate? 

38. However, it is possible that Alejandra—because of her close association with the 
AIDS prevention project—is highly aware of her own risk factors and HIV status, such 
that her confidence t^t she does not pose a major threat to others may be quite 
reasonable. 

39. Casner and Guerra (1992) also report having seen hospital patients with severe 
reactions to medications including injectables which were obtained in Mexico without 
a prescription and self-administered. One case involved a man admitted with acute 
renal failure and a large infected gluteal ulcer. He had been self-mjecting steroids as 
well as taking medicine combinations including phenylbutazone and steroids, 
indomethacin, and allopurinol with probenecid. 
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40. At the current exchange, this would be about $57 U.S. This event occurred three 
or four years ago. 

41. It is very clear from the narrative that the boy was suffering from severe 
dehydration. Persistent vomiting ('he just vomited up the medicine') and persistent 
diarrhea ('all night long he was gomg to the bathroom') can very quickly cause life-
threatening dehydration in an infant. Signs of dehydration which he exhibited included 
crying without producing tears, eyes rolling up into the back of his head, wasting, and 
passivity. The fact that suero [rehydration solution] was the treatment provided by 
both the clinic and the hospital are further evidence of dehydration. 

42. The fact that Angela considered the new milk, purchased in a pharmacy, to be 
relatively expensive likely indicates a change from inexpensive and nutritionally-poor 
powdered milk to nutritionally-dense conmiercial infant formula. 

43. See Oboler (1995) for a discussion of how the use of labels such as 'hispanic' and 
'latino' homogenizes the experiences of diverse groups and thereby sacrifices accuracy. 
As social scientists, we need to problematize this homogenization-common in the 
public health literature—if we are to accurately portray human experience and the needs 
of particular subpopulations. 
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