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ABSTRACT 

 

 

In order to address the effects of unequal relations of power inherent in expert medical 

knowledge and practice that contribute to health inequities, this project defines and instantiates 

the concept of rhetorical economies in public health through a case study of promotora practices. 

As everyday experts, promotoras support medically underserved communities through health 

education and counseling. This project defines rhetorical economies of public health as those 

practices and processes which deterritorialize medical expertise in order to produce and 

distribute new knowledge economies related to bodies, health, and disease across everyday and 

expert communities. 
 

This participatory research is shaped by a community partnership with a promotora at work in 

public health settings. Historical analysis of the emergence of biomedical perception provides the 

context for a feminist rhetorical, decolonial, and critical discourse analyses of public health 

messaging as well as of this promotora’s work stories and pedagogies. This project draws from 

Chela Sandoval’s (2000) articulation of “differential consciousness” to identify processes where 

everyday and embodied practice differentially engage dominant medical discourse in order to 

re/appropriate, subvert, and transform “spaces of power” in medical contexts. Rhetorical 

economies are the means through which these transformations are possible. 

 

Narrative and rhetorical analysis of a promotora’s work stories and pedagogies reveal how 

neoliberal and racialized medical discourse reproduce political and economic marginalizations 

while reinscribing medicalized understandings of the body, health and disease. Using the 

framework afforded by González, Moll, & Amanti’s (2005) “funds of knowledge” approach, this 

project illuminates how rhetorical economies function to recenter community ways of knowing 

in order to decolonize biomedical epistemologies and practices. This project provides the 

foundation for future research in how rhetorical economies act to re/appropriate dominant 

discourses and advance transformational change. Grounded in medical, feminist, and decolonial 

rhetorics, this project it will find application across the disciplines, including education, 

rhetorical studies, cultural studies, medical anthropology, medical humanities, community action 

research, disability studies, health communication studies, and public health. 
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CHAPTER 1 

RHETORICAL ECONOMIES OF PUBLIC HEALTH: THEORETICAL FOUNDATIONS 

Critical theorists from across the social and literary spectrum have called attention to the 

structuring discourses embedded in our everyday lives that reify western, racialized, capitalist, 

gendered, and patriarchal power relations (Foucault, 1972, 1973, 1980; Harding 2006, 2008, 

Haraway,1990; hooks, 2000; Lorde, 1980, 1984; Tuhiwai Smith, 1999, Sandoval, 2000, Delueze, 

2009). Critical theory—applied to medical discourse practices—attends to power relations 

embedded within medical education, (Starr, 1982; Morantz-Sanchez, 1985; Reverby, 1987; 

Wells, 2001), doctor/patient communication (Mishler, 1984; Waitzkin, 1989; Cassell, 1985, 

Charon, 1992), and cultures (Herndl-Price, 1993; Kleinman, 1988; Lupton, 2012; Fadiman, 

1997). Critical theory has also been used to name and explain relations of power endemic to 

biomedical industrial complex (Clarke, et al, 2003). Critical scholarship also critiques scientific 

methodologies, particularly in relation to logical positivism (Kuhn, 1970; Latour and Woolgar, 

1986; Jaggar, 1989; Longino, 1990; Fox Keller, 1995, McCloskey, 1998). Finally, Bruno 

Latour’s (1993) book, We Have Never Been Modern, shows how the production of scientific 

knowledge–assumed to be value free—enjoys a wide social and political distribution and whose 

persuasive artifacts prove useful to governing polities. 

In this project, Promotora Practices and the Rhetorical Economies of Public Health: 

Deterritorializations of Medical Discourse, I make use of critical theory to identify processes 

where everyday and embodied practices engage dominant medical discourses in order to 

re/appropriate, subvert, and transform the “space of power” in medical contexts (Sandoval, 2000, 

p.78.7). Rhetorical economies are the means through which these transformations are possible. 
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As such, this work asks how everyday practices articulate with dominant medical practices to 

produce new alternative rhetorical economies that address and resist the effects of dominant 

medical discourse and nurture community health and agency. 

Personal Context and Identified Exigencies 

In 1988, I started a career in nursing at The Boston Children’s Hospital and was 

challenged both personally and professionally. In the highly technical environment of the 

pediatric intensive care unit, and less technical but equally as challenging adolescent medical 

unit, I always experienced the discipline of Nursing as a practice in-between discourses. Nurses 

work in complex articulations with pharmacist, a variety of therapists, interns, residents, and 

attending physicians and consulting specialists who constitute a diverse and sometime fitful 

health care “team.” In addition to the hands-on care and medical management for multiple 

patients, nurses coordinate busy testing schedules, new admissions and time consuming 

discharge planning and teaching, while also establishing positive environments and therapeutic 

relationships with patients and their families. 

 In reflecting back on this experience, I position myself in relation to expert and everyday 

knowledges. While acting in the role of a nurse in acute care settings, I moved closer to the role 

of expert in order to alleviate the stress in the moment and to offer a sense of structure and clarity 

to patients. When patients were well enough to be discharged to a home environment, I asked 

patients to learn about and accept the biomedical understanding of their illness to complement 

their everyday understandings of their symptoms. While most patients seemed appreciative—at 

least outwardly—there were occasions when patients had no interest in engaging with discharge 

teaching, or only wanted to talk to a physician upon discharge from the hospital. Moving 
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forward, this project critically considers questions of authority and how biomedical ways of 

knowing shapes everyday practices. 

 Patients also position themselves in relation to expertise through an offering of their 

experience with illness, and sometime resistance. One school-age patient, Andy, 1 was diagnosed 

with HIV/AIDS. He and his brother were both born with hemophilia, a blood condition requiring 

frequent blood transfusions in order to survive. Andy inadvertently contracted HIV as result of 

his therapy. As a result, Andy grew very sick and endured many hospitalizations. I remember 

Andy’s mother as a strong advocate, especially in trying to get the resources she needed to care 

for her son. It was not always easy to care for Andy, and his mother was often angry with staff. 

 Andy’s story is a tragic one. At the time, I continued to frame his story within the 

biomedical model of illness and cure. Yet, his fatal illness was the effect of his medical care—a 

blood transfusion that was supposed to attenuate his blood disease, but instead infected him with 

HIV. Perhaps his mother saw the connection a bit more clearly than I did. Perhaps that is why 

Andy’s mom was so difficult at times. 

 My years as a nurse also opened up issues regarding political economies of care. I learned 

first-hand how hospital administration shaped nursing practice. When I started nursing in 1988, 

primary care model of nursing was in place. In this model, the hands on care for the patient was 

done by the nurse, and not by technicians or nursing assistance. The primary care nurse 

‘followed’ a set of patients. If a nurse’s primary patient was readmitted to hospital, the patient’s 

primary nurse would assume or direct this patient’s care. In addition, there was a low patient to 

nurse ratio in primary care models. A nurse would only care for 3-4 patient’s during the day 

shift, up to 6 on evening and night shifts. Doctors worked closely with nurses in this kind of 

                                                           
1 All names in this project are pseudonyms.  
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environment, as nurses had opportunities to observe nuanced changes in patient health 

conditions. The primary care nursing model insured continuity of care and improved nursing and 

patient satisfaction. Yet the expense of primary care nursing led to its abandonment. Currently, 

the increase in patient load requires that nurses give less hands on care, and focus on the 

administrative and documentation tasks. In this model, nurses work closely with technicians and 

are one-step removed from patients. Institutional policies of accountability2 result in 

consequences for both patients and nurses that affect patient safety, nursing professionalism, and 

job satisfaction. I question the political economy of care and the neoliberal structures that affect 

the kind of care patients receive. 

 My lived experiences in health care locate three general lines of inquiry that map the 

contours of this project: economies of medical knowledge and care, secondly, medical rhetorics 

and feminist rhetorical theory, and finally, political economies of public health. Standpoint 

theories of knowledge direct my choice of research methods in each these three areas. Following 

Susan Hekman (1997) and Donna Haraway (1988), who present useful critiques of standpoint 

theory’s limitations, I acknowledge all knowledge (both expert and everyday lived knowledge) 

as socially situated and discursive. By examining medical discourse practices through the 

standpoints of women’s lives both past and present, I open up perspectives that are overlooked or 

hidden in plain sight. Such perspectives contribute to what Sandra Harding calls “strong 

objectivity” that in turn offers insights regarding current and future public health policy and 

practice interventions (Harding, 2004; Hekman, 1997). 

                                                           
2 See McGregor, S. (2001) Neoliberalism and health care. International Journal of 

Consumer Studies, 25(2), 84-89. 
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 This project outlines a case study of how women as promotoras, contribute materially 

and discursively to expert medical, scientific, and political discourses even as they are 

constrained by these same discourses. Leda Pérez and Jaqueline Martinez, (2008) describe 

promotoras as community leaders employed by clinics, hospitals, or not-for-profit organizations 

who support medically underserved populations through popular education, health counseling, 

and advocacy to address social, political, economic, and environmental inequalities. More than 

just extensions of the medical model, Balcazar, Rosenthal, Brownstein, Rush, Matos, and 

Hernandez, (2011) contend that promotoras offer grassroots interventions through “experienced-

based expertise” in public health and as such, move beyond common misperceptions as merely 

extending, bridging, or translating medical expertise in community contexts (p. 3). In their role 

as “natural researchers,” promotoras communicate the lived realities of community members to 

those who shape public health interventions, policy, or funding decisions (Pérez & Martinez, 

2008, p. 11). 

 As I draw from and contribute to the discipline of medical rhetorics, I also speak to the 

larger scholarly community interested in how everyday practices rooted in shared histories and 

lived experiences creatively “deterritorialize the space of power” and how these everyday 

practices participate in the transformation of precarious3 communities (Chela Sandoval, 2000 p. 

76.7). This study is grounded in medical, feminist, and decolonial rhetorics, and it will find 

                                                           
3 I follow Judith Butler’s (2009) understanding of precarity as the “politically induced 

condition[s] in which certain populations suffer from failing social and economic networks of 

support . . . [and also the] maximized vulnerability and exposure to arbitrary state violence” 

(p.ii). 
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application within projects across the disciplines, including education, rhetorical and cultural 

studies, medical anthropology, medical humanities, critical disability studies, health 

communication studies, social moment theory, and public health. Key terms that have emerged 

in this project include rhetorical economies, medical rhetorics, feminist and relational praxis, 

participatory action research, lived experiences, everyday practices. 

What is Rhetorical Economy? 

 In the last quarter of the 19th century, the Rev. R. H. Howard (1874) used the term to 

describe proper writing technique. Howard’s interest in stylistics places emphasis on direct and 

clear writing that guides the reader’s thoughts with efficiency. Howard advises his readers to be 

guided by the “economy realized of the recipient’s attention” (The Ladies’ Repository.14 (6) 

December, 1874, p. 406). Employing the metaphor of household economy, rhetorical economy 

is understood by Howard as the frugal and effective means of expression. 

 In literary theory, Cécil Alduy (2010), in “Lyric Economies: Manufacturing Values in 

French Petrarchan Collections (1549-60)” argues that Petrarchan poets negotiated a new French 

canon through recycling national and imported Italian metaphor and tropes to establish linguistic 

capital in uncertain economic times. Alduy (2010) writes, the Petrarchan poet “favors a 

rhetorical economy based on resource management and maximum yield to manufacture 

aesthetic, social, literary, and linguistic values with a remarkable economy of means” (p. 749). 

Ultimately, Alduy (2010) claims that this circulation of poetic forms “transforms national 

resources” into new cultural values. Here, rhetorical economy means the strategic re-circulations 

of poetic forms to ensure both the poets’ physical survival and the survival of French 

nationalism. 

 Economist, Deirdre McCloskey (1985, 1998) gives prominence to the idea of rhetorical 
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economics, and while it is a variant of the term rhetorical economy, I believe the use of the term 

is valuable to build a contemporary definition of rhetorical economy. According to McCloskey 

(1998), rhetorical economics encompass the study of how economists come to consensus on 

economic truth claims. McCloskey (1998), in the introduction to her book, The Rhetoric of 

Economics, argues that the rhetorical nature of epistemology should challenge the positivistic 

frames used to verify economist claims, since scientific methods reject extraneous and subjective 

variables such as observation and lived experience. Yet McCloskey argues that adherence to 

mere rules of science does not guarantee truth. Indeed science can be made to lie (p. 170). 

McCloskey argues that separating facts and values has not produced a better economic science, 

only a blind one. While McCloskey’s views are controversial within her field, she reminds us 

that rhetoric is a useful lens to analyze economics and ultimately be reflexive about the 

discipline’s scientific practices. 

 J. A. Rice and M. Vastola (2011) in their essay, “Who Needs Critical Agency? 

Educational Research and the Rhetorical Economy of Globalization” explore the contextual 

tensions at the intersections of globalization and educational technologies. For some, globalized 

digital technologies and new media introduce liberatory knowledges and “subvert social 

homogenization and economic disparity,” while others understand these technologies as a tools 

for neoliberal and capitalist imperialism (p. 148). Rice and Vastola (2011) argue that the “over 

saturation of the local” by the global will “generate a discipline of intransigence that will settle 

for nothing less, and celebrate nothing short of real change in the global economic and social 

conditions of higher education” (p.159). While Rice and Vastola (2011) do not define rhetorical 

economy per se, intersections of dominant discourse and everyday technology practices, 

subversion of dominant meanings, agency, and political economy are all at play in their use of 
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the term. 

 As this overview of the term’s use reveals, rhetorical economies are involved less with 

stylistic than with the production of epistemologies; resistance to economic and social structures 

of inequality; rhetorical agency and materialisms; and the intersections of everyday practices 

with dominant ways of knowing. In order to build an adequate definition of rhetorical economy 

that includes the importance of ethos and authority, I look to the example of Julian of Norwich 

(1342-after1416). 

 As the first woman to be published in England, analysis of Julian’s texts offers an 

understanding of rhetorical economy as emerging from the underside of dominant religious 

discourses. Julian’s slippages and inversions of ethos create new economies of knowing which in 

turn hold potential for material and social change. Subversion of dominant discourse paradigms 

and a refiguring of rhetorical agency lie at the heart of Julia Dietrich’s (2005) essay “Women and 

Authority in the Rhetorical Economy of the Late Middle Ages.” Julian disrupts the medieval 

church’s economy of mediated forgiveness through her reconfigurations of the nature of sin and 

novel understandings of the radical and maternal love of God. 

 Dietrich (2005) is concerned with the unlikely claims to authority by women in the high 

Middle Ages, who had inherited through neoclassicism, the yoke of an un/male, and thus 

deformed body, and a deficient spirituality and intellect. If neoclassicism and the theology of the 

Roman Catholic Church at the time saw women as bodies with a deficient soul, how did Julian 

establish an authority to speak? Dietrich (2005) suggests that Julian’s ethos benefits from 

cultural movement toward empiricism and experiential knowing. In addition, Julian negotiates a 

space for her voice and her visions, through her performance as a devout woman. Historical, 

cultural and epistemological context is integral to Dietrich’s (2005) claim that Julian’s 
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“rhetorical practice claims the authority it denies . . . appeals to experience but claims revelatory 

origins, and . . . elides the gendered, social location that gave rise to both the structure and the 

message” (p. 36). In other words, Julian’s Revelations (both the short text and the more formal 

long text) are rhetorical works that make use of dominant discourse and subvert it at the same 

time. In addition, Julian has no choice but to use her low status as a woman to build an ethos that 

claims divine inspiration. The first words of the long text read, “[r]evelations shown to someone 

who could not read AD 1373” testify to Julian’s insufficiency, but it is this insufficiency that is 

the key to her authority not only to the church hierarchy but also for her everyday audiences. (p. 

30). 

 Julian’s political context is tumultuous. The plague was in full force, and the church was 

actively and violently engaged in rooting out heresy and embroiled in the excess and abuse of 

selling indulgences. Dietrich (2005) highlights philosophical movements that challenged the 

church’s claim to a faith bound with reason, particularly William of Ockham’s implicit 

empiricism in his claim that only intuitive knowledge is verifiable; abstraction or reasoning 

about a thing is not. Therefore, Julian’s embodied visions supply the clerical elite with a popular 

empiricism that may have supported the Church’s claim to relevance. 

As a woman, Julian’s spiritual life would have reflected an affinity toward Christ as an 

embodied expression of God (McEvoy, 2004). Theology was considered inappropriate for 

women, and so it is unsurprising that Julian, at the start of her writing, recalls asking to “relive 

Christ’s passion in my mind” (Revelations of Divine Love, Short text, p. 3). However, Julian’s 

Revelations is much more than a mere transmission of experience. Julian recalls in deep detail 

the personal events surrounding her near mortal illness, including her bodily paralysis and 

subsequent visions. The text is woven through with a dialectic encounter with the visions as she 
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sees them. The opening of section 8 in Julian’s Short Text, is just one example of many of the 

theological development in Julian’s writing. 

And after this I saw God in a point 4---that is to say in my understanding---and by seeing 

this I saw that he is in everything. I looked attentively, knowing and recognizing in that 

vision that he does everything that is done. I marveled at this sight with a quiet awe and 

thought, ‘What is sin?’ . . . . Therefore I had to grant that everything which is done is well 

done, and I was sure that God commits no sin. Therefore it seemed to me that sin was 

nothing, for sin was not shown to me in all this. 5 (Short Text, p. 11) 

Dietrich notes that Julian’s method for building meaning is empirical—she comes to conclusions 

through what she sees (or does not see). This empiricism is coming to knowledge through 

experience, and yet Julian also engages in everyday commonsense argument that would be 

accessible to everyday audiences. The church hierarchy might well have received Julian’s often 

radical theology because of her appeal to everyday audiences through intuitive empiricism, thus 

strengthening (indirectly) the church’s claim to truth. 

 Scholars agree that Julian’s message was viable not in spite of her lowly positioning as a 

woman, but because of it. McAvoy (2004) concludes that “such simultaneous exploitation of 

social prejudices toward themselves as women and their conscious exploitation of the same 

prejudices was what enabled . . . Julian of Norwich again to create an alternative and highly 

individual space out of the point of slippage between these two positions which they could 

operate as writers and holy women and from which their voices could be heard” (p. 24). The two 

                                                           
4 Dietrich’s translation reads “ in an instant of time” 

5 Revelations of Divine Love, Short Text, Translated by Barry Windeatt (2015) 
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positions are: women as sinful and untrustworthy creatures, and women as passive containers for 

divine revelation. Julian’s rhetorical practices engage a rhetorical economy, Dietrich (2005) 

argues, through Julian’s creative use of empirical (experiential and embodied) knowledge, 

everyday argument, and an inversion of ethos. 

 Julian’s example guides my understanding of rhetorical economies in contemporary 

public health contexts. Like Julian of Norwich, promotoras engage in everyday practices that 

both participate in and disrupt dominant medical discourses. A robust understanding of rhetorical 

economy requires a close look at the intersections, confluences, and divergences of expert and 

everyday practices. Rhetorical economies of public health are the everyday practices that trade in, 

reverse, upend, and subvert dominant (medical) discourse to effect social change. By unmasking 

neoliberal tendencies active in medical discourse, promotoras’ narratives and embodied practices 

decolonize such discourses, thereby subverting biomedicalizations to enact alternative rhetorical 

economies of public health (see Appendix E for a diagrammatic representation of rhetorical 

economy). 

Rhetorical Economies of Public Health: Ecological Contexts 

 Jenny Edbauer (2005), in her article, “Unframing Models of Public Distribution: From 

Rhetorical Situations to Rhetorical Ecologies” reviews postmodern critiques of an inherent 

realism from which Lloyd Bitzer theory of the rhetorical situation emerges. Edbauer (2005) 

calls for “an ecological or affective rhetorical model . . . that reads rhetoric both as a process of 

distributive emergence and an ongoing circulation process (p. 13). Ecological models account for 

the deep histories and wide movement of processes that constitute contextual exigencies. 

Rhetorical ecologies understand situations and discourses to be mobile across time and space, 

always in flux, and co-creative. Therefore, rhetorical situations are relational systems made up 
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of multiple and mobile processes that defy categorization and disciplinary boundaries. As such, 

rhetorical systems are susceptible to “transversal” infections from seemingly unrelated social 

fields (Edbauer 2005, p. 14). Rhetoric, then, has a viral capacity where practices, processes, 

knowledges, and exigencies emerge and articulate over time and space from the teeming 

cauldron of lived experiences (Edbauer, 2005; see also Syverson, 1999). Understanding 

rhetorical contexts as fluid systems that are both deep and broad and engaged with the 

materialities of everyday life open up radical possibilities for change. 

 To better understand ecological frames for the development of discourses over time, 

Caroline Merchant’s (2010) Ecological Revolutions is foundational as she explores the 

intersections of cultural ideologies, gender roles, capitalism, science and technologies, 

transportation and farming practices. Through her example, I trace how the transition to 

biomedical technologies and ways of knowing transform economies, gender relations, medical 

education, medical practices, and patient/doctor interactions. Knowledge economies are the 

various locations, processes and interactions where knowledge is defined, made valuable, 

distributed, consumed, and regulated. Medicine is a highly social practice, and medical 

knowledge economies vary across space, cultures, and time (Starr, 1982; Lupton, 2012; 

Kleinman, 1989; King, 1998). This location of inquiry grows out of a reflective study on what 

counts as meaningful knowledge in medical and health contexts. Who is allowed to possess, use 

and trade in this knowledge? In other words, what are the boundaries of medical expertise? What 

social forces constitute these boundaries? Are they solid and immutable, or changeable and 

porous? What kind of influence does biomedicine have on public policy, industry, and everyday 

practices? Secondly, I am concerned with how expert and everyday knowledges about the body 

and health activate within communities of practice. Biomedical experts and everyday knowledge 
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holders build habits of knowing that affect communicative interactions and habits of being 

(Segal, 1994, 2005; Mishler, 1984; Charon, 1992; Fox Keller, 1995 Lupton, 2012). I explore the 

social and political effects of biomedical productions of expertise 

 Michel Foucault’s (1994), The Birth of the Clinic, traces the advent of medical 

instrumentality and the movement of medical science from an emphasis of the whole person to 

the reduction of the body into systems and parts. Biomedical perception understands health from 

the vantage point of death, decodes the mystery of disease and opens the door to a new certainty. 

This new methodology engenders not only a new belief that through science, the body can be 

understood and mastered, but ushers in a new era where medical practice could market itself 

through and efficiency of practice and cure. 

 Foucault’s interest in modern medical perception lay in how this new perception operates 

as a language—syntactically and productively. Foucault reminds us that the “figures of pain . . . 

have been redistributed in the space which bodies and eyes meet” (Foucault, The Birth of the 

Clinic, 1994, p. xi). Physical pain, in Foucault’s formulation, is a “language of action.” Pain then 

is interpolated and inserted as a different linguistic structure altogether—the symptom. The 

symptom, then signifies disease (Foucault, 1994, p. 93). In other words, medicine begins when 

corporeal events (pain or visible anomaly) achieve the status of words (Charon, 1992, pg. 115). 

This very discursive process of diagnosis then becomes complex exercise in persuasion. The 

physician is persuaded first through empirical testing that the symptom does index disease. 

Secondly, the physician then has to convince the patient that indeed, Disease A formally exists 

and is located within the body of the patient. The physician has also to demonstrate to the patient 

that the disease is properly named and outlines a course of action. Sometimes this last process is 

achieved through a second or third opinion. Naming disease, its process, and treatment afforded 
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medicine with a great degree of authority and power through manufacturing the borders of truth. 

These borders then shape knowledges, regulate resources and structure capacities of agentic 

action. 

 In historicizing the transition from traditional medicine to biomedical knowledges and 

practice, it is clear that what counts as real medical knowledge was hotly contested. These 

contestations erupted over the source of medical epistemology. So called “regular” practitioners 

were identified by their adherence to received medical theory and were in open competition with 

a wide range of homeopathic doctors whose knowledge and practice where shaped by 

observation and experience (Starr, 1982). In the context of medical epistemologies and the 

political economy of medical practice, Foucault’s (1982) articulations of the “how” of power 

intersect and open up to “relations of power, relations of communication, and objective capacity” 

that are always in relation to each other. Constellations of power, communication and capacities 

are always overlapping, supporting, and mutually constituting each other (p. 786). 

Medical Rhetorics and Feminist Rhetorical Theory 

 My interest in medical rhetorics centers how the “concatenation of texts” and practices 

that form medical discourse bleed into public health policy initiatives, media and everyday ways 

of knowing (Edbauer, 2005; Latour, 1993). Susan Wells (2010) in Our Bodies, Ourselves and the 

Work of Writing inspires my approach to textual study in her view that a text is “work of 

language that organizes social agency” (p. 12). My rhetorical methodology is a decidedly 

feminist one that is interested in destabilizing neoliberal tendencies in medical expertise, and 

public health policy through experiential, embodied, and participatory practices of everyday 

communities. Relations of power saturate medical contexts as doctors, nurses, and social workers 

inhabit vastly different social worlds and values from their patients. The level of inequality in 



RHETORICAL ECONOMIES OF PUBLIC HEALTH: THEORETICAL FOUNDATIONS 

23 
 

provider/patient relationship affects communication and impacts social relations at the 

intersections of race, sex, gender, age, dis/ability, and class. As such, medical rhetoricians often 

illuminate how medical discourse and practice contribute to health inequities and hope to reshape 

medical interactions, particularly in the doctor/patient relationship, but also medical cultures and 

public health policy as well (See Heifferon, Derkatch, Martin, Segal, and Leach). 

 Many of these studies have been influenced by Kenneth Burke’s (1969) formulations of 

identification, where two dissenting parties come to agreement through identifying with each 

other, as a “function of familiarity . . . or drama in which the parties are acting together” (Segal, 

1994, p. 96). But as Judith Segal (1994) points out in her article, “Patient Compliance, the 

Rhetoric of Rhetoric and the Rhetoric of Persuasion,” true persuasion assumes equal actors. In 

the act of persuasion across unequal relations of power, where parties can have vastly different 

histories, values, levels of education and information, political and social status, identification 

becomes merely a cover for manipulation. Segal’s (1994) analysis is most useful in that she 

names the biomedical model as fundamentally agonistic to the conditions of true persuasion. For 

Segal (1994), the defining feature of biomedicine is distance that is “not only professional but 

social. In terms of professional status, income and knowledge, physicians . . . stand apart from 

and above their patients.” (p. 93). This distance is not a physical phenomenon, rather, it is 

produced in and though unequal relations of power. Rhetorical theory that ignores power 

differentials will fall back on the facile use of communicative techniques that mask rather than 

address power inequalities inherent in biomedical contexts. 

 Linda Flower and Amanda Young’s (2001) research endeavors to close the rhetorical 

gap in doctor/patient communication through developing the collaborative interpretation (CI) 

framework for use in hospital and clinic contexts. Young and Flower (2001) acknowledge that 
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patients and doctors evaluate illness in radically different ways. Drawing on scholarship in 

medical rhetorics and the rhetoric of science, health communication, and critical discourse 

studies, Young and Flower (2001) contend that health communication often fails because 

doctors and patients draw on vastly different epistemologies and narratives about the body, 

health and disease. The CI model considers medical expertise and everyday patient knowledge 

equally valuable and thus forwards an interdependent approach to health communication to  

1. Create a “common pool of information” that is a mixture of expert and everyday 

knowledges that provider and patient draw on to co-create meaning and plan of 

care. 

2. Builds patient participation through identifying goals and expectations, and names 

obstacles to goal realization. 

3. Honors patient’s values and understanding of health and illness, 

4. Recognizes the patient’s social reality” and gives patients a “sense of control” in 

implementing prevention and interventions (p. 85). 

CI is notable for naming patient expertise that is informed through embodied subjectivity, yet I 

feel collaborative interpretation unhelpfully instantiates neoliberal understandings of 

communication that depend upon a unified subject. Wendy Brown (2006) defines 

neoliberalism as the political and social forces that “figure and produce citizens as individual 

entrepreneurs and consumers whose moral autonomy is measured by their capacity for self-

care”—where self-care is defined by and through western biomedical models. For example, 

noting that patients seem to inhabit a “passive mindset” in doctor patient interactions, Young 

and Flower (2001) define a “rhetoric of agency” that responds to local exigencies of pain or 

illness, through a framework that encourages patient to: 
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1.  Use active voice (I statements). 

2. Localize patient discourse to a “specific context” such as doctor’s office or clinic.  

3. Identify short term goals for treatment and long term goals for their lives.  

4. Collaborate with health care providers for information and support. 

5. Recognize alternative options through constructing IF/then statements. 

 No doubt, such language use would be helpful to doctors as it invites patients into the 

neoliberal biomedical paradigm that assumes a focus on the individual, understands agency 

through constructions of self-care and goal planning, and insists on a linear syllogistic style of 

thinking. Rhetoricians and physicians who encourage patients toward an uncritical use of 

neoliberal linguistic structures valorize the entrepreneurial patient-consumer and elide the 

underlying issues of power embedded within medical biomedical discourse itself. My 

development of rhetorical economy departs from Young and Flower’s (2001) model through 

analysis of power relations at play within medical discourse economies. 

 Differences in histories, authority, values, and ways of making meaning, social 

locations, and gender complicate the process of patient-centered medical interaction forwarded 

by the Collaborative Interpretation model. Physician, linguist, and medical humanities scholar 

Rita Charon (1998) in her essay, “To Build a Case: Medical Histories as Tradition in Conflict” 

makes clear that medical education and the practice of medicine itself creates a subjectivity 

that has little resonance with everyday lived experience. In linguistic analysis of medical 

encounters, doctors’ words are directed toward containment and closure while patient’s words 

(if they are not silenced) are open, expressive, and exploratory (p. 116). In addition, expert 

medical ways of making meaning hold more cultural capital in medical institutions and often 

erase patient’s own understanding of their illness. 
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 In order to address such erasures, I draw from a “funds of knowledge” (González, Moll, 

and Amanti, 2009) approach in the way I conduct research. A funds of knowledge approach 

resists a deficit view of everyday knowledge practices especially when these are located in newly 

immigrated and minority communities. This approach is animated by the guiding assumption 

that everyday community members hold a wealth of knowledge accumulated through family 

experiences and community life. Such experiences are typically rich and multifaceted through 

the bicultural family history and connections to extended family on both sides of the border. I 

translate this approach by privileging the everyday knowledge practices of promotoras who 

teach within community. Specifically, I find that promotora practices engage a funds of 

knowledge approach through re/membering the histories and values of Latin@ communities that 

inform understandings of the body health, prevention and disease.6 I argue that such authoritative 

relocations resist biomedicalizations of the body and represent liberatory strategies that articulate 

new rhetorical economies in public health contexts. 

 In addition, embodied ways of knowing balance biomedicalized knowledges and 

practices through modeling nutrition concepts and radical love in community spaces that create 

new exigencies for action (Gosz, 1993, 1994; Wilcox, 2009, Audre Lorde, 1984). The mind/body 

split that shapes modern medical practice exerts an enormous impact on our culture, as well as 

our social, and political relations. Thus embodied pedagogies and radical love create new 

knowledges that speak back to racialized and medicalized discourse. 

                                                           
6 The inclusive and gender neutral term Latin@ calls attention to and resists gender 

binary system invoked in Latina/o and is used through this project.   



RHETORICAL ECONOMIES OF PUBLIC HEALTH: THEORETICAL FOUNDATIONS 

27 
 

 Our Bodies Ourselves (OBO), written by The Boston Women’s Health Collective (1984), 

is a collaborative, multivocal text that brings together expert and everyday knowledges and 

practices quite literally into the hands of community members. Wells’ (2010) research into the 

writing of this work concludes that OBO’s activism is an example of the movement of bodies of 

knowledge, both expert and everyday, working reflexively and referentially in relation to real 

bodies of women to produce new understandings of health that are not medicalized, but realized. 

 The multivocality of OBO displaces objectivity with an embodied subjectivity through 

interviews, narratives, and images that invite exploration rather than definition. Importantly, 

OBO positions scientific content as useful but not any more authoritative than narrative. Allison 

Jaggar’s “Love and Knowledge, Emotion in Feminist Epistemology” also speaks to the 

importance of subjectivity in knowledge formation as she argues persuasively that emotion, 

evaluation, and observation presuppose each other and co-constitute knowledge. In addition, 

Jaggar’s analysis names emotions as useful entry points to critical and engaged inquiry, where 

rage or discomfort can index oppressions. 

 Audre Lorde (1980) instantiates such embodied approaches to research in her memoir, 

The Cancer Journals. Lorde writes about her lived experience of breast cancer, mastectomy, and 

recovery through documenting her deep feelings of loss and solidarity with those she loved. 

When pressured to wear a breast prosthesis to model emotional recovery for others in the clinic, 

Lorde (1980) responds with rage that signals to her the political and ecological context of breast 

cancer. 

 In a later essay, The Uses of the Erotic: Erotic as Power, Lorde (1984) develops the 

theme of love and deep feeling as epistemic and defines eros as a “source of power and 

information,”—a critical way of knowing which emerges “between the beginning of our sense of 
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self and the chaos of our strongest feelings” (Lorde, 1984, p. 53). Far from being bound to the 

sensate, eros becomes, in Lorde’s theory, a passionate analytic or a “lens through which we 

scrutinize all aspects of our existence . . . and is the tool through which new futures can be 

imagined” (1984, p. 56). Lorde’s formulations of the erotic materializes radical love in ways that 

are transformative (Keating, A., 2013, p. 130). Embodied epistemologies are important to 

consider in analysis of popular nutrition pedagogies that transform expert nutrition and medical 

knowledges into everyday practices and ways of knowing. Rather than just reproducing expertise 

in community contexts, embodied knowledges as theorized by Lorde, Jaggar, Wells, and the 

Boston’s Women’s Health Book Collective are critical in nature and hold potential for 

transformational change. 

In this project, I argue embodied knowledges can articulate with expert medical 

knowledges to become differential forms of consciousness about the body, health and disease 

that complicate and extend the borders of expert medical knowledges and practices. Chela 

Sandoval’s (2000) theory of “differential consciousness” as multidimensional forms of power 

informs this project through avoiding the false dichotomy of medical expertise and everyday 

health knowledges and practices. In Methodologies of the Oppressed, Sandoval offers a critique 

of Fredric Jameson’s work in positioning modern epistemologies as pyramidal in shape and 

inherently deep, in contrast with postmodern epistemologies, which Jameson contends are 

“superficial and flat.” Sandoval (2000) understands differential consciousness as 

multidimensional forms of power whose practices and knowledges “combine flat with deep” and 

“deterritorialize the space of power . . . in ways that make journeys, paths, fields and networks of 

differential consciousness representable” (p. 75, 76). As such, promotora practices do not bridge 

or translate medical discourse for everyday consumption, rather, promotora practices 
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deterritorialize medical discourse in order to redefine and redirect community action. In addition, 

rhetorical economies of public health emerge from the lived experience of mestizas who 

“straddle two cultures, races, languages, nations, sexualities and spiritualties, that is, living with 

ambivalence while balancing opposing powers” (Delgado Bernal, 2006, p. 117). Chicana 

materialism names the political conditions that often give rise to liberatory and transformative 

practices and from which rhetorical economies emerge (Sandoval, 2000; Anzaldúa, 1987; 

Delgado Bernal, 2006). 

Political economies of Community Health 

 Political economies of public health represents another key area where my research is 

located. Vincent Mosco (1995) defines political economy as the “study of social relations, 

particularly the power relations that mutually constitute the production, distribution, and 

consumption of resources, including communications resources” (p. 2) I argue that public health 

media resources utilized by community clinics like SMHC are affected by neoliberal ideologies 

that structure a non-critical stance toward biomedicalized understanding of prevention and 

disease. I look at how these values and ideologies influence community members’ responses to 

Margarita’s positioning as promotora, and her liberatory pedagogical strategies. These liberatory 

strategies engage critical and creative interdependencies that trouble neoliberal scripts of patient-

as-consumer, and patient as manager-of-disease. 

 Feminist disability theory guides my thinking in this area. Rosemarie Garland-Thomson 

(2002) attends to disability systems that “[exclude] the kinds of bodily forms, functions and 

impairments, changes, or ambiguities that call into question our cultural fantasy of the body as a 

neutral, compliant instrument of some transcendent will” (p. 5). In response, feminist disability 

theory “denaturalizes disability by unseating the dominant assumption that something is wrong 
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with someone” (p. 5, 6). Legal philosopher Eva Kittay (2011) locates disability theory in 

political economy through her call for a new politics of interdependency. Calling into question 

the ideal of an independent, productive self that are not always possible in contexts of disability, 

Kittay (2011) envisions an ethic of care that acknowledges that disability is part of everyone’s 

story at some stage in their lives. Therefore, the act of being dependent on another for care opens 

up spaces where “dependence saves us from isolation and provides the connections to another 

that make life worthwhile” (p. 57). Margarita’s relational ethic of care establishes creative 

interdependencies that sustain her work, revalues carework, while also honoring the care 

receiver. 

 Disability theorist and rhetorician Jay Dolmage (2009) re/members a rhetoric stripped of 

corporeality through his reading of the myth of Hephaestus, the Greek god of fire and 

metallurgy. Hephaestus, a “significantly bodied” figure, is often represented with his feet facing 

backwards while the torso is oriented in another direction. Dolmage argues that Hephaestus’ 

misfitting body, rather than figuring “impairment,” enabled an ability to move sideways and thus 

came to symbolize the creative and resourceful thinking. A celebrated figure, Hephaestus calls 

for a “focus on embodied rhetoric . . . and demands a view of the body and its thinking as being 

double and divergent” (p. 7 emphasis mine). In response to medical discourse practices that 

name, define, shape, reform, and control othered and dis/formed bodies, promotoras bring into 

play an embodied rhetoric that acts from the underside of dominant (medical) discourses to name 

and explain structures of inequality that contribute to illness and poor health. In this way, 

embodied rhetorics reframe concepts of health and disease as social processes. Rhetorical 

economies of public health, then, answer Dolmage’s call to “move laterally between traditions as 

stories gain complexity” (p. 13). My project moves laterally between traditional and modern 
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medicine, and between expert medical and everyday discourses. Rhetorical economies do not 

replace the often effective biomedical model, but embrace an embodied cunning in order to 

subvert and decolonize neoliberalizing elements within biomedical narratives of public health. 

 Finally, this project speaks back to the dominant knowledge economies of the academy 

that privilege the notion of individualized knowledge production. The academy then authorizes, 

distributes, and trades on this knowledge in ways that perpetuate and privilege the expertise of 

the individual. Our project is shaped by participatory approaches to research that trouble the 

notion of a single author/researcher. Participatory forms of research engage the academy from 

the edges of academia and develop more in relation with communities and industry than in the 

halls and laboratories of the university. Caitlin Cahill (2014) defines participatory action research 

as built on the “commitment to the significant knowledge people hold about their lives and 

experience” coupled with a “belief that those . . . impacted by the research should take the lead in 

shaping research questions” (p. 2). Participatory forms of knowledge production acknowledge 

multiple intelligences and ways of knowing (Reason and Bradbury,2008; Maguire, 2008) With a 

firm commitment to the embodied knowledges of everyday people, feminist action researchers 

(FAR) validate lived experience, and negotiate power in local and academic contexts (Maguire, 

1987, 2006). Ultimately, the goal of FAR is transformation. 

 Following this paradigm, research questions and interview protocols were crafted 

collaboratively with the lead promotora, Margarita. Much of the research was done in focus 

groups whose primary purpose was for evaluation of the outreach program. Research was done 

in tandem with the needs of the organization. Control over when and where research would take 

place was at the Margarita’s and the outreach program director’s discretion. While the scope of 

the research was constrained, participatory methods supported my commitment to feminist praxis 
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and in part lent a degree of legitimation to my presence at the clinic. In what follows, I briefly 

outline chapters two through five. 

 In chapter 2, Looking Back to Move Forward: Biomedicine as both Miracle and 

Catastrophe, I trace the transition from traditional, humoral-based medicine to science-based 

practices in the US. While the miracle of biomedicine is often taken for granted, the transition to 

science-based medical practice were not uncontested by physicians. Fears that science-based 

medicine would advance unethical practice and further erode the physician/patient relationship 

delayed full acceptance of the biomedical model of practice. This chapter seeks to historicize 

resistances to scientific medicine in the US. What was the nature of that resistance and why were 

the arguments against modern medicine abandoned? Might there be any benefit from revisiting 

and perhaps reclaiming what was lost in the transition to modern, science-based medical 

practices? Within feminist critical standpoints, my contribution traces the shadow of what was 

left behind by the development of western science-based medical practices and thereby uncovers 

historical exclusions and marginalizations of knowledges and practices. 

 In chapter 3, Understanding Relations of Power in Community Health through Feminist 

Participatory Action Research, Institutional Ethnography, and Critical Discourse Studies. I 

blend participatory action research (Fem/PAR) and institutional ethnography (IE), in order to 

understand how promotora practices engage relations of power across everyday and expert 

communities. I explore the ethical considerations of FEM/PAR and describe the research 

context, purpose, and processes of data collection. In addition to outlining these steps of my 

research process, I justify my use of narrative analysis of promotora work stories, rhetorical 

analysis of promotora pedagogies, and critical discourse studies approach to a nutrition 
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education website, popular teaching curricula, and resources. Multiple methods yield a layered 

and nuanced understanding of relations of power in and through clinic and community settings. 

 While medical discourse and practices have been richly problematized in producing the 

normative figure of the authoritative doctor while pathologizing patient’s practices, de-valueing 

embodied knowledges, and objectifying illness, Chapter 4 maintains a focus on how rhetorical 

economies of community health transform such assumed deficiencies of everyday bodies and 

knowledges into embodied competencies through mujerista practices that recirculate traditional 

Latin@ everyday practices within and across lay and expert epistemic communities (Delgado 

Bernal, 2006). 

In chapter four, Supporting a Rhetorical Economy of Community Health: Mujerista 

Pedagogies, Positionality, and Change, I apply narrative analysis (Reissman, 2008) to 

Margarita’s work stories in order to better understand the narrative strategies she uses to engage 

and resist a neoliberalizing biomedical discourse. In addition, findings reveal that Margarita’s 

embodied emotional responses to racialized, gendered, and sexualized violence opens up spaces 

for transformation and political change at the community level. In public health discourse and 

interventions, the centrality of personal autonomy obscures how income distribution and political 

exclusions shape food access, food practices, and consumption. 

Chapter 5, Bringing the Public Back into Public Health continues the work of uncovering 

the neoliberalizing influences present in medical discourse. I use a CDS approach in analyzing 

Arizona Nutrition Network’s (AZNN) website, and other curricular materials and hold the 

findings in tension with rhetorical analysis of Margarita’s actual pedagogical practices. AZNN 

supported Margarita’s work, and provided much of the content for her popular nutrition lectures. 

I position these analyses in relation to feminist disability theories forwarded by Garland-
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Thomson (2002) and Kittay (1999). In response to the dominant biomedical discourses and 

structural inequalities, analysis further demonstrates how promotora pedagogies decolonize 

dominant nutrition education practices to support community survival and positive change. 
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CHAPTER 2 

LOOKING BACK TO MOVE FORWARD: BIOMEDICINE—BOTH MIRACLE AND 

CATASTROPHE 

The dream of reason did not take power into account (Starr, 1982, p. 3). 

In this chapter, I historicize the transition from early democratic forms of medicine to 

specialized biomedical practice. My analysis attends to the 160 years spanning 1760 to 1920, as 

this period provided the context for key political, cultural, social, and scientific changes that 

catalyzed the shift from humoral to biomedical understandings of health and disease. This 

historical analysis is necessary in order to identify how everyday and embodied practices 

reconfigure “the space of power” in medical discourse (Sandoval, 2000, p.78.7). This chapter 

advances that the transition from traditional humoral medicine to biomedicine was neither quick, 

nor uncomplicated by resistance from within the medical establishment. My purpose for this 

chapter is to explore such resistances and ask why the arguments against modern scientific 

medical practices were abandoned. Might there be any benefit from revisiting and perhaps 

reclaiming what was lost in the transition to modern, science-based medical practices? My 

contribution traces the shadow of what was left behind by the development of biomedicine in the 

West and thereby uncover historical exclusions and marginalizations of medical knowledges and 

practices. 

Scholars have long argued that medicine exists in dialectic relation to political and 

cultural forces (Starr, 1982; Lupton, 2012; Harding, 2008; Herndl Price 1993). Medical historian 

and sociologist, Paul Starr (1982) outlines how from the mid-eighteenth to mid-nineteenth 

century, US medical practice was shaped by democratic skepticism of professional 
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organizations, while a belief in the virtue of everyday common sense and the individual 

constrained medicine’s search for professionalization (p. 31). Skepticism was fed by the growth 

of domestic health manuals that aimed to demystify the medical practice, the proliferation of 

poor quality proprietary medical schools, and the unpopularity of common medical therapies 

such as bleeding, vomiting, and mercury purges (Breslaw, 2012, p. 169). As such, by the mid-

19th century, practitioners were anxious for ways to improve and control the profession while 

also securing much needed cultural capital (Starr, 1982, Warner, 1998). 

Paradoxically, while many practitioners did embrace scientific medicine, the perceptual 

shift from pre-modern medical theories of disease and treatments to modern science-based 

medicine was contested and took many decades to establish in the United States. In the 19th 

century, US physicians were divided by hope that a new empiricism could improve medical 

practice and the fear that science-based medicine would erode the ethical and empathic qualities 

of the doctor/patient relationship (Morantz Sanchez, 1985 Warner, 1998 Starr, 1982, Reverby, 

1984). Until the mid-19th century, medical practice was guided by humoral theories of the body 

that understood illness to result from an imbalance in bodily humors. Therapy aimed to bring 

balance to these humors, thus restoring health. In such a system, disease was a non-specific 

entity revealed directly through the patient’s symptoms. As such, disease was thought to have a 

life course of its own (Breslaw 2012; Sweet 2006; Foucault 1973). While disease was understood 

as non-specific, doctors tailored their therapy to their patients’ particular habits, locations, and 

relationships. In this way, traditional humoral practice was characterized by a patient-centered 

specificity. As such, medicine—before the advent of science based practice—provided the right 

environment to usher the patient through the natural course of disease. In other words, regular 

doctors were midwives for the disease process itself, limiting its damage to the body, but unable 
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to effect real cure. (Breslaw, 2012). 

Medical practice in the US emerged from its domestic beginnings in the 18th century 

where medical care was in the hands of the women of the household, who were guided by oral 

tradition and later by published guides to medical practice penned by prominent physicians 

(Starr, 1982) By the mid-19th century there were 42 proprietary medical schools, many of them 

in rural areas. These schools were founded by doctors as a side business to their practice (Starr, 

1982, p. 42). Students came to these schools with some knowledge of Latin and philosophy, as 

this was a prerequisite, undertook 3 years of apprenticeship, two terms of lectures attendance, 

examinations and a thesis (p. 43). Medical education was largely unregulated; physicians trained 

in this manner existed in tandem with a diversity of practitioners, including lay healers and a 

wide range of alternative or homeopathic practitioners. Homeopathic medicine arose in response 

to the growing unpopularity of regularly trained physicians, who relied on tradition treatment 

regimens including the excessive use of bleeding and purging regimens. Alternative medical 

practice promised a gentler, more natural path to healing (Breslaw, 2012, Starr, 1982). 1 While 

homeopathic medicine was quite popular, and a serious threat to regular medicine, the advent of 

                                                           

1 The term allopathy was coined by Samuel Hahnemann, who is credited with founding 

homeopathic medical practice in the US. Hahnemann’s use of allopathy to describe regular 

medical practice was a rhetorical choice to legitimize homeopathy through its distinction to 

allopathic or cure-by-opposites approach. Some regular practitioners rejected allopathy as a 

marked term that denigrated their medical practices (Whorton, J.C., 2002, pp. 73-73). Other 

regular practitioners simply accepted it, thus identifying their practice as “nothing more than 

orthodox sectarianism (Starr, 1982, p. 100).  
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biomedical practices in the 20th century effectively marginalized homeopathy in the modern era 

(Breslaw, 2012; Warner, 1998, Foucault 1975, Morantz Sanchez, 1985). 

In the second half of the 19th century medicine, US medical practice was influenced by 

the French clinical model made possible through the Napoleonic wars and the institution of state-

run hospitals and later advances in laboratory sciences. British, German, and French advances in 

medical science introduced a paradigm shift in medical thought from eco-botanical models of 

disease to empirical models that isolate the pathogenic nature of disease (Warner, 1998; Foucault 

1973). New technologies (such as the microscope) shifted medicine away from the traditional 

understanding of disease, largely as a function of imbalance within the system of the body, to an 

invasion theory of disease, where disease-causing bacteria “colonizes” within bodies. Having 

something concrete to diagnose and treat offered the medical profession a long-sought authority. 

This authority extended into the public domain, where practitioners advocated for improved 

public health practices and sanitation, thus limiting and preventing devastating disease. 

This theoretical and practical shift from humoral to science-based medicine had two very 

important cultural effects. While public health improved, and the possibility for real cure 

advanced, biomedicine transferred the medical gaze from the relationship with the patient to the 

forensic nature of disease itself (Price Herndl, 1993; Foucault, 1973). Secondly, practitioners’ 

departure from therapeutic, rule-based rationalism to a new technology-dependent empiricism 

encouraged US medical practice to lose its fitful tolerance of pluralism within the discipline. The 

older system allowed practitioners and legal representatives to formally allow any person to train 

as a doctor if the individual had at least modest means and an earnest desire to practice. 

Biomedicine ushered in educational reforms that reduced the number of medical schools and 

instituted tougher licensing. Practicing physician numbers dropped and new medical education 
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programs prevented women, African Americans, and other students of color from matriculating 

(Ehrenriech and English, 1993; Morantz-Sanchez, 1985; Savitt, 2006). Thus, at the turn of the 

20th century, educational reforms modernized medical practice, but severely restricted women 

and people from color from entering the profession. Homeopathic practice was marginalized as 

nonscientific, and thus, not real medicine. 

The modern biomedical worldview admits that health practices, adequate nutrition, and 

environment affect the progression of disease, yet defines disease in terms of pathology or 

deviation from an idealized norm (Charon 1992, Kleinman, 1988, Segal, 2005, Foucault 1973). 

Such a shift in medical epistemology, away from treating generalized humoral imbalances to 

specific biological agents of disease, profoundly changed the relationship between physician and 

patient. Disease is now framed as a discrete process that can be visualized and objectified as the 

body that serves as its host. A patient’s narrative no longer binds physician to patient; rather, 

symptoms become code or language through which specific diseases can be known (Segal, 2005, 

Foucault 1973). As medical science moved into the laboratory and developed instrumentation 

enabling more accurate visualization and monitoring of the body and its processes, doctors 

developed a highly stylized and specialized language of expertise which is then wielded to 

contain, control, and enclose the disease process. Patients unschooled in the language of 

medicine seek to express—through description and metaphor—the sensation of symptoms, 

explore their histories, and guess at probable causes of their discomfort. Patient’s language use 

“enlarges and embroiders”, rather than categorizes and contains (Charon, 1992, p. 116; Foucault, 

1973). Before the language of biomedicine, traditional practitioners also engaged in this story 

building and “collaborated with the people they treat[ed] to construct the body they both 

construe” (Segal 2005, p.25). The advent of science-based medical practice ushered in a 
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separation of mind from body and insisted on a western, materialist understanding of disease and 

evidence-based treatment modalities (Gordon, 1988). The proliferation of technologies—

promising more accurate visualizations of disease and deeper surveillances of the body—

dispossess the patient as source of information and inquiry. In addition, technologies, though 

useful, are expensive and limit access to those willing and able to pay for such services (Clarke 

et al., 2003). Under-regulated market economies that reward profit margins at the expense of 

public health can lead to troubling stratifications of medical services. 

While scientific medicine offered 19th century physicians the promise of advancement in 

therapeutics regarding devastating diseases like typhoid and smallpox, scholars across the 

disciplinary spectrum (medical historians, sociologists, and rhetoricians) have been puzzled by 

initial US resistance to scientific medicine. Resistance to biomedicine has been explained 

through basic ignorance and the poor state of medical education, US exceptionalism, and a as a 

result of sectarian conflicts (Breslaw, 2012; Starr, 1982; Warner, 1998). As such, a causal 

relationship is usually assumed between the scientific turn in medicine to its success as a 

profession. Scholars argue that biomedical success is directly linked to educational reform 

(Kunitz, 1974; Flexner, 1910) or corporatization and specialization of health care services that 

followed educational reform (Starr, 1982; Morantz Sanchez, 1985; Kunitz, 1974). Clearly, 

standardized education, licensure, and increasing specialization supported the establishment of 

biomedicine in the US, but little attention has been directed towards the exclusion of everyday 

knowledges and practices that were formerly central to US medical practice.  

Holistic, patient-centered approaches to care, homeopathic and naturopathic theories of 

diagnosis and treatment, and attention to civic responsibility and public health were popular and 

central attributes of medical practice throughout the nineteenth and early twentieth century 
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(Morantz Sanchez, 1992). It was, in part, physicians’ commitment to these practices that delayed 

the adoption of French clinical and laboratory medicine (Markell Morantz, 1982; Warner, 1998). 

Critical historical analysis resists simple causality between improvements in technologies and 

science, and the late establishment of a successful medical profession. I argue that, in addition to 

marginalizing everyday knowledges, political and social forces built the profession by locking 

women and minorities out of medical careers. These forces were shaped by patriarchal, 

racialized, and capitalist ideologies at the turn of the 20th century. Concurrently, the continued 

separation of the public and private spheres nurtured new understandings of medical practice as a 

masculine endeavor deserving of cultural and capital value. Care work was then deemed natural 

to women, and thus, undervalued and undercompensated. In other words, relations of power at 

the economic, cultural and social intersection of medical discourse shaped the incredible 

economic success of the biomedical medical industry and practice and did so at the expense of 

community health.2 

Exploring the Resistance to Biomedicine: Theoretical Framing 

Women’s standpoints as everyday healers and physicians frame my analysis of the shift 

from traditional to biomedical practices. Grounding scholarship attends mostly to writing left 

behind by white middle class women in their attempts to reform traditional medicine from within 

                                                           
2 Despite spending exponentially more than other peer countries, the US ranks very 

poorly in infant mortality and other birth measures, deaths from heart disease, HIV/AIDs, 

diabetes, suicide, and homicide. For more information see The National Research Council’s 

(2013) collaborative study, US Health in International Perspective: Shorter Lives, Poorer 

Health. 
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the profession while creating new opportunities for women outside the home. Accounts of 

contemporary medicine contend that biomedicine is a gendered, raced, and classed enterprise 

(Clarke et al, 2003; Segal, 2005; Harding, 2008; Fox Keller, 1995). Medical education in the US 

continues to marginalize persons of color and especially women and men of Latino/a descent. 

Scholarship abounds regarding the health risks of Latino/a populations but scholarship within the 

history of medicine is largely silent regarding Latino/a contributions to medical and health 

knowledge and practices. Upcoming chapters will attend to my research regarding everyday and 

expert practices within Latino/a communities in southern Arizona that subvert and inform current 

biomedical and community health discourses. 

In order to illuminate how scientific medicine intersects with gender, power, and 

everyday practices, I make use of several feminist theoretical perspectives in my analysis. 

Ecofeminism elucidates how medical knowledge practices interact with, support, or resist 

environmental, relational, and political systems. I also draw on cultural and liberal feminist 

perspectives to understand white and middle class women’s contribution and resistance to the 

shift to science-based medicine, and how women (white and middle class) were implicated in 

cultural uptake of biomedical theories. I also outline how medical practices and knowledges were 

shaped by cultural representations of gender and how privileged white women used these 

practices and knowledges to extend and resist these representations. 

The nineteenth century medical encounter took place within a context of institutionalized 

slavery and an overt white male supremacy that assumed not only women’s inherent deficiency, 

but also the inferiority and even non-human status of people (male and female) of non-European 

descent (Harding, 2006, 2008; Essed 2005, Savitt, 1997). In what follows, the term women is 

used not to erase the many differences of race, gender, sexuality, and class, but to describe 
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various women’s political intersections within medical economies of the 19th century. 

Understanding medicine’s development in the 19th century from the standpoint of (albeit white 

and middle class) women is needed to augment and complicate historical narratives that ignore, 

or place minimal emphasis on gender and power in medical histories and discourse. 

Importance of Gender 

Healing practices are always grounded in the cultural, political, social, and economic 

landscapes. These contexts dialogically shape and are shaped by expert and everyday 

knowledges of the body, health and disease. Evelyn Fox Keller (1995) in her landmark book, 

Reflections on Gender and Science, finds historical narratives of science assign nature a 

feminine, emotional and irrational persona, while the study of nature is masculinized. As such, 

Nature (albeit ruled by laws of physics) is unstable and unpredictable. The study of nature, 

however, is assumed to be controlled by reason, logic, and objectivity: attributes historically 

associated with the masculine. In modern contexts, nature is considered a resource to be 

managed or exploited for profit, rather than a gift to be nurtured and preserved (Latour, 1993; 

Merchant, 2010.) 

Fox Keller (1995) and Carolyn Merchant (2010) argue that this patriarchal stance toward 

nature, science and agriculture was, in premodern times, an extension of gendered 

understandings of the body. Neoclassical constructions regard the male quality as generative and 

the female quality as the “material” of generation. In other words, the male does not self-

generate, but causes others to generate. This model of male instrumentality and female material 

reception was imprinted on western scientific consciousness. In premodern medical practice, 

women were assumed to be dominated by the reproductive functions, as well as the unconscious 

and conscious emotional impulses. As one 19th century physician stated in 1870, it was “as if the 
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Almighty, in creating the female sex, had taken the uterus and built up a woman around it” 

(Smith Rosenberg and Rosenberg 1999, p. 335). As the classical male gaze has reckoned woman 

to be a body with a deficient mind and little if any soul, women have suffered denigration as the 

root of evil and disease (King, 1998): purged from public sight or otherwise controlled through 

medical, legal, or cultural taboos (Foucault, 1978). By the end of the 19th century, however, 

middle class white women were raised from their flesh, purified, and reduced to ephemeral moral 

substance through the romantic view of the feminine ideal. Working class and women of color 

were not so spiritually endowed, however. Both were relegated to the fields, factories, and 

houses as strong workers (Price Herndl, 1993). As such, working class and women of color’s 

everyday expertise about health and healing has been historically discounted and undervalued, or 

appropriated into expert discourses (Wells, 2010; Reverby, 1987; Cancian, 1992, 2000). 

As medical educational reforms led to the loss of more affordable and accessible 

proprietary schools, black and white women sought–but encountered considerable resistance to– 

regular medical education. It was 1847 when Elizabeth Blackwell, a white reformer, graduated 

from medical school. Twenty five years later, Rebecca Lee graduated from Boston’s New 

England Female Medical College in 1864, the first black female to earn a medical degree (Hine 

2005). In the midst of such resistance, the 19th century saw women’s interest in healing and 

medicine cross socio-economic and racial boundaries. Yet feminist historians and other scholars 

have noted the decline of female participation in medicine since the shift from a traditional 

humoral to a biomedical theories and have indicated cultural and economic factors at play in this 

development (Morantz Sanchez, 1985; Price Herndl, 1993), as well as political ones (Ehrenriech 

and English, 1973; Price Herndl, 1993; Wells, 2001; Kunitz, 1974; Starr, 1982). Medical 

historian and rhetorician Susan Wells (2001) notes that although women participated in the 
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funding and development of modern medical science and practice, their participation in medicine 

fell precipitously and did not show a significant rise until the second wave of feminism in the 

1970s. In colonial days and the early democratic period, everyday healers and apprentices were 

often women who saw to the health of community as well as the family as a method of survival 

and care (Reverby, 1987; Merchant, 2010; Morantz-Sanchez, 1985). Yet as science-based 

medical discourse advanced, medical study was increasingly gendered male; women medical 

students and physicians were professionally marginalized (Wells, 2001; Morantz-Sanchez, 

1985). 

In the early years of the 20th century, women’s marginalization in the medical profession 

occurred concurrently with the development of middle class women as medical consumers. 

Women’s participation in medicine declined as women were expected to protect the health of the 

family, not through her own knowledges and practices, but by turning to the expert knowledges 

of physicians and products promising better health (Price Herndl, 1993; Tomes, 1997). Women’s 

professional marginalization parallels a medicalization of family health, which in turn, supports 

the economic success of a newly minted medical expertise. The everyday practice of domestic 

medicine was extracted out of the home while expert knowledges, protected by legislation and 

licensure, expanded their reach into everyday life experiences, medicalizing everyday practices 

such as puberty, childbirth and menopause, household hygiene, nutrition, and sexuality (Price 

Herndl, 1993; King, 1998; Foucault, 1975, 1978; Wells, 2010; Starr, 1982; Clarke et al., 2003; 

Tomes, 1997). As such, women’s retreat into the private sphere profoundly shaped medical 

practice. Women were separated not only from the public, but from knowledge about their 

bodies as well. During the progressive era, when biomedicine gradually was embraced, male 

physicians were discouraged professionally and culturally from talking about a woman’s body, 
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unless it was with another man or doctor. Consultations with female doctors was also 

professionally suspect (Wells, 2001). 

In contemporary life, women have been constructed as everyday caregivers and/or 

consumers of expert medical care, yet continue to struggle for adequate compensation for the 

carework they give in professional and everyday contexts. Women, especially women of color, 

continue to be underrepresented in US medical schools, even as demand for doctors has steadily 

increased. The American Association of Medical Colleges (AAMC) data regarding medical 

school applicant and matriculants for the year 2015-2016 shows 20% of total applicants for the 

year 2015-2016 identified as white female, 27% identified as white male. For the same period, 

4.2% of applicants to US medical schools identified as Latina or multi-racial Latina and 4.2% 

were self-identified as Latino or multi-heritage Latino. Finally 5% of applicants identified as 

Black or Black multi-heritage females, and 3% identified as Black or Black multi-heritage male. 

For the year 2015-16, almost half or 47% of all applicants identified as white, 16.4 % identified 

as non-Asian Latin@ or Black. The statistics on actual matriculants follow these trends. For the 

year 2015-2016, self-identified white females constituted 23% of the total matriculants, 27% 

were self-identified white males. Those who identified as Latina/ Latina multi-heritage were 

4.3%, Latino/Latino/ multi-heritage were 4.6%. Finally, Black/Black multi-heritage female and 

male matriculants were 4% and 2.8 % respectively. White female to male applicants and 

matriculants evidenced the biggest gap, with 7% more male than female white students applying 

and 4% more white males matriculating. There was negligible difference between female and 

male Latin@ applicants and a 2% less Black male applicants a 1.2% less matriculating Black 
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males. These statistics tell the story that in US medical schools, nearly 50% 3 of applicants and 

matriculants identify as white, while non-Asian minority students still face serious barriers to 

entering US medical school programs. 

Sites of Analysis 

Following Sandra Harding’s (2008) call to examine the processes of (medical) modernity 

through the standpoints of those living and working from the underside of biomedicine expertise, 

I examine how women’s practices and knowledge intersect with the work of medicine (both 

traditional and science-based). Cultural understandings of women’s intersections in medicine 

shifts over time, and these shifts offer insight into the gendering and powering of medical 

practices. In order to better accomplish this, I will look at three sites of analysis: ecologies of 

everyday and expert practices, professionalization through medical educational reforms, and 

post-bellum sanitation initiatives. I have chosen to focus my analysis on the United States from 

1860-1920 while acknowledging colonial contexts of this era that shaped possible resistances to 

the advent of medical modernities (Merchant, 2010; Starr, 1982; Reverby, 1987). 

Ecology of Everyday and Professionalized Practices: Agriculture and Medicine 

Carolyn Merchant (2010) in Ecological Revolutions shows how changes in traditional US 

farming practices, and the relational/social structures that sustained them, in the late eighteenth 

century began the transformation from producing use values to producing commodities for 

                                                           
3 For full statistical data see https://www.aamc.org/data/facts/applicantmatriculant/. There 

is a noted discrepancy between 47% white applicants and a full 50% matriculating within the 

same year. The cause of this is unclear, but may be due to variances in how students self-identify 

over the long and challenging application process.  

https://www.aamc.org/data/facts/applicantmatriculant/
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market consumption (pp. 174,175). This ecological revolution in agriculture affected gender 

relations, divisions of labor, and cultural assumptions, all of which had a significant impact on 

the economy and ecology of that era. I argue that similar transformations occurred within 

medical practices during late 19th to early 20th century. As in Merchant’s study, I find that this 

transformation impacts gender, culture, and economic relations. 

Merchant (2010) argues that farming practices from the colonial through to the early 

industrial period supported an economy that interacted (out of necessity) in balance with nature. 

These practices shaped, and were shaped, by cultural assumptions and work patterns, divisions of 

labor, inheritance laws, and religious beliefs. For example, in the colonial era, New England 

farmers were producing food and goods on a subsistence level, guided by an older medieval 

divine cosmology and assuming a participatory relationship with nature. Colonial worldviews 

saw farmers as stewards, not manipulators of the earth. Farming practices were ecological which 

included caring for the nutrient base of the soil for future family generations to use productively. 

American Indian participatory farming practices were appropriated and integrated into colonial 

clearing and sowing patterns, ensuring colonial farmers’ survival. 

In the pre-modern era, women played important roles in the home economy as well as in 

maintaining the health of family and community. American Indian women in New England were 

agricultural producers and memory keepers, and were valued for their essential contributions to 

community life. Similarly, colonial women and men, in expressions of gender complementarity, 

participated in meaningful ways in farm work and family life. Men lived and worked at home 

and in the fields and barnyard, maintaining a patriarchal presence in the family. In addition to 

their home duties, women raised cows for dairy products as well as poultry for meat and for 

eggs. Colonial white women’s botanical and cooking knowledges were critical to the health of 
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the family. Women kept the kitchen garden: an important source for growing spices, vegetables, 

and medicinal herbs that were the family’s pharmacy. Women held the knowledge, passed down 

by their mothers and/or gleaned from Almanacs, of the variety and uses of medicinal plants. 

When illness struck a family in the community, women were bound by cultural norms to drop all 

activities and attend to the ill. Younger girls were expected to help with domestic labors when 

illness struck---not only within the family but within the community. All women helped each 

other in childbirth and some became midwives and lay healers through practice and/or 

apprenticeship, thus contributing to family economy and ensuring community survival. 

Women’s knowledges in this context were necessary and respected (Reverby, 1987). 

Their expertise in homemade and botanical pharmaceuticals nourished and strengthened family 

members and contributed to a farm’s productivity. As such, colonial medicine was mostly a 

domestic phenomenon. If an illness required more than what the mother or grandmother could 

offer, rather than pay services rendered by a physician, and to avoid the use of the hospital,4 

families could call on a diversity of practitioners, such as bonesetters, botanists, surgeons, and 

other lay healers (Starr, 1982). To ensure maximum productivity, slaves were trained in the 

(white) traditional medical healing practices as white plantation owners did not want to pay 

physician fees. At the same time, slaves mistrusted white doctors and their medical practices as 

physicians were known to exploit slave populations for medical experimentation. Instead, blacks 

                                                           
4 By 1800 there were few hospitals and they were a destination of last resort as sanitary 

conditions and level of care were abysmal (Wells, 2001; Reverby, 1997; Breslaw, 2012). The ill 

and destitute entering hospital expected to die. Built to house 150 patients, hospitals only cared 

for about ten to twenty patients at a time (Reverby, p. 25). 
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relied on self-treatment, or consulted herb and root doctors and conjurers influential within their 

own communities (Breslaw, 2012; Savitt, 1997, p. 362). 

The 17th century US saw a gradual shift from vitalism (Merchant, 2010), which positions 

human activity in balance with nature as divine gift and aid, to a mechanistic understanding of 

nature as inanimate matter manipulated for profit. This shift was ushered in through the advances 

in science and agriculture during the Enlightenment. Rather than mimetic and participatory 

methods of knowing about the world, which were active in the colonial period, a mechanistic 

worldview orders nature through rational thinking. A mechanical view looks to mathematics to 

predict future outcomes. If nature is now conceived as a machine, parts can be broken down and 

reassembled without changing its character. Human manipulation of nature is considered to be 

context and value-free, and serves to “legitimate human prediction, control, and manipulation of 

nature" (Merchant, 2010. p. 199). A premodern animate cosmos is less precise, but demands a 

respect and engenders moral value. In contrast, a mechanical view of nature and reality, 

Merchant argues, drains value to mere profit. Enlightenment attitudes infected medicine as well, 

as Foucault (1972) traces the medical gaze from whole to parts, discerning systemic networks, 

and figuring disease as an invasive process rather than humoral imbalance. French clinics were 

medicine’s first laboratories where volumes of patients could be monitored. American medical 

students studying abroad saw the raw exploitation of patients in the name French medical 

science. It was not always clear to doctors and medical students that good science equaled good 

care (Warner, 1998). 

The shift to a mechanical worldview was assisted by agricultural and economic changes. 

In the 18th century, New England farmers could not always accommodate all of their children’s 

need for land through multiple subdivisions, so many moved westward to establish their own 
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farms. A growing urban culture and the need for farmers to support themselves in retirement 

moved them beyond subsistence farming (Merchant, 2010, p. 186). Gentleman farmers and 

“agricultural improvers” turned to the laboratory to find ways to work beyond the limits of 

nature to increase yields. These elites encouraged ordinary farmers to increase the scale of their 

farming through more intensive farming practices by using accusations of “under-producing” 

and neglect of their land and orchards (Merchant, 2010 p. 188). By the early 19th century, 

Merchant (2010) notes that farmers were charged to be efficient workers and good managers of 

their farms as a moral and civic responsibility (p. 214). Intensive farming was labor- and time-

intensive, requiring strict record keeping and soil testing. As the land that was once viewed as a 

gift and resource became a scientifically constructed object, [everyday] “knowing became 

numbering” (Merchant, 2010, p. 220). As with the shift from humoral to science-based theories 

of medicine, Merchant (2010) documents resistance to the agriculture improvement schemes 

from “premarket” farmers “whose criteria for technological selections were based on survival 

and family well-being rather than quantities, costs, budgets, profits and accumulation” (p. 219). 

In upcoming sections, we will see similar reticence in medical contexts as some practitioners 

struggled with the notion that medical science could replace established understandings of 

disease and treatment, particularly if their own practice was successful. 

Changes in divisions of labor also enabled the shift to market economies. Merchant 

(2010) argues that the movement from complementarity to distinct and separate spheres was 

necessary in order for a market economy to take root both culturally and economically. The shift 

from subsistence farming to capitalist venture reduced and restricted women’s labor to 

reproductive concerns as “male farmers began to specialize in women’s traditional dairy, poultry 

and vegetable production . . . women’s primary domain was redefined as reproduction” (p. 233). 
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Traditional women’s habits of production were co-opted when these habits were deemed scalable 

to profit, a pattern that will occur again when male physicians co-opt female practices in 

domestic medicine (Starr, 1982, p. 49-50). In the transition from a subsistence to market 

economy, white middle class women were increasingly restricted to the physical and moral care 

of the family as the primary focus of labor and concern. Colonial farmers would have resisted 

conceptualizing the world as fully material, and thus open to human manipulation, as colonial 

cosmology aligned agricultural labor with the idea of caring for the land as divine stewards, not 

using the land for personal gain. Everyone, both male and female, was responsible for this 

stewardship. To colonial farmers, moving to capitalist systems would have incurred a moral cost. 

Circumscribing women’s roles to domestic concerns offset the moral cost of accumulation of 

capital. The “outward motive of the male was balanced by the inward emotive sphere of the 

female” (Star, 1982, p. 233). Men were thus free to “calculate” and “compete” in the market 

place, while relatively privileged white women held the moral compass at home (p. 233). In this 

way, gender relations respond to and support the transition to capitalist economies. In addition, 

Merchant’s (2010) scholarship echoes important work undertaken by feminist and other science 

studies scholars who point to a problematic dualism of facts and values that support the projects 

and productions of modernity (Harding, 2008; Jaggar, 1989; Fox Keller, 1995; Longino, 1990; 

Latour, 1993). 

A capitalist economy shifted farming practices and values from subsistence and use to 

commodity and profit, and affected gender relations, ecology, cosmology, and health. A farmer’s 

relationship to the land changed from human dependence and participation to human 

management and manipulation. The earth and its produce moved from gift to resource. As the 

new expert knowledge economy fueled the shift away from traditional farming practices, 
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agricultural improvers encouraged farmers to record more and more data. 5 However these 

changes may not have improved the food quality or availability. As Breslaw (2012) notes, in 

contrast to nineteenth century health standards, colonial communities enjoyed an “unusually 

healthy lifestyle because of the cheapness, variety and abundance of food” but that in the 

nineteenth century, “nutrition and health declined and . . . urban growth and migration 

compromised adequate access to good quality food” (p. 202). Merchant’s (2010) study supports 

a decline in nutritive soil and produce in the 19th century. As farming practices became 

industrialized in an unregulated environment, ecological farming was displaced by practices that, 

through the technologies available, pursued profit at all costs.6 Merchant’s eco-feminist analysis 

of the effects of capitalist revolution on agriculture provides a model for tracing the 

modernization of medicine. Something essential was lost when women dropped out of the cycle 

of production, not only in agriculture but also in medicine. 

19th century US Medical Practices and Education: Gendered Perspectives 

US medicine in the nineteenth century was anything but monolithic. Diane Price Herndl 

(1993) in her book, Invalid Women: Figuring Illness in American Fiction and Culture, 1840-

                                                           
5 See Carolyn Merchants discussion of Farmer’s Almanacs that acted as references for 

tradition knowledge of planting cycles. Under this new model, farmers were encouraged to test 

fertilizers and measure growth and production.  

6 Large scale farming has ecological repercussions as conditions were set for dust bowls 

at the beginning of the 20th century, and even in recent times, bacterial contamination of the food 

supply, and pest resilience that present major challenges for food science, policy makers, and 

farmers alike. 
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1940, notes that during the colonial era, disease and illness were accepted as a normal part of 

everyday life. Most diseases could be treated at home by the women of the household through 

herbs and diet – a legacy consistent with medieval, agrarian approaches to everyday, domestic 

medicine. Traditional medicine, in addition to bleeding, cupping, and purging practices, relied on 

the aggressive administration of large doses of medicines in order to induce health or at least 

encourage the reversal of a patient’s symptoms. Regular or allopathic medicine became allied 

with heroic measures that increasingly were held in suspicion by homeopathic practitioners who 

placed more emphasis upon the use of natural and diet-based interventions. 

Homeopathy was a popular choice for patients as it offered less severe depletive therapies 

than those offered by traditional physicians. Thompsonian medicine (named after its New 

England founder, Samuel Thompson) employed self-help and natural herbal remedies that 

challenged traditional medicine by appealing to the culture of individualism. Thompsonianism, 

popular in the early half of nineteenth century, protested the use of expert knowledges that kept 

patients dependent and powerless. As such, the Thompsonians were reticent to establish their 

own schools (Starr, 1982, p. 52). As Thompsonianism waned by the mid-1800s, their influence 

could be felt in other alternative practices of the Eclectics, who favored homeopathy and natural 

herbal therapies. Unlike the Thompsonians, Eclectics embraced empiricism and the knowledge 

that scientific study promised. In alignment with the Thompsonians, Eclectics disagreed with the 

excessive use of drugs and depletive therapies, and envisioned themselves as reformers of 

traditional medicine. In order to reproduce their views, Eclectics established medical schools—

all but one of which accepted women (Starr, 1982 p. 96). Less dogmatic than the traditional 

doctors, patients generally viewed the Eclectic physicians and the more philosophically inclined 

homeopathic physicians as more scientific than the traditional ‘regular’ doctors (Starr, 1982 p. 
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97). Hydrotherapy, magnetism, electric cures and mesmerism were also popular medical 

alternatives (Wells, 2001; Starr, 1982; Price Herndl 1993). Homeopaths insisted that good 

medical care relied on “the uninterrupted report of the patient” and marketed their approach 

directly to patients, not traditional physicians or regulating boards. Thus, they placed themselves 

in direct competition with traditional doctors (Starr, 1982, p. 97). Starr (1982) documents how 

medical pluralism gave way to medical sectarianism. As homeopaths became increasingly 

popular, traditional physicians sought to vilify homeopathic practices and refused to serve with 

them on hospital staff. In condemning homeopathic practitioners,7 traditional practitioners 

succeeded only in popularizing them. Eventually, medical educational reforms forced the smaller 

homeopathic medical schools to close, while licensing laws grandfathered physicians who 

trained in homeopathic theories of medicine. Starr (1982) suggests that this accommodation led 

to the triumph of traditional medicine over its competitors and led to a unifying of the medical 

profession under the banner of science. 

A more complex understanding of this transition is offered through Wells’ (2001) 

scholarship, particularly her analysis of the work of Dr. Hannah Longshore. Longshore was a 

feminist physician of her time who was steeped equally within the tradition of social reform and 

homeopathic medical practice, yet she also was committed to advancing medical knowledge 

through clinical science. Analyzing Longshore’s article published in the Medical and Surgical 

                                                           
7 The Surgeon General in Lincoln’s administration was denounced for treating Secretary 

of State William Seward’s stab wounds the day Lincoln was assassinated because Seward’s own 

physician was a homeopath. In addition, traditional physicians refused to serve on staff with 

homeopathic practitioners (Starr, 1982, p. 98).  
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Reporter (1884), Wells (2001) argues that Longshore utilizes an objective stance, while at the 

same time strategically subverting a masculinized medical discourse. Longshore published a 

controversial report regarding a patient who was pregnant without phallic penetration. With 

Longshore’s focus on conception rather than impregnation (p. 140), Wells (2001) identifies this 

physician’s use of a masculinist medical discourse as an example of travesty that results in 

undermining a male-centered stance in medical discourse. Longshore’s performance can also be 

described as enacting mêtis,8 or tricking the (male) physician reader through her impeccable use 

of scientific technique and objectification to subvert a medical theory of male potency. 

Understood rhetorically as “cunning, adaptive, embodied intelligence,” mêtis is accomplished 

through Longshore’s scientific report as she coopts the medical language to transgress social 

norms regarding women’s reproduction and bodies. 

Traditional physicians’ attempts to unify the profession under its own banner was much 

more than a struggle to professionalize; it was also a struggle to reconcile, restrict and control 

women’s presence and practices within the profession. Price Herndl (1993) argues that 

traditional medical authority was challenged by women in two ways. Women, as the caretakers 

of the family, had to be convinced of their need for medical advice and intervention. Secondly, 

as homeopathic medicine successfully competed for patients, women were drawn homeopathy as 

                                                           
8 Dolmage, J. (2009). Metis, Metis Mestiza, Medusa: Rhetorical Bodies across the 

Rhetorical Traditions Rhetoric Review, 28 (1) 1-28. From Greek mythology, Mêtis was Zeus’s 

first wife who possessed “magic knowledge” that was essential to Zeus’s victory in battle. 

Wishing to possess this cunning, Zeus swallows the pregnant Mêtis whole, but Zeus’s scheme is 

thwarted when in due time, Athena is birthed through Zeus’ head (Dolmage, 2009 p. 9). 
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it came to represent a platform for social and medical reform (Wells, 2001; Starr, 1982; Morantz 

Sanchez, 1985). Persuading the public to put their faith in traditional medicine was a difficult 

task in light of largely ineffective and unpleasant treatments, especially as US populations 

became more densely urban. Dominating the medical market was the hope of traditional medical 

practice. However, this hope was not assured, especially as traditional medicine was divided over 

the adoption of European medical research while also suffering a sense of “therapeutic 

pessimism” where doctor’s bemoaned the lack of certainty (in contrast with success of certainty 

in physical sciences) in therapy (Warner, 1997, p. 93). Price Herndl argues that traditional 

medicine capitalized on social attitudes that posited women’s inferiority to men to establish male 

medical intervention within the home and resist women’s entrance to the medical field. 

Medicalizing everyday experience helped to create a market for traditional medicine that was 

beginning to embrace science as a basis for practice. The older argument that women were 

especially suited for medicine through “natural” empathic qualities was countered by new 

science-based medical discourse that was gendered masculine (Morantz Sanchez 1985, 1997; 

Fox Keller, 1995). Traditional medical school deans that survived educational reform sought to 

stem the so-called feminization of the profession by restricting women’s access to medical 

schools, clinical internships, and teaching positions (Wells, 2001, Morantz Sanchez, 1985; Furst, 

1997). As Furst (1997) explains, even the socially and intellectually prominent Elizabeth 

Blackwell faced opposition as her application was successful only because the faculty though it 

was a joke (p. 222). 

While there were male advocates of women’s medical education, they were quite few in 

number. Advocates of women’s medical education often practiced homeopathy or were 

sympathetic to “non-traditional” medical practices and were themselves marginalized by the 
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prominent traditional medical institutions. Women were essentially restricted to alternative, 

homeopathic medical schools or women’s colleges because traditional medical colleges were 

slow to admit them (Morantz Sanchez, 1997, p. 182). As late as 1893, only 37 of 105 traditional 

medical schools admitted women (Morantz Sanchez, 1985, p. 102). Women’s medical colleges 

filled this gap but these schools were underfunded and poorly staffed in comparison to better 

funded and prestigious traditional medical schools. In addition, during training and after it, 

women could not enter hospital, and were barred from the clinical (teaching) arena (Wells, 

2001). For those women who could afford it, a French, German, or English education provided 

the best access to science-based training and clinical experiences. 

Despite the difficulties faced, women leaders were strategic in their mission to increase 

women’s participation in the medical profession. In 1890, the Johns Hopkins Medical School 

was able to open with the final grant of a half a million dollars donation from women donors 

conditional upon the acceptance of female students. The Johns Hopkins Medical School 

epitomized medical educational reforms begun in the 1870s that moved student learning from the 

“preceptor’s office and patient’s home . . . [to] the wards of teaching hospitals” (Starr, 1982, p. 

116). While Starr (1982) suggests that women had to “buy their way into elite medical 

education” this strategy did not prevent their marginalization (p. 117). Medical educational 

reforms that supported institutions like Johns Hopkins, also led in the dissolution of women’s 

medical colleges and other proprietary medical schools. Starr suggests that as places in medical 

schools became more scarce, “schools maintained quotas limiting women to about 5 percent of 

medical student admissions” through the middle of the 19th century, with the exception of 

wartime (Starr, 1982, p. 124). 

Certainly medicine as a profession was changing rapidly. A medical profession that was 
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once expansive and diverse now began to narrow its focus from patient to pathology, as science 

was heralded as solving the puzzle of disease. Upon its opening in 1893, the Johns Hopkins 

medical faculty were salaried (not dependent upon student fees) and recruited as “accomplished 

men of research”— a clear departure from the more traditional model of hiring faculty with 

extensive practitioner experience. Laboratories were equipped with state of the art 

instrumentation, and other reforms were instituted including longer school terms, and mandatory 

degree requirements prior to admission. Operating in conjunction with a hospital nearby, 

students took the first two years to study the sciences and the latter two years were spent 

practicing medicine on the wards of the hospital. Advanced specializations were offered as well 

(Starr, 1982, pp. 115, 116). 

The Great Perceptual Shift 

Breslaw (2012) agrees with the majority of scholars that medical sectarianism, a lack of 

licensing laws, poor educational standards, and a belief in US exceptionalism are root causes of 

the decline in 19th century US medical practices that made educational reforms necessary 

(p.188). Paradoxically, Breslaw (2012) also argues that the democratic and free-market quality of 

medical practice prior to educational reforms preserved women’s entry into the medical 

profession, and that medical pluralism was beneficial as alternative routes to medical care. She 

suggests that homeopathic medical practices probably saved lives by doing less harm to patients 

than more traditional medical theories that supported heroic practices of bleeding and purging (p. 

205). 

From the standpoint of the twenty-first century, it seems unthinkable that US physicians 

would resist European scientific advances in clinical medicine. John Harley Warner (1997) 

argues that this kind of blindness among physician leaders could only be explained by analyzing 
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doctors’ therapeutic decisions over time and understanding the motivating factors behind them. 

For 19th century medicine, disease was generally thought to be stimulating for the body, so 

depletive measures were called for to bring the body into balance, e.g. bleeding, vomiting, and 

purging. To avoid a mere technical place within the medical economy, and probably to create a 

market for their particular skill, traditional doctors rallied behind what Warner (1997) calls 

concept of “specificity.” Therapeutic decisions were based on the traditional rational theories, 

but tailored specifically to the patient’s sex, class, ethnicity, and location. Therapy applied in the 

hospital for one patient with gastritis would have to be different for a patient living at home with 

the same diagnosis. This kind of therapeutic application required training and experience, but 

also a sensitivity to the patient and was understood to be the art9 of medicine (Morantz Sanchez, 

1985). It is important to note that while therapy was bounded by specificity, medical theory was 

not. Traditional medical theory was universal and could be learned anywhere. However, 

therapeutics was to be learned and applied within the patients’ milieu. As Warner (1997) puts it, 

"much wisdom about treatment was necessarily tied to the place it was generated and used. In 

essence, it was local knowledge" (p. 90). 

                                                           
9 Carolyn Miller (1989) explains that art or techne has been understood in the rhetorical 

tradition as the middle term between theory (real or true knowledge) and practice (the work of 

doing). The art of medicine can be situated within the Aristotelian understanding of techne that 

“requires both particular and general knowledge, both knowing-how and knowing-that” (Miller, 

1989, p. 68). Additionally, Rebhorn (1998) in his forward to Atwill’s Reclaiming Rhetoric 

argues that techne is equivalent to Aristotle’s understanding of “productive knowledge [that] is 

situational and relational; representing the realm of invention and intervention” (p. ix).  
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In this way, medical therapeutics was at odds with the hard sciences of anatomy, 

microbiology, and pathophysiology. In this climate, Parisian clinical medicine offered the 

promise of universal certainty, but this was a promise that came at the cost to the doctrine of 

medical specificity (Warner, 1997, p. 89). Warner’s analysis also suggests that while the hard 

sciences were advancing on the continent, major therapeutic applications were still far off for the 

19th century physician. Those that supported a more clinical, scientific approach to medicine 

were younger physicians that did not have any vested interest in maintaining the doctrine of 

specificity, and were desperately hoping for medical breakthroughs to rehabilitate a failing 

medical image. Warner (1997) argues that physicians in the 1860s could not know if the promise 

of medical advance in therapeutics would ever come at all, but “faith in experimental 

therapeutics immediately granted physicians the belief in the possibility of rapid therapeutic 

advancement, a basis of dispelling therapeutic despair, and a structure and a plan for orienting 

their own careers with optimism and energy" (p. 98, italics in original). 

By the mid-1800s, traditional physicians were abandoning or scaling back the heroic 

measures by which they were known; chiefly because they were unpopular and it was becoming 

increasing clear that these measures just did not work (Breslaw, 2012, p. 192). More patients 

sought out homeopaths and others not associated with traditional medical theories. Warner 

(1997) also documents how traditional doctors, influenced by the Eclectics, and by public calls 

for less drastic therapy, turned to stimulants like alcohol and quinine that supported the patient's 

vital energy. The move from depletive therapy to restorative therapy signaled to some a non-

interventionist approach. Criticized as nihilistic medicine, Warner (1997) quotes a 19th century 

doctor who complained that "physicians have ascertained what medicine cannot do, rather than 

what it can do” (p. 92). In response, doctors advocated sanitation and state preventive medicine 
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as one way to boost medical effectiveness. Others looked to Paris and the promise of 

"physiological therapeutics" borrowed from Claude Bernard in his "Introduction to the Study of 

Experimental Medicine (1865) which allowed that "experimentation in the laboratory would 

elucidate physiological processes in health and disease as well as the actions of remedies"(p. 93). 

Warner, in his study of 19th century physicians’ therapeutic objectives, found "the natural began 

to be replaced by the normal as a paradigm of bodily order health" (italics in original, p. 94). 

Health was beginning to be measured not against the norm of the patient found within certain 

contexts, but against populations of patients offered by the hospitals and clinical laboratories of 

Paris. 

Many traditional physicians saw the changes in medical perception as a reversion back to 

universalism that they had fought against to distinguish themselves from early homeopathic 

doctors who insisted that patient’s report of symptoms would unlock appropriate therapies 

(Warner 1997). Medical case histories became more concise and uniform as “physicians gave 

less attention to the individuating factors of social background and constitutional idiosyncrasy 

that shaped a particular patient's natural state of health” (Warner, 1997p. 98). Quantified signs 

and symptoms began to be emphasized in case description and the use of instrumental and 

chemical analysis came into vogue as chief modes of observation. Doctors began to design 

therapies aimed more at specific parts of the body, rather than more generalized effects on the 

body’s humoral imbalances (Warner, 1997 p. 94). However, Warner (1998) makes it clear that 

while the promise of laboratory science offered the hope that a beleaguered profession could lay 

claim to a measure of expertise, this change in medical perception was far from controversial. 

Therefore, traditional professional authority issued from a physician’s experience in 

medical practice and prior success with patients. Traditional physicians were skeptical of new 



LOOKING BACK TO MOVE FORWARD: BIOMEDICINE—BOTH MIRACLE AND CATASTROPHE 
 

63 
 

scientific approaches that would change their foundation of practice. However, younger 

physicians “took for granted” a more empirical approach to patient care and were able to 

“condemn its shortfalls” in relation to the more rigorous empiricism of Paris and later Germany 

(Warner 1998 p. 98). Warner’s (1998) book, Against the Spirit of the System argues that US 

physicians were reticent to embrace the clinical focus of Parisian medicine for other reasons as 

well. Students returning from their courses overseas reported back to colleagues that the benefits 

of clinical medicine were purchased at the expense of the patients. Paris doctors were observed 

to be callous toward their patients’ suffering and territorial regarding their patients’ bodies 

should they die during or after treatment. In the Parisian dissecting room, body parts were 

thrown on the floor if not needed for study, which was quite shocking to US medical students. 

Medical students admired the atmosphere of learning and study but warned others about the 

dehumanizing effects of study they perceived to be active in the Parisian clinics. As such, 

physicians were reticent to replicate Parisian clinical conditions in the United States (Warner, 

1997, 1998). US physicians such as Henry P. Bowditch were even more impressed by German 

physiology laboratories where the “pursuit of scientific truth in the laboratory exemplified by 

German teachers was the most promising direction for [US] medicine” (Warner, 1998 p. 307). 

The possibility of verified truth applied to the messy work of medicine was most attractive to US 

medical practitioners. An alliance with the European hard sciences offered US medicine the 

promise of certainty and prestige, without the dehumanizing taint of French hospital-based 

clinical medicine. 

US Medical Educational Reform 

In order to imitate the German academic medical model, educational reforms were 

necessary. Educational leaders who supported reform pointed to proprietary schools founded by 



LOOKING BACK TO MOVE FORWARD: BIOMEDICINE—BOTH MIRACLE AND CATASTROPHE 
 

64 
 

physicians and funded by student fees as the root of US medical backwardness and inefficiency. 

Loosely regulated medical practice also stood in the way of standardized care that traditional 

medicine (via professional organization of the American Medical Association) had long sought 

to put in place. Strengthening licensing rules would restrain and temper the popular homeopathic 

practices. The AMA did not have the political power to instantiate such reform and so turned to 

private endowed organizations with the will to reform. 

Henry Pritchett writes in the introduction to Abraham Flexner’s (1910) famous survey, 

Medical Education in the United States and Canada: A Report to the Carnegie Foundation for 

the Advancement of Teaching, “All colleges and universities, whether supported by taxation or 

by private endowment, are in truth public service corporations and . . . the public is entitled to 

know the facts concerning their administration” (Introduction, p. 9). Pritchett, who had been a 

scientist and scholar in addition to his administrative duties as president of the CFAT had been 

invited to the AMA House of Delegates and was impressed by the surveys presented there 

regarding medical education (Kanter et al. 2010, p. 1777). Pritchett committed CFAT’s resources 

to the reform of medical education and asked his friend, Abraham Flexner, to conduct a 

sweeping survey and offer a plan for the improvement (Kantor et al. 2010). Pritchett himself 

graduated from a proprietary school established by his own father, and because doctoral work 

was not offered in the US, he continued his study in Germany. His experiences in higher 

education both in the US and abroad may have influenced his intentions and commitment for 

reform. Both Pritchett and Flexner, men of their era and reflecting the progressive impulses of 

the time, believed that tertiary education ultimately serves the public interest, and that 

unregulated medical education put the public at risk by producing unprepared doctors. Therefore 

colleges and universities must be held to a common standard. In fact, Flexner’s (1910) argument 
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that reforming medical education was a matter of public health was influential in bringing about 

the reforms needed. 

Making medical training more rigorous and selective was controversial when populist 

tendencies in the 19th century supported the view that anyone with the means and desire to 

achieve some kind of medical credential could do so, either through apprenticeship, a propriety 

school, or university affiliated program (Beck, 2004; Starr, 1982). Privately funded proprietary 

schools established by established physicians had the most to lose via reform and argued that the 

public would lose valuable physicians serving in rural areas should the states impose standards 

for medical education that were too expensive to put into place. In response, Flexner wrote that 

low standards contributed to a glut of physicians who were poorly trained and likely to put the 

public at risk (Flexner, 1910, p. 67). More recent scholarship questions what kind of public was 

served through medical educational reform, as colleges serving women and minority candidates 

virtually disappeared as a result of medical educational reform. Medical schools open to black 

students that survived Flexner’s survey were then denied needed funding (Savitt, 2006; Morantz 

Sanchez, 1985; Wells, 2001; Furst; 1997). 

Flexner, echoing the complaints of the AMA Medical education council, saw in these 

proprietary schools an opportunism that bothered him (Savitt 2006). Flexner argued that “the 

medical profession is a social organ, created not for the purpose of gratifying the inclinations or 

preferences of certain individuals, but as a means of promoting health, physical vigor, happiness 

and the economic independence and efficiency immediately connected with these factors” 

(Flexner 1910, pg. 67). Yet proprietary medical schools (especially in rural areas and those 

welcoming blacks and women) struggled to make ends meet, and were not in a position to make 

a profit (Morantz Sanchez 1985; Starr). As expected and feared by many physicians in rural 
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areas, Flexner’s report led to reforms that closed many schools, reduced the numbers of 

graduating medical students and gave doctors the keys to gatekeeping their profession. Favoring 

programs linked to better funded universities that could provide state of the art laboratories and a 

foundation in the hard sciences, Flexner no doubt believed that medical education would elevate 

practitioners to a higher status of professional. 

In a later book, Social Work a Profession?, Flexner (1915) defines his understanding of 

what constitutes a profession as “[a] profession fueled by “intellectual activity . . . [that] derive[s] 

material immediately from learning and science . . . [and] possess[es] an organized educationally 

communicable technique.” In addition, professions develop “a definite status, social and 

professional … and . . . tend to become, more and more clearly, organs for the achievement of 

large social ends” (Flexner, 1915, p 14). Flexner (1915) speaks derisively about “routineers” 

whose decisions are based on “a few obvious signs” and treat “by a law of mechanical 

association . . . These doctors are already obsolete and mere survivals” (p 15). While medical 

practice still requires technical ability to read signs and symptoms in order to administer therapy, 

Flexner’s words reveal a disdain for practitioners who learn through practice, and calls for the 

medical profession to rise above the level of technical ability. In other words, a profession earns 

its right to exist through academic achievement. Reflecting a progressive ideology germane to 

his time, Flexner (1915) argued that professionalized knowledge then would lead to better 

societies. 

Physicians have long sought credibility and authority in and over their own work. 

Professionalization through educational reform was one method to achieve this. Physicians 

envisioned medical reforms that could also promise effective and efficient public health policies 

and initiatives that in turn could support social welfare and economic growth. This seems to be a 
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thread in Flexner’s thinking. Yet some physicians worried that as the laboratory became the most 

important classroom for physicians, social and environmental concerns would fade behind the 

promise of individual cure. For those physicians who valued patient relationships and the 

doctors’ ability to craft treatments for individual patients, Flexner’s (1915) description of the 

ideal modern physician who can “substitute in his observations and thinking data thus derived for 

data empirical in nature” would have been ill -received (15). And there was always the specter of 

lost income to new lengthy terms at university, internship and residency programs. 

Medical materialism and cost of education were primary concerns for one prominent 

doctor, Elizabeth Blackwell. It was a concern shared by both men and women in the field, but it 

was a particular concern for women’s colleges founded on reformist ideals as well. This 

viewpoint reflects an older social-trustee professionalism that struggled to survive tertiary 

educational reform (Brint, 1994, Intro. In an Age of Experts, pp. 4-8). I now turn to medical 

educational reforms through the standpoints of women physicians in order to illuminate hidden 

resistance to the adoption of biomedical paradigms. 

Women’s Standpoint on Medical Education 

Coeducation, once heralded as the solution to adequately preparing women for the 

medical profession and improving the status of women in general, failed to deliver on this hope 

as women’s enrollment in coeducational programs continued to fall throughout the close of the 

progressive period. Enrollment in women’s colleges fell from 459 in 1893 to 183 in 1904, while 

in coeducation programs, female student enrollments fell from 1280 in 1902 to 992 in 1926. In 

addition, Morantz Sanchez concludes that after coeducation became reality, “female physicians 

lost ground in both percentages and in absolute numbers. Medicine . . . was the only profession 

in which numbers of women declined absolutely” (Morantz Sanchez, 1985, p. 270). In his review 
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of medical education, Abraham Flexner notes the decline in the report and offers his explanation 

as he writes: 

Now that women are freely admitted to the medical profession, it is clear that they show a 

decreasing inclination to enter it. True enough, medical schools generally have shrunk; 

but as the opportunities of women have increased, not decreased. . . the enrollment should 

have augmented if there is any strong demand for women physicians or any strong 

ungratified desire on the part of women to enter the profession, one or the other of these 

condition is lacking,--perhaps both. (Flexner, 1910, p. 225) 

Utilizing terms such as demand and desire, Flexner invokes an economic metaphor that 

reduces women’s diminishing participation to simple analysis that women are not contributing 

needed value to the profession or that women are just not that interested in medicine, despite his 

view that “[women] have so apparent a function in certain medical specialties” (225). Whether 

this change was due to cultural factors and beliefs, or changes in medical practices or education, 

Flexner does not elaborate. Regarding women’s access to medical education, Flexner writes that 

“[if ]all institutions do not receive women, so many do that no woman desiring a medical 

education is under any disability in finding a school to which she may gain admittance. Her 

choice is free and varied” (1910, 255). Historians Morantz Sanchez (1985), Furst (1997), and 

Wells (2001) find that women’s access to medical education was far less progressive and 

equitable in the early years of the 20th century than Flexner’s optimistic appraisal. 

A direct causative relationship between medical educational reform and marginalization 

of women is an equally simplistic analysis if taken at face value as a matter of administrative 

reorganization of medical school curriculum. Rather, Morantz Sanchez, Wells and Price Herndl’s 

work excavates the cultural taboos, internal divisions within female medical societies, and the 
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misogynist attitudes of medical school administrators, teacher, and students as factors related to 

the promotion of science based curriculums. Morantz Sanchez’s book, Sympathy and Science; 

Women Physicians in American Medicine reveals a systemic misogynist tendency among male 

admitting members of the academies from the 1800s through the early years of the 20th century. 

Thirty-seven of the 105 traditional medical colleges in 1893 accepted women (Morantz Sanchez, 

1985, p. 102). Southern and Midwestern enrollments were consistently small and Northeastern 

institutions a bit more welcoming, yet California admitted twice the national average of women 

to their medical school—about 10 percent of all matriculants were women (Morantz Sanchez, pp 

284-285). However, even if women did manage to enroll in medical school, women were 

generally not allowed hospital intern privileges at the same level as male students. Flexner 

(1910) noted this exclusion and called for women to be admitted to residencies (p.225). 

As medical education increasingly required instruction in anatomy and pathology, Wells 

(2001), in her analysis of female medical student’s writings, finds that women found the study of 

the body to be quite confronting. Cadaver dissection would be difficult for first time students of 

either sex, yet it was more so for those who had been socially constructed as spiritually sensitive 

and morally pure beings. Victorian era women negotiated a complex relationship to embodiment 

as they were often identified with the body but were not to know or even speak about their own 

bodies (Wells, 2001). Well’s (2001) documents that women students became, over time, 

empowered by the intimate knowledge of the body that dissection imposed. Women medical 

students transgressed cultural taboos about the body to become embodied knowers in the 

dissection room. Male students violently protested women’s access to medical schools and 

especially to the clinical theatre (Wells, 2001). 

In Sympathy and Science, Regina Morantz Sanchez (1985) compares the attitudes of two 
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prominent deans of medical education: J. Whitridge Williams of Johns Hopkins and John M. 

Dodson of Rush Medical College in Chicago. While both deans admitted women, the first was 

decidedly resistant to the idea of women’s medical education and the second, a staunch 

supporter. However as the quotes will reveal, the deans’ actual stance on women entering the 

field differ only in degree. Williams states that “should the proportion of women greatly 

increase, I feel that the effect would be disastrous in that the school would gradually become 

feminized and men would desert it in favor of others in which there were fewer to no women” 

(Morantz Sanchez, 1985, p. 287). In contrast to the potentially grave consequences of opening up 

classes to too many women that Williams describes, Dodson claims that his female students 

“have been in every way a credit to themselves and to us,” yet suggests that when ‘matrimony 

claims them . . . there cannot be the same interest and satisfaction in the education of women in 

medicine” Morantz Sanchez, 1985, p. 288). Both statements suggest that the numbers of women 

be kept small, and so it can be inferred that the numbers of women applying to medical school 

well exceeded those accepted, bringing suspicion to assumptions voiced by Flexner that women 

were not as interested in medical education as in previous decades to be false. Flexner’s 

understanding reflects a masculinist view of women and medical practice, and in view of recent 

scholarship, his assumptions about women’s motivations and free access to medical schools are 

clearly without basis. 

ReForming Medicine: Feminist Intersections 

Elizabeth Blackwell and Mary Putnam Jacobi, both prominent physicians and 

contemporaries, have been represented in the literature as early examples of cultural and liberal 

feminisms respectively (Alcoff, 1988). Blackwell, the elder, and the first woman to graduate 

from a US medical school, devoted herself to the practice and teaching of medicine chiefly 
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because she saw women as specially fit for this profession. Utilizing cultural ideologies that 

objectify women’s supposedly innate virtues of care, women could contribute to medical practice 

through the social practices of mothering. These maternal practices are not complimentary to but 

rather improvements upon what she termed as the “male intellect” and scientific reductionism in 

medical education (Morantz Sanchez, 1992, pp. 59, 67). Blackwell and her followers embraced 

gender dualities and argued that feminine qualities of care, empathy, and social justice are 

needed to reform an increasingly masculinized medical science. Women physicians joined 

traditional and homeopathic physicians in their resistance to “medical materialism” that reduced 

disease to bacteriology rather than involving a holistic model that included ecologies of body and 

family relationships (Morantz-Sanchez 1992, p. 56). 

By championing this maternal power—a special moral and empathic response to human 

condition, suffering, and illness, Blackwell sought to both reform medicine and provide 

professional pathways for women. Empathic feeling was not exclusive to women, however; 

Blackwell eventually conceded that maternal power could be developed in men if they persisted 

in practice. However, Blackwell’s insistence on the special qualities that women bring to the 

profession had several drawbacks. By acknowledging women’s expertise in caring for women 

and children, women physicians were confined to general medicine, pediatrics, and gynecology. 

While the female perspective in treating diseases associated with the female reproductive system 

was much needed and did improve medical care for women, both medical and cultural beliefs 

prevented women physicians from treating, for example, patients with male genito-urinary 
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complaints—a separation of practice based on biological sex that is still prevalent today. 10 

Feminist theorist, Linda Alcoff (1988) argues that cultural feminisms are bounded by strategies 

of essentialism that construct a “female essence reappropriated in an effort to revalidate 

undervalued female attributes” (p. 408). The revaluing of the feminine was certainly true of the 

early medical reformers. Alcoff (1988) argues that using strategies of essentialism, even for 

revaluation, cannot succeed as this strategy reverts to the dominant cultural representations that 

are restrictive and unrealistic. Not all women are or were mothers. Yet Morantz Sanchez (1994) 

argues that that Blackwell’s stance was a radical critique of science for her time, especially in 

Blackwell’s belief that maternal feeling could be developed in men.  

Blackwell saw the danger of losing a more ecological approach to medicine that is 

inclusive of non-invasive strategies while highlighting prevention and developing pro-active 

social relationships (Morantz Sanchez, 1985). Morantz Sanchez (1994) compares Blackwell’s 

writings to influential feminist science study theorists like Fox Keller (1995) and Sandra Harding 

(2004, 2008) who question the current understandings of objectivity in scientific practices.11 

Morantz-Sanchez (1992) also suggests that Blackwell’s work in “redefining, recoding, and 

regendering of certain medical practices as feminine eventually failed to raise women’s status in 

the medical field as care was feminized and devalued as a competent epistemology” ( Morantz 

                                                           
10

 It seems that in current times, males are not allowed to see a female gynecologist, even 

when a gynecologist is qualified to treat their condition. Grady, D. (December 10, 2013). Men 

With Pelvic Pain Find a Path to Treatment Blocked by a Gynecology Board. The New York 

Times. Retrieved from http://www.nytimes.com/2013/12/11/us/men-with-pelvic-pain-find-a-

path-to-treatment-blocked-by-a-gynecology-board.html 

11 See also Merchant (2010) and Longino (1990). 



LOOKING BACK TO MOVE FORWARD: BIOMEDICINE—BOTH MIRACLE AND CATASTROPHE 
 

73 
 

Sanchez, 1992, p. 69). The focus on special gender-assigned attributes of care and nurture 

cemented the marginalization of care going forward in the next century (Cancian, 2000, Reverby, 

1987). 

In contrast, other physicians sought opportunities for women primarily based on their 

intellectual assets, which they saw as equally competitive with male intellects (Markell Morantz, 

1982; Wust, 1997). This liberal feminist stance was embraced by Mary Putnam Jacobi who 

believed that science was the key to improved practice and would best provide a way for women 

to enter the professionalized medical practice. Better patient outcomes through science 

outweighed what Putnam Jacobi saw as Blackwell’s moralistic complaints regarding medical 

practices. Putnam Jacobi argued that having a sympathetic nature did not make women morally 

superior as physicians. Rather, women physicians should embrace science in order to counter 

arguments that women were intellectually inferior. As such, Putnam Jacobi fought for women’s 

integration in the best medical schools as well as equal access to interning privileges and faculty 

appointments at coeducational institutions (Markell Morantz, 1982; Morantz Sanchez, 1985, 

1994). 

Blackwell and Putnam-Jacobi illustrate the tensions within feminist movements at the 

time. While to contemporaries and colleagues, Putnam Jacobi was a pragmatic and strategic 

thinker, Blackwell was a moralistic and perhaps a radical one (Morantz Sanchez 1982). Putnam 

Jacobi’s and Blackwell’s differences to an extent, mirror the divisions between traditional and 

science-based medicine at the close of the 19th century, and as a result, covered over women’s 

radical contributions to medical science at the time. For all Putnam Jacobi’s brilliance and 

strategy to compete and succeed on men’s terms, it took almost another century for white middle 

class women to command a presence in medicine. 
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Both in teaching and practice, most women gravitated toward coeducation where they 

were the minority, rather than choose women’s medical schooling. Women’s colleges certainly 

were not getting funded and in the wake of the Flexner Report, coeducational facilities had better 

reputations and more resources. Furst (1997), Morantz Sanchez (1985, 1994), and Wells (2001) 

all agree that ideological divisions within coalitions of women physicians, coupled with 

exclusions from accredited, coeducational medical schools, closed the profession to many 

women. It is an unfortunate paradox that as science progressed in its application to improve 

lives, women’s status and participation actually regressed. This was also the case in earlier years 

when advances in agriculture transformed farming economies; women’s labor was restricted 

from producing goods to caring for the home and hearth. Harding (2011) reminds that these are 

not isolated occurrences, or ones that are restricted to the US experience. Rather she argues that 

“whatever is extolled as progressive tends to be symbolized as virile and manly in societies 

structured by gender hierarchies” (p. 27). The alliance of medical education with universities and 

teaching hospitals cut off other pathways to medicine, excluding all but traditional biomedical 

education as the only and best choice for medical school. Despite Hannah Longshore’s clever 

utilization of masculinized medical discourse and Putnam Jacobi’s brilliance as a physician and 

educator, women were marginalized in the scientific turn of medical epistemology. From the 

middle of the 19th century through the progressive era, knowledge of the body and care for the 

sick was gradually extracted from women’s domestic practices and transformed into a 

masculinized discourse to serve the power and prestige of a modernized profession. 

The Progressive Era: The Sanitarians and Medical Consumerism 

The scientific turn in medical education, research and practice was an important factor for 

professionalization, but cultural and economic factors were vital for medical practice to improve 
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its status and be economically successful. 19th century traditional physicians asserted “women’s 

weakness and innate unhealthiness” to restrict women’s entrance to the field, and create a market 

for medical services (Price Herndl, 1993, p. 40). By the end of the 19th century, medical 

knowledge and practice shifted outside the home and into the clinical consultation rooms, clinics, 

and hospitals. By analyzing literature and pharmaceutical advertisements produced in this era, 

Price Herndl (1993) illustrates how gendered representations of illness were produced to both 

construct an audience and create a market for a variety of goods and services. Additionally, Price 

Herndl (1993) argues that the cultural acceptance of the biomedical model was aided by relations 

between the acceptance of the germ theory, public sanitarian initiatives, and commercialism that 

targeted white middle class women. 

The earlier years of the 19th century saw shifts in female representations from a hardy 

individualism to celebrating the female tubercular invalid as sickly, artistic, pure, and set apart. 

By the end of the 19th century, illness was still associated with women, but less an indication of 

spiritual purity and more a result of poor hygiene. Poor health was associated with unhygienic 

practices or inattention to proper household duties. Sanitation, hygiene, and family health was 

the responsibility of women in the home, a responsibility that led to blaming women’s practices 

as the source and proliferation of contagion. An example of this assumption can be found in the 

January 1889 volume of Ladies’ Home Journal and Practical Housekeeper, where a text 

advertisement for advice reads, 

Mothers and Housekeepers, The Health and Happiness of your household is in your 

hands. Is it not worth trying to make you children, your husband, and yourselves more 

Healthy and Happy? You can do so if you try and at the same time save a good 

percentage of what it cost you for living expenses. I would invite correspondence from 
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any one (sic) who are interested in self-improvement and the improvement of others. 

(Advertisement #5, January, 1889, vol. VI, no 2, p. 7) 

The advertising copy makes the assumption that the health and happiness of the family is the sole 

responsibility of the mothers, wives, or those in paid service. The ability to provide for the 

family’s health and happiness is constructed as a learned skill, and the author implies a basic lack 

of competence in this area, thus establishing a need to correspond with this ‘expert.’ While this 

advertisement is not overtly selling a product, it presages common arguments used by 

pharmaceutical companies’ direct-to-consumer advertising by establishing a previously unknown 

condition, or need for service.12 

The promise of controlling disease through cleanliness was a double edged sword. 

Influential sanitarians were doctors who specialized in public sanitation. They also lobbied for 

more and better housing for the poor in order to alleviate overcrowding and substandard 

plumbing and gain better access to clean water. These measures did work to improve health 

especially for the urban poor, but popular conceptions retained the stigma of disease as a 

personal and moral failure (Breslaw, 2012; Brieger, 1966). The sanitarians did succeed in 

cleaning up municipal spaces, yet also increased public surveillance of private households 

(Tomes, 1997). Public knowledge of how to avoid disease increased, yet knowledge did not 

realign public bias against the poor for spreading disease (Price Herndl 1993). 

Nancy Tomes (1997), in her book chapter "The Private Side of Public Health: Sanitary 

Science, Domestic Hygiene and the Germ Theory," explains how illness morphed from natural 

                                                           
12 See Kimberly Emmons’ (2008) rhetorical analysis of self-diagnostic quiz as a hybrid 

form that “organize and construct women’s experiences of depression” (p. 162). 
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experience to an unfortunate, avoidable, and blameworthy occurrence. In 1835, the miasmas 

theory of disease was still active. Miasmus theory held that illness was spread through bad air 

and moisture. Most illnesses could not be avoided so much as managed. To address this threat, 

doctors advocated for better ventilation and dryer cellars in housing. The poor could not afford 

housing with adequate ventilation and dry foundations, so disease seemed a result of their living 

conditions.  

Yet there was a double standard in how causation of disease was applied. Typhus and 

cholera were “diseases of poverty and low life, yet if cholera came to a wealthy household, 

causation was attributed not to poor hygiene but to diet and “intemperance or fatigue” (Tomes, 

1997, p. 509). By 1860-1880, medical theory was pointing to specific rather than general causes 

of diseases, which in turn led to hopes of prevention. Sanitation science that suggested bad air 

and water as culprits in generating disease did not contradict new germ theories, but “expanded 

and elaborated upon it” (Tomes, 1997, p. 510). By the late 19th and early 20th century, popular 

literature reflects cultural constructions of “illness [as] no longer sympathetic, but . . . a well-

deserved punishment or a means to an abuse of domestic power” (Price Herndl, 1993, p. 170). 

Disease struck because women failed to prevent bad air and germs from invading the household.  

In women’s experiences, the introduction of germ theory transformed illness from a 

spiritualized victimhood to a behavior-based outcome. Illness was transfigured from a mystery to 

be tolerated to an avoidable misfortune that was laid at the feet of women’s domestic 

competence. The invasion theory of disease ushered in by clinical evidence of germs, implicated 

patient/doctor relations, gender relations, but also relations of class. If filth bred germs that cause 

disease, and the poor suffered disease in greater numbers, the assumption was that the poor were 

necessarily dirty, and the poor women who were in charge of the household, were particularly 
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responsible (Price Herndl, 1993). 

The materialization of illness was good news for business. The sanitarian gospel of 

ventilation, disinfection, plumbing, water purification, and general cleanliness led to capital 

investment and profiteering as middle class, white women were able and willing to pay for 

products that promised health. This was especially so as the recurring menace of epidemics 

provided exigency for popular education measures endorsing the sanitation message across a 

variety of media such as domestic manuals, leaflets, and advertisements. Industry capitalized on 

consumer awareness to improve their bottom line. The consumer push for sewer traps, window 

ventilation and better toilets that began in the 1870s showed an “explosive increase” in the 

1880s-1890s (Tomes, 1997, p.517). Advertising copy for household goods underscored the 

“work of the advice manuals, popularizing new information about disease prevention." In 

promoting their products, these advertisements tended to distort or exaggerate "both the dangers 

of infection and the benefits" from the use of their products. In this way, sanitarians lost control 

of their scientific message through the media campaigns designing to sell products and raise 

anxiety (Tomes, 1997, p. 519). Capitalism and liberal notions of self-help actually distorted 

health information, which might have been useful for product sales, but less effective at curbing 

disease. 

Price Herndl shows how consumerism was fueled by anxiety about disease by examining 

an advertisement in the Ladies Home Journal (1931) for Scott Tissue paper. The advertisement 

shows a male surgeon and a female nurse ostensibly in the operating theatre. Their eyes look 

down with seriousness on an unseen patient as the surgeon’s arm is partially seen in the act of 

surgery. The nurse, also masked, observes silently. The caption for this image reads “. . . and the 

trouble began with harsh toilet tissue” (Price Herndl, 1993 p. 178). Medical practitioners were no 
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longer represented as incompetent charlatans, but as experts that stood behind consumer products 

promising health and safety. In addition, the implication that surgery could have been avoided 

through buying softer and probably more expensive toilet tissue is evidence of modern 

assumptions that health can be achieved not just through medical or pharmaceutical therapies but 

through (women’s) non-medical consumer choices. The potential for disease prevention fuels the 

desire for individual control within the home, a desire that industry was happy to encourage and 

profit from. 

Women’s illness in the progressive period was constructed quite differently from the 

kinds of illness spread by contagion. Price Herndl (1993) explores how in fiction and real life, 

some women were valorized if they suffered any type of invalidism or hysteria. Feminists and 

women physicians rejected medical invalidism and bodily weakness as medical constructs and 

representations of the feminine ideal and called for women to “take charge of their own lives, 

direct their own health, and resist the cultural tendency to seek femininity through illness” (Price 

Herndl, 1993, p. 140). Prominent 19th century feminist intellectuals and writers such as Ella 

Wheeler Wilcox and sociologist, author, and economist Charlotte Perkins Gilman (2009) 

successfully argued against current medical doctrine that women’s intellectual activities 

contributed to disease. Wheeler’s (1884) article, “Dave’s Wife,” published in the Ladies Home 

Journal and Practical Housekeeping describes a woman who was a vivacious intellectual and 

painter, but fell ill as a housewife. Generally the object of derision in the town regarding her lack 

of housewifely skills, Dave’s wife nevertheless saves the day on more than one occasion through 

her skills as an orator, horsewoman, and painter. Gilman’s (2009) The Yellow Wallpaper, 

features a female protagonist driven mad through domesticity. Gilman herself convinces her 

physician, Dr. Wier Mitchell, to “change his rest cure to include, for some patients, the chance to 
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write” (Price Herndl, 1993, p. 141). Wilcox (1884) and Gilman (2009) argued that a life of 

domestic work and/or confinement could be disease-inducing for women and thus directly 

contradicted current medical theories regarding women’s bodies. These arguments from 

women’s experience were problematic for medicine as it sought legitimacy in the late 19th 

century. It comes as no surprise then, that search for health itself becomes a commodity of the 

middle class through medical advice and consumer advertising reinscribing the cultural logic of 

separate spheres within a science-based paradigm (Price Herndl, 1993, p. 179). 

Modern Medicine: Miracle and Potential Disaster: Avoiding Medical Amnesia 

The theories that supported humoral medicine stood the test of time, remaining almost 

unchanged since the time of Hippocrates through the 19th century. Historian Helen King (19998) 

in her book Hippocrates Woman, Reading the Female Body in Ancient Greece documents how 

classical theories of medicine were infected by misogynist assumptions regarding women’s 

bodies that, in turn, influenced premodern medicine. Modernity brought about ecological, 

economic, and epistemological changes that troubled traditional humoral theory, exposing its 

limitations for an increasingly urban population struggling with epidemics spread through close 

contact and poor sanitation. By the 19th century, the medical profession had reached its lowest 

point, due to what Elaine Breslaw (2012) argues was the “pride and stubborn adherence to the 

theories that were losing the confidence of the public” (p. 190). Warner (1987, 1997) suggests 

that it is not merely US exceptionalism that kept doctors in the dark for so long, rather, it was the 

difficult shift in professional identity from one “rooted in practice,” to one defined by academic 

and science-based practices. 

Without the framework of science, physicians depended on patients’ narration and 

presentation of symptoms to guide therapeutic decisions, and doctors uneasy with the new 
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science-based medical paradigms were equally concerned about social stress and familial 

relationships as contributing to ill health. In contrast, science-based practice was accomplished in 

conjunction with a laboratory or clinic, not at the bedside, and appropriated therapies based on 

the character of disease, rather than the patient (Warner, 1998, p. 258 also Foucault, 1975). 

Warner argues that US traditional medicine based on the “doctrine of specificity,” resisted the 

universal laws of science-based medicine. Additionally, medical training in the postbellum years 

was seen to harden the physician, especially those physicians practicing in Europe. US 

physicians with Parisian experience had to walk the difficult line between being drawn to 

medical progress while keeping distance from what was seen as medical callousness at best, and 

brutality at worst (Warner, 1998 p. 264). Yet, therapeutic universalism was attractive to the next 

generation of doctors practicing in the second half of the 19th century as it promised a level of 

certainty and potential success. 

It is interesting that mid-century physicians were wary that science might overtake the 

impulse for care and cure, and clung to heroic (depletive) therapies despite the adverse effects on 

patients. In many ways, the initial resistance to science-based medicine was prophetic of 

biomedicine’s impact on the character of medicine in the US. Mid-19th century physicians were 

concerned that medicine’s alliance with science would dramatically change the doctor-patient 

relationship (Morantz Sanchez; Warner, 1998). Biomedicine shifted physician’s earlier 

dependencies on the patient for diagnosis, to patient relying on the doctor for diagnosis (Segal, 

1994). Rather than sharing a language of the body and validating patient experience, biomedicine 

draws from the scientific tradition of objectivity and normalization, measuring the individual 

against the ideal (Charon 1992, Segal, 2005, Clarke et al). Biomedical technoscience enables an 

efficiency of practice as it drives up costs and displaces patient subjectivities (Clarke et al, Mamo 
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and Foskett, 2009). Further, biomedicine still has its internal critics as Dr. Victoria Sweet (2012) 

makes the case for a slower, eco-medical approach to caring for patients and argues that 

biomedical efficiency may actually constrain physician autonomy and slow healing for those 

struggling with chronic illness. 

In more recent years, through the application of a range of technologies, biomedicine 

effects a social transformation or medicalization of natural processes previously considered 

outside the reach of medical practice (Clarke et al. 2003, p. 161). Advances in technology enable 

a medical surveillance that both constrains and directs patients’ agency, while opening up 

pathways for assigning blame to patients for the very disease processes which they struggle with. 

Rendering illness as a set of numerical values increases the distance between physicians and 

patients while obscuring the contexts for disease. Data gathered through technology underscores 

a biomedical bias and normalizes biomedical practices (Clarke et al. 163). Biomedical practices 

stratify medical services by dividing populations and labelling those certain communities “at 

risk” genetically and /or behaviorally. Biomedical discourses continue to cross over from 

academy to industry and popular culture that both establish medical authority and open up spaces 

of resistance to that authority (Clarke et al. 184). Thus, biomedicalizations engage in a two part 

shift from “enhance[d] control over external nature . . . to the harnessing and transformation of 

internal nature.” In this way, the first shift of medicalization “co-constitutes” modernity, while 

biomedicalization “co-constitutes” postmodernity (p. 164). 

Nineteenth century medicine in the US was once the backwater of medical progress but 

by the early years of the 20th century, US medical establishment fully embraced scientific 

advances in medical research and practice. In the US, life expectancy more than doubled, public 

health improved for the white, middle and upper classes, and medical research continued to 
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improve patient outcomes, yet paradoxically, biomedicine continued to be contested (Breslaw, 

2012). By the middle of the 20th century, early psychosomatic theorists questioned the strictly 

materialist assumptions of disease etiology and progression, leading to the biopsychosocial 

movement in medical practices (Engle, 1977; Kleinman, 1988; Kirkmayer, 1988). As with 

alternative medical practices in the 19th century, biomedicine has since adjusted to and absorbed 

these challenges, and yet expert medical models do not easily impress patients and communities 

that do not participate in western cultural assumptions regarding the body, mind, spirit, and 

culture. Caregivers active in these communities are encouraged to use culturally sensitive 

communication techniques, yet rhetoricians and scholars have argued that it is not just poor 

communication skills that solidify resistances to biomedical care, rather a critical understanding 

of assumptions and expectations of both the physician and patient may illuminate the structure of 

those resistances (Segal, 2005, 1994; Fadiman, 1997; Kleinman, 1988, Young and Flower, 

2001). 

Despite the success of biomedicine in recent years, challenges to biomedical authority 

and effective care continue to come through the cultural and economic margins of society. 

Biomedical frames of disease causation and cure resist and exclude alternative knowledges and 

meanings as technoscience serves to instantiate biomedical claims to authority while increasing 

efficiency and profit margins (Clarke et al., 2003). The poor are still at increased risk of chronic 

disease and ill health, while public health messaging underscores that it is our cooking and 

consumption habits that make us sick, not poor access to healthy food and little time to prepare 

it. 

Western medicine’s materialist approach to disease and treatment is culturally 

constructed and the refusal to acknowledge such constructions leads to assumptions of 
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“neutrality and universality” (Gordon, 1988 p. 19; Fox Keller, 1995). Cultural narratives of 

disease are important to highlight how biomedicine is limited by its singular adherence to an 

atomistic understanding of disease (Kleinman, 1988). Anne Fadiman’s (1997) book, The Spirit 

Catches You and You Fall Down documents the story of a Hmong family caring for their child 

with intractable epilepsy in Merced, California. Fadiman (1997) closely follows this family and 

documents the history of their interactions with two highly respected western-trained 

pediatricians. Fadiman’s (1997) research suggests that the child, Lia Lee, received the best of 

what western medical care could provide, and that Lia’s family was devoted to her care and well-

being. The story ends with Lia suffering a huge seizure that leaves her alive, yet devastatingly 

impaired.  

While Lia’s care was complicated by the severity and complexity of her illness, her 

parents’ narrative of her disease and the meaning it held for them was a distraction and a 

frustration to doctors, rather than a resource for them to incorporate into her plan of care 

(Kleinman, 1988). In biomedical discourse, the seizure that led to Lia’s incapacitation was 

chemical and bacteriological in origin, but in Hmong culture, a seizure is a matter of the spirit 

leaving her body and unable to find its way back. As Lia is declared by medical authority (in this 

case a CT scan) to be “brain dead,” all medicine is withdrawn and the doctors feel sure that Lia 

will die. Under the care of her mother at home, Lia survives with little response to her 

environment, except for crying at night. Lia’s story highlights the limitations of state-of-the-art 

intensive care of a very critically-ill young child. Doctors could do no more for Lia’s body so 

they withdrew from treating her. Lia’s family’s resistance to medical knowledge traces the limits 

of biomedicine. One can only imagine how Lia’s and her family’s story could have been 

different if biomedicine had not excluded any other interpretations of Lia’s illness but instead 
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incorporated these meanings into her care, as Arthur Kleinman (1988) suggests. Perhaps, Lia Lee 

and her family’s lived experience serves as an example of how the concept of medical specificity 

can be applied across cultural and ideological divides. Such patient centered care would partner 

with, rather than pre/proscribe, behavior and actions. 

Reliance on one narrative of (humoral) disease failed US medicine by the middle of the 

19th century, and while biomedicine has a much better track record of curing disease, it falls into 

the same trap of reductionism that “traditional” medicine did 150 years ago. Biomedicine 

struggles to find cures for chronic diseases like diabetes and heart disease because of its focus on 

the disease itself, rather than a more ecological approach to understanding the body to be in 

complex interaction with socioeconomic, gendered, political, ableist, and racialized contexts. 

Challenges to biomedicine from patients’ resistance, (Segal, 2005, Young and Flower, 2002) and 

modern “epidemics” such as obesity and diabetes should prompt medical practitioners and 

educators to question or at least explore the dominant biomedical assumptions regarding the 

study and treatment of disease (Gordon,1988). 

The modern gospel proclaiming matter to be discreet and manageable is good news for 

those who want to eradicate disease, yet is problematic from human and social standpoints, 

especially as biomedicalization as a cultural construct transforms bodies and identities to direct 

control and excludes alternate discourses. (Clarke et al, 2003). As 19th century medicine tried to 

marginalize alternative medical theories, thus inadvertently helping these practices to proliferate 

and undermine traditional medicine, so biomedicine is also complicated and troubled by a refusal 

to reflect on its own assumptions and exclusions. Clark et al. (2003) argues that the 

transformations of biomedicalization offer potential for “new forms of agency, empowerment, 

confusion, resistance, responsibility, docility, subjugation, citizenship, subjectivity, and 
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morality” and as such is inherently unstable as a process (p. 185). The following chapters 

illustrate how the relational practices of a community health worker interrupt medical expertise 

at the critical juncture where biomedicine is frequently challenged: in community contexts 

affected by poverty, disability, and political, social, and racial marginalizations. 
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CHAPTER 3 

RELATIONS OF POWER IN PUBLIC HEALTH: FEMINIST PARTICIPATORY 

ACTION RESEARCH, INSTITUTIONAL ETHNOGRAPHY, AND CRITICAL DISCOURSE 

STUDIES.  

Health care economies are partially but crucially driven by expert discourses as scientists, 

doctors, epidemiologists, and the pharmaceutical industry1 define and shape public and 

professional approaches to illness and health (Clarke, Shim, Mamo et al., 2003). Judy Segal 

(2005) in her book, Health and the Rhetoric of Medicine expands on this idea and argues that 

biomedicine “supplies the terms in which health-policy takes place” through the organizing 

metaphors of medicine as war, and medicine is a business, and body as machine These 

metaphors coalesce to frame our understanding of our bodies and their relationships to health, 

illness, and medical care (pp. 120,121). Cultural critic, Susan Sontag (1978) argues that 

metaphor constructs and fills in worlds where knowledge and understanding in limited, such as 

in the case of cancer. In fact, Sontag writes that any disease whose cause is “murky and for 

which treatment is [largely] ineffectual, tends to be immersed in [cultural and social] significance 

(p. 58).  

                                                           

 1 The pharmaceutical industry sponsors classes and provides curricular content for 

continuing education credit required of practicing physicians through privately owned medical 

education and communication companies (MECC). MECCs are authorized by the medical 

profession’s accreditation council and thus shape curriculum offered to practitioners (Relman, 

2001, p. 2010).  
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Metaphors are important to social and cultural support of medical practice and research. 

For example, medical research and public health campaigns make use of militaristic metaphors 

such a medicine is war through the catch phrases as “war on cancer” and “winning the war on 

heart disease.” Such metaphors are employed to persuade others to action and solidarity. Even as 

the term obesity epidemic is fiercely contested, when war is declared, the resources of the state 

and community are then engaged to fight for survival (Campos, 2004; Oliver, 2006; Gard and 

Wright, 2004, among others). Fear also mobilizes civic and state action in response to the threat 

of bioterrorism (Kuränem, L, 2011). Yet viral epidemics, such as SARS, are less prone to 

militaristic metaphor, rather, SARS was shown to be describes as a killer in UK media rather 

than a force to fight against (Wallis & Nerlich, 2005). In either case, fear is invoked to move 

audiences to action, and preserve governing structures. 

Segal (2005) traces the metaphor of medicine is a business through the terms or labels 

designated to doctors, patients, and hospitals/clinics; doctors and hospitals are providers of care, 

patients are consumers of medical service and products. Biomedical industries participate in the 

commodification of cure (Clarke et al. 2003, Relman, 1980). For example, the medical 

marketplace supports direct-to-consumer genetic testing that promises individualized and precise 

medical intervention (Segal, 2005, p. 125). In the context of the Affordable Care Act and 

President Obama’s recent $215 million dollar personalized medicine initiative, genetic testing is 

a serious and central development in the health care delivery system. Yet journalist Angie Watt’s 

(2016) reports in her March 12, 2016 article in the New York Times that genetic testing of breast 

cancer gene mutation yields results that are difficult to interpret. In other words, the science is 
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ahead of medical interpretation and the patient can be left to decide on her own if, in the case of 

cancer gene mutation, radiation therapy will exacerbate the growth of cancer, or eradicate it. 2  

The proliferation of genetic testing has perpetuated the body is a machine metaphor. 

Genes are figured as a blueprint for the body and its processes. If the cause of illness is a genetic 

mutation, rather than an invasive organism, the metaphor medicine is war begins to lose value. 

Segal (2005), through Peter Conrad (1992), suggests that the advance of genetic testing has 

reactivated the machine metaphor (p.129).3 Medical care is heavily mediated by technologies 

that map biochemical processes and decode biological puzzles to achieve outcomes that seem 

seductively certain. 

In the wake of biomedicine’s uneasy relationship with certainty/ambiguity and 

risk/safety, rhetorical economies of public health are woven together through embodied, 

everyday knowledge and practice that arise in dialectic relation to more visible and powerful 

expert knowledge economies. Such everyday knowledges about health, and illness stem from 

“funds of knowledge” passed down generationally and across national borders (González, Moll, 

Amanti, 2005). The “funds of knowledge” framework was originally developed in primary 

education settings in order to  “bridg[e]the chasm between household and school, . . .  

instantiat[e] . . . reciprocal relationships between parents and teachers, [and] the pedagogical 

validation[s] of household knowledge.” Such active engagements “can address the often unequal 

                                                           
2 See Angie Watt’s article in the NYT, “When Gene Test for Breast Cancer Reveal Grim 

Data but no Guidance” March 12, 2016.  

3 See Conrad, P. (1992). Medicalization and social control. Annual Review of Sociology 

18, 209-232 
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relations between school and community” (González, 2005). Rhetorical economies of public 

health are informed by a “funds of knowledge” approach and seek to address unequal power 

relations in public health contexts. Rhetorical economies are the everyday practices and 

processes which deterritorialize4 medical expertise in order to produce and distribute new 

knowledge economies related to bodies, health, and disease across everyday and expert 

communities. 

Rhetorical economies emerge from the lived experiences of people at the intersections 

social, political, racialized, and gendered oppressions as they learn to see the “social, political 

and economic contradictions” and through the praxis of action/reflection and love, begin to work 

toward transforming their realities (Freire, 2014, p.36). Rhetorical economies build on critical 

feminist and Freirean pedagogies that value epistemological potential of everyday practices, yet 

position these new knowledges as transformative for both community and academy through 

unveiling relations of power inherent in dominant academic discourse. 

Rhetorical economies of public health transgress relations of power in medical 

expertise—power that has bled out from doctor-patient interactions and into social and economic 

contexts. For example, for those diagnosed with diabetes, a “rhetoric of compliance”5 

                                                           
4 Following Chela Sandoval (2000), I define deterritorializations of medical discourse as 

everyday process and practices that develop in tandem with expert medical discourse yet pierce 

through expertise to unveil of relations of power active in medical expertise. See Delueze & 

Guattari, 2009, (pp.184-192) for a discussion of territorial representations.  

5 See medical rhetorician, David Martin’s (2008) analysis of medical and technologic 

practices that are promised to return a sense of order and bodily control in the context of diabetes 
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uncritically constructs the well-managed medicalized body. In addition, the pharmaceutical 

industry, through the use of direct-to-consumer advertising constructs illness through the 

publishing quizzes and symptom lists across media platforms.6 

Medical rhetoricians (Segal, 2005; Martin, 2008, Emmons, 2008, Lee, 2014, Leach & 

Dysart-Gale, 2011 among others) and feminist science scholars (Fox Keller, 1995; Longino, 

1990: Harding, 1993, 2008; Rose, 2004; Jaggar, 1989) study the social, political, gendered and 

racialized effects of a supposedly value free and methodologically pure science. Scholars call for 

science and medical practitioners to be accountable for the cultural uptake and social 

applications of empirical study. One possible outcome for a more accountable science is the 

adoption of multiple methods to achieve what Harding (2008) calls stronger objectivity. Harding 

(2008) argues that science, understood here as a modern Eurocentric enterprise, would benefit 

from listening to and incorporating the counter narratives from non-European standpoints that 

are uniquely able to evaluate indigenous, traditional, and western epistemologies (Harding, 2008, 

p. 126). A stronger objectivity (informed through women’s standpoints) is particularly important 

as globalization imports scientific technologies across national and political borders displacing, 

disrupting, and dislocating traditional knowledges, communities, and identities (Naples, 2002, 

2009; Harding, 2008; Fadiman, 1997; Kleinman, 1988; Lorde, 1980). Following Harding’s 

(2005) call for research that emerges from the social and political margins to inform western 

                                                           

management. Martin traces how the diabetic body fades into the background as it is 

reconstructed through such scientific processes and technologies.  

6 See Kimberly Emmons’ (2008) analysis of the genre of the self-help quiz in how it 

constructs and genders depression.  
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science practices, chapter 3 will justify my use of feminist participatory and community based 

research combined with institutional ethnography as pertinent methodologies to identify 

alternative rhetorical economies of public health. Importantly, I will also provide rational for my 

use of narrative analysis, CDS and rhetorical analysis to tease out how rhetorical economies of 

public health deterritorialize dominant medical expertise and support conditions for social 

change, 

The Central Importance of Embodied Ways of Knowing 

In chapter 2, I outline how alternative and humoral medical practices engage patient 

narratives to co-construct a diagnosis. More recently, biomedical technologies shape medical 

perceptions and tend to overwrite patient subjectivities in clinical settings (Lee, 2014; Hunter, 

1992, Charon, 1992), and though biomedical technologies have exponentially improved rates of 

cure, biotechnologies marginalize everyday and embodied ways of knowing (Clarke, Shim, & 

Mamo, 2008). These marginalizations contribute to resistances to medical expertise (Segal, 

1994, Young & Flower, 2001). Public health contexts, where prevention is valued and taught, 

place special emphasis on audience needs in communication through culturally competent 

messaging. Yet biomedicine’s impact will be shown in later sections of this chapter where 

neoliberalizing and medicalizing tendencies in public health media limit the effectiveness of 

health communication. 

For medical expertise to be relevant to everyday lives, health communicators, doctors and 

public health practitioners should be aware that their patients have not checked their embodied 

knowledges and everyday practices at the door to the consultation room, clinic, or hospital. 

Acknowledging embodied ways of knowing and engaging everyday epistemologies in medical 

research will work to build a stronger objectivity in medical practice and to prevent displacing 
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patients’ experiences (Segal, 2005; Harding, 1993). Such rigorous engagement would 

complement medical expertise and should not be assumed to be to just another communication 

technique. 

Within the discipline of medicine, there have been efforts to improve patient outcomes 

and satisfaction through reforms such as patient-centered care and evidenced-based care. Patient 

centered care (PCC) is an older model of medical practice which encourages developing 

partnerships with patients and their families to ensure patients are empowered and 

knowledgeable. Lambert, Street, Cigala, Smith, Kurtz, and Schofield 1997 suggest that PCC has 

seven dimensions of care: “respect for patient’s values, preferences, and needs; coordination and 

integration of care; information, communication, and education; physical comfort and emotional 

support; involvement of family; and continuity” of care (p. 28). The goal of PCC is for patients 

to participate as much as they are able in the medical decisions making process. The PCC 

movement began at the turn of the 20th century in response to what was then seen as the 

overreaching power of the physician. The roots of PCC can be traced back to 1906 when 

legislation was passed that bound physicians to obtain patient consent before treatment (Lambert 

et al., 1997). PCC addresses the issue of physician power in the patient/doctor relationship by 

advocating for a medical practice that integrate the patient’s understanding of illness, patient 

values and wishes. At its best, PCC put the patient in the control of the patient’s treatment, and in 

its weaker versions, PCC relies on mere communication techniques that seek to cover over real 

differences in knowledges and values (Lambert et al., p. 31). 

In another effort to improve medical outcomes, evidenced-based medical practice (EBM) 

was more recently introduced and stands in tension with PCC models (Derkatch, 2011). Sackett, 

Rosenberg, Gray, Haynes, and Richardson (1996) define EBM as the “conscientious, explicit and 
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judicious use of current best evidence in making decisions about the care of individual patients” 

(Sackett, et al., 1996, p. 71). These authors define current best evidence as the careful review of 

clinical research that best fits an individual patient’s main problem. To counter the claim that 

empirical evidence is too reductive to apply rigidly to individual patients, Sacket et al. (1996) 

emphasize that best clinical evidence is optimally used in tandem with clinical expertise, that is, 

knowledge the doctors has gained through experience. Introduced into medical literature in the 

1990s, EBM expresses the biomedical, positivistic perspectives available to doctor’s expertise, 

while PCC is an older, more humanistic, biopsychosocial approach (Bensing, 2000). Clinical 

psychologist and medical communications scholar Bensing (2000) argues that the EBM is 

disease focused and doctor-centered and, as such, directly violates patient-centered medical 

practice. Nevertheless, Bensing (2000) suggests that it is worthwhile to integrate PCC with EBM 

and calls for larger, more rigorous studies in communication research that incorporate patient 

preferences for treatment within randomly controlled trials (RCT). 

Changing how RCTs are conducted is problematic from an evidenced-based perspective, 

as bias will inevitably be introduced (Torgerson & Sibbald, 1998). Yet relying on improved 

communication is problematic as EBM carries the weight of objective truth. 7 In advocating a 

broader use of PCC within EBM, Bensing (2000) contends that good communication is central to 

ensuring more equal relations between doctors and patients. Excellent communication practices 

are necessary to improve medical practice and outcomes, yet inevitably fall short as patients 

                                                           
7 Derkatch (2011) argues that the rhetoric of evidence-based medicine is epideictic in 

nature and invokes the truth claims of scientific experimentation while it reduces patient 

knowledges about their bodies to more subjective and unreliable categories. 
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cannot compete with an expert discourse (Segal, 2005). I suggest that medical science and 

practice move toward improved credibility with their patients through engaging participatory 

methods of research. If expert medicine continues to exclude, manipulate, or at least bracket off 

lived-experiences and everyday knowledges about the body, medical expertise becomes an 

authority unto itself, which invites responses that range from a generalized passive acquiescence 

to outright resistance and antagonism (Segal, 2005). 

Choosing a Research Site 

My previous professional experiences as a registered pediatric nurse fed my interest in 

public health rhetorics. As a nurse in the medical intensive care unit (ICU) of The Boston 

Children’s Hospital, I was profoundly aware how biomedical technologies and expertise define 

the body. A few years later, I worked on an adolescent “unit” 8 where teens were admitted for 

treatment of lung infections (cystic fibrosis), respiratory crises (asthma), or given blood 

transfusions and pain management (in the cases of sickle cell anemia). Many children with 

diabetes were also admitted to gain control of their blood sugar. On the adolescent unit, I began 

to learn (from the patient’s and parent’s point of view) about the illnesses which had been part of 

their experience for most of their lives. It was quite an education. Patients were everyday experts 

in the history of living with illness and everyday choices were tinged by life and death 

consequences. Questions of when to marry and whether to become a parent are sometimes quite 

complex for people with cystic fibrosis who have learned how to balance risk and desire on a 

                                                           
8 This hospital organized patients into “units” which were placed on separate floors or 

sections of the hospital. Each unit was divided by age and, to some extent, diagnosis. This was 

done so that the children could receive age appropriate care.  
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daily basis. 

Later still, I worked in home health care, where the medical world seemed most distant to 

the lives of everyday people struggling with chronic illness. Here the role of biomedicine is 

complicated by the patient’s autonomy and self-care. Doctors hoped that patient would trust their 

judgment and become “partners in care” all the while following their clinical advice. While 

doctors and patients are involved together to work toward a goal—healing of the patient—

patients and doctors bring to their relationship very different assumptions about what constitutes 

disease and healing (Kleinman,1988; Charon, 1992; Fadiman, 1997; Segal, 2005). Public health 

initiatives and policies also bring in the assumptions and goals of the state who often are key 

funders for public health outreach programs. 

I made a commitment early in my research process to look at the rhetorical issues of 

power and authority in medical discourse through the standpoints of everyday people as the 

scholarly literature seemed to favor the medical practitioners’ and medical educators’ point of 

view. Medical humanities and medical discourse studies have greatly contributed to ethical and 

humane medical practice, yet I am confident that there are still more lessons to be learned from 

community leaders and everyday people about the effects of power in medical discourse. As 

such, I began to explore the local health care clinic that employed promotoras de salud to 

provide public health teaching and counseling services. 

Promotoras (also known as community health workers) are often represented as “bridge 

persons” that mediate between everyday and expert medical knowledge (Wasserman et al. 2006), 

Rather than just translating medical messaging to patients and community members in culturally 

sensitive and understandable language, promotoras offer grassroots interventions through 

“experienced-based expertise” in public health through their “ unusually close understandings of 
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the community they serve,” and as such, move beyond common misperceptions as mere 

extending, bridging, or translating medical expertise in community contexts (Balcazar, 

Rosenthal, Brownstein, Rush, Matos, & Hernandez, 2011, p. 3). Promotoras are community 

leaders who connect medically underserved populations to health and social services, strengthen 

communities through teaching disease prevention strategies, and also address social, political, 

economic, and environmental inequalities (Perez and Martinez, 2008). In their role as “natural 

researchers,” promotoras communicate the community- based lived realities to those outside the 

community who shape interventions, policy, and funding decisions (Pérez and Martinez, 2008, p. 

11). In addition to community-based work, promotoras often work in outreach programs located 

within community health centers. The activities of community health centers have been linked to 

reducing health disparities associated with poverty and other marginalizations (Politzer, Yoon, 

Shi, Hughes, Regan, and Gaston, 2001). 

St. Maria’s Health Center SMHC (a pseudonym) is a “faith-based community health 

clinic that cares for the underinsured and uninsured persons in the region” (http://www.ccs-

soaz.org/ ). Supported through the non-profit Catholic Community Services and through state 

and federal grant monies, SMHC offers a wide range of primary health care through voluntary 

providers, and has used promotoras in many of its outreach programs. At SMHC, promotoras 

offer education regarding breast cancer awareness, diabetes, nutrition, and lead cancer support 

groups. Promotoras are active with individual patients and in larger group setting such as the 

clinic waiting areas, community centers, local schools and patient homes. 

Promotoras, through their experience-based expertise, reconfigure the traditional, expert 

model of health education and care (Balcazar, et al. 2011). As medical practices shape medical 

http://www.ccs-soaz.org/St.-Elizabeth-s-Health-Center.html
http://www.ccs-soaz.org/St.-Elizabeth-s-Health-Center.html
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discourse, so do promotora practices reshape and deterritorialize medical discourse9 in 

everyday and community contexts. In this way, promotora practices are of central importance 

to understanding the rhetorical divide between medical and everyday expertise. This project 

instantiates the processes promotoras used to “combine flat with deep knowledges” in order to 

speak both with and against medical discourse practices (Sandoval, 2000). Promotoras utilize 

medical discourse that represent the deep knowledge of academy and combine it with the 

everyday, historically situated and critically responsive “flat” knowledges  of colonized people 

to create new knowledges that sustain community health and well-being. Sandoval’s (2000) 

differential consciousness is helpful to visualize how everyday practices make visible the 

processes and practices that constitute an alternative rhetorical economy. For example, when 

medical discourse practices advocated objectivity and clinical detachment, Margarita moves 

closer through active presence and creative independencies (Halpern, 2001, 2014; see also 

Chapter 5 of this project). In addition, Margarita revalues everyday nutrition practices as a 

strategy to prevent illness not because the doctors says to do this, but as a form of resistance that 

frees community members from a dependence upon the health care system (see chapters 4 and 5) 

Since the late 19th century, knowledge about the body and health has been the purview 

of medical professionals.10 Today, persons who wish to gain this expertise endure the long and 

                                                           
9 Medical discourse is defined here through Diamond and Quinby, 1988. “as a form of 

power that circulates in the social field and can attach to strategies of domination or resistance” 

p. 85 

10 In the colonial era, US medical practice was located in the home and knowledge 

practices were in the hands of women in the household and community. The scientific revolution 
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expensive process of medical school, internship, and residencies. Over time, medical expertise 

has become a major industry with political and economic consequences (Relman, 2001). 

Utilizing this expertise is therefore quite expensive, especially if, as a patient, you are not 

eligible to use third party insurers or government assistance. Those newly immigrating to the 

United States face many challenges to their health. Economic hardship, language barriers, and 

possible deportation make the US health care system difficult to navigate. Neighborhoods marked 

by poverty have limited access to quality food as retailers offer highly processed food at lower 

prices while fast food restaurants offer quick and affordable meals. The necessity of working 

multiple low-paying jobs limits families’ intake of non-processed foods. 11 Environmental factors 

including location and socio-economic status predispose communities to diabetes, heart disease 

and obesity.12 Multiple oppressions and barriers to achieving access to health care make the 

promotora model an appealing one; promotoras work within the community to establish 

                                                           

advanced a shift in medical practice from a quasi-professionalized apprentice model to a 

regulated, specialized and science-based discipline. See Chapter Two of this project, 

Biomedicine: Both Miracle and Catastrophe 

 11 The documentary series Unnatural Causes: Is Inequality Making Us Sick identifies the 

health effects of relocation for immigrants entering the USA from a variety of political, 

economic, and social factors. 

 12 Williams, Lavizzo- Mourey, and Warren (1994) and Fausto-Sterling (2004, 2008) 

argue that scientific research continues to cite race as a predictor in disease prevalence and 

genetic predisposition while ignoring the role of location and economic factors. See also Anahad 

O’Connors’ NYT article, Threat Grows from Liver Illness tied to Obesity 13 June 2014. 
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trusting relationships, provide needed information and resources so that communities can grow 

healthier despite multiple exclusions from health care systems.13 

Biomedical models of health education typically expect patients to learn, understand, and 

reproduce medical concepts without any consideration to environmental, political, social, and 

cultural contexts, and medical expertise may at times work against patients’ cultural beliefs and 

traditions (Kleinman, 1988; Fadiman, 1997). Within multicultural community health contexts 

however, practitioners and promotoras are expected to communicate with cultural competence 

and disseminate needed medical information and resources. It is important to note that 

promotoras’ strategies have proven to be effective for communities that do not share all or any of 

the cultural assumptions of western biomedical and science-based discourse (Elder, et al 2006; 

Lujan, Ostwald, & Ortiz, 2007; Balcazar, et al. 2005). Community-based education interventions 

that take place in subsidized housing and community recreation centers however, further 

decenter power dynamics between providers and patients by bringing information into the 

community members’ homes, thereby transforming medical knowledge into everyday 

frameworks. Promotoras strategically and creatively transform medical information into usable 

and relevant resources for marginalized communities through relational praxis. The presence of a 

trusted promotora who demonstrates care for others and their communities can apply health 

                                                           
13 The Affordable Care Act of 2010 was expected to improved access for the both 

documented and undocumented immigrants who receive care through community health Centers 

such as SMHC. However budget cuts and sequestration have complicated expansion of services 

for the poor and undocumented. See Judy Lubin’s (2014) Inclusion and Exclusion of Latinos in 

the Affordable Care Act: Challenges and Opportunities for Achieving Health Equity.  

http://www-ncbi-nlm-nih-gov.ezproxy2.library.arizona.edu/pubmed/?term=Balc%26%23x000e1%3Bzar%20H%5Bauth%5D
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literatures (such as handouts and brochures) to meet the real needs of families—not just to get 

individuals to change their food consumption patterns (Elder, et al.; Pérez & Martinez, 2008). 

Chapters 4 and 5 will offer analysis of promotora works stories and practices and will give key 

examples of transformations of medical discourse. 

Feminist Participatory Action Research--Roots and Rationale 

Participatory action research (PAR) developed through the disciplines of popular 

education, liberation theology, and critical psychology (Reason and Bradbury, 2008; Cahill, 

2008; Lewin, 1946; Freire, 1997, 2004; Fals Borda, 1979, 1995). PAR is a collaborative practice 

grounded in experience of co-inquiry that both builds theory and transforms practices and 

policies in order to effect change in the lives of people (Kemmis & McTaggert, 2008, p. 283, 

Cahill, Cerecer, & Bradley, 2010). Informed and strengthened through grassroots social 

movements, PAR is often aligned with liberatory and transformative goals, yet has been taken up 

by business and organizational research to solve “practical problems with practical solutions” as 

well as a collaborative approach to teaching (Pasmore, 2006, p. 39; Reason & Bradbury, 2008). 

As PAR is taken up by capitalist enterprises of the state and higher education, participatory 

inquiry is always at risk for paying lip service to democratic ideals, while the outcomes and 

benefits of research are still controlled by the expert elite (Cahill, et al., 2010). Feminist action 

researchers (FAR) address potential appropriations through their commitment to reflexive 

practice and the importance of embodied knowledges of everyday people as they theorize 

gender, experience, and power in local and academic contexts (Maguire, 1987, 2006). Reinharz 

(1992) recalls early feminist action researchers, such as Crystal Eastman, whose work went well 

beyond the statistical study of fatal industrial accidents. Rather, she sought to understand 

whether compensation laws actually protected worker’s families who were affected by fatal 
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industrial accidents. Eastman’s research called on industry to engage safety as a first priority and 

for lawmakers to change compensation laws. Eastman’s research, conducted in 1907, offers an 

early example of how participatory paradigms can be undertaken to critically understand social 

and material practices in order to transform them (Reinharz, 1992, p. 177). 

Ethics of Participatory and Community-Based Inquiry 

While traditional participatory research informs action, power differentials still remain. 

(Maguire, 2006). Feminist participatory practices are collaborative, reflexive, critical, and 

emancipatory in nature. Feminist participatory research strives to make the borders between 

researchers and co-participants more permeable. The goal of FAR/PAR in community-based 

settings is to locate the control of research process as much as possible into the hands of 

community co-participants (DeSantis, 2014). Co-participant control of the research process 

ensures that the results are of use to co-participants and better reflect the co-participants’ goal for 

research (Shartrand & Brabeck, 2004). In addition, a shared control of the direction of research 

can effect “individual and social change” through a critical bidirectionality—both researchers 

and co-participants are changed as a result of participatory practices (Reinharz, 1992, p. 181). 

For example, at the start of my internship, I thought I was lending my expertise as graduate 

student in medical rhetorics, but over the course of three years, it became very clear to me that I 

was the learner in this project, and that community actors were already engaged in everyday 

inquiry and research. In fact, my expertise was a problem in helping Margarita in her everyday 

activities. When assisting her in writing teaching modules, I consistently failed to conceptualize 

nutrition concepts through everyday experiential practice. As a result, I began to see myself as 

Margarita’s student, which is really all that I ever was! This change in self-perception was 

critical in order to build a productive co-inquiry. Listening to Margarita’s work stories allowed 
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her to critically reflect on her own practices as well. Reflexive praxis, where researchers 

critically engage their own actions and receive feedback from other co-participants flattens the 

multiple dimensions of power active in the research process (Maguire, 2006; Torbert, 2006) 

Negotiating power in the research/co-participant relationship requires engaging a critical 

subjectivity as co-inquirers through the action/reflection cycle so integral to PAR14 (Reason and 

Bradbury, 2008). Rooted in a “collaborative practice of critique” FAR insists on mutual inquiry 

that is achieved through open dialogue with co-co-participants coupled with a reflexivity that 

understands all knowledge positions as partial views (Kemmis and McTaggert, 297; Frisby, 

Maguire, & Reid, 2009; Haraway, 1988). This critical reflexivity in participatory research 

troubles the of the traditional academy-informs-community research paradigm. Academics 

who do not share political and social locations of the study with co-participants will not have 

“full access” to meanings and knowledges produced by collaborative inquiry. Participatory 

research paradigms require the academic researcher to become the student, learning from the 

“community as educator” (Wallerstein &Duran 2003, p. 44). As in PAR, feminist frameworks 

use critical subjectivity to question the relations of power within the research relationship itself 

                                                           

 14Kemmis and McTaggert (2008) argue that PAR, as a socially and historically situated 

practice, should include a critical reflection/action cycle that asks how social, cultural, economic 

and political structures and media shape and are shaped by research actions. Insight and 

knowledge gained through this reflection lays the groundwork for transforming social and 

research practices. Torbert (2006) theorizes first person, second person, and third person 

reflection to effect change within individual researcher, within the collaborative research 

relationship and in exercising leadership.  
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and cautions researchers to practice a reflexivity that considers how they might “contribute to 

dominance in spite of our liberatory intentions” (Maguire, 2006 p. 67; Unger, 2004; Brydon-

Miller, 2004). This is especially important when considering who benefits from the research and 

the manner in which community knowledges and stories are represented. 

Feminist participatory projects are centrally concerned with “gender as it intersects with 

other axes of oppression” such as sex, race, and class (Frisby, Maguire, & Reid, 2009, p.14; 

Crenshaw, 1991, Maguire, 2006). Critical research advances through applying feminist 

principles in research design and practice as “sources and consequences of gender [and political] 

inequality may become overlooked, misunderstood or difficult to name” especially in health care 

contexts where patriarchal power structures are deeply embedded (Frisby, Maguire, & Reid, 

2009, p. 16; Ollenburger and Moore, 1997). In this project, participatory methods not only 

trouble the hierarchical paradigms of knowledge formations, but also “restructure the power 

dynamics of the research process” (Maguire, 2006, p. 67). 

Our project is located at the gendered, classed, and raced spaces such as in urban 

community health care clinics as well as in publicly subsidized housing for the poor and people 

living with the effects of chronic illness. Such spaces are constructed and supported through 

expert medical language practices and other discourses of power (Frisby, Maguire, & Reid, 

2009, p.16). As such, participatory research calls for feminist analyses to understand and address 

the inequalities fueled by gendered, raced, and classed structures. A clearer understanding of 

how such structures interact with lived experiences of people will illuminate potential liberatory 

strategies to effect social change. 

Limitations of Participatory Research Practices 

As Margarita assumed the gatekeeper role in this project, my access to community sites 
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and gatherings was completely at her discretion. This was necessary because my presence as an 

outsider could make undocumented community members feel uncomfortable. Margarita wanted 

to ensure that all members could fully participate the nutrition demonstrations and focus groups. 

While our project did not pose any threat to undocumented co-participants, Margarita wanted to 

protect the trust of the community. Participatory inquiry must remain committed supporting the 

co-co-participant’s needs. 

Secondly, participatory research take time to implement and the potential for change, 

while always present, is often incremental in scope. For example, our three year project was 

interrupted by Margarita’s retirement, lack of government support, and my relocation. As we ran 

out of time and money, the interventions just stopped and so the final goals for our research were 

not realized. 

Participatory, community based projects engage and manage multiple goals for research. 

For example, Margarita’s central goal was to advance the professional capacity of promotoras. 

My goal was to understand the how of promotora practices intersect and transform dominant 

medical paradigms. The community itself wished our research to present and argument for 

Margarita’s work to continue particularly in community centers and subsidized housing. The 

results of this research project speaks broadly to the importance of promotora practices in 

community and clinical settings and do outline how a rhetorical economy works to transform 

more dominant forms of medical discourse, third goal was unrealized. 

Feminist Research: Institutional Ethnography and Feminist Action Research 

Institutional Ethnography (IE) is feminist research that is particularly concerned with 

how power is mediated through expert and everyday textual practices and where inquiry begins 

with the experiences of people living and working in the world. Responding to what she saw as 
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patriarchal and dehumanizing elements in research methods, feminist sociologist Dorothy Smith 

conceptualized institutional ethnography as sociology for people—particularly, but not 

exclusively—for women (Smith, 2004). Smith (1987) develops IE through standpoint 

epistemology and builds from a materialist perspective where inquiry begins with women’s 

experiences as the point of entry to research. As in action research, Smith advocates critical 

reflection on experiences that create some dissonance or unease. This experience of puzzlement 

then acts as a starting point to develop the problematic15 that Smith defines as (1987) as “a set of 

questions” that are latent in the actualities of the experienced world” (p. 91). From this 

problematic, ruling relations can be abstracted and made visible. Ruling relations are the 

“ordinary and extraordinary complex of relations that are textually mediated, that connect us 

across space and time and that organize our daily lives—the corporations, government 

bureaucracies, academic and professional discourse, mass media and the complex of relations 

that connect them” (Smith, 2005, p. 10). For example, textual activities and practices implicated 

in producing ruling relations might be when an employee at a health clinic inputs specific 

numeric data (e.g., weight, blood-sugar level) culled from a recent patient visits to identify or 

construct individuals as diabetic, thus in need of follow-up care. 

Smith saw that traditional ethnography tended to reconstruct co-participant observations, 

                                                           
15 Campbell and Gregor (2004) define a research problematic that that emerges from the 

lived experience of people. These experiences may produce some discomfort, or “chafe” in some 

way. Co-researchers then identify of the research problematic through critical reflection and 

naming of the relations of power in the research context. From listening to the experiences of 

people, a set of questions or puzzles will emerge to form the problematic (pp. 46, 47).  
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that is, to “reassemble it . . . in a different setting and in a different language with interests and 

purposes” that may not coincide with informants’ interests and goals (Smith, 2002, p. 20). For 

this reason, IE does not maintain its focus on peoples’ experiences in their analysis. Rather, IE 

requires that people’s experiences and practices provide the point of entry to examine the social 

processes and ruling relations that organize these practices and give rise to these experiences. 

Smith (2002) describes the method of IE as one that “works from the actualities of people’s 

everyday lives and experiences to discover the social as it extends beyond [co-participant] 

experience” (p. 10). In this way, the goals of IE and Freirean critical pedagogy and feminist 

research coincide. 

The process of discovering the social or ruling relations embedded in textual practices 

is often referred to metaphorically as mapping relations of power, a process which I will take 

up later in this chapter. Mapping is ideally done collaboratively; the researcher and co-

participants investigate research questions that arise from co-participants’ experiences. While 

the researcher’s standpoint and discourse shapes this experience (through her own locations and 

subjectivities), the co-participant’s experience is primarily and dialogically engaged to inform 

this discourse (Smith, 2005, p. 20). The process of demystifying the relations of power that 

organize women’s experience is mediated by the researcher, who also implicated in relations of 

power, which can delegitimize the community based research. Therefore, IE is most useful as a 

method in that research begins in the material lives of people and the results of inquiry should 

benefit the community is some way. Institutional ethnography as a method is useful but best 

paired with feminist action research, which mandate a truly collaborative inquiry. Allowing co 

co-participants to shape and inform the research process from beginning to end while building 

knowledge themselves flattens out structures of power in the research relationship. 
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Power and positionality in collaborative research are fluid and shifting entities rather 

than static properties (Merriam, Johnson-Bailey, Lee, Kee, Ntseane, and Muhamad, 2001). For 

example, I came to St. Mary’s as an unpaid volunteer. I was assigned to observe and learn from 

Margarita16, an experienced promotora, and to assist her in various documentation duties. 

However, I also came to this work as a graduate student and brought to my tasks former 

experiences as a registered nurse. As a volunteer, I inhabited multiple identities and positions 

as both learner and quasi-expert. My position as a graduate student, while it afforded me access 

to the clinic, was actually a liability, as academic language itself was a barrier to 

communication and understanding community agency. My presence as an educated white 

woman prohibited my access to some research sites. Margarita also experienced multiple 

positions and complex power relations in respect to her multiple and diverse audiences. 

Margarita positioned herself as leader in the Latin@ community, mentor, social justice worker, 

teacher, volunteer, caregiver, employee and co-researcher. However, my involvement in 

participatory research will result in obtaining a doctoral degree while Margarita will not 

receive any credential, as she is not enrolled in an academic degree seeking program. Yet other 

benefits may be realized as a result of this participatory inquiry. The results of our research 

will be available to SMHC, and will hopefully stimulate inquiry into the nature of and 

potentialities for action that emerge from our analysis of promotora practices. The fluid nature 

of power and positionality in the research relationship requires ongoing depth of inquiry and 

accountability in research. 

 

                                                           
16 All personal names used in this project are pseudonyms. 
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Steps of the Research Process 

Concrete steps of research are needed in order to understand how knowledge and action 

shape and are shaped by power within social contexts and textual practices. I draw from Patricia 

Maguire’s (1987) work in building a feminist action research framework and Campbell and 

Gregor’s (2004) scholarship on describing methods and practice for IE: 

1. Establishing participatory relationships with community organization. 

2. Identify emerging problematic(s) through conversation-based participatory research 

and co-participant interviews (Campbell and Gregor, 2004, p. 47). 

3. Mapping relations of power through narrative analysis, CDS, and 

 rhetorical analysis. 

4.  Create conditions for social and political change. 

5.  Evaluate/reflect on actions taken and re/plan. 

In what follows, I will describe the research context and show how each step took shape 

in what became, over the course of three years, a community-based feminist participatory 

research project. 

Preliminary Groundings and Context 

During the spring of 2010, I met with the clinic outreach coordinator at St. Mary’s Health 

Clinic to express my interest in volunteering as part of a participatory research internship. My 

initial goal was to build a relationship with this organization over a period of time through 

practical service. The coordinator, Sr. Joan (a pseudonym) asked me to support the lead 

promotora, Margarita, in her work as community nutrition educator. I spent the first weeks 

observing clinic activities and shadowing Margarita in her work as promotora and conducted 

informal conversation-based interviews with Margarita and other clinic promotoras and staff. I 
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started a research diary that recorded these conversations from memory, and took field notes 

documenting my actions and reflections on the process. 

In reciprocity for this access to preliminary research activities, I assisted Margarita in 

setting up cooking demonstrations at the clinic and provided documentation support by 

analyzing evaluation forms completed by patients who had participated in these cooking and 

nutrition classes. After writing short summaries regarding outcomes of promotora focus group 

questionnaires, I submitted these to the outreach coordinator. Eventually, Margarita and I 

collaborated on evaluative focus group projects. Over the next two years, I accompanied 

Margarita to community sites and participated in leading focus groups that both served as 

evaluative tools for the outreach program and supported our research interests.17 Through 

engaging in participatory research practices, I gained a deeper understanding of the community 

Margarita served and contributed to the outreach program in practical ways. 

SMHC serves low-income Latin@ and multi-racial communities Tucson, Arizona, USA. 

Promotoras offer emotional, logistical, and educational support for patients receiving state 

sponsored medical assistance (AHCCCS or Arizona Health Care Cost Containment System) and 

those not eligible for state assistance, including undocumented persons. In addition to economic 

stress, issues related to displacement and immigration status complicate patient care. This 

population is less likely to seek medical attention as clinic visits can be costly and may result in 

deportation.18 Printed health information is available to community members in both Spanish and 

                                                           

 17 This project continues under IRB approval to ensure the protection of human subjects.  

 18 This population is further stressed by the implementation of SB1070, which creates a 

hostile atmosphere within the community for those who evidence Hispanic ethnicity. 
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English. Bilingual promotoras provide nutrition information to individuals and large groups 

through cooking demonstrations and short nutrition lectures. SMHC also organizes health fairs at 

community sites where promotoras meet with community members for health screening and 

advice. In addition to face-to-face interactions, Margarita also was funded to make contact with 

patients by phone to answer any questions patients may and encourage patients to attend follow 

up appointments with their doctors. 

Step One: Establishing Connections 

Participatory co-inquiry is a relational process. Over our three years of research together, it 

became our practice to blend stories of the personal with the professional. Through our mutual 

practice of sharing stories, we forged a friendship that led to trust and honesty. Truth telling in love 

and trust is necessary to negotiate the various needs and goals that Margarita and I brought to the 

research and was important to support community perspectives within academic research (Wallerstein 

and Duran, 2003). 

Relational research opens up possibilities for information and action that are closed to 

quantitative and positivistic research paradigms. The development of open, popular modes of 

knowledge production through interaction is captured by everyday researchers through “the 

exchange of experiences, idea, stories, songs and anecdotes. . . . [These form] the core of this 

process of knowledge creation” (Chaudhary, 1997 p. 120). Feminist participatory and 

community-based research troubles normative understandings of knowledge formation and 

draws from critical theory, interpretive, and postmodern approaches to defining what knowledge 

                                                           

Consequently, patient populations have diminished at community based clinics throughout this 

city, forming what the Outreach Director at my research site calls the “vanishing population.” 
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is, and who it is for (Wallerstein & Duran, 2003, p.35). Relational methods of knowledge 

formation begin through lived experience and emotion to create knowledges from and for 

communities. Finally, this project aligns with Greenwood and Levin’s (2008) assertion that there 

is no separation between praxis and theory, as these co-constitute one another (p. 

Step Two: Identify the Emerging Problematic 

Over time, as Margarita and I grew to trust of each other in the sometimes stressful 

context of a busy clinic. Margarita would often share her work stories to express a certain 

frustration or to share something particularly exciting or curious that happened in her work. 

Margarita’s embodied experiences signaled a point of entry to research. Through dialogic action 

of sharing stories and reflecting on them, a series of questions began to form that suggested 

potential areas of focus for research. One potential focus for research entailed excavating 

promotoras’ identity as both employee and activist, the second focus is shaped by intersections 

of language practices and power, and the third focus issues from audience response to promotora 

practices, specifically related to a promotoras’ ethos or authority when speaking to various 

audiences. 

From these various entry points to research, the IE researcher asks what are the 

“conceptual [and textual] practices mark” promotoras and “bring them under the jurisdiction of 

others?” (DeVault, 2006, 295). Time management was often a point of struggle between 

promotoras and the administration. The director of outreach was keenly aware of how many 

hours Margarita was funded for, and any work done in excess of those hours was not acceptable 

because Margarita could not be reimbursed for her time. While the director was, in effect, trying 

to protect Margarita by constantly reminding her how many hours she was allowed to work, 

Margarita experienced these reminders as micromanagement through the textual practice of 
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accounting for and documenting her hours worked. As a result, Margarita often did her advocacy 

work on her own time. Through dialogic reflection concerning Margarita’s sense of constraint 

within the clinic setting, we19 questioned how community interventions are shaped and 

controlled by state and industry funders. We ask, is it possible for promotoras to reconcile their 

dual roles as community advocates and clinic employees? 

A second area of focus is centered in language use. The curricular material Margarita was 

supposed to use in her teaching reflected not only expert nutrition science, but also forwarded 

neoliberal understandings of heath and disease. Promotoras were expected to translate this 

information into culturally appropriate and understandable language and practices. In their field 

report, Bentancourt, Green and Carrillo (2002) argue that cultural competency in health 

education, including the incorporation of community health advocates and the use of culturally 

appropriate language practices are key factors to decrease disparities in health and wellness 

across socioeconomic and cultural borders. Yet the funders who provided the curricular 

framework did not control for the culturally inappropriate methods of testing knowledge. 

Margarita was to demonstrate. We considered the validity of the results of an orally given pre- 

and post-test of patient understanding when testing knowledge in this manner represents banking 

models of knowledge transfer that undercut culturally competent methods of interaction. As 

community change and action requires more than tacit understanding of nutrition concepts 

(Wallerstein and Duran, 2003, 2006), we ask, how do promotoras’ language use contribute to, or 

constrain community agency? How can community empowerment be assessed in meaningful 

                                                           
19 Statements referring to dialogic inquiry and marked by the pronoun “we” have been 

member-checked as accurate statements.  
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ways? 

Promotoras’ ethos and authority to speak to both everyday and professional audiences 

presented another possible research focus. Margarita was careful not to present herself as an 

expert but as a community member to everyone—a conceptual practice that marks Margarita as a 

promotora. Margarita’s authority as a teacher was earned through her connections with others. 

This approach worked well at the clinic as she informally spoke with waiting patients or at the 

schools where she taught children about nutrition. However, Margarita was asked to conduct a 

cooking demonstration and short nutrition class for elementary school teachers and the teachers’ 

responses indicated considerable resistance to the material she was presenting. It may be possible 

that Margarita’s alliance with everyday embodied knowledge proved oppositional to this 

professional audience. The resistance to Margarita and her work suggests that valuing everyday 

discourse regarding the body and health is not a constant across variable audiences. We ask, how 

then do everyday practices, technologies, and knowledges support, extend and/or limit a 

rhetorical economy of community health? How can this rhetorical economy benefit more 

privileged audiences? 

In summary, the five questions which constitute the research problematic for this project 

emerge from the experiences of promotoras as these experiences organize around issues of 

promotora identity, intersections of language practices and power, and issues related to 

empowering communities that emerge from audience analysis. The five questions are: 

1.  Is it possible for promotoras to reconcile their dual roles as community advocates 

and clinic employees? 

2.  How does promotoras’ language use contribute to, or constrain community agency? 

3.  How can community empowerment be assessed in meaningful ways? 
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4.  How do everyday practices, technologies, and knowledges support, extend and/or 

limit a rhetorical economy of community health? 

5.  How can this rhetorical economy benefit more privileged audiences? 

Questions 1, 4 and 5 will be addressed in Chapter 4 of this dissertation, while questions 2 

and 3 will be addressed in Chapter 5. 

Step 3: Mapping Relations of Power through Narrative Analysis, Critical Discourse 

Studies, and Rhetorical Analysis. 

Feminist materialist and activist scholar, Nancy Naples (2003) admits that IE research 

was never meant to analyze spoken experience. Rather, IE limits analysis to textual practices in 

order to index power structures directly without the researcher adding or subtracting from co-

participant’s standpoints (Naples, 2003, p. 30). However, Naples does suggest that participatory 

practices, including dialogic conversation-based research, works to “democratize research . . . 

and aids in a grassroots analyses20 of personally experienced problems that are inevitably 

politically constituted” (Naples, 2003, p. 31). Conversation based research resulted in gathering 

promotora work stories that we felt were of great epistemological value. 

Catherine Kohler Reissman (2008) approach to narrative analysis contends that stories do 

things in the world. Narrative is broadly defined in our study as talk that links “events into a 

sequence that is consequential for later action” and for developing a certain meaning the speaker 

wants to impart to listeners (Reissman, 2008, p. 3). Reissman draws from the field of 

                                                           
20 Travers’ (1993) institutional ethnographic study regarding nutrition inequalities for 

low-income urban dwelling women is a good example of grassroots analysis that was translated 

to action that in turn, changed food retailers’ pricing practices.  
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conversational analysis (CA) that views talk “as [a form] of action” (Goodwin and Heritage, 

1990, p. 287). Departing from traditional CA that analyzes talk and turn-taking as discreet 

elements within interaction, these scholars conceptualize talk as “context shaped” and “context 

renewing” (Goodwin and Heritage, 1990, p. 289). A focus on the multiple contexts of the story 

and the storyteller helps the researcher understand how stories build knowledge and do work in 

the world. 

Reissman’s theory of narrative encompasses six functions of story. Through story, 

narrators re/member or make sense of the past; persuade others; invite others to share an 

experience, entertain audiences, justify actions, and mobilize others into action (Reissman, 2008, 

pp. 8,9). Reissman’s performative approach to narrative and narrative analysis supports this 

project in multiple ways. Daily research activities almost always involved listening to co- 

participant stories. Secondly, the goal of participatory action research is transformational change 

and Reissman’s theory of narrative supports the idea that stories can effect change. In addition, 

narrative analysis was successfully used by feminist researcher Marjorie L. DeVault (1999) in 

her institutional ethnographic studies involving nutrition workers’ professional stories. 

Importantly, Reissman’s (2008) methods of narrative analysis provide a useful frame to 

understand the dialectic nature of story and action particularly in her development of the 

dialogic/performative (D/P) model of narrative analysis (Reissman, 2008, pp.105-140). D/P 

analysis attends to historical and social contexts, how stories affect audiences, and what “shifts” 

take place in narrator positioning within and across series of stories (p. 137). D/P analysis attends 

to contextual features which shape interaction in meaningful ways while assessing how identities 

are constructed and contested through the performance of the narrative. Issues of identity and 

social change become more transparent through D/P analysis. 
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In Chapter 4 of this project, I analyze promotora work stories through D/P narrative 

analysis. This analysis attends to questions 1, 4 and 5. What do promotoras’ performances, 

positionings and audience response tell us about how promotoras manage their diverse roles? 

How do promotoras everyday practices, technologies, and knowledges support, extend and/or 

limit rhetorical economies of public health? How can such rhetorical economies benefit more 

privileged audiences? 

Chapter 5 of this project looks to the remaining questions, how do promotoras’ language 

use contribute to, or constrain community agency, and how can community empowerment can be 

assessed in meaningful ways? To examine issues of agency and empowerment, I apply concepts 

of critical discourse studies (CDS) to teaching modules, teaching scripts and informational 

websites promotoras use to supplement public health nutrition education campaigns. CDS is not 

a method of analysis that is applied to units of language per se but more an approach to analysis 

that is concerned with how discourse mediates relations of power.(Blommaert, 2005;Wodak & 

Meyer 2009, 2015) Isabela Ietcu-Fairclough (2008), in an effort to develop the use of critical 

discourse studies (CDS) in translation studies, notes that intertextuality and recontextualization 

make visible the “mediated connections between the text and socio-political-cultural processes” 

that produce usable and persuasive texts. Because promotoras translate medical concepts from 

English to Spanish, but even more importantly, culturally adapt evidenced-based interventions 

(EBI), to everyday Latino/a contexts, a critical understanding of translation work become quite 

pertinent (Berrera, et al, 2010). Looking closely at the recontextualizations of scientific discourse 

can uncover the “impact of discursive social and ideological constraints, norms and conventions 

(Ietcu-Fairclough, 2008 p. 68). As such, I analyze the professional and everyday discourses for 

specific strategies of language use that transform social, political and cultural structures (Ietcu-
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Fairclough, 2008; Van Leeuwen and Wodak, 1999, p. 92). Critical textual analysis of these 

teaching materials will show how language indexes power to shape and persuade audiences, 

identities, and practices. 

Rhetorical analysis of Margarita’s pedagogical practices complements CDS approach to 

curricular materials. I audiotaped several nutrition lectures and chose for analysis one class 

conducted in English and one translated from Spanish to English. 21 Analysis of these lectures 

will reveal specific teaching strategies Margarita employed to connect with her audience and 

empower them to act. Held in tension with the critical analysis of teaching materials, promotora 

practices evidence new rhetorical economies that result in deterritorializations of nutrition 

education and opens community spaces to positive change. 

Step Four: Understand Conditions that Support Social and Political Change 

This step is signals the theory building aspect of our participatory action project. We 

argue that promotora practices engage with and decolonize dominant medical discourses 

everyday practices. Rhetorical economies of public health, then, deterritorialize and transform 

medical expertise in ways that subvert the neoliberal and dominating processes that shape and 

influence social and political marginalizations (Tuhiwai Smith, 1999, Sandoval, 2000). Such 

deterritorializations are theorized through decolonial theory articulated by Linda Tuhiwai Smith 

(1999), in her book, Decolonizing Methodologies: Research and Indigenous Peoples and Chela 

Sandoval’s (2000) Methodology of the Oppressed. I also build upon feminist disability theories 

advanced by Rosemarie Garland Thomson (2002, 2011) to understand how rhetorical economies 

                                                           
21 Not all community co-participants consented to visual recording. Margarita and I 

decided only to use audio recording in data gathering.  
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work through a robust ethic of care and creative dependencies. The application of multiple 

methods and sources will add depth and perspective to this project and strengthen research 

findings. 

Step Five: Evaluate/Reflect/Replan 

Unlike many other methods of qualitative research, participatory action research never 

really ends. The organic grassroots nature of the research and the built in recursivity leads to 

continual review that then informs the project. When the project does end, this evaluation and 

reflection continues to inform future participatory projects (Hunter et al, 2013 p. 160). Ideally, 

evaluate/reflect/ and replan is a process that is undertaken collaboratively with a view to enhance 

further research. 

Reflexive praxis helps to ensure community-based project continues as a participatory 

ones, that is, community actors retain as much control as possible over the research process and 

that research outcomes actually benefit the co-participants. Secondly, reflexive praxis at regular 

intervals in the research process and at the end of a project should ask what the community has 

learned through co-inquiry and if this knowledge can be fed back into the research process in 

order to promote political or social change. For example, Margarita and I met at the end of our 

research project to reflect on it and share what we learned through it. Margarita again told a story 

about what she noticed over time, that “at first, people used to sit apart from one another . . . 

nobody wanted to make friends with anybody. And what I am seeing now is that the tables are 

full and people are making space for one another and they are talking with one another” (Closing 

Interview transcript excerpt). This important observation acts as an evaluation of promotora 

practices over time. Margarita learned that an important effect of promotora practices are 

building positive communities where people looked after one another. This insight can be fed 
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back into the system to integrate community building within outreach programs. Alternatively, 

this evaluation can be applied to a new research project that assesses how promotora practices 

affect community relationships. Other reflective questions can be explored to evaluate the ethical 

dimensions of the research such as, what was difficult in community/academy collaboration? 

How were the benefits and risks of collaboration negotiated within the research context? 

Medical expertise has served public health in important ways. Yet dominant knowledge 

economies that drive this expertise can exclude other ways of knowing that can offer important 

insights for medical practice. In addition, medical expertise reliant on western understandings of 

science marginalize non-western and embodied knowledges further complicating issues of 

community resistance to public health initiatives (Kleinman, 1988, Fadiman, 1997). To remedy 

this important omission, this project is informed by the lived experiences and practices of one 

promotora that decolonize and deterritorialize expert medical discourse at the medical margins 

of public health promotion. 

This feminist participatory project materializes the concept of rhetorical economies of 

public health that lead to transformative change. Understanding how power works between and 

within diverse expert and everyday communities is necessary to understand rhetorical 

economies, and so the analytic tools of CDS, dialogic/performative narrative analysis and critical 

rhetorical analysis excavate relations of power in everyday communicative contexts. This project 

will be in disciplines wherever everyday practices intersect with dominant expert discourses, 

such as medical humanities, social work, nursing, health communication, and education. 
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CHAPTER 4 

RHETORICAL ECONOMIES: MUJERISTA PEDAGOGIES, POSITIONALITY, AND 

CHANGE 

Promotoras are community leaders employed by clinics, hospitals, and not–for-profit 

organizations who support medically underserved populations. Integral to outreach programs 

designed to improve medical access for people living on the economic and political margins, or 

otherwise living with the effects of racial, gendered, or sexual oppressions, promotoras are active 

in providing material and informational support to community members (Pérez & Martinez, 

2008). As in the nursing professions, US medical economies undervalue and undercompensate 

community care and education (see Chapter 2). As such, everyday expertise, care work, and 

community-based leadership and research is often billed as volunteer work or budgeted as short 

term projects that are contingently funded (May and Contreras, 2007, p. 165). 

In knowledge-based economies, highly educated workers such as medical practitioners, 

receive the most investment by employers and are rewarded for their expertise with authority and 

respect (Powell & Snellman, 2004, p. 213). However, promotoras add extraordinary value to 

medical and community care systems through embodied and experience-based practices that are 

often informed by years of working with the economically and politically marginalized and 

dispossessed. Knowing the needs of the communities they serve, promotoras work to address 

social, political, and economic inequalities that have been associated with persistent health 

disparities (Pérez & Martinez, 2008; Ingram, Sabot, Rothers, Wennerstrom, Guernsey de Zapien, 

2008). Through such advocacy, promotoras are effective in community-based interventions that 

build community capacity (Cosgrove, et al, 2014; Balcazar, et al. 2011). Community capacity 
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within the context of this project means that community members build functional alliances with 

one another to mutually understand and implement practices that build and support individual, 

family, and community health.1 

Medical expertise, promotora practices, and community leadership command different 

forms of cultural capital that are variously circulated and distributed among and between 

educated, professional, and everyday audiences. Professional expertise also affects medical 

economies as noted by the important work of medical anthropologists (Kleinman, 1988; Clarke 

et al., 2003), historians (Morantz-Sanchez, 1985; Starr, 1988), language studies (Segal, 2005; 

Heifferon and Brown, 2008; Leach and Dysart-Gale, 2011; Price-Herndl, 1993; Charon, 1992; 

Mishler, 1984), and sociologists (Gordon, 1988). Medical discourse and practice has been 

problematized as active in producing the figure of the authoritative doctor while pathologizing 

patient’s practices, devaluing embodied knowledges, and objectifying illness. Since the 1950s, 

medical education and market environments strongly favored the medical specialization as these 

forms of practice increasingly became highly marketable, institutionally respected, and richly 

compensated (Starr, 1982). As medical specializations valorize academic expertise, patients 

without formal education are constructed as deficient in understanding and skills. 

González, Moll, & Amanti’s (2005) “funds of knowledge” framework complicates such 

assumptions of deficiency. Carlos Véliz-Ibáñez & James Greenberg (2005) define funds of 

                                                           
1 Drawing on Chaskin, Brown, Venkatesh, & Vidal’s (2001) definitional framework, 

capacity in community development is context driven but understood generally as the ability to 

use social and human capital to sustain community growth and implement positive change.  
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knowledge as adaptive “rural skills, experiences, and technical knowledge of habitat and 

survival” (pp.64-65). Véliz-Ibáñez & Greenberg (2005) write that migrating Mexican families in 

the Southwest, because of their rural locations and challenges of farming in arid climates, learned 

and passed on family knowledges and technical abilities that encompassed a wide range of 

subjects including expertise in rural and folk knowledge of medicinal herbs and first aid. Further, 

Mexican families living in the US accumulated expertise in farming, carpentry, veterinary 

science and animal husbandry, construction engineering, blacksmithing, and mechanics. Such 

everyday knowledges are undervalued in deeply specialized biomedical contexts. Rhetorical 

economies of public health recenter everyday ways of knowing to underscore the 

“complementarity” of everyday knowledges and practices (Perdue, 1998). 

Theda Perdue’s (1998) understanding of complementarity emerges through her 

ethnohistoric scholarship, which illuminates how traditional Cherokee constructions of gender do 

not conform to dominant western hierarchical and patriarchal structures of gender. Perdue 

contends that in Cherokee society, women’s roles and practices were honored as primary to male 

roles in ceremonial and civic practices. For example, in the traditional stomp dance, “[a] woman 

dancer set the rhythm and permitted [the male] to sing” (p.2). Similarly, promotoras do not 

position their everyday expertise in a subordinate relation to medical expertise, rather, 

promotoras take medical discourse into places where it cannot go by itself. 

Recalling that rhetorical economy requires a close look at the intersections, confluences, 

and divergences of expert and everyday practices, rhetorical economies of public health are the 

everyday practices that deterritorialize dominant (medical) discourse to effect social change. In 

this chapter, I build on my definition of rhetorical economies of public health through narrative 

analysis (Reissman, 2008) of Margarita’s work stories to show how rhetorical economies 
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transform assumed deficiencies of everyday bodies and knowledges through recirculations of 

Latina/o everyday practices within and across various epistemic communities. Secondly, I will 

address how embodied knowledges and emotion inform everyday practices of survival within 

one community advocacy program in Tucson, Arizona. 

As promotora, Margarita’s work is imbricated with relations of power at the gendered, 

racial, social, political, and economic intersections of popular community-based education and 

clinic-based medical care. Margarita’s everyday interactions and teaching practices provide the 

“foundations for balancing and resisting systems of oppression” which Delgado Bernal (2006) 

indicates is the work of Chicana feminist pedagogy (Delgado Bernal, 2006, p. 114). Chicana 

feminist scholars Elenes, Gonzalez, Delgado Bernal, and Villenas (2001) articulate how funds of 

knowledge, particularly those knowledges gained through home practices, are marginalized and 

excluded within the academy. However, these scholars have also demonstrated that within 

contexts of higher education, home-based knowledges and practices are central to the survival of 

Latin@ and other racialized students. Chicana feminist standpoints provide an important critique 

of universalizing, logocentric epistemologies forwarded by professionalized discourses through 

the consideration of family knowledges, values, and lived experiences (Martinez, 1996). Such 

considerations are useful to resist and correct dominant ideologies and economies of knowledge 

(Haraway, 2004, Medina &Martinez, 2015). In such an environment, Margarita’s work 

continued to blur the distinctions between everyday and expert epistemologies as she engaged 

mujerista practices in her teaching to interrupt dominant hierarchical discourses so prevalent in 

the academy and professional arenas (Delgado Bernal, 2006, p. 114, Elenes, et al. 2001). 

Resisting an economy of medical expertise that directs community members to exclusively trust 

sources of knowledge that remain outside of lived experiences, promotoras re-center everyday 
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practices as central to health. 

Chicana feminist (mujerista) pedagogies are defined through Elenes et al. (2006) as those 

teaching and learning practices that critically engage dominant ideologies and discourses “to 

create political and cultural projects [that] transform existing social inequalities and injustices” 

(p. 595). Margarita’s practices are consistent with mujerista pedagogies that create change in 

communities experiencing multiple and intersecting oppressions. Recentering everyday practices 

to critically engage dominant expertise is necessary as western frameworks of expertise are 

fundamentally different from community ways of knowing which renders the translation model 

of community education problematic (Tuhiwai Smith, 1999; Smylie, Martin, Kaplan-Myrth, 

Steele, Tait, & Hogg, 2003). For example, biomedical definitions of obesity continually change 

in response to current research regarding the levels of adiposity in relation to co-morbidities 

across various populations (Sørensen, Virtue, & Vidal Puig, 2010, p. 401). These definitions also 

can vary in relation to how adiposity is measured (e.g. weight, measurement, or BMI). 

Biomedical definitions have little to no correspondence to everyday experiences of weight gain 

or loss, stress, and food insecurity. To counteract such debilitating practices that can erase 

everyday experiences and everyday expertise, rhetorical economies of community health involve 

the circulation of everyday knowledges and practices across the boundaries of medical expertise 

and community spaces. 

Narrative analysis of Margarita’s work stories support my claim that promotoras are 

positioned to practice a differential opposition which Chela Sandoval (2000) theorizes as 

conscious movements of selection, engagement and disengagement with various systems of 

power, including technologies and discursive formations that support both expert medical and 

everyday health knowledges and practices. This is not to suggest that expert medical and everyday 
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health knowledges exist in binary relation to each other. The discursive practices that constitute 

medical expertise both depend upon and exclude everyday understandings of health and the body 

in order to identify borders of knowledge, secure and protect public influences and perceptions of 

authority (Gieryn, 1983; Starr, 1980, Davies, Day, & Williamson, 2004). Further, everyday 

understandings of health, illness, and bodies shape and are shaped by medical, scientific practices 

that seep into social and cultural consciousness (Gieryn, 1983; Latour, 1993, Davies et al, 2004, 

Clarke et al., 2003). Power is multiply transmitted in medical settings through expert knowledge 

systems and language practices that serve to impose distance between practitioner and patient in 

order to dominate through surveillance, disciplining, and normalizing the bodies, sexualities, and 

everyday practices of people inhabiting the role of patient (Mishler, 1984, pp. 97-98; Foucault, 

1973, 1978; Segal, 1994). Within such power-laden contexts, promotoras can utilize their 

positionality to extend these dominations, or subvert them, or differentially engage medical 

expertise to empower patients, families and communities. I use the terms positionality to describe 

how promotoras are “not defined in terms of fixed identities [as conferred by the static concept of 

role] but by their locations within shifting networks of relationships, which can be analyzed and 

changed” (Maher & Tetreault, 2001, p. 164). 

Narrative analysis also demonstrates how Margarita locates herself differentially vis-a-vis 

expert discourses and audience relationships. Margarita strategically subverts nutritional expertise 

when she engages mujerista pedagogies that honor home knowledges and everyday expertise in 

order to support community survival and health. Further, mujerista pedagogies in community 

health correct racist assumptions that arise from expert medical and epidemiological study 
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(Shim, 2005; Fausto-Sterling, 2004, 2008). 2 For example, Margarita demonstrates how everyday 

and Latin@ cooking practices can protect community members within political and economic 

contexts of living in southwest United States, thus extending a rhetorical economy that supports 

community health on the margins of medical expertise. 

Margarita’s work stories were gathered through taped conversational interviews. The 

purpose of my analysis is to understand the conditions of narrative performance that create 

rhetorical economies of community health. The conditions I consider are those outlined by 

Reissman (2008) and include situated contexts, multiple character positionings (that influence 

identity trans/formations) and audience response. Through examining these conditions of 

Margarita’s work as promotora we ask, 

1. Is it possible for promotoras to reconcile their dual roles as community advocates and 

clinic employees? 

2.  How do everyday language practices, technologies, and knowledges support, extend 

and/or limit a rhetorical economy of community health?  

3.  How can this alternative rhetorical economy informed by everyday practices benefit 

more privileged, professional audiences? 

 

                                                           
2 These authors are among feminist science studies scholars who argue against an 

uncritical use of epidemiological data that posits race as a factor in disease while ignoring the 

structural factors of poverty, racism sexism, gender, and political oppressions which exert 

physiological stress on bodies experiencing such oppressions. Shim’s work (2005) is useful in 

that in her analysis of patient interview data, she traces the effects of racialized discourse.  
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Brief Review of Dialogic/Performative Narrative Analysis 

Reissman’s (2008) understanding of narrative analysis incorporates a feminist, activist 

and sociolinguisic approach that supports the goals of this project. Building from thematic and 

structural analysis, Reissman develops D/P analysis to understand how “talk among speakers is 

interactively (dialogically) produced and performed as narrative” (Reissman, 2008, p. 105). 

While building upon elements of structural and thematic study of narrative, D/P analysis asks 

how identities are “situated and accomplished with audience in mind” in order to produce action 

in the world (Reissman, 2008, p. 106). D/P analysis is essential to assess how Margarita’s 

language practices engage everyday and professional audiences, and to understand how these 

language practices support a rhetorical economy that creates positive change within community 

contexts. Additionally, D/P narrative analysis looks to how the speaker manages multiple 

“positionings in a story” as well as audience participation and reactions (Reissman, 1993, p 5). 

Narrative positionings refer to the discursive processes which constitute (the always multiple, 

always fluid) identity formations of speaker and hearers as they are located in conversation 

(Davies & Harré, 1990; Reissman, 2008). Davies and Harré (1990) argue that narrative 

positioning is also a resource for conversational partners to negotiate new subject positionings. 

In transcript 1.0 Margarita tells a story of audience resistance which, in turn, shapes her 

response to her students in surprising ways. This story recounts Margarita’s experience of giving 

a nutrition demonstration and short lecture to elementary school educators In Transcript 1.2, 

Margarita re/members her experiences working with the community as a volunteer at Casa San 

Juan (CSL), a church based outreach program. Margarita’s stories of CSL show how she variably 

positions herself to organizational contexts as well as her own anger at systemic racism and 

violence along the border. My representation of narratives is unedited, in keeping with an 
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understanding that non-lexical pauses and utterances, interruptions, and overlap are significant 

markers that inform dialogic/performative narrative analysis. 

Conversational Interviews 

As co-researchers who met on a weekly basis over the course of three years, Margarita 

and I began to establish routines and habits of working together. Following Margarita’s lead, our 

first interaction was always personal.3 We would greet each other and ask about each other’s 

health and the well-being of our respective families. We would often greet each other with a hug 

and then inquire about how we were feeling and what we were involved in at the moment. This 

introduction became important as I learned to acknowledge how my work is embedded and 

forwarded within relationships of family, friends and colleagues. Many of these interactions I 

noted in my journal entries. These informal conversational interviews were not like the standard 

question and response structures where the interviewer retains a measure of control over content 

and direction of the dialogue. Our conversations were driven by Margarita’s experiences in the 

field. As we spoke with one another, Margarita would often tell me about an experience that 

really bothered her, where things did not go very smoothly or where there was some resistance to 

her message. 

Alternatively, Margarita would tell me stories to teach me some aspect of her work, for 

example, how to approach people and how to invite change into people’s lives. The conversation 

often would turn to the personal, where Margarita would tell me stories of her life, her 

upbringing, her children, and the work she did outside of the clinic. These sessions were part 

                                                           
3 While weekly meetings were the norm, there were weeks when we could not meet due 

to family emergencies or academic responsibilities.  
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memoir, part testimonio or bearing witness to lived experiences of community and family life, as 

well as injustice, political resistance, and change (Flores & Garcia, 2009, p. 156). Conversational 

interviews contain elements of dialogue and narrative such as turn taking, transitions in time, and 

topical changes. Sometimes there are multiple stories or narratives in one conversation. 

Transitions between these stories are interesting and important to note as well (Reissman, 2008, 

p.24). In each kind of story Margarita would tell, there was a slightly different focus relating to 

its content, style, and positioning as a speaker. In each type of story, she was inviting a different 

response or action from me as her primary audience. 

On March 25, 2013, Margarita came to me with excitement and urgency to tell me about 

her recent cooking demonstration. I asked her if she would allow me to tape the conversation and 

she agreed. At first the tape recorder was an awkward participant in the interview as I marked the 

audio at the beginning of the interview (something that would not happen in ordinary 

conversation) and as she managed brief interruptions from co-workers. Looking back at the 

transcript, it was clear that there are at four topical changes in the conversation. The first topic 

was initiated by Margarita. She told me a story of a recent cooking demonstration that she felt 

was quite significant to our research together. This was research-focused story. I initiated the 

second topical change when I asked if I could come to the next cooking demonstration. Here 

there was a negotiation in play to balance needs of researcher with realities of the research site. 

The third topical change resulted from my question about Casa San Juan, an outreach ministry 

of her church to the migrant population in South Tucson. Margarita’s use of the term migrant 

reflects Eithne Luibheid’s (2005) definition as “anyone who has crossed an international border 

to reach the United States and makes no distinction among legal immigrants, refugees, asylum 

seekers, or undocumented immigrants” (Luibheid, 2005, p. xi). In this story, Margarita 
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repositions herself from teacher/researcher to one bearing witness to injustice. The story of Casa 

San Juan is a strong contrast in tone from the first story research focused narrative. The fourth 

topical change arises when Margarita bears witness to community support of her work. As my 

analytic focus attends to Margarita’s interactions with the various audiences, I will analyze the 

first narrative regarding Margarita’s cooking demonstration for elementary school teachers and 

then I will turn to Margarita’s story about her work at Casa San Juan. 

Narrative #1 Teaching the Teachers (Transcript 1.0)4 

Situated Contexts 

Employed by St. Mary’s Health Center (SMHC), Margarita’s work was funded by 

Arizona Nutrition Network (AZNN), which is an organization of the Arizona Department of 

Health Services. AZNN partners with non-profit agencies, schools, food banks, and health 

departments to provide nutrition education to people who participate in the supplemental 

nutrition assistance program (SNAP). AZNN’s mission is to “shape food consumption in a 

positive way, promote health, and reduce disease among all people living in Arizona” 

(http://www.eatwellbewell.org/). All the content that Margarita teaches must follow content 

guidelines approved by AZNN. Margarita offers nutrition information on a specific topic and 

engages audience participation through verbal pre- and post- tests. At the end of each session, 

Margarita performs a cooking demonstration to offer recipe ideas, demonstrate the ease of 

healthy cooking, and invite the audience to taste the low-fat, high fiber cuisine. 

The conversational interview took place in Margarita’s office at SMHC. We were seated 

opposite each other modeling an informal stance that we typically assumed when doing work 

together. Margarita usually kept her door open as she worked so that others can come in when 

                                                           
4 Transcripts 1.0, 1.2, 2.0, and 3.0 can be found in the Appendices of this document. 

http://www.eatwellbewell.org/
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they need to talk with her. Margarita initiated this conversation. For the purpose of audiotaping 

and reducing background noise, I asked if the door could be closed. I had my notebook open and 

was taking notes in addition to taping our conversation. As I did not bring to this conversation a 

set of pre-formed questions, I was listening with intent to learn from Margarita’s experience and 

hoping that her story would open up new lines of inquiry for our project. Any questions I brought 

to the story came out of listening and responding to the story itself. 

Work Story Structure 

Margarita’s tells a story about a nutrition demonstration given to elementary school 

teachers and staff of St. Lucas Elementary school. The story adheres to a Labovian 

understanding of how oral narrative is structured. In this view, narratives are generally composed 

of an abstract, orientation, complicating action (e.g. event sequence or turning point), resolution 

or story outcome, evaluation (e.g. reflexive moment or reference to an emotion that signals 

meaning) and coda, which signals the end of the story and returns to the present (Reissman, 

2008, p.84). Margarita begins her story with an abstract or main point of the story, in this case, 

how professional, and expert audiences may benefit from promotora interventions and teaching 

practices (Transcript 1.0, lines 3-5). Margarita then offers an orientation to the story through 

describing the setting (a teacher’s home) and presenting the cast of characters, which include the 

teachers of the elementary school and their children, the school principal, the custodian, cleaning 

lady and the assistant to the cook (Transcript 1.0 lines 9-21). Through offering detailed 

descriptions of the characters, a careful accounting of how many were in attendance—17 people, 

not counting the children— and the various roles and level of education that were represented, 

Margarita signals the importance of her audience in this story. Because Margarita volunteers at 

this school, Margarita and the audience are familiar with each other. This was a professional 



RHETORICAL ECONOMIES: MUJERISTA PEDAOGIES, POSITIONALITY, AND CHANGE 

133 
 

audience, as Margarita mentions that the teachers had a least a bachelor’s degree, while some 

attendees had postgraduate degrees. A key moment in the orientation is the mandatory nature of 

this class, which Margarita is careful to emphasize (Transcript 1.0, lines 10-11). 

The complicating action or turning point in the story occurs at the point where Margarita 

engages audience resistance to her message, while there were various moment of resistance, the 

most direct was the comment, “I don't think I can live without 2 pounds of beef a day” 

(Transcript 1.0, line 187). Margarita reports that this mostly professional audience did not feel 

the need to change cooking and eating habits to prevent disease (Transcript 1.0, lines 54-57). 

Narrative evaluation occurs at several junctures throughout the narrative. Margarita describes the 

principal, who had organized the meeting as “wonderful,” identifying the principal as a 

sympathetic character in the story (Transcript 1.0, line 25). When Margarita explains that the 

professional group was asking questions regarding nutrition in much the same manner as her less 

educated groups did, she offers this evaluative statement: “So I thought maybe this is a good 

thing that is happening here. And it opened my eyes, it really opened my eyes” (Transcript 1.0, 

lines 50-51). Margarita begins to make sense of her experience through evaluation. The thought 

that both everyday and professional audiences could benefit from nutrition education was 

surprising to her. Evaluation functions to orient the listener to what is important or worth telling 

in the story and signals possible motivations for telling the story. 

Resolution was tenuous, but occurred when Margarita details a conversation within the 

story. When an audience member says, “I hate vegetables” Margarita responds with, “find ways 

to eat them—did you like this?” The audience member admits that “oh this was delicious!” 

Margarita then closes this interaction with the statement, “This [meal] was vegetables-- only 

vegetables” (Transcript 1.0, lines 205, 206). Finally, the shift from simple past to future 
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progressive tense (Transcript 1.0, lines 214-218) signals a coda or end to the story. The use of the 

words, “next time, I am going to do a stir fry” (Transcript 1.0, lines 216-217) closes the specific 

narrative of her work with this group of teachers, but links this story to an anticipated event in 

the future. 

The structural elements outlined above provide an overview of the content and structure 

of the narrative. D/P analysis builds upon these elements through attending to narrative context, 

the dialogic interaction between speaker and other characters within the story, and speaker 

performance. By attending to dialogic and performance aspects of narrative, the construction of 

speaker identity vis-a-vis her audience is made clear as “identities are situated and accomplished 

with audience in mind” (Reissman, 2008, p. 106). This is particularly important in Margarita’s 

narrative as the teachers’ resistance is linked to Margarita’s perceived identity as an uneducated 

volunteer. Within the context of audience resistance, Margarita pushes past a dualistic 

understanding of expertise as she strategically positions herself as an everyday expert. 

Narrative Positionings/Identity Formations 

In Transcript 1.0, Margarita positions herself as a researcher who is interested in solving 

a problem. Yet within the story itself, Margarita positions herself through her discursive 

practices as promotora where she is both teacher and advocate. However, the teachers position 

Margarita as a volunteer and abuela with grandchildren at the school where they are the 

professional teachers. Complicating the issue further, the teachers in this story are positioned by 

their principal as those who have a knowledge deficit—demonstrated by the mandatory nature of 

the class. This story is very much one where identities are negotiated, authorities are contested, 

and professional and everyday knowledges circulate across borders of expertise. 
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At the beginning of the story, Margarita’s formal style of conversation reflects her 

position as co-researcher. Her extra-lexical utterances further support her intent to find the 

correct word choice the first time, much like someone who is formally presenting material. 

Margarita provides in-depth information regarding how her nutrition presentation was 

accomplished and articulates her reflections regarding the content of her presentation. She also 

critically reflects upon her audience’s response to both herself and the content she presents. As 

such, Margarita inhabits the positions of nutrition teacher, volunteer/ promotora, and researcher 

in a fluid and overlapping manner. Margarita was invited by the principal of the elementary 

school to speak to the teachers in order to inform and correct the teacher’s knowledge of 

nutrition concepts and practices. The mandatory nature of this nutrition demonstration may have 

threatened the teachers’ professional authority as this information was presented to them—not by 

a credentialed expert—but by a mere volunteer. To further understand the nature of this 

resistance and how this resistance indexes relations of power, a closer reading of the story is 

necessary. 

The principal invited Margarita to speak to the teachers, and Margarita reluctantly agrees. 

Margarita explains that the principal noticed “that it wasn’t right that I was coming to teach 

nutrition every week and then [when] the children asked them [the teachers] something [about 

nutrition] . . . their answer was wrong. Completely opposite to what I had been teaching” (Lines 

25-28) 

Early in the story, Margarita’s audience shows resistance by questioning the importance 

Margarita places on vegetables and limiting meat intake in family meals. Margarita explains 

“Ahh we talked about fruits and vegetables—the normal---the normal conversation. Everybody 

could tell me that fruits and vegetables were healthy, but how can they live without eating two 



RHETORICAL ECONOMIES: MUJERISTA PEDAOGIES, POSITIONALITY, AND CHANGE 

136 
 

pounds of meat a day?---most of them said” (Lines 53-55). This resistance is the complicating 

action in the story and it engages and puzzles Margarita. In comparing this class of teachers to 

her former, less educated audiences, she explains, 

M: this was another thing that amazed me---the more educated people thought it was  

  going to be harder to change their eating habits than the other group. 

A: Oh really? Why is that do you think? 

M: I have no idea. I am still going over words [that they had said] and phrases and 

 stuff. One of them … I think that it's because they know---they have all these degrees 

 and I may not have them. (Transcript 1.0, lines 111-113) 

The professional audience seems to understand the importance of healthy nutrition 

practices, yet they verbally demonstrate a greater resistance to change than the less educated and 

less privileged audiences. Margarita notes a few weeks after the initial interview, 

I found out why they were so resistant. First, the class was mandatory and secondly 

 after I left, the principal spoke with the group and asked them why they were so rude. I 

 found out later that it was because they see me around St. Johns all the time, and with Fr. 

 Raul, and with the children, always with the children, and in the parish as well (it is my 

 adopted parish.) They see me a community member, that is older, without skills, without 

 education, and they ask, ‘Why is she teaching us? We have a degree in education; some 

 of us have Masters Degrees!’ (Field Notes, May 13, 2011) 

Apparently, ageism and Margarita’s positioning as everyday expert contribute to 

audience resistance at the first cooking demonstration with the teachers. For this professional 

audience, expertise is associated with youth and a university degree, rather than lived experience 

and community leadership. 
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The principal intervened to authorize Margarita as speaker through identifying her 

association with higher education. It was only after this intervention that the teachers became 

more responsive to Margarita. Note how the principal (through Margarita’s telling) shows 

Margarita’s use of expert knowledge and academic credentials. 

The principal responded “Let me tell you who Margarita is. She has a Master’s degree in 

social work. . . She uses the knowledge but she will not call attention to the title. She calls 

herself a promotora, and she is a diabetes educator, and she is a community health 

advisor. She needs to always go to trainings as a community health advisor. Even though 

she does not use the MSW [as a credential] she knows what she is talking about.” The 

next class, they were so good, nobody was sitting in the back. They asked questions, but 

this time they [the questions] were real questions and not testing my knowledge. (Field 

notes, May 13, 2011) 

Because Margarita refused to identify as an expert with this professional audience, the 

principal, who exercised authority over this group of teachers, chose to reveal Margarita’s 

expertise in order to address audience resistance. It is interesting that Margarita does not index 

dominant (expert) epistemologies, academic titles, or sources that might strengthen her ethos or 

sense of authority with this group. To understand why Margarita does not adapt her positioning 

to become more credible with expert audience, a closer look at a central teaching strategy is 

needed. 

Mujerista Pedagogies 

Margarita destabilizes expert epistemologies by suggesting that everyday practices will 

make a difference, as evidenced by Margarita’s injunction to “[u]se your minds, use what you 

know that your grandparents used to eat and how they used to eat and healthy they were. Use 
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your knowledge---from your background (Transcript 1.0 lines 148-150). In referencing and 

valuing the nutrition knowledge and practices of the home, Margarita engages mujerista 

pedagogies that subvert the political economy of expertise (Delgado Bernal, 2006). 

In her work at the clinic and community sites, Margarita strategically positions herself as 

a community member to engage across difference in education and economic status. Her shifting 

and multiple positionalities as community leader, school volunteer, church volunteer, and 

promotora allow her message to be trusted by those on the political and economic margins who 

trust knowledge from community and religious authorities as integral to survival. However, the 

elementary school teachers, who have completed higher education in the U.S., have experienced 

a shift away from community ways of knowing to valuing academic and professional expertise 

(Vélez-Ibáñez & Greenberg, 2009, p. 57). Margarita compares the audience response of the 

professional group to her less educated audiences and finds the latter to be more trusting of her 

as a speaker (Transcript 1.0, lines 115-116). 

As Margarita reflects on her experience, she isolates political and economic factors are at 

play, when she explains the teachers resistance to preventive nutrition, “[b]ut they also think that 

they have means, the economical---economical means, and the knowledge to go into the web 

[um hmm] and find something that they can eat or something they can take---to lower their 

cholesterol (Transcript 1.0 lines 123-126). In other words, the teachers no longer feel the need to 

depend on community knowledges passed on from generation to generation in order to survive. 

If they get sick, they consult the internet for information and products to treat their symptoms. In 

addition, Margarita explores the teacher’s understandings of the food and health product 

advertising and found that many did not engage this advertising critically (See Transcript 1.0 

lines 142-150). 
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In order to counteract the effects of food and pharmaceutical industries interested in 

creating a market (through the internet and other media sources), Margarita suggests that is not 

the lack of health products that are the source of illness, but the lack of access to healthy food, 

and the structures of inequality that adversely affect health. 5 Margarita tells how she engaged the 

teachers regarding organic produce: 

There was two or three people there … that they believe that commercials--behind the 

 commercial- it's telling you to eat organic fruits [uh huh] there's a lot of research about- 

 a lot of studies- a lot of money put into investigations to tell you to eat this kind of things- 

 as opposed to the other group they see the advertisements just as oh-- they wanted to eat 

 that and that's the end of it they don't see behind [yeah] anything [un huh] so when I tell 

 them--that [is] advertisement! [Speaker slows to emphasize this next thought]. Use your 

 minds, use what you know that your grandparents used to eat and how they used to 

 eat and healthy they were. Use your  knowledge... from your background. (Transcript 1.0 

 Lines 142-150) 

At the turn of the 20th century, in the wake of cyclical epidemics, popular education 

campaigns encouraging better hygiene, ensuring cleaner water and dryer homes led to increase in 

health in urban environments. In many cases, these popular education campaigns appealed to 

everyday practices, but eventually newspaper and magazine advertising exploited this new 

                                                           
5 For more on the correlation between the politics of water, migration, and economic 

inequality to increase rates of diabetes and depression in Adelman, L. (Prod), (2008). Unnatural 

causes: Is inequality making us sick? California: Newsreel and Vital Pictures Inc. 
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interest in cleanliness to create an ongoing market for cleaning products that targeted middle-

class women. Even toilet tissue was billed as a health care product! (See Chapter 2). 

While typhus, tuberculosis, and smallpox are no longer a significant threat, diabetes and 

heart disease are increasingly invoked as epidemics in popular and scholarly media. As a result, a 

broad range of preventive practices, foods, and products are marketed to middle class women as 

healthy (yet often prohibitively expensive) choices (Bassett, 2005, Nestle, 2013, pp. 2, 273). 

Marion Nestle’s (2013) work in particular exposes how intensely the food industry controls US 

government nutrition guidelines, policy and public health messaging. By privileging everyday 

knowledges and nutrition practices, Margarita offers a strategy of resistance to capitalist 

enterprises that utilize expert, science-based ways of knowing in their marketing campaigns 

(Levine, Abbatangelo-Gray, Mobley, & McLaughlin, 2012). While organic produce is a healthy 

choice for Margarita’s audience, it is expensive. Margarita suggests that positive nutrition comes 

not from niche market items, but from knowledge learned from family and community that have 

had a strong connection to the land. In this cooking demonstration and lecture, Margarita starts to 

decolonize food buying habits in order to raise critical awareness regarding the how and the why 

of food preferences as these are encouraged through advertising. 

As first generation Latin@ families become embedded within the economy, nutrition 

practices that were once rooted in family knowledges passed down from mother to child are 

increasingly influenced by US food industry and public nutrition campaigns. 6 Margarita’s 

teaching “de- and re- centers” everyday ways of knowing (Sandoval 58.9). Rather than adopting 

                                                           
6 Velez-Ibanez (2009) traces the formation and transformations of traditional funds of 

knowledge as families moved across Mexico/USA border. 
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convenience foods or health fads marketed to the middle class, Margarita encourages her 

audience to “use your minds . . . use your knowledge . . . from your background.” As promotora, 

Margarita engages mujerista pedagogies to place “cultural knowledge and language at the 

forefront in order to better understand lessons from the home space and local communities” 

(Delgado-Bernal, 2006, p. 114). It is clear that Margarita is utilizing and valuing funds of 

knowledge in her work as promotora. However, her audience response was oppositional to this 

strategy. Listener opposition to Margarita’s message is evidenced in a recent follow-up phone 

call with Margarita as she explains the context of the statement, “Use your knowledge . . . from 

your background”: 

The reason I had said ‘use your knowledge… of your ancestors, how they use to  eat, 

 what they ate and how healthy they were. . .’ [was because] they raised their own food 

 and animals. They touched everything they ate . . . there was no extra additives to their 

 food, and no extra grease. Also the portions were different. The portions were healthy 

 but not as huge and [sic] because there were several parts to the meal. There was a little 

 bit of vegetable, a bit of grain and meat, not just one big piece of meat wrapped up in 

 bread. And they would walk to the store, they wouldn’t take the car for a 2-3 block 

 walk. People would walk everywhere instead of drive and that’s where they got their 

 exercise. They would go out to the back and pick the vegetables from the garden and 

 would get their eggs from the chicken coop. Look at the eggs you get at the store… the 

 poor chickens get fed so many chemicals to make so many eggs all the time. 

 (Telephone conversation, 4 November, 2014) 

Many of the teacher’s present that day are second and third generation Latin@ and 

responded that Margarita’s injunction by saying, “life is different now” (Telephone call 4 Nov 
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2014). In the context of busy family and work lives, a new economy of values emerges around 

fast and “hyper-convenient” food for busy families rather than traditional cooking practices that 

use low processed food (Segal, 1994; Nestle, 2000, pp. 19, 20). Margarita revalues everyday 

cooking practices for through cooking low-processed foods as an alternative to relying on pre-

prepared foods and restaurants. 

Nutritional and medical practice has looked to individual behavioral change in food 

consumption to address obesity, diabetes, and heart disease rather than social and political 

determinants of chronic illness (Farmer, 2006; Clarke A, E., Shim, J.K, Mamo, L, Fosket, J, J.R. 

2003). Latin@s in recent years show a much higher incidence rate of diabetes compared to other 

demographics, and these studies are often interpreted uncritically. Popular education campaigns 

target Latin@ cooking practices rather than address the social, political, and ecological 

intersections of diabetes and heart disease.7 Margarita subverts such targeting through mujerista 

pedagogies that encourage behavioral change, but resist labeling traditional ways of cooking as 

deviant or unhealthy. Margarita directs audience attention toward familiar home practices as 

exemplars that prevent disease and support health, thus revaluing traditional ways of eating and 

cooking. 

Mujerista pedagogies resist dominant understandings that Latin@ populations are at 

special “risk” of heart disease and diabetes. Such understandings locate cardiac disease and 

diabetes as genetic predispositions or associated with certain cultural practices (Basset, 2005; 

Nestle, 2000). Margarita’s teaching practices underscore that Latin@ cooking is healthy and not 

                                                           
7 Adelman, L. (Prod), (2008). Unnatural causes: Is inequality making us sick? California 

Newsreel and Vital Pictures Inc. 
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responsible for the higher incidence of diabetes and heart disease among Latin@s. Rather, it is 

the ubiquitous prevalence of heavily marketed, inexpensive, non-nutritive food that is a 

convenient and affordable choice for busy and financially stressed families. In the next section, 

Margarita continues the story of the nutrition class but refines her focus on a participant’s 

questions regarding managing cholesterol. A close reading of the dialogue between Margarita 

and her students reinforces my argument that Margarita’s positionality as everyday expert is 

linked to this critical awareness of food consumption practices, particularly within the context of 

medical economies. 

Mujerista Epistemology: Health on the Edges of Expert Medical Discourse 

I reproduce a large section of transcript of Margarita’s work story below in order to 

engage the dialogic character of this class. Reading Margarita’s response to the participant’s 

questions within the context of mujerista pedagogies opens up potential for everyday cooking 

practices to be read as practices of resistance. As the class came to an end, Margarita asks if 

participants will change their food consumption to include more vegetables and fruit and less 

meat. 

M:  and I started asking questions [uh huh]… do you think you can put some of the  

  (sic) these into practice? That is when I got the answer that “I don't think I can  

  live without 2 pounds of beef a day.” 

A: ahhhh yeah. 

M:  and ah and I thought well maybe not two pounds, but maybe one and   

  three quarters-- slightly and slowly go down. And this is really ohh to prevent…  

  your cholesterol from rising. (Student response) “Well, I'll take medication for my 

  cholesterol.” 
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A:  yeah but the medication has side effects that are nasty! Especially that 

M:  That is exactly what I told them [yeah] but of course I said you can fix that with  

  the pill, I said…there are quite a few of those-- but did you know [its expensive  

  too! ] that they are expensive-- you can afford them—but- can you are afford the  

  damage on your kidneys,[yeah] on your liver? [Mmm]. Liver function tests,  

  kidney function tests [mm hmm] are expensive. And more than expensive because 

  sometimes you have the money, but do you have the time [um hmm] to waste on  

  going to the lab back and forth back and forth back and forth all the time [um  

  hmm um, hmm um hmmm] and I said sometimes is that even the money-- you  

  need to take care of yourself---it's because if you're so busy that you don't have  

  time to go to the doctor, not always a doctor [sic]did is going to be able to   

  accommodate you [mmm]---at 4 o'clock in the afternoon and that's when   

  you can go to the doctor and she said “well, that's true” and I said you can avoid  

  spending money- cholesterol pills, lab, doctors by eating healthy-- fruits and  

  vegetables and vegetables. (Transcript 1.0 lines 184-205) 

Invoking everyday practices to maintain health revalues prevention not only from a 

public health standpoint (prevention is cheaper and more effective strategy when confronting the 

potential for illness) but also from the community perspective. Revaluing everyday nutrition 

practices as a strategy to prevent illness is a form of power that frees community members from 

a dependence upon the health care system. This is a strategy that Margarita uses with less 

privileged audiences as the excerpt from my field notes show. 
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For those on AHCCCS,8 she [Margarita] reflects . . . these clients “cost the government so 

 much money—and the problem is that they feel that if they go to the doctor and get 

 a pill that is all they can do to fix their blood pressure. They need to know and feel that 

 they have the power to help their blood pressure too . . . The main thing is the power. 

 (Field notes 9 November 2012) 

Note that Margarita’s central motivation is not to conserve government monies and public 

resources, but to raise awareness regarding power relationships within communities and between 

communities and medical systems. 

In a medical economies that construct health as a diagnosis (or lack of one), the teachers 

argue that prevention is unnecessary. Segal (2005) claims that health policy and behavior is 

governed through the use of the metaphor diagnosis is health, and Margarita’s story supports this 

observation. Individual patients “at risk” are urged to monitor their numbers (blood pressure, 

blood sugar, and cholesterol) and if the numbers are high, a diagnosis is given, a prescription is 

bought, and health is maintained. Yet this scenario does not really describe health; it is the 

management of disease. Clearly, the teachers’ response to Margarita (“Well, I'll take medication 

for my cholesterol”) reflects this metaphor in action. 

Revaluing everyday nutrition practices destabilizes the metaphor diagnosis is health and 

redirects action for individuals, communities, medical practices and public policy (Segal, 2005, 

p. 11). In responding to the teachers’ objections, Margarita argues that taking a pill means losing 

a day’s work to go see a doctor at the convenience of the doctor and not for the patient. 

                                                           
8 AHCCS is the state of Arizona’s subsidized health care scheme: Arizona Health Care 

Cost Containment System is Arizona’s Medicaid Agency. 
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Margarita’s response calls attention to the fact that diagnosis is costly; a diagnosis of diabetes or 

heart disease means long term dependence upon the expertise of physicians in time, money, and 

resources. Simple everyday practices, such as reducing the amount of red meat in the weekly diet 

while incorporating more vegetables into daily meals is a simple, but effective way to resist the 

influence of pharmaceutical and medical industries that would shape consumer practices to think 

and act in ways that predict and manage disease rather than maintain health. Everyday practices, 

then, give shape to a new rhetorical economies that figure health not as the management of 

disease but a continuation of food practices passed down from grandmother to daughter. Through 

simple and thoughtful resistances and decolonizing food practices, everyday and professional 

communities can be free from a dependency upon the medical-industrial complex. 

The next section analyzes a second story that Margarita tells in this conversational 

interview. This story emerges out of the first story through a question I asked regarding how long 

Margarita had been volunteering at St. Luke’s Catholic School. The story quickly turns from a 

simple answer to a full description of Casa San Lucas, a nonprofit ministry of St. Luke’s Parish 

and Elementary School. Margarita shares with me her experiences with the people who come to 

the center. My analysis will illuminate emergent rhetorical economies of public health that take 

shape through Margarita’s activism in the face of state sanctioned rape. My purpose in analysis is 

to provide an example of how promotoras can use their positioning within the community as a 

resource to act for justice and political change. 
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Narrative #2: They Cross the Desert Walking 

Situated Contexts 

In addition to her work as a clinic-based promotora, Margarita was also a community 

volunteer and in this role Margarita moved differentially between her own emotions and 

knowledge of civic resources available to her in response to criminal acts of sexual violence. Her 

stories of the clinic and community support mujerista pedagogies that “teach and [learn] 

within/against/alongside patriarchy and a relentlessly dehumanizing capitalist economy in order to 

effect change” (Villenas, 2006, p. 144). 

In response to my question when she started to volunteer at St. Lucas Parish and 

Elementary School, Margarita indicates that her work at St. Luke’s predates the current 

principal’s tenure. While the story begins in the recent past with her daughter’s friendship with 

the current principal (who remains unnamed), the story quickly rewinds to the distant past when 

Margarita’s own children were young and attending St. Lucas Elementary School. Margarita 

began volunteering at the school at this time. Her involvement in the parish and the parish school 

leads directly to her involvement with Casas San Lucas, 9 an outreach program for families, 

individuals, and communities in South Tucson. Casas San Lucas is an activist organization 

whose mission is to support the local marginalized population, including the poor, dispossessed 

and migrating people. In addition to these important functions, CSL names its political focus on 

immigration reform in addition to providing services in health and advocacy services. CSL 

partners with Casa De Salud and the Attorney General’s office to provide free medical care and 

legal advice to help “protect against consumer fraud and the protection of civil and victim’s 

rights.” 

                                                           
9 A pseudonym. 
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Margarita’s volunteer work at CSL is similar to her work at St. Mary’s Health Center, yet 

also diverges from it in critical ways. Margarita provides educational material and emotional 

support to clients at both centers. However, St. Mary’s Health Clinic is a larger organization, and 

functions through public and private funding programs. St. Mary’s Outreach Program was 

designed to assist poor and migrant populations by providing access to subsidized health care, 

resources, and information. Migrant populations coming to St. Mary’s would ebb and flow in 

relation to the political climate. State monies supported and constrained access to service among 

the undocumented and also directed how St. Mary’s could advocate for marginalized 

populations. In contrast, CSL operates through volunteers only and is not publically funded. As a 

result, there is more freedom for the organization to address social and political inequality 

including rights for illegal immigrants for safe haven and health care. 

Structure, Themes, and Content 

Similar to the first story, Margarita’s second story has a discernable Labovian structural 

arc. The story opens with an abstract/introduction, and then continues through to the orientation 

to characters and situation, then rises to a complicating action, and steps back to invoke 

evaluation, reaches for resolution, and returns to a coda that signals the end of the story and 

return to the present (Riessman, 2008, p. 84). Margarita begins with an introductory gloss as she 

supplies a definition of CSL as an organization that provides food, medical services, supplies, 

and literacy support to community members and migrant populations. Margarita serves as a 

volunteer that brings in donated medical supplies and makes sure that supplies of food are 

available for those in need. She helps the medical personnel who volunteer at free open clinics at 

the center on Saturdays. She also receives migrants to the center and administers first aid to those 

who have walked across the desert, as Margarita explains, “[t]hey cross the desert walking and 
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their feet are all in pieces and Father calls me when  they reach there late at night and I go and 

clean their wounds and help them heal (Transcript 1.2, lines 38-40). 

Margarita orients to a sense of place when she describes the physical building and the 

renovations that were done to serve the functions of CSL. By introducing other characters, Dr. 

Franks, Margarita’s son, Mondo and his wife, Mia, all volunteers at the center, Margarita places 

emphasis on the community aspect of the CSL. The doctors volunteer their time and often come 

when Margarita calls them to help with injury or sickness that is beyond the scope of first aid. 

The parishioners of the church, who are introduced later on in the story, support Margarita’s 

work at CSL through anonymous and spontaneous donations. The complicating action of the 

story coalesces around a woman who was brought to CSL after she had been raped by both 

coyotes (people smugglers)10 and officers from the Arizona Border Patrol. At this juncture, the 

narrative goes beyond a mere remembering of events; Margarita seems to relive the emotional 

impact of the memory. In addition to evaluation, emotion serves to inform Margarita’s actions 

that in turn provide a resolution for the story. Through narrative analysis, I will attend to how 

Margarita positions herself vis-a-vis her own emotions within the story and note multiple 

functions of emotion within mujerista pedagogy and practices that support action in the political 

sphere. Margarita follows the telling of the raped woman’s story with another example from 

CSL, this time helping a pregnant woman in labor. She closes this narrative with a reflection on 

caring for people with sore and wounded feet, which brings her back to the beginning of the 

story and the present moment in the conversational interview. 

                                                           
10 Coyotes is a term locally used to describe people paid by individuals and families to 

guide their family members across the southwest borders of Mexico and the USA. 
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Narrative Positioning 

In the first narrative regarding her work with the teachers (Transcript 1.0), Margarita is 

speaking as a promotora and researcher. Her tone in Narrative 1.0 is structured and didactic and 

focused on the teaching content and the various responses of the audience to her teaching. In 

contrast with Narrative 1.0, the tone in Narrative 2.0 (Transcript 1.2) is much more jagged and 

visceral. There is urgency---almost breathlessness in how she speaks. Margarita’s use of the first 

person increases in the second narrative regarding her work at CSL. Margarita uses the first 

person at a rate of 4.7 percent, whereas in Narrative 1.0 the first person occurs only 2.9 percent. 

Therefore, Margarita speaks more directly from her experience in Narrative 2.0, while in 

Narrative 1.0, Margarita steps back and reflects upon her experience. It follows then, that 

through Narrative 1.0, Margarita’s memory serves as a gateway to analysis and focused attention 

with the intent to better understand her audience’s resistance. Narrative 2.0 functions as an 

eyewitness account or testimonio. I refer to the work of Flores and Garcia (2009) in defining 

testimonio as a living space where “memory, speaking, and writing are linked to identity (trans) 

formations, empowerment and social change” (p. 156). These writers build upon the concept of 

testimonio as a contested yet living space where stories are told to and through each other as 

Chicanas, in order to build solidarity across difference within academia. Bearing this definition 

and use of testimonio in mind, I suggest that Margarita’s story issues from similar motivations as 

her memories are given voice to me in order to name experiences of violence and injustice at the 

hands of police authorities and call attention to multiple ways the community responded to this 

criminal violence. In this way, Margarita points to community transformations and resilience. In 

this testimonio, Margarita’s memory of this experience is detailed and vivid and illuminates the 
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suffering endured by people migrating through highly gendered and sexualized racism, 

institutionalized violence, and political disenfranchisement. 

Dialogic/Performative Analysis 

D/P narrative analysis seeks to understand the purpose of the narrative through contextual 

analysis, understanding, how the dialogue is coproduced between speaker and listener, and what 

function the narrative might have for the audience (Reissman, 2008, p. 106). As Margarita tells 

the woman’s story to me, the story takes shape dialogically through her memories as well as my 

questions and responses to her words, expressed emotions, and body language. 

Excerpt from Transcript 1.2 

M:  you should see me --you should see me. We got a young woman and she was  

  raped [oh god] she was raped by the coyotes and then she was raped by the  

  border patrol [your kidding!] That poor woman was torn apart. I was crying --and  

  I was cursing up a storm. I was so angry---but she got the number of the officers  

  and then they drop her by the side of the road. 

A: Of course they wouldn't bring her in! 

M:  By the side of the road---someone found her and they took her there and I told  

  Father Rafael we cannot touch her-- I have to call an ambulance. “But Margarita,  

  they are going  deport her” and I said no they won't. I called the consulate---I  

  called immigration---I called the police. I was so angry I don't think I have ever  

  ever gotten so angry to the point that I used such ugly language. Angry! I was  

  shaking. So I called the police I called the consulate and---they both came--- 

  and I called an ambulance. We took her to the hospital---but before anything  

  was done---the police took pictures of her and her body---how how awful she  
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  was. And then I stayed with her all that time. All the time that she was there being 

  taken care of. Ahh they tore her apart. But then we made a case. They, after two  

  years---they have gave her legal residency and they ah---now she's a citizen . . .  

  (Transcript 1.2 lines 67-82) 

As the narrative begins, Margarita’s words are performative as she demands my attention, 

“you should see me, you should see me” (Transcript 1.2, line 67). Her words are not enough. I 

must see her. Margarita’s urgency draws my attention to a materiality that is vital and important 

to her. Her story is performative in a second sense in that she compels my attention to her 

actions, her doings and material practices (Barad, 2003, p. 802). Margarita tells me the story of 

her actions and work at CSL in order for me to understand how her everyday actions are 

“reconfiguring” the calculus of border politics (Barad, 2003, p. 829). Her urgency and injunction 

to “see me” also indexes a testimonio of pain and injustice. The story represented in Transcript 

1.2 functions not only to say what happened but how transformation and empowerment happened 

specifically in one woman’s life through the decisions and actions of multiple people. 

Margarita recounts the story of the woman raped at the border (reproduced here in 

Transcript 1.2) in order to testify to the criminal actions of the Border Patrol agents (who are 

charged to protect people) and the coyotes who had been paid to provide safe passage for the 

woman. 

A:  Were were the officers that had raped her-- were were they brought to 

M: They were---charges were brought against them---they are both in jail [Oh good!] 

M:  and the coyotes---two of them died in a fight [mm] with the police. Because she  

  was able to tell them which way they were coming. Because the coyotes let the  

  border patrol let them go---if  they took the girl. Mm, mmm. So after the coyotes  
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  had raped her she was handed over to the border patrol... [That’s awful]. Um  

  hmm. So things like that we get. (Transcript 1.2 Lines 89-94) 

While an exact chronology of events is difficult to discern, it seems that the border patrol 

apprehended the coyotes and woman in their efforts to cross into the USA on foot. In order to 

escape arrest, the coyotes “offer” the woman to the Border Patrol in return for letting the coyotes 

go free. 

The narrative emerges from a close focus on the woman and the injuries she sustains and 

then turns to the actions taken by Margarita, the woman, Fr Rafael, and the police. Margarita 

uses the word rape five times and repeats twice that the “[t]hat poor woman was torn apart...” 

(Transcript 1.2, lines 69, 81). Margarita witnessed the effects of the brutality the woman suffered 

at the hands of those she trusted and who should have been protecting her. The woman’s context 

is omitted from the story; we do not know why she undertook the journey north, or why she was 

alone with the coyotes. Margarita’s purpose is not to investigate the political issues of illegal 

border crossing. Rather, the story begins with the woman’s wounds and ends with death of the 

coyotes and the border patrol officers’ incarceration. 

The story is not a dispassionate one, either. It is as though Margarita relives her anger as 

she is telling the story. Margarita’s anger is of central importance as she describes her embodied 

experience, “I was crying—I was cursing up a storm . . . I used such ugly language . . . I was 

shaking.” The repetition of the word rape and torn apart is matched by the repetition of the word 

angry, and the embodied actions of cursing and shaking. Cursing and shaking lived experiences 

and index the range of emotion that the word angry only hints at. Margarita’s emotion takes 

center stage to witness and reflect the depth of terror and horror that she is a witness to. Emotion 

is central because it informs Margarita’s action in ways that seem counterintuitive to Fr Rafael as 
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Fr, Rafael objects to calling in health personnel who would surely deport the woman. Margarita’s 

anger moves her to call the ambulance anyway. Margarita moves beyond the fear of deportation, 

in this case, and she overrules Fr. Rafael and calls the Mexican consulate, the Arizona police, in 

addition to ambulance (Transcript 1.2, lines 75-78). 

What convinces Margarita to turn to the Arizona civil and Mexican national authorities in 

this story? Margarita intuitively grasps the performativity of power, in other words, power is not 

“syntactical in nature, . . . arranged in order of meanings that make ‘sense,’” rather, “power is 

viewed as continually regenerating, and intervened in differentially, according to the 

contingencies necessitated by social crises” (Sandoval, 2000, p. 76). It is performative because 

Margarita’s and the woman’s lived experiences of pain and horror, anger and rage, as well as 

Margarita’s call to differentially engage authorities, are “intra-active” practices of embodiment 

which reconfigure a new reality (Barad, p. 810, 2003). In Margarita’s words, it was “something 

that we won---because it was---justice was made here . . . partial---but at least they didn't get 

away with it” (Transcript 1.2 lines 87-88). Justice was performed through an embodied responses 

to sexual violence. 

Through these stories, Margarita defines her work not as an extension of professional 

knowledges but as resistance to the exclusions of Latin@ everyday practices, and resistance to 

the extraordinary injustice and violence that touches the lives of migrant community members as 

a result of political, racist, and sexual oppressions. Margarita “live[s] from within outward, in 

touch with the power of the erotic . . . and allows that power to inform and illuminate [her] 

actions upon the world . . . [she] begin to give up, of necessity, being satisfied with suffering and 

self-negation, and with the numbness which so often seems like [the] only alternative in our 

society”(Lorde, 1984, p. 90). 
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Further, Margarita engages a politics of relation, as defined by Aimee Carrillo Rowe 

(2008) as those affective ties which lead to identification, action, and resistance against the state 

which had institutionalized and legalized racist practices. Not acting alone but with the woman, 

state actors, and parishioners who privately fund her work, Margarita acknowledges the multiple 

alliances within and across communities of difference that work toward change. As I conclude 

this chapter, I return to a discussion of the three research questions posited at the opening of this 

discussion. 

Is it possible for promotoras to reconcile their roles as advocates and clinic 

employees? 

Analyzing the data from Margarita’s work story suggests that it is possible for 

promotoras to be both community advocates for change and clinic employees constrained by 

outside state funding and organizational time restraints. Margarita’s example shows what is 

possible through creating rhetorical economies of community health through the use of mujerista 

pedagogies that address the conditions of precarity induced by political, economic, racist and 

sexualized oppressions. The two examples of activist pedagogy and community advocacy 

together create rhetorical economies that strategically support and resist dominant economies of 

health informed by expertise and shaped by immigration laws and policy. Margarita’s example 

shows that it is absolutely essential for promotoras to act as community advocates if 

communities are to grow healthier, more independent, and ultimately be empowered to stand for 

human rights in the face of gross injustice. 

While it is possible for promotoras to be both community activists and clinic employees, 

this duality is constrained and comes at a cost. While at St. Mary’s Health Center, Margarita’s 

activities and time had to be documented to show compliance with publicly-funded grant 
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guidelines. The community advocacy activities at CSL were accomplished on Margarita’s own 

time, and she remains uncompensated for her work as community advocate. Yet, Margarita 

enjoys the freedom to advocate for undocumented people because CSL is a ministry supported by 

the church and not overseen by government agencies. As promotora at St. Mary’s Health clinic, 

Margarita is constrained by her scope of practice as employee and because there is little time for 

community work outside of grant-supported projects. 

Promotoras’ scope of practice in health clinics include tracking patient’s blood pressure, 

A1C, and body mass index (BMI) and providing individual resources, teaching, counseling, and 

patient support, and these activities are vital to the success of public health programs whose 

goals are to reduce diabetes, obesity, and heart disease in communities. While clinic-based 

promotora led interventions are cost effective, funders’ goals and state control constrain public 

advocacy. This observation is aligned with Ingram et al.’s (2008) study that found that 90% of 

promotoras working for not-for-profit agencies reported community advocacy activities whereas 

only about 50% of health department or clinic-based promotoras reported advocacy activity. 

Ingram et al. (2008) suggest that flexible work hours and autonomy in practice—more typical of 

non-clinical agencies—are important indicators for community advocacy (p. 422). Margarita’s 

narratives show that social, economic, and multiple political oppressions adversely affect health 

outcomes. Public health epidemiology and medical sociology have long since established that 

social and political inequalities need to be addressed through public policy change if 

marginalized communities are to grow stronger and healthier. The social turn in medical practice 

is long overdue. Until Latin@ home nutrition practices rooted in community and family life are 

embraced by the medical community as central to health of families and communities, 

promotora roles will funded only to provide medical surveillance and health counseling. 
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Promotoras are active yet unsupported in political advocacy as definitions of health and 

health care remain within the ideological boundaries of biomedicine (Bambra, Fox, Scott-

Samuel, 2005). Promotoras can provide a special kind of peripheral vision, or the ability to see 

and act from the margins, to address inequalities that make communities sick. Whereas 

Margarita provided an excellent example of how to politically advocate for one individual, 

promotoras will need the time, institutional support, and training to bring political advocacy to 

scale in medical and environments. 

How Rhetorical Economies of Public Health Inform Professional Audiences 

Analysis of Transcript 1.0 illuminates how newly professionalized expertise aligns with 

economic privilege and medical economies to separate people from home knowledges and 

practices that support wellbeing. Through mujerista pedagogies, Margarita addresses the political 

economy of food consumption and redirects this educated audience to everyday practices. 

Margarita’s example can be instructive for nutritionists, medical and public health practitioners 

who are familiar with and hope to respond to the clarion call of the so-called obesity and diabetes 

epidemics through the lens of race, gender, and sex. Rather than constructing a racialized 

understanding of diabetes and obesity, health-care practitioners across disciplines should engage 

and apply scholarship and policies addressing the structural causes of disease. 

How do Everyday Practices, Technologies, and Knowledges Support, Extend and/or 

Limit Rhetorical Economies of Community Health? 

Rhetorical economies of community health emerge from the intersections, confluences, 

and divergences of expert medical and everyday practices, and apply everyday, embodied 

practices to deterritorialize dominant (medical) discourse and effect social change. Rhetorical 

economies also engage knowledges held within the family structure and history. Narratives, 1.0 
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and 2.0 show how mujerista pedagogies are at play in rhetorical economies to decenter, 

strengthen, and recenter everyday knowledges and practices. In the US, fast food restaurants and 

ready meals are ubiquitous and inexpensive and thus hard to ignore for low income and time 

stressed families. Margarita’s teaching and modeling everyday cooking practices function to 

revalue traditional slow food sources as a way to create change, encourage healthy eating habits, 

and independence from the food and medical industries. In this way the “conditioning power of 

the economy” is interrupted and an alternative economy is introduced (Freire, P. Pedagogy of 

Indignation, 2004, p. 33). Margarita works on the grassroots level through mujerista pedagogies 

to raise awareness of how to gain access to quality food, exercise, and medical care. 

Everyday practices can produce political change as well. The anger that Margarita feels at 

the serial raping of the migrant woman motivates her to engage a strategic alliance with Mexican 

consulate, local police, and hospital staff. Embedded within the Latin@ community and 

developing alliances across communities, Margarita was successful in gaining justice for the 

woman. As promotora, teacher, and activist, Margarita moves from and within a Neplanta state, 

which Aimee Carrillo Rowe (2009) defines as a liminal space through which the coalitional 

subject moves to “ view, process and experience pain collectively creat[ing] the conditions for 

transforming the pain into healing” (p. 17). A narrative analysis of Margarita’s stories describes 

how transformations are possible and available to community members. Transformation occurs 

when ideologies are exposed; the need for change is recognized, and change is brought about in 

the material contexts of real people (Freire, 2004, p. 32). The woman’s story that Margarita 

shared with me is emblematic of how exclusionary immigration discourses and practices produce 

and are in turn constructed by systemic racist, gendered, and sexualized violence that seeks to 

erase human dignity and access to political rights (Luibeid, 2005, p. xviii). Margarita’s anger and 
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empathy with the woman’s pain at this violence-imposed erasure moves her to engage political 

action through the very power structures that could have easily deported the woman, rather than 

participate in another erasure through a protective silence. 

Postscript: What Happens In Between 

Margarita brings the conversation to a close with a reflection on washing wounded and 

gangrenous feet. Margarita explains, 

But do you know what was really so funny with me-- many many, years ago.   

 One day somehow I was thinking about cleaning somebody's feet. “I don't think I   

 would ever bend down to clean anybody's feet”. …One time at Clinica A—  

 [Uh huh]---A man came with gangrene on his feet [ahh] and they could see him   

 but there wasn't anybody to clean him before the doctor could (sic) could clean   

 his wound. They saw him,--how bad he was-- but they said this man has to have   

 his wounds cleaned before we can do anything. There was nobody else---I   

 did it [mmm]---and you know---it didn't bother me [mmm]. After I was done---I   

 thought---did I once say that I would never do that [laughter] what happened? . . .  

 What happened in between? (Transcript 1.2, lines 118-129) 

The purpose of this story within a story is to introduce Margarita’s reflection on her work 

as promotora, volunteer, and activist. The story opens in the distance past, “many, many years 

ago,” when Margarita explains her attitude toward physically caring people’s bodies at that time. 

“One day somehow I was thinking about cleaning somebody's feet. I don't think I would ever 

bend down to clean anybody's feet.” The words,” bend down” denote a lowering of the self in 

relation to another. Cleaning houses and bathrooms connote a subservience that Margarita, as a 

young woman, was resistant to. The story then moves forward to the recent past, where a man 
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with gangrenous feet arrives at the clinic. The attitude and actions of the doctors mirror the 

attitude of Margarita as a younger woman. Professional people don’t clean feet. However, 

Margarita steps in to act: “There was nobody else---I did it,---and you know,---it didn’t bother 

me.” 

The story does not end there, but rather in a question, “what happened in between?” I 

suggest that this last story acts a parable of transformation. Helping people in everyday ways, 

feeding, clothing, and dressing wounds, is not just the work of servants or nurses’ assistants. As 

Margarita’s stories show, everyday actions have political and spiritual consequence (hooks, 

2000; Maguire, 2006). Over the years and “in between,” as Margarita performs these everyday 

actions, she begins to make connections between everyday actions and political change. 

Margarita also observes that everyday actions encourage change to erupt in the lives of people 

living, working, and traveling in the borderlands between countries, between political and 

economic systems. The woman raped by the border patrol agents and coyotes acts as a central 

example of this transformation. We do not have access to the reasons why the woman took the 

risky journey across the border from Mexico into Arizona. But through the everyday act of 

walking, the woman was contesting a border policy that sees all undocumented persons as Others 

without rights or dignity. Through the everyday actions of Margarita, who documented the 

violence the woman endured at the hands of the border patrol, the rapists were found guilty and 

jailed, or did not survive arrest. 

The woman won a partial justice. Everyday actions engaged by the woman, Margarita 

and Fr. Raul, coupled with actions of health and legal experts made this outcome possible. It is a 

partial justice also in that citizenship was granted to the woman. We are not aware of the grounds 

upon which that right was granted by the US government. But we can infer that it was given in 
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part because of the multiple oppressions she endured at the hands of the coyotes and the border 

patrol. Citizenship is a complex function of the state that claims jurisdiction over who can and 

cannot be accorded rights of citizenry within its borders. Even those born into citizenship in the 

USA but marked as outsiders by the color of their skin, cultural practices, gender, sexuality, or 

class face struggles to full enfranchisement as “right-bearing individuals” (Luibheid’s, 2005, p. 

xviii-xix). On December, 15, 2011, The New York Times recently documented a two-year 

Justice Department investigation into the Maricopa Police Department that found a “pattern of 

misconduct that violates the Constitution and federal law.”
 11

 On October 3, 2013, the NYT 

reported that a Federal District judge had found Maricopa County to persist in racially profiling 

Latin@s and installed an independent monitor and advisory board to ensure that the Sheriff’s 

office complies with constitutional requirements.12 

Certainly the Maricopa County Sheriff’s department has little incentive to change, as they 

benefit from systemic violence and current border politics that shape immigration policy, yet 

Margarita bears witness to rhetorical economies that reconfigure how people on the margins 

articulate with dominant discourse of the state and medical industry. These transformations from 

below13 issue change, albeit incremental change, that holds potential for broader transformations 

in community health and political empowerment. 

                                                           
11 http://www.nytimes.com/interactive/2011/12/16/us/maricopa_documents.html?_r=0 

12 http://www.nytimes.com/2013/10/03/us/arizona-judge-orders-monitor-to-oversee-

maricopa-county-sheriff.html 

13 See Sandra Harding (2008).  
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CHAPTER 5 

RHETORICAL ECONOMIES: BRINGING THE PUBLIC BACK INTO PUBLIC HEALTH 

Writers who theorize social change understand “love” as a hermeneutic, a set of 

practices and procedures that can transit all citizen-subjects, regardless of social class, 

toward a differential mode of consciousness and its accompanying technologies of 

method and social movement. (Chela Sandoval p. 139) 

This project defines rhetorical economies as processes that surface at the intersections, 

confluences, and divergences of expert and everyday knowledge practices to deterritorialize 

dominating discourses and effect social change. In Chapter 4, narrative analysis of promotora 

work stories illuminate how rhetorical economies of public health transform the assumed 

deficiencies of everyday bodies and knowledges as mujerista pedagogies of the home circulate 

through professionalized epistemic communities. In Chapter 5, I attend to how rhetorical 

economies recenter community ways of knowing1 in public health contexts by disrupting 

racialized assumptions regarding associations of food practices and disease. This chapter 

analyzes actual promotora pedagogical practices that interrupt dominant expert medical 

discourse at play in “politics of care and dependency” (Garland-Thomson, 2002, p. 16). 

Rhetorical economies engage multiple strategies and liberatory pedagogies to raise 

consciousness regarding US food systems that market nutritionally poor products to people 

living in poverty. In contrast, neoliberalism infects public health messaging through a focus on 

                                                           
1 Ways of knowing speak to the intersections of knowledge and action, as Greenwood 

and Levin (2008) write, “knowing emphasizes the point that knowledge is linked to people’s 

actions” (p. 66).  
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individual bodies and patient practices that must either comply with or resist doctor’s orders. 

Compliance is associated with good management of disease, while resistance to medical 

expertise is associated with poor management. 

To counter this rhetoric of compliance2 rhetorical economies of public health inform 

biomedical discourse through a funds of knowledge approach that engage shared histories, 

cultural practices, and embodied ways of knowing. My theorization of rhetorical economies 

within these contexts takes shape through Chicana feminisms, feminist disability, and decolonial 

rhetorics. In Chapter 5, a rhetorical analysis of promotora pedagogies held in tension with 

critical readings of public health curricula and web-based nutrition information will show how 

rhetorical economies of community health decolonize neoliberal and racialized public health 

discourses. 

Throughout this project, I use the term neoliberalism to denote the economic systems that 

support capitalist, ideological, material, and political constructions that produce the 

individualized consumer subject. I rely on Wendy Brown’s (2006) articulation of neoliberalism 

in her article “American Nightmare: Neoliberalism, Neoconservatism, and De-Democratization,” 

as inclusive of a “host of policies . . . that produce citizens as individual entrepreneurs and 

consumers whose moral autonomy is measured by their capacity for self-care” (p. 694). 

Neoliberalism, then, inflects biomedical discourse in constructing the entrepreneurial subject 

who partners with doctors, makes good choices, and becomes a good manager of their chronic 

disease or illness. Neoliberalized medical discourse practices rely on patients willing to consume 

biomedical expertise, definitions of health and disease in order to attain optimum wellness. 

                                                           
2 See Segal (2005), and Martins (2008) 
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Promotoras are community leaders employed by clinics, hospitals, or not-for-profit 

organizations who support medically underserved populations. Central to clinic outreach 

programs designed to improve medical access to people living on the economic and political 

margins, promotoras are active in providing material, informational, and emotional support to 

community members. Outreach programs that employ promotoras rely on often unstable state 

and non-profit funding agencies for their day-to-day operations. These funding agencies are key 

stakeholders who shape public health interventions through regulating the messaging and 

locations of outreach. Yet promotoras have been increasingly called upon to support and enact 

community advocacy and empowerment within their local contexts. As Marlynn May and 

Ricardo Contreras (2007) have noted, political advocacy strategies may be at odds with funding 

source priorities. As such, public health policy and its interventions can maintain dominant and 

oppressive social structures through supporting neoliberal and racialized ideologies implicit in 

community education (Clarke, et al. 2003, Shim, 2005). 

I analyze Margarita’s pedagogy in relation to ability/disability systems to further 

elaborate on how Latina@ everyday and embodied practices challenge medical neoliberalism. I 

draw upon Rosemarie Garland-Thomson’s (2002) scholarship in theorizing disability as well as 

philosopher Eva Kittay’s (1999) articulations that critical interdependencies interrupt myths and 

idealizations of individualized autonomies. Margarita’s relational pedagogical practices establish 

creative interdependencies as she acknowledges her own need for care and values the care she 

receives from the community members. By relational practices, I mean practices that emerge 

from and in-relation-to-others. While relational practice presupposes a materialist perspective3, 

my use of the term is inclusive of the everyday embodied practices of empathy, caregiving, 

                                                           
3 See Edbauer, 2005; Borad, 2003; Ahmed, 2004; Berlant, 2011, Pérez, L.E. 2014 
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listening, and sharing. Within the context of the politics of care, creative interdependencies act as 

liberatory strategies that actively question and address power differentials embedded in care 

giving and care receiving. 

Rhetorical analysis of Margarita’s pedagogies for Latin@ communities reveal political 

and economic intersections of community health that are covered over or left unaddressed by 

public health policy and medical discourse practices. These political and economic intersections 

have material effects on bodies and health as income distribution shapes food access, food 

practices, and consumption. Chicana materialisms (Sandoval 2000, Delgado Bernal, D. 2006, 

Elenes, C. A., 2006, Carrillo, R. 2006), critical race and decolonial theories forwarded by bell 

hooks (2000) and Linda Tuhiwai Smith (1999) animate my analysis of Margarita’s teaching 

practices and community responses. Through this critical analysis of teaching materials, teaching 

practices and community responses, a rhetorical economy emerges through the lived experiences 

of promotora and community members in creative tension with western, biomedical, and expert 

discourses of health, disease, and the body. Analysis of popular nutrition curricula and 

promotora teaching practices will also address the remaining line of inquiry outlined in Chapter 

3, namely, how does promotoras’ language use contribute to, or constrain community agency? 

Disability/Ability Systems 

Feminist theory has a rich history of critical analysis of embodied narratives and health 

care practices through Chicana materialisms, critical race studies, gender, postcolonial, feminist 

science studies (FSS) and standpoint theories, and I have utilized some of these approaches in 

previous chapters. Naming racialized conceptions of the feminine as performances of disability 

that shape and are shaped by cultural, political, economic, racialized, and gendered contexts, 

Garland-Thomson (2002) positions disability in relation to feminist concerns in critical, 
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materialist, and identity theories. Disability/ability systems are socially constructed through 

narratives of the body and produce subjects through the act of marking and differentiating 

bodies. This is done by the cultural interpretation of bodily variations. Garland-Thomson (2002) 

draws upon the scholarship of Kittay (1999) and Barbara Hillyer (1993) as she calls for a politics 

of dependency to interrupt the “liberal tendencies in the rhetoric of disability” that normalize 

social, and productive independence (Garland Thomson, 2002, p. 17). Garland-Thomson (2002) 

argues that the state of dependence is not temporary and unwelcome, but one that all humans will 

inhabit at some stage in their lives. Importantly, dependency relationships are sometimes 

lifelong. As such, dependence should not be a marked subject position in public health or 

disability contexts. Garland-Thomson (2002), Kittay (1999), and Hillyer (1993) call for a politics 

of dependency revaluing human interdependence so that care-givers and care- receivers can 

flourish (Garland Thomson, 2002, p. 17). 

The medical industrial complex (Relman, 1980; Lammers and Geist, 2009) actively 

supports disability/ability systems. Medical and pharmaceutical industries inclusive of 

practitioners, researchers, clinics, and hospitals offer a medicalized view of the body and define 

what constitutes health. Garland-Thomson’s (2002, 2011) feminist disability theory argues that 

bodies are actively medicalized in ways that support the interests of the state and the medical 

industrial complex. Neoliberal health messaging often entails a combination of self-regulation of 

exercise and diet which positions the patient as a careful consumer of foods, supplements, and 

medications integral to maintaining or achieving “health.” As I have outlined in previous 

chapters of this project, these occasions are particularly visible in community health settings, 

where the clinic works to educate, survey, and track the health of the poor and those living with 

chronic disease or disability. In locations of community health, “subjugated bodies as 
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ungovernable, intemperate, or threatening” (Bordo, 1993, in Garland-Thomson, 2002) and call 

forth [public health] surveillance practices through “[s]ystems of representation . . . [that] shape 

the material world, underwrite exclusionary attitudes, inform human relations, and mold our 

sense of who we are” (Garland-Thomson, 2002, p. 8). For example, at the volunteer clinic in 

Tucson, Margarita visited with a family that came in every week for nutrition information and 

counseling. Margarita explained that although the family seemed healthy, they had been told that 

because there was diabetes on the maternal and paternal sides of the family, there is a strong 

genetic disposition for both the couple and their children to develop diabetes This family was 

then fearful of future disease and thus motivated to learn more about diabetes and to do all they 

could delay what seemed to them as inevitable (Internship Notes, Aug 23, 2012). Risk 

assessment is a powerful tool to motivate others to action, but also shapes identities and 

obfuscates other variables at play (Heifferon, 2008, Keränen, 2011). 

Within Margarita’s work context, the disability/ability system can be understood through 

the process of identifying bodies in need of state assistance. For those requesting state housing 

subsidies, their bodies must conform to specific age ranges, income levels, and disability. The 

Pima Council for the Ageing describes those qualifying for such accommodation as “low- or 

middle-income, at least 62 years old or disabled.” State subsidized housing offers state-owned 

housing at a fraction of market costs to qualifying individuals. By marketing and administering 

this service, the state also acquires the means through which to increase the disciplining and 

surveillance of marginalized bodies (Foucault, 1990). A critical analysis of health promotion 

curricula will demonstrate how ability/disability systems support precarious positionalities of 

community members through biomedical discourse practices that produce the individualized 

subject both dependent upon medical expertise and responsible for their disease. Further, a 
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critical analysis of promotora teaching practices explores how a creative interdependency works 

as a liberatory strategy and resists destabilizing representations and practices forwarded by 

dominant biomedical discourse. 

Case Study 1.0 Arizona Nutrition Network Website Analysis 

Context and Purpose 

Margarita’s work was financially supported through Arizona Nutrition Network (AZNN), 

which is both a public and private agency directed by the Arizona Department of Health 

Services’ Bureau. AZNN is a branch of the USDA Nutrition Program. AZNN was established 

with the goal to “educate all Arizonans, especially lower income residents, on the importance of 

nutrition and physical activity”.4 AZNN authorized St. Maria’s outreach program’s curricular 

content and provided the outline structure for each modules’ content. Promotoras were expected 

to populate the outlines with content from AZNN’s online resources. AZNN then reviewed these 

clinic-based teaching modules for accuracy and accessibility. St. Maria’s outreach program was 

awarded grants from AZNN for their outreach activities to various community sites including 

HUD (US Department of Housing and Urban Development) and programs operated by Pima 

County. In order for individuals to qualify for assistance from the state housing, they must self-

identify as persons who live in poverty, are marked by age and may identify as disabled. 

Applicants cannot choose the location.5 It is clear that both outreach program messaging and the 

residents of HUD housing are constrained by state definitions of health, health practices, and 

disability. 

                                                           
4 www.eatwellbewell.org/uploads/media/documents/adhs-behavior-model-research-

report-10-21-09.pdf 

5 www.pcoa.org/wp-content/uploads/2013/10/Subsidized-Housing.pdf 

http://www.pcoa.org/wp-content/uploads/2013/10/Subsidized-Housing.pdf
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AZNN’s stated purpose is to “shape food consumption in a positive way, promote health, 

and reduce disease among all people living in Arizona.” While the organization does not specify 

what qualifies as positive food shaping, the statement seems to infer that there is a connection 

between food consumption, health, and disease. In order to accomplish this shaping of food 

consumption, social marketing campaigns are put in place to “keep the messages consistent, 

ensure recognition and provide educators with ready-to-use materials that are tailored to each 

campaign.” 6 

AZNN’s motto, Champions for Change, aligns closely with the mission statement as it 

invokes an audience of universal subjects to be change agents and valorizes these “individuals” 

as Champions. The mission statement and motto persuade audiences that health and the 

reduction of disease is achievable for all people living in Arizona through changing personal 

food consumption practices. AZNN’s message and audience rely heavily on liberal notions of 

equality or equal ability to perform, produce, and progress. The assumption that all Arizonans 

would benefit equally from consistent messaging ignores the power differentials between the 

givers and receivers of health information (Garland-Thomson, 2002, p. 17). A critical analysis of 

AZNN’s website will demonstrate these concepts and claims. 

Audience Concerns 

AZNN’s mission statement and supporting documentation officially name “all people 

living in Arizona” as their primary audience yet their website targets people of color and lower 

income residents. The AZNN face page provides information specifically for use by children, 

parents, and those they name as collaborators. Collaborators are people who want to “teach and 

                                                           
6 www.eatwellbewell.org/uploads/media/documents/aznn-ffy16-policy_procedures.pdf 
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influence a healthy lifestyle.” The characters that populate the website and videos predominantly 

represent Latin@ families (family = mother, father, 1-2 children) and families of color who live 

in a middle class environment. As the homepage also features a link to the Spanish version of the 

website (through a small button labelled En Español) textual and visual content invoke a primary 

audience of English or Spanish speaking families of color. AZNN also targets low income 

families through linking prominently to information about the SNAP program, a state run food 

stamp program. 

AZNN targets their website to lower-income people, and to families of color, thus 

reinforcing the deficit view of that low income families and families of color lack the 

informational resources and the will to provide healthy nutrition to their families. There is a 

strong persuasive element in AZNN’s website as the writers present the hero’s call to be 

“Champions for Change.” This call begs the question, change from what? The visual images on 

the website show a group of happy children at play, a family (presumably a mother and father, 

with children) of color eating together, a couple buying fresh produce, and many pictures of 

produce and cooked food dishes. The recipe link features over 130 recipes that are grouped into 

categories such as Kid Friendly, Healthy Proteins, Fruits and Veggies, Low fat Dairy, and Whole 

Grains. In addition, the Kid’s page offers games, videos, and “Fun Food News.” The link entitled 

“Be a Champion Kid” features a young boy of color smiling and flexing his muscle. Since the 

idea of change is invoked so often, it must be assumed that the condition before “change” was an 

unhealthy eating practices, poor nutrition, and ill health. 

Providing such depth in recipes, encouraging children to be nutritionally aware, and 

promoting home cooking fits well with the first of AZNN campaigns: Mealtime is Family Time. 

Linking idealized food consumption practices with normalized social grouping of a middle-class 
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nuclear family conforms to neoliberal ideology that health is achieved through conforming to 

white, heteronormative, and middle class consumption practices. Ignoring any connection to 

community life, extended family, alternative family structures, or cultural or sexual difference, 

the webpage communicates that there is only one way to be a Champion and this is through 

buying into raced, classed, and sexed, social and economic norms. 

Rather than opening up space for real agentic possibility, AZNN’s Champions of Change 

is a thoroughly neoliberal construction. Brown (2006) understands neoliberalism to be a political 

rationality that “organizes the political sphere, governance practices . . . and figures citizens as 

rational economic actors in every sphere of life” (pp.693, 694). Neoliberalized understandings of 

home cooking practices are featured throughout the website, but are especially prominent on the 

home page. A video linked to AZNN’s home page features a young woman of color rhythmically 

chopping a zucchini in a well-appointed and bright kitchen set, signaling a middle class lifestyle. 

The woman’s chopping sounds mimic the start of the drum at the beginning of a contemporary 

rock song. While two school-age children in the video are drawn to the sound, a male adult dons 

an apron with a knowing grin and everyone pitches in to make dinner together. At this point, 

actual music overlaps with the percussive chopping sounds that end with a cooking timer buzz. A 

female narrator then announces that “Meal time is family time.” Again this overt message 

ignores alternative food consumption practices, connections to culture, and real life pressures of 

work and child care. In addition, the text below the video link states that while bringing the 

family together for meals can take time, the result is better nutrition for everybody. The negative 

corollary implies that not to invest this time will lead to poor nutrition. Therefore, the subtext of 

video carries a punitive message that it is the parent’s choices that contribute directly to families’ 
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health and nutrition status. The user then concludes that good nutrition (and by extension, good 

health), is necessarily a lifestyle choice. 

While home cooking practices do encourage family interaction, teach young people 

cooking skills, and can improve food choices, the images and text of the AZNN website ignore 

the social, economic, and embodied contextual realities that may severely limit food 

accessibility, the ability to handle and cook food, and time available to spend with family. 

Nevertheless, public health departments have embraced the popular method of offering recipes to 

encourage home cooking as a major strategy for improving nutrition (Reicks et al., 2014). As 

such, this communication strategy would be most successful with middle class families who can 

spend hours per week planning out weekly menus, driving to regional food retailer or farmers 

market for fresh fruits and vegetables, and preparing food for the ‘family’ every night. AZNN 

strategic messaging therefore erases the presence of community members that do not fit these 

racialized, gendered, heteronormative, and classed categories. The videos and text throughout 

AZNN’s website, Eatwellbewell.org presents a gendered ideal of the heteronormative, 

entrepreneurial female parent who knows how to manage herself, her children, achieve health 

and happiness through buying the right food and effortlessly prepare it with the help of her 

children and male partner. 

AZNN’s website also sets up reductive binaric assumptions regarding everyday 

Arizonans and collaborators. The term “collaborator” connotes a sense of collusion and 

partnership, or simply refers to colleagues engaged in a task. Collaborators therefore have 

agency to work with others to effect a process or influence change. In contrast, the tab heading 

Parents invokes an audience of people who simply have given birth. Parents are not issued an 

agentic role in any process or change. They are given tasks to perform. For example, the Parents 
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page shows a woman possibly in her late twenties standing and smiling somewhat awkwardly. 

To the right of the image the text reads: “New at Eatwellbewell: Vegetables and Fruits—A Way 

of Life . . . Make it a habit to include these tasty foods in your family’s meals and snacks each 

day.” The images and text on the Parents page reproduce heteronormative, middle class, and 

two-generational family structures. In addition, the page is written for an everyday audience and 

does not use scientific terms for nutrients or provide charts or schematics. Complex words 

comprise only 16.81% of the text on this page and the Flesch-Kincaid reading level for this page 

is grade level 7. The AZNN Parents page does offer professionally produced short videos that 

introduce each major campaign, such as eating more whole grains, increasing vegetable and fruit 

items in the family diet and family exercise. Lower literacy levels and use of videos indexing the 

website developer’s need to reach a broad literacy range. 

The Parents page content is written for parents representing low to intermediate literacy 

levels. The purpose of the page is both informative and persuasive. It is informative through 

offering recipes, but it has a strong persuasive element in the hero’s call to be a “champion for 

change.” In contrast to the Parents page, the Collaborators page is written for educated adults. 

The purpose of this page is to encourage collaboration through providing material and 

informative resources regarding food systems and strategies for improving access to quality food 

sources such as the farm to school programs. Rather than the micro focus on specific foods and 

recipes, the collaborators page attend to macro processes of nutrition systems. The opening text 

on this page enthusiastically reads, “Welcome Arizona Nutrition Network Collaborators! Here 

you will find all the tools and resources needed to teach and influence a healthy lifestyle.” Not 

only are users granted a title (AZNN Collaborators), but they are also charged with influencing 

and teaching the abstract(ed) concept of “lifestyle.” The assumption must be that collaborators 
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already are healthy eaters, that they have the desire and ability to influence unnamed other’s 

choices, and that everything that they will need to be successful for this activity is available to 

them through this web page. 

In contrast to the parent’s page, the Collaborators page targets an educated audience. For 

example, the Flesch Kincaid reading level is assessed at grade level 10 and 23.87% of the words 

used are complex. While acknowledging how agricultural industries and built environments 

affect quality food access for urban populations is welcome, this information is addressed to 

collaborators and not the everyday users. Surely everyday users such as parents can benefit from 

such critical information? And why are parents excluded from the role of collaborators for 

change? It is plain to see that AZNN’s website employs reductive assumptions regarding parents 

and collaborators. Such assumptions reveal neoliberalized conceptions of power; expert 

audiences are not in need of change themselves, but may change environment and policy, while 

everyday audiences are deficit audiences in need of nutrition information to make better food 

choices. 

Case Study 1.1 AZNN’s Teaching Scripts 

Theoretical Framing: Independence vs Creative Interdependency 

In what follows, I offer a close reading of AZNN’s teaching scripts promotoras use as 

teaching resources for nutrition lectures and demonstrations. Kittay (2011) complicates the ideal 

of independence in disability rhetorics in her article “The Ethics of Care, Dependence and 

Disability.” Reading the Americans with Disability Act of 1990 (ADA) as a mother of a daughter 

with severe cognitive disabilities, Kittay (2011) argues that even with the law’s provision, her 

daughter will never be independent in the legal sense of the term. While the ADA of 1990 has 

improved access for people of varying physical and cognitive abilities, Kittay (2011) reads the 



RHETORICAL ECONOMIES: BRINGING THE PUBLIC BACK INTO PUBLIC HEALTH 

 

175 
 

ADA as a move by the state to normalize independence and productivity for people living with 

disability. The act reads, “[t]he nation’s proper goals regarding individuals with disabilities are to 

assure equality of opportunity, full participation, independent living, and economic self-

sufficiency for such individuals” (ADA [a], [8]). Such a definition assumes “independence [as] 

the norm of human functioning” and erases those who must depend on carers for most if not all 

activities of daily living (Kittay, 2011, pg. 51). Therefore, Kittay (2011) calls for an ethic of care 

to inflect disability theory and public policy as she highlights the dynamics of power in care 

giving/care receiving relationships. 

Further, Kittay (2011) notes that over the course of a person’s life, all will necessarily be 

in a position to care for others and to be cared for, Kittay calls for acknowledging an 

interdependency in these relationships. A critical approach to interdependency allows for a more 

fluid understanding of autonomy that does not rely on ablest norms of function (Kittay, 2011, 

p.53). When interdependency is acknowledged, “everyday activities become transformative” as 

care giving and care receiving become bidirectional activities for both care givers and for care 

receivers. Using a politics of dependency/ interdependency as a lens of critical analysis, I will 

note where AZNN authorized teaching scripts and other promotora resources align themselves in 

tone and substance along a continuum of normative neoliberal assumptions of independence and 

autonomy and a robust articulation of an ethic of care through embodied interdependencies. 

Overview, Context and Purpose 

Margarita visited HUD community sites multiple times a month and utilized a stepped 

nutrition education curricula approved by Arizona Nutrition Network. The curriculum is 

extensive. There are 4 series of classes with 6 classes in each series. Titles include Getting Ready 

for Change, Personal Steps to Improved Nutrition, Smart Choices for a Healthy Weight, and 
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Focus on the Family: Inspiring Healthy Food Habits. The nutrition information presented in 

these modules is repeated in each module, but with changes in focus and emphasis. I analyze the 

module Getting Ready for Change. 

As the title suggests, this module’s objective is behavioral change. It makes three claims: 

Information is good and useful, but change happens only through an individual’s decision to 

change; therefore, personal readiness is important. Secondly, change happens when an individual 

learns concrete ways to practice new behaviors. Thirdly, change happens when an individual can 

overcome obstacles to change. The authors provide incentive through arguing that change is a 

product of individual exertion of will and employment of suggested alternative practices will 

result in a healthier, happier body and mind. This confidence in individual agency erupts through 

a neoliberal idealization of the individual agency suspended and untouched from social, political, 

economic, historical, cultural, and environmental contexts, all of which impact, constrain, and 

enable human agency (Herndl and Licona, 2007). Readers are encouraged to leave notes for 

themselves, employ a food journal or calendar, create an internal/external rewards system for 

positive behavior, build a social support system, and tap into a team of medical providers to 

support and guide their progress. These actions are behavior modification practices that reflect 

neoliberal values of self-management of health: uptake of health information, appropriate food 

choices, accountability, and adequate follow up measures. There is little emphasis on how the 

self-in-relation to others is connected to food historically, economically, and politically, or how 

the family and community impact food choices (Kittay, 2011, p. 54). In short, the authors do not 

advocate a critical stance toward food accessibility, distribution and quality. 

The curriculum also identifies key obstacles to change. Fatalism, whether constructed as 

God’s will or genetic destiny, can immobilize a person’s desire for change in nutrition habits. To 
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counteract fatalism, the concept of personal control is invoked in these instances, for example, 

“[c]hoosing food wisely and getting adequate exercise” results in feeling better, having more 

energy, and improving mood and stress reduction. An activating subtext present in this 

syllogistic teaching strategy suggests that an individual subject has the control (independence or 

autonomy) to eat well, and if the individual does not choose food wisely, then that person’s 

personal health and well-being is at risk. The responsibility for health and illness then rests with 

the individual alone. The ill individual then is to blame for not achieving good nutrition and 

health habits. 

As in the AZNN website, neoliberal conceptions of healthy or unhealthy consumer 

subject persists. The responsibility for your health is your own, or to put it more bluntly, health 

and well-being is a lifestyle choice. While the curriculum places emphasis on personal autonomy 

and readiness for change, motivation for change emerges from the murky arenas of guilt and 

fear. My distinction here is not that health and well-being are independent of good nutrition and 

health practices, but that there are many more factors to consider that present obstacles to self-

care, such as poverty, dispossession, and lack of affordable high nutrient food sources. 

The actual work of changing eating habits is broken down into steps that follow the 

USDA guidelines in the MyPlate scheme. MyPlate is a teaching tool printed on a plastic 

children’s plate that visualizes appropriate portion sizes of vegetables, meat/protein and 

carbohydrates. Students are given the plates as a free gift along with handouts to identify fruits 

and vegetables that they can incorporate into their diet. First students must think about what they 

will eat and then limit fats, added sugar and salt. Students must become aware of how many 

calories are right for them and then find ways to incorporate exercise as a daily habit. 
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From a cognitive perspective, these strategies assume an ability to read, understand the 

differences between the saturated fat, unsaturated and trans-fatty acids, and be able to identify 

how much fat consumption is actually considered allowable in a low fat diet for their age and 

height. From an embodied standpoint, these strategies also assume an ability to shop and prepare 

food independently. These strategies are most familiar to those who are able and willing to 

consult a nutritionist, or other clinician, and assume an individualized care plan. Those in the 

assisted community settings often lack the economic, cognitive, and physical capability to 

realign eating practices to reduce empty calories and include nutrient dense foods. Additionally, 

Margarita’s audiences often lack transportation, language, literacy, physical, and memory skills 

that are needed to fit in neatly within this paradigm of good chronic illness management. 

A broad survey of public health literature suggests that interventions that rely on 

individuals’ choices may be “less effective or ineffective” than interventions that address 

disparities both within food systems and local communities (Neff, Palmer, McKenzie, Lawrence 

2009, p. 284). Most importantly, public health pedagogies that rely on individualized behavioral 

change may work against community members who are dependent upon others for food 

acquisition and preparation or who are not in a position to make autonomous food choices. Here, 

an ethic of care can be creatively applied that acknowledges nutrition practices as rooted in the 

community and situated locations and not envisioned as an individual act. Nutrition education 

needs to be embedded in embodied realities, lived experiences and community capacities. 

Without this multilevel community-based approach, public health nutrition interventions risk 

irrelevancy. 
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Case Study 1.2 Living a Healthy Life with Chronic Conditions 

Clearly there are troubling neoliberal alignments in AZNN’s teaching scripts that produce 

the autonomous consumer/patient charged with self-care through making “smart choices.” The 

message in the teaching scripts support the notion that disease can be prevented through good 

lifestyle choices. Another resource made available for Margarita’s use is a book, Living a 

Healthy Life with Chronic Conditions (Lorig, K., Holman, H., Sobel, D., Laurent, D., Gonzalez, 

V., & Minor, M., 2006). This volume was written collaboratively across the disciplines of 

nursing, public health, medicine, and physical therapy. Whereas AZNN’s resources reflect public 

health narratives aimed at prevention and management of disease in community contexts, the 

authors of Living a Healthy Life with Chronic Conditions position themselves as experts who 

give medical perspectives on chronicity and offer helpful advice for people who are diagnosed 

with chronic conditions. My analysis engages the pages 1-5, 6-8 and pages 12-13. Pages 6, and 

9-11 were omitted as the text was in table form. 

As chapter two of this project illustrates, biomedical expertise developed over time as it 

gained success in curing disease. As with end-of life-scenarios, chronic disease presents a 

challenge to biomedical ethos since chronic illness, by definition, cannot be cured, only managed 

(Segal, 2005). As a result, medical practitioners have to reposition themselves as consultants 

(rather than directors) of care in order to be absolved from the duty of cure. The act of 

positioning as consultant is inherently unstable, as a critical rhetorical analysis of Living a 

Healthy Life will show. In the context of chronicity, doctors inhabit the position as expert 

directors of care who also submit to the patient’s knowledge of disease and defer to the patient’s 
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decision making process. This contradictory positioning is fluid and changeable as doctors and 

patients negotiate the asymmetric quality of their relationship.7 

Overview, Context and Purpose 

As the title suggests, the authors claim this book as a teaching resource for those living 

with chronic conditions. The authors’ purpose is to persuade those living with chronic disease 

that healthy living is possible. In addressing their everyday readers, the authors adopt a narrative 

position as helpful informants, health professionals, and even themselves as successful managers 

of chronic disease. Through these subject positions, the writers claim the authority to provide 

advice and offer strategies for patients to be good managers of their chronic illness. The tone is 

casual and conversational, and the second person is utilized throughout the text which lends a 

conversational tone. However, the insistent use of the second person re-inscribes the subject 

positions of the knowledgeable speaker/author and the reader as a patient who is in need of 

information, counsel, correction, and direction. 

The Authors as Expert Directors 

The authors position themselves as expert knowers both distinct and separate from the 

chronically ill subject. Such neoliberalized positioning constructs an authority over others. 

                                                           
7 Judy Segal (2005) in Health and the Rhetoric of Medicine explores asymmetric 

rhetorical partnership between doctors and their patients at the end of life and argues 

convincingly that medical expertise should find an alternative space where “morally shared 

decision making does not require that everyone knows the same things; rather, it requires 

recognition of a pluralism of expertise . . . sharing respect and agreed-upon language for decision 

making. (p.103). 
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Authoritative positioning is evidenced by the insistent use of the second person pronoun “you” 

94 times in excerpt (See Table 1 p.182). In the introductory passages, “you” is used as a form of 

address as in “[y]ou see, there is no way you can avoid managing a chronic condition” (p. 1). 

However, the second person is most often used to direct the reader to action, for example, “The 

key to success is deciding what you want to do, second deciding how you are going to do it” 

(p.12) or to indicate possession, as in this example, “your doctor . . . your illness . . . your 

condition” ( p. 5). In the 27 instances where we is chosen, it is used in the inclusive sense (you 

and I and possible others) only 5 times to position the authors on the same level as the readers as 

this statement shows, “we need a way to incorporate these skills in our daily lives” (p. 12). In 22 

other instances, the pronoun we is used in an exclusive manner to index the collective knowledge 

and expertise of doctors and health professionals as illustrated in this example: “We will describe 

hundreds of skills and strategies to help relieve the problems caused by chronic illness. We do 

not expect you to practice all of them” (p. 12). In this 9 page excerpt from the first chapter, the 

authors, writing collaboratively, choose not to use first person singular for obvious reasons, but 

introduce this form as the voice of an imagined patient, as in this example, “If I can’t care for 

myself, who will care for me (p. 5)? Finally the third person “they/them” is most often used to 

indicate a noun in the sentence, such as symptoms or problems. Analysis of language in this 

passage shows that the authors of Living a Healthy Life discursively distance themselves as 

expert knowledge keepers who (for the most part) stand apart from patients and position 

themselves as coaches to motivate readers diagnosed with chronic illness to become good 

“managers” of their care. 
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Sections 

Total word 

count: 3392 

First 

person 

singular 

(I/me) 

Second 

Person 

(you/your) 

First Person 

Plural 

Inclusive 

(We/Us/Our) 

 

First Person 

Plural 

Exclusive 

(We/Us/Our) 

First 

Person 

Plural 

Generic 

(We/Us

/Our) 

Third Person 

Plural 

(They/Them) 

Total 

 

9 

 

94 5 22 0 12 

 

Table 1 Pronoun use in Living a Healthy Life with Chronic Conditions Chapter 1 

The Patient as Manager 

Throughout the book, the term “manager” is used as a metaphor to position a chronically 

ill person as inhabiting an agentic space, but this habitation is not necessarily a positive one. For 

example, the text conflates the experience of chronic illness with a management style: “If you do 

nothing but suffer, this is a management style. If you only take medication, this is another 

management style. If you choose to be a positive self-manager and undergo all the best 

treatments that health care professional have to offer along with being proactive in your day to 

day management, this will lead you to a healthy life” (p. 1). Of course, not all of these options 

are equal; the best management style is obviously to be “proactive” and “undergo all the best 

treatments as this directly leads to a “healthy life.” This comparison between “doing nothing but 

suffer” and being “proactive” and “undergoing the best treatments” sets up an unhelpful binary 

between the embodied experience of pain and alienation and an active consumer of medical 

advice. And it is positioned as a choice. The authors manifest in these first pages Brown’s (2006) 

definition of neoliberalism when they measure the moral autonomy of their readers by how 

effectively these readers “manage” or maintain an appropriate level of self-care that relies on 

consumption of expert practices. 
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The authors of Living a Healthy Life construct chronic disease from a western, neoliberal, 

and biomedical point of view: personal management of disease is necessary and achievable 

because disease starts within the body. Disease is thus objectified and bounded as a bodily 

process only, and as such, it can be controlled.8 For example, under the heading, “What causes a 

Chronic Disease,” the authors explain that chronic disease happens when the individual cells are 

not well nourished, oxygenated, or able to get rid of waste products effectively (p. 3). Therefore, 

as disease originates in the body at the cellular level, so management of the body must become 

the antidote. Symptoms can be observed and tracked by the patient manager. Paradoxically, 

patients who are figured as managers are supposed to be in control and “direct the show” and do 

so with the help of doctors who are figured as mere “consultants” and “partners.” Patients are 

positioned as agentic actors responsible for “making the decisions and making sure these 

decisions are carried out” (pp.11-12). Biomedical framing of disease sources illness at the 

cellular, individual level, and resists the social, political, economic, and ecologic determinants of 

disease. 9 

                                                           
8 Living a Healthy Life does address the ‘management’ of depression and other emotions 

that are linked to the experience of chronic disease (pp58-64). 

9 Biomedical framing of disease was challenged by doctors in the progressive era (see 

Chapter 2) and today is being challenged by doctors who seek to interrupt the cycle of repeat ER 

admissions for children and adults living in substandard and unhealthy housing developments 

through doctor/lawyer partnerships. For an example of this see Tina Rosenberg’s article, “When 

Poverty Makes You Sick, A Lawyer can be the Cure.” 
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Biomedical models of chronicity actively engage the binaric and morally charged 

construction of the responsible/irresponsible patient subject. If chronic disease cannot be cured, 

biomedicine faces an existential crises. As such, chronic disease is biomedically constructed as 

the body’s inability to manage metabolism or stress, or the patient’s inability to eat healthy diet. 

Chronic disease then becomes an avoidable problem solved through the trope of personal 

management that produces a never ending cycle of holding the chronically ill person as 

responsible for his or her level of dis/ease. The ability to “get on well” in the midst of “severe 

physical problems” is just a matter of “management style” (p.12). When Lorig et al. (writing as 

medical and health care experts) relinquish their role as directors of care and cede improvements 

in health to the management style of patients, the authors simultaneously cede the power position 

of doctor/expert yet retain the option to lay blame of ill health at the feet of the patient as a poor 

manager. Biomedicine is thus relieved of its injunction to cure, while constructing regimes of 

control that assess, survey, and monitor patient bodies while reserving the right to assign blame 

or praise. 

A major theme of chapter one is that optimum health and well-being is a product of the 

individualized subject’s action and personal choices. For example the authors explain, 

What you [the reader] do about something is largely determined by how you think about 

it. …if you think that having a chronic illness is like falling into a deep pit, you may have 

a hard time motivating yourself to crawl out, or you may even think the task is 

impossible. The thoughts you have can greatly determine what happens to you and how 

you handle your health problems. (Lorig et al, p. 12) 

This neoliberalizing discourse valorizes the idealized and fictional “good manager” and 

presents the chronically ill subject as depressed and not able to cope. Emotions themselves have 
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to be “dealt with” since so-called negative emotions such as anger, frustration, and feelings of 

isolation will encourage thinking and actions that will lead to bad physical outcomes (Lorig et 

al., 2006, pp. 12-13). However, the statement that action results from thinking about something 

in a particular way is welcome, as it opens up opportunities for thinking differently about chronic 

illness prevention and care. Analysis of promotora teaching practices offered below will provide 

an exemplar of alternative discursive constructions that depart from dominant, liberalized, 

biomedical frameworks that inscribe a dis/possession of the health through bodily malfunction 

and poor management. Margarita’s pedagogical practices encourage others to re/possess10 their 

embodied experiences in ways that resist and reconfigure liberalized medical narratives. 

Case Study 2.0 Margarita’s Last Nutrition Lecture. 

I have chosen to analyze Margarita’s last nutrition lecture given right before her 

retirement, as this lecture demonstrates a number of Margarita’s pedagogical strategies. Chief 

among these strategies, and in direct contrast to placing often unrealistic and burdensome 

expectations on those living with chronic illness, Margarita offers a different approach to health 

promotion in disability contexts—one that applies a politics of dependency and ethic of care. 

Rather than offering the promise of an elusive autonomy and guilt that comes through a failure to 

manage illness well, Margarita embodies an ethic of care that positively identifies with 

community members, names everyday obstacles to positive change, and creates new meanings 

                                                           
10 I am indebted to Devon Kehler for her suggestion of how biomedical paradigms 

colonize and dis/ possess embodied experiences of health and disease. See also David Martins 

(2008) chapter “Diabetes management, the complexities of embodiment, and rhetorical analysis” 

in Barbara Heifferon and Stuart Brown’s edited collection Rhetoric of Health Care.  
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out of old tired mantras of nutrition counseling and behavior modification schemes. Margarita’s 

critical pedagogy reconstructs chronic illness and obesity in opposition to biomedical binaric 

frames of the ir/responsible patient. Through everyday epistemic and embodied perspectives, 

Margarita creatively subverts nutritional expertise in order to support positive community 

change. Taken together, these strategies further instantiate an alternative rhetorical economy that 

draws from Chicana feminist epistemology and pedagogical practices to support social change. 

Politics of Interdependency and the Ethic of Care 

On the first day we met, Margarita made it very clear that a promotora’s work is about 

sharing and not teaching, and allowing others to care for you [the promotora] (Field notes 

October 21, 2010). I argue that Margarita’s practices demonstrate a what bell hooks (2003, 2006) 

calls a radical pedagogy of love that in turn answers Audre Lorde (1984) and Laura Perez’s 

(2014) call to dismantle dominations and creates spaces for learning and healing through a praxis 

of love and ethic of care. 

Carol Gilligan’s (1977) landmark thesis, In a Different Voice, objects to the male bias in 

moral developmental models and argues for a distinctly feminine constructions of responsibility 

and the self-in-relation to others as an alternative model for moral growth. Gilligan’s scholarship 

and claims opened up productive debate about gender difference that was later taken up in the 

disability movement and in feminist formulations of care (Hughes, McKie, Hopkins & Watson, 

2005). Briefly, the disability movement objected to an ethic of care that abrogates autonomy and 

independence. Disability scholars and activists in the movement “promote autonomy for disabled 

people but eliminate emotion from the caring process by transforming it into a formal, 

contractual, exchange relationship.” (p.271). As mentioned earlier, feminist disability theorists 

Kittay, (2011) and Garland-Thomson, (2002) emphasize the embodied and material aspects of 
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care giving/receiving relationship and argue against political and cultural marginalizations of 

care work. I suggest that a rhetorical economies of public health move toward a robust ethic of 

care that both honors the autonomy and worth of the care receiver/care giver dyad. 

While assisting Margarita’s clinic-based activities, and analyzing her work stories, I 

observed an ethic of care that was foundational to Margarita’s practice. At the clinic, we would 

wheel out a big cart which acted as a mini kitchen for cooking demonstrations. Margarita would 

often make quick meals like a vegetable stir fry or sautéed apples with cinnamon as a dessert 

option. After she was done cooking, Margarita would pass out the food and listen to people’s 

concerns and offer advice. 

At other times, Margarita would sit in the lobby of a subsidized housing project with her 

knitting and place nutrition brochures a table next to her. Community members would come to 

Margarita and ask how she was doing, and Margarita would answer and also thank them for their 

thoughts and prayers. These sessions were characterized by lots of talking and hugging. 

Sometimes she and her helpers at Tucson House would gather in the multipurpose room to do 

another cooking demonstration followed by a short lecture. These were well attended events of 

25 to 50 people. Afterwards, everyone ate a meal together. What was constant through these 

varied contexts was an ethic of care, whether it was from visiting, sharing food, or bringing 

larger communities together. Yet this care was not one sided. Margarita always enlisted the help 

of anyone who would give it, whether it was in listening to Margarita’s concerns about her 

family, or help in chopping vegetables. A robust ethic of care, as theorized by Kittay (2011) 

acknowledges the needs and dependencies of those giving care, not just those on the receiving 

end of care. 
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Creative interdependency then is a liberatory strategy that supports new rhetorical 

economies through relational praxis. Creative interdependency also recenters everyday ways of 

knowing and upends neoliberal tendencies public health interventions. Kittay (2011) advocates 

an interdependency that critically allows for a more fluid understanding of autonomy that does 

not rely on ablest norms of function. When interdependency is acknowledged, “everyday 

activities become transformative” as care giving and care receiving become bidirectional 

activities for both care givers and for care receivers (Kittay, 2011, p.53). 

Margarita’s last official nutrition lecture (Transcript 2.0) demonstrates this 

interdependency when she opens the session by saying, “OK, this is why I do this: because I 

really care about you. . . . It’s a selfish thing . . . when I need help, somebody will be there to 

help me . . . and also because I love the blessings that all you give me. That’s what keeps me 

going.” Patients and community members in Margarita’s context seem to understand their 

agency through relationship with others, not through neoliberal constructions of self-

management. This is in direct contrast to biomedical paradigms that configure patients’ agency 

through following medical advice and becoming self-care managers. Further, the “blessings” she 

receives in this work generate the energy she needs to do the work. Through a robust ethic of 

care a new rhetorical economy is introduced through everyday relational practice of modeling 

vulnerability and receiving care from others. Margarita’s vulnerability builds valued connections 

between care-giving and care-receiving that flattens out power differentials across the 

community. 
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Critical/Rhetorical Analysis: Transcript 2.0 Structure and Content Issues 

Structural and content analysis of Margarita’s last nutrition lecture11 offers key strategies 

in utilizing a politics of dependency in pedagogy. The talk is organized into three sections or 

movements. In lines 1-11, Margarita describes why she teaches these classes and introduces the 

topic of the class. She also uses this time to encourage everyone to sign in to the class. The 

second movement is composed of two parts. In part A (Trans. 2.0, lines 11-24), Margarita 

introduces the concepts of diabetes, obesity, and moderation in eating. In part B, (Trans. 2.0, 

lines 25-45), she identifies obstacles to eating in moderation and suggests concrete practices to 

diversify food consumption in order to eat meat and fried foods more moderately (Trans. 2.0, 

lines 45-55). The third and final section is a movement toward closure when she repeats the 

theme and encourages people to remember the term moderation (Trans. 2.0, lines 46-54). This 

rough content outline follows public health guidelines that aim to change food consumption 

practices through increasing audience knowledge of nutrition (Neff et. al, 2009, p. 284). Yet 

Margarita does not address her audience through didactic, paternalistic language of expertise 

aimed at individualized response, rather, through pronoun choice, humor and subversion of 

expertise, Margarita aligns herself with her audience in key ways. This alignment is central as it 

troubles the very hierarchical nature of her work as care giver and teacher. 

In contrast with the authors of chapter one in Living a Healthy Life with Chronic 

Conditions, Margarita’s pedagogical use of personal pronouns in her teaching practice resists a 

paternalistic stance and creates vital interdependent connections with her listeners, as Audre 

Lorde (1983) in her essay “The Master’s Tools Will Never Dismantle The Master’s House” 

powerfully observes, “[i]nterdependency . . . is the only way to the freedom which allows the “I” 

                                                           
11 Transcript of Margarita’s last lecture can be found in the appendix.  
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to “be”, not in order to be used, but in order to be creative” (Lorde, 1983, p. 98). Margarita’s 

teaching exemplifies creative use of her ethos as a teacher. In her nutrition demonstrations, 

Margarita establishes her authority to speak not through the deployment of medical expertise but 

the relational praxis. For example, in the introductory section, Margarita establishes a connection 

to her audience, “I do this because I really care about you” (Trans. 2.0, line 1). Here, Margarita 

uses the exclusive form of the pronoun “I/me/myself” in relation to her audience—the “you” or 

object of the sentence. The second person is used here as a form of address. Margarita brings into 

relationality her subjectivity as promotora with the subjectivity of her audience.  This relational 

praxis is in direct contrast to how the first person use in How to Live a Healthy Life excerpt 

where the authors only use the first person to refer to patients’ voices to characterize (imagined) 

patient’s concerns or beliefs such as “Why me?” or “I can’t do what I want to do” (p. 13).12 

In contrast Margarita uses the first person singular (referring only to herself) a total of 23 

times. Because Margarita is speaking to an audience, her use of first person is essential to 

introduce herself and to develop her ethos as a speaker. She continues to direct her audience to 

action when she addresses the participants in order to encourage them to sign in, “Please don’t 

forget to sign because if you don’t….” (Trans. 2.0, line 5). At other times, the second person is 

used generically, as this example shows: “You know how it goes, if you give, you will receive” 

(Trans. 2.0, line 3). As she employs we/us heavily in the second section, Margarita includes her 

own subjectivity as part of the class. Some examples of this include, “As we age, our organs in 

our bodies start getting a little bit old” (Trans. 2.0, lines 17, 18), and “we think—well do I really 

                                                           
12 Please refer to Table 1 on p. 180 and Table 2 on p. 189).  
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need to do that? We do. But if we eat in moderation . . . we can eat everything” (Trans. 2.0, lines 

14, 15). In this way, Margarita aligns herself with her audience in order to build solidarity. 

As indicated earlier, there are a variety of uses for the plural form of the first person 

pronoun. The ‘inclusive we’ indexes the speaker and the audience (me, you and others), whereas 

the ‘exclusive we’ implies just the speaker and those allied with the speaker (me and others like 

me, but not you). Finally there is the ‘generic we’ that refers to a generalized group of people. 

Critical and rhetorical analysis shows that Margarita’s language use undermines the authoritative 

expert role in teaching others about nutrition. In Transcript 2.0, Margarita’s highlights the first 

person plural (See Table 2, p. 192). In the 44 instances where she uses we/us/our, Margarita 

indicates an ‘exclusive we’ a total of 6 times, which contrasts strongly with 22 instances of the 

exclusive form of we/us/our in Living a Healthy Life (see Table 1, p.182). However, Margarita’s 

inclusive use of we/us/our registers at 30 instances, whereas in the Living a Healthy Life text, the 

inclusive use of we/us/our drops down to 5. As such, there is an inverse relationship between 

Living a Healthy Life—a text given as a resource for Margarita to use in her teaching—and 

Margarita’s own language practices in terms of inclusive and exclusive forms of we/us/our. 

Language use—both written or spoken—is a social practice and imbricated with relations of 

power (Wodak & Meyer, 2015). Critical discourse and rhetorical analysis of Margarita’s 

preference for the inclusive form of we/us/our illuminates how promotora practices flatten 

dimensions of power in medical discourse. 
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Sections 

Total 

words 

931 

First 

Person 

Singular 

and 

Reflexive 

(I/Me/My

self) 

Second 

Person 

(You) 

First 

Person Plural 

Inclusive 

(We/Us/Our) 

First 

Person Plural 

Exclusive 

(We/Us/Our) 

First 

Person 

Plural 

Generic 

(We/Us) 

Third 

Person Plural 

(They/Them) 

Total 

 

23 16 30 6 8 1 

Table 2 Pronoun use in Transcript 2.0 

In contrast to the Living a Healthy Life (Lorig et.al.) Margarita’s language use reduces the 

distance and blurs the distinctions between audience and rhetor. Interestingly, the third person 

plural is rarely used in Margarita’s teaching. Margarita’s insistent use of inclusive and to a lesser 

extent, the generic use of the first person plural aligns with a post-colonial consciousness that 

Gloria Anzaldúa (1987) speaks to in her interview with Karin Ikas in Borderlands/La Frontera. 

Here, Anzaldúa pushes against understanding postcolonialism (without a dash) as a dichotomous 

us/them relationship and suggests the use of the hyphen in post-colonialism to indicate the 

dialogic relationship between the colonized and the colonizer(s) that develops over time.  

Anzaldúa (1987) explains, 

I have a term that called nos-otras, and I put a dash between the nos and the otras. The 

nos is the subject “we,” that is the people who were in power and colonized others. The 

otras is the “other,” the colonized group. Then there is the dash, the divide between us. 

However, what is happening, after years of colonization, is that all the divides disappear a 

little bit . . . . So we are neither one nor the other; we are really both. There is not a pure 

other; there is not a pure subject and not a pure object. We are implicated in each other’s 

lives. (p. 243) 
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In the spirit of Anzaldua’s conception of nos-otras, Margarita blurs the distinctions 

between expert and everyday as she claims her authority to speak not through academic 

credentials but through foregrounding everyday knowledge and practices. Margarita also blurs 

the distinctions between teacher and student through identifying herself with her students in the 

inclusive sense of “we/us/our.” Additionally, Margarita’s language use in Transcript 2.0 builds 

an identification with her audience that is rhetorically effective. This identification models how 

the teacher and the student are “implicated” in each other’s lives (p. 243). Such relational praxis 

allows teacher/students to enter an agentive space13 where medical expertise can be selectively 

used by teacher/students for the purposes of healing. The issues of power in medical expertise 

are upended through such utilizations and can provide impetus for participatory action and social 

change. 

In addition to language use, Margarita manifests a demedicalized understanding of 

disease. Rather than construct disease as something that erupts from the cells of a person, 

Margarita uses the trope of walking: “There is (sic) a lot of people in this world that are diabetic, 

and the ones that are not, are walking toward it” (Trans. 2.0, lines 16, 17). A cellular process is 

unseen and a bit sinister, but the trope of walking introduces a process that is both volitional and 

automatic, and offers the chance to turn around and go back, or perhaps choose another path. 

Secondly, rather than using the medicalized term obesity, or the pejorative descriptor “fat,” 

Margarita playfully and humorously encourages the audience to “remember we’re not fat, we are 

fluffy!” (Line 12). When Margarita used the term fluffy, her audience laughed. As Margarita 

                                                           
13 See Herndl, C., & Licona, A. C. (2007). Shifting agency: Agency, kairos, and the possibilities 

of social action. 
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refers to the state of fluffiness, her reference to body weight is drained of any sense of guilt, 

victimization, or negativity associated typically associated the fatness or obesity. Using 

womanist humor of the home, Margarita (re)constructs obesity as a fictional state of “fluffiness” 

that calls into question the medical and cultural oppositions to the misfitting and unruly body 

(Carillo, R. 2006). Humor is a potent tool, as Sara Ahmed writes that emotion works to mediate 

between the psychic and the social, between the individual and the collective (Ahmed 2004a p. 

27; Maher &Wright, 2010). Margarita’s intentional use of humor not only neutralizes the stigma 

of bodies which do not conform to cultural and medical norms of size and shape, but also delinks 

from these normative and medicalized conceptions of body weight and size. Ahmed (2004) 

explains that emotion, such as fear, hatred, or love, work contingently to “connect bodies to other 

bodies” (Ahmed, 2004, p, 27). Humor then works in this instance to align audience members to 

each other in the experience of the emotion. By claiming that “we are a little bit fluffy, and we 

need to get rid of that fluffiness,” Margarita creates a new rhetorical economy by re-routing 

affective understandings of body weight away from normative ideals and toward a collective 

understanding that feels the weight of the body differently, not as heavy and punitive, but light 

and full of warmth. 

Thirdly, Margarita realigns herself with her audience by challenging the biomedical 

framework of obesity through a critical counter story. Margarita explains, “The doctor tells us, 

don’t eat this, don’t eat that . . . and we think, well do I really need to do that? We do. But . . . if 

we eat in moderation--not overdoing it, --we can eat everything!” (Trans. 2.0, lines 13-15). In 

establishing that “we can eat everything,” Margarita opens up an agentic space for community. 

For example, rather than a restrictive diet, she offers everyday practices of eating a variety of 

foods at each meal to reduce dependence on larger servings of meat. 
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Finally, when Margarita closes her lecture with the injunction, “practice a little bit of 

what I tell you every month. Not everything because it is boring” (Trans. 2.0, lines 46, 47), she 

establishes a robust ethic of care through humility and humor, thus providing the environment 

where community members can learn to love themselves and make modest changes over time. In 

this way Margarita instantiates a politics of dependency and an ethic of care that speaks to the 

dignity and agency of community members marginalized by ablest, racialized, and classed 

discourses of the state and medical institutions. 

Decolonizing Practices and Pedagogies 

Elenes describes borderland pedagogies as those practices that honor and incorporate 

“everyday knowledge and cultural practices of people of color” and I would also include 

disabled people, migrants, and those on the economic margins of society (Elenes, 2006, pp. 246, 

247). Elenes’ (2006) attends to the multiple and fluid positionalities of Latin@ students and 

pedagogies of the borderland to democratize knowledge production and undo neat dualisms 

where dominant and the dominated are clearly identified (Elenes, 2006, 248). Delores Delgado 

Bernal (2006) elaborates upon the concept of multiple positionalities in her discussion of 

Anzaldua’s mestiza consciousness as “an identity that is fluid, resilient, and oppositional—

allow[ing] educators to reconceptualize what are often thought of cultural deficits and turn them 

into cultural resources” (Bernal, 2006, p. 127). Reconfiguring assumed cultural deficits into 

valuable resources is one way rhetorical economies of public health emerge to deterritorialize 

expert understandings of health and disease. 

In her landmark book, Decolonizing Methodologies: Research and Indigenous Peoples, 

Linda Tuhiwai Smith (1999) names 25 indigenous projects as critical and liberating 

methodologies. Two of these projects resonate with Margarita’s promotora pedagogy: claiming 
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histories and storytelling. Claiming indigenous histories is important from a legal rights 

perspective but also serves to highlight histories that have been silenced and covered over. 

Claiming histories helps future generations understand their past and learn important survival 

skills. Storytelling is related to claiming but does not usually have the legal component. Stories 

are passed down from the elders to younger community members to explain “racism and 

mistreatment” and to pass down “beliefs and values of a culture” while also demonstrating the 

“diversities of truth” through the storytellers perspective (Russell Bishop, 1996, as quoted in 

Tuhiwai Smith 1999 p. 145). Claiming histories and storytelling are key decolonizing strategies 

that work to build rhetorical economies of public health where histories have been erased and 

cultures devalued. 

In order to demonstrate how rhetorical economies operate to decolonize medical 

discourse, I turn to another public nutrition lecture that Margarita delivered entirely in Spanish. If 

womanist humor and a strong ethic of care pervades the previous nutrition demonstration 

(Transcript 2.0), Transcript 3.0 is marked by claiming and storytelling as decolonizing practices 

which actively resist the neoliberal narratives that pathologize Latin@ cultural food practices 

(Tuhiwai Smith, 1999, pp. 143,144). In addition, Margarita speaks to experiences of Latin@ 

survival in the western capitalist economies (Tuhiwai Smith, 1999, p. 153). 

Case Study 3.0 Friends of the Community Group (Transcript 3.0) 

Contexts and Narrative Positioning 

This nutrition lecture was given at local church in South Tucson on May 18, 2011. There 

were 18 community members present and all were Spanish speakers. Margarita’s nutrition talk 

was given entirely in Spanish. We met in a relatively small meeting room that resembled more a 

classroom than the usual larger hall or recreational area she typically uses for nutrition talks. 
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Usually Margarita stands for her nutrition lectures, but because of the small space, Margarita sat 

at the table near the front of the room. The community members were seated opposite Margarita. 

The lecture begins with Margarita introducing herself and situating her work as promotora 

within the context of an earlier career in social work. Margarita starts with the typical format by 

reviewing nutrients commonly found in vegetables and fruits, and the importance of including a 

variety of colors in choosing vegetables to eat. 

While this content may seem straight forward, this lecture runs more like a conversation. 

Audience members interrupt Margarita at regular intervals with personal questions about the 

material. In addition to the dialectic nature of the class, Margarita continues by sharing stories of 

her family life in Mexico, as well as the very personal story of caring for her husband who had 

survived a heart transplant but who had recently died from complications of diabetes. The 

personal level of sharing coupled with the conversational style of the lecture suggests to me a 

pronounced level of intimacy, alignment, and solidarity. 

Storytelling, Claiming, Envisioning 

As in Transcript 1.0 analyzed in Chapter 4, Margarita uses storytelling as a pedagogical 

strategy to inform and reconnect students to their history. In response to audience member’s 

query, “How did people do before?” Margarita responds with her personal memory of her great-

grandfather who “died at 115 years of age . . . Yes, they lived a long time, but also in those times 

they died in a lot of pain. They don’t know exactly what killed him” (Trans. 3.0, lines 3, 5, 6). 

Margarita re-members life in times before the advent of industrialized food production, big box 

stores, and fast food chains: “People didn’t have cars, they weren’t even invented, they walked, 

[and] they went on horseback. They cut their vegetables from their gardens (without chemicals), 

they cared for their animals . . . . (Trans. 3.0, lines, 7, 8, 9). Margarita argues that her grandfather 
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was healthy because he lived an active lifestyle and ate food grown in his own garden. Further, 

Margarita goes beyond personal lifestyle choices when she continues, “there wasn’t a hamburger 

stand on every corner. People made their breakfast, lunch and dinner and they sat down to eat. 

People worked in the field, packed their lunch, something healthy, without chemicals” (Trans. 

3.0 Lines, 14-16). Here Margarita argues from the example of her grandfather that modern 

technologies and the abundance of fast and prepared food contributes to ill health. 

Margarita’s pedagogy speaks against the colonizing narratives that insist that the Latin@ 

food practices lead to disease. Margarita ends her lecture through claiming the Latino/a culture 

as fundamentally healthful and not pathogenic as she explains, 

Among many people, they say that Mexican food is just full of fat. Mexican food, if it’s 

made here, is full of lard. Our real food isn’t like that, the food of our people, it is healthy 

food. We need to get back to our roots, tell our kids who they are, where they come from, 

they shouldn’t get mixed up in the lifestyle here, they can learn new things here, but they 

have to remember that their roots are Mexican. That is very important. (Trans. 3.0, lines 

49-53) 

Margarita’s storytelling is part of a new rhetorical economy that communicates a 

generational perspective on history which in turn can lead community members to “rise above 

present day situations” and allow others to “dream a new dream and set a new vision” (Tuhiwai 

Smith, 1999, p. 152). Margarita names her forebears as representatives of this new vision. “[O]ur 

race, the Hispanics, we come from very wise people, very intelligent, very hardworking, that 

always knew how to take care of themselves. They were studious. Who else made a calendar as 

exact as our Aztec ancestors? No other race, not even the Egyptians” (Trans. 3.0, Lines 40-42). 
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Decolonial theorist Linda Tuhiwai Smith (1999) calls for research and action that uses 

the human art of storytelling and claiming histories to inform present generations of what 

indigenous community life was before colonization. This knowledge making creates spaces 

where community members envision something new and can call for justice and initiate change 

(Tuhiwai Smith, 1999, pp. 144, 152). Margarita’s pedagogy instantiates these practices when she 

stresses the importance of change which comes from a decolonial consciousness. For example, 

Margarita observes the changes in health for first and second generation Mexican Americans, 

when she says, “a lot of people live long . . . they aren’t healthy. Not as healthy as they used to 

be” (Transcript 3.0, lines 17, 18 italics mine). Margarita elaborates further, “our life is now very 

unhealthy. Our lives are exaggeratedly corrupted, we are badly accustomed14 to all this fast food: 

a hamburger, French fries and soda for every person . . . this isn’t something we should adopt” 

(Trans. 3.0, lines 23-25 and 40). Margarita suggests that new action is required, when she states 

provocatively and with humor, “[w]e are not going to become the same as them, well maybe if 

we change our eye color, our hair color, our blood, maybe, but that’s not going to happen” 

(Transcript 3.0, lines 45,56). Everyday practices offer a new rhetorical economy for this Latin@ 

community through decolonial consciousness that honors and claims Latin@ histories, 

storytelling and envisioning. 

Conclusion: Rhetorical Economies and Community Agency 

Promotoras’ language use and embodied practices contribute to a community agency 

through demedicalizing the body and reconfiguring health and illness as an ecological process 

                                                           
14 See Adelman, L. (Prod), (2008). Unnatural causes: Is inequality making us sick? 

California Newsreel and Vital Pictures Inc. 
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rooted in social and political structures. Promotora’s language use is powerful in building 

solidarity with community members. Through relational practices of mutual vulnerability and 

care, creative interdependencies form which speak back to neoliberal ideals of autonomy and 

sustain bidirectional caring relationships. Further, rhetorical economies of public health 

deterritorialize medical expertise through the relational praxis, recentering community ways of 

knowing, and disrupting racialized assumptions regarding associations of food practices and 

disease. 

Agency is defined through Carl Herndl and Adela C. Licona (2007) is the “momentary 

conjunction of multiple material, semiotic, and intentional conditions of possibility” (p. 147). 

Herndl and Licona (2007) visualize agentic spaces created by the relational conditions of 

materiality and time. These spaces are shaped by the slippages of structuring discourses and 

capacities for change. As researchers, Margarita and I see promotoras as entering into these 

spaces intentionally, kairotically, and moving into and out of them through the relational praxis. 

In chapter 4, Margarita moved into an agentic space when the principal (as an authorizing agent) 

asked her to teach a group of primary school teachers. However Margarita’s authority as 

everyday expert was not recognized or valued by this educated and professional audience. The 

capacity for change was constrained by the cultural devaluation of everyday expertise. In this 

way, we note that rhetorical economies are necessarily shaped by the very constraints that give 

rise to their formations. But like agency, constraint also is not transcendent or fixed in place, but 

permeable and dependent upon the always shifting conditions of possibility. Rhetorical 

economies of public health illuminate the power of relational praxis as a central condition for 

change. 
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How can community empowerment and change be assessed in meaningful ways? We 

define community capacity in Margarita’s work contexts as the formation of functional alliances 

between community members to support one another to implement practices that sustain 

individual, family, and community health.15 Quantitative measures of change are beyond the 

scope of this project, and would be very useful to develop. What I offer here is testimony from 

our closing interview. Margarita explains, 

When we started growing, people used to sit apart from each other . . . Nobody wanted to 

talk to each other, nobody wanted to make friends with anybody. And what I’m seeing 

now—all the tables are full and people are making space for another person, and they are 

talking to each other . . . [I tell them] . . . you’re very happy with each other and you feel 

comfortable talking to each other. (Closing interview) 

As Margarita modeled relational practices in her teaching, we both noted palpable 

changes in the community over time. Focus group questions that evaluate the effectiveness of 

promotora practice-based interventions should also include tangible ways to assess for the 

presence and quality of alliance formation in specific community groups. These alliances can be 

coded for mutual support, extending new knowledge practices, and political advocacy. 

Relational practices are at the heart of rhetorical economies of community health and 

emerge through the creative interdependencies and everyday practices of care and radical love. 

                                                           
15 Drawing on Chaskin, Brown, Venkatesh, & Vidal’s (2001) definitional framework, 

capacity in community development is context driven but understood generally as the ability to 

use social and human capital to sustain community growth and implement positive change.  
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Relational praxis is a feminist construction that enjoys a long and complex history. It has been 

most helpful to this project in its development in standpoint theory (Harding, 2008, Smith, 2004, 

Hekman, 1997), and epistemological potential (Jaggar, 1989, Fox Keller, 1985, Rose, H. 2004). 

Acting in relation to lived experiences, empathy and emotion are implicated in radical love, a 

love that “interweave[s] material and nonmaterial dimensions of life” (Keating, 2013, p. 130, 

Lorde, 1984). A radical love that interrupts hierarchies of power and knowledge is generative, 

subversive, and a foundational source of power (Lorde, 1984; hooks, 2003, 2006; Delgado 

Bernal, 2006; Perez, L, 2014, Keating, 2013). 

Lorde (1984) offers a beautiful and nuanced epistemology of eros in her essay, The Uses 

of the Erotic: The Erotic as Power. Writing urgently to women, Lorde (1984) calls for an 

understanding of the erotic as a source of power to counteract neoliberal systems that “define the 

good in terms of profit rather than in terms of human need . . . . [s]uch a system reduces work to 

a travesty of necessities” (1984, p. 89). Lorde illuminates how western knowledge economies 

have exploited, manipulated and controlled eros as it has been constructed “into the confused, 

the trivial, the psychotic, the plasticized sensation” (1984, p.88). In opposition to the assumption 

that eros serves only bodily sensation, Lorde defines eros as a “source of power and 

information,” and the critical ways of knowing which emerge “between the beginning of our 

sense of self and the chaos of our strongest feelings” (Lorde, 1984, p. 53). Far from being bound 

to the sensate, eros becomes, in Lorde’s epistemology, a passionate analytic or a “lens through 

which we scrutinize all aspects of our existence . . . and is the tool through which new futures 

can be imagined (1984, p. 56). Lorde argues that if eros remains unnamed and unrecognized as 

the foundational energy of being, knowledge, and power, relational practices run the risk of 

simply serving the dominant assumptions of care-work; that empathy, love, and taking care of 
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others are natural to women. If love is only natural, than it can be exploited and used to dominant 

and manipulate. Such assumptions only serve to maintain racialized and patriarchal oppressions 

(Lorde 1984, p. 54, 58).16 

This project aligns well with Audre Lorde’s claim that eros, radical love, and relational 

praxis is a foundational source for transformation. Where eros is the energy within persons that 

informs and empowers (see Chapter 4), pedagogical practices of radical love and care are 

essential elements that enable rhetorical economies to function in Margarita’s specific context. In 

a rhetorical economies of community health, the political and social factors of health are named; 

community members are intrinsically valued and loved as they are invited to give back to and 

love others; and the unspeakable pain of systemic racism is felt and is used to inform legal, civic, 

and everyday action for justice and change. Rhetorical economies of public health utilize ways of 

knowing that serve to decolonize and inform dominant biomedical knowledges. While 

Biomedical expertise attends to the individual patient, who problematically “has” or is possessed 

by a disease process, public health looks to population “at risk” for disease. Rhetorical 

economies address the overly myopic and essentializing tendencies within these disciplines 

through relational and ecological models of health. 

                                                           
16 Lorde’ (1984) critique of western culture, which has twisted and deformed eros into its 

opposite, pornography, is a central point in this essay. If eros is construed merely as physical 

sensation without deep feeling, eros can be used to re-inscribe patriarchal power structures. 

While Lorde specifically addresses women in this essay, her epistemology of eros seems, in my 

reading, useful for all human subjects regardless of gender and sexual identity.  
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This project examines the work stories and practices of one extraordinary woman in one 

particular location. Three years of participatory research yielded thick data17 that led to a deeper 

understanding of how community health is sustained though promotoras’ everyday relational 

practices and knowledges. Because of this one case study, we know that rhetorical economies 

can harness the power of the possible (Lorde, 1984, Licona, 2007). Through creative 

interdependencies that are woven together by the threads of radical love, promotora practices put 

into play new rhetorical economies that generate well-being through healing the scars of 

dispossession, sexism, racism, and ableism that saturate public health messaging. 

This project is useful for public health policy and community health clinics. Health 

researchers at the state and clinic levels can critically assess interventions in light of this research 

and implement interventions that support health and healing of people and their communities, 

rather than re-inscribing dominant western capitalist values. Outreach programs can recalibrate 

their programs to help community members critically evaluate their local food systems and 

create new connections to food practices that value community histories and traditions. In 

addition, policy makers and practitioners can work with communities to achieve change not just 

in biomedical markers such as lower BMI and cholesterol, but in the quality of relationships as 

community members grow to understand, learn from, and love their own bodies. 

                                                           
17 Wang (2013, May 13) in her blog post “Why big data needs thick data” argues that 

thick data (ethnography) “uncover[s] emotions, stories, and meaning” and complements big data 

by recovering the context lost in quantitative data gathering. 
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A:  There we go. I think we are going to start now: Three twenty five: Conversation with M. 1 

M:  This week I had, umm, a very interesting experience which um  leads me to believe that 2 

 it is not only in the low, low income community that these classes can--- [Can we do this 3 

 because of this [rises and shuts the door]. . . low income classes? ] Um . . . can use our- 4 

 our information--- in . . . in our classes. This last class was to the teachers at St. 5 

 Lukes—it was at the home of one of them. 6 

A:  So it was at this last class 7 

M: This last class— 8 

A:   you was at the home of one of the teachers that teach at St. Lukes. 9 

M:   that teach at St. Lukes. And it was was at a mandatory class. That the principal made it 10 

 mandatory [wow] for them to come. 11 

So--there I dealt with PhD’s, a couple of them have, masters-- and of course, all the 12 

 teachers . . . [so this is a] Have their degrees! 13 

A:  so this is a professional meeting 14 

M:  This is a professional group [that came to the teachers] that came to the class. The only 15 

 people  who did not have ahh . . . their degree were the custodian, and a cleaning lady, 16 

 and the assistant to the cook. So it was actually only three people that didn’t have a 17 

 degree. 18 

A:  And how many people were there, Margarita? 19 

M:  There were 17 [total] total. Not counting the children. Because everybody had to take 20 

their children. 21 

A: That was mandatory too? 22 

M: That was mandatory too. 23 

A:  I like this principle. 24 

M:  Oh she’s wonderful. She’s wonderful. And ah…What she told them was… That it 25 

 wasn’t right that I was coming to teach nutrition every week and then the children 26 

 asked them something and that their answer was wrong. Completely opposite to what I27 

 had been teaching. 28 

A:  Ok so I didn’t get that. So say that again. It wasn’t right that … 29 

M:  the teachers would give the children a wrong answer when they asked something about 30 

 nutrition 31 
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A:   I see. So the teachers’ nutrition wasn’t not matching your information. 32 

M: That I am giving to the children. 33 

A:  so she wanted everything to be . . . 34 

M:   so that’s why it was made mandatory. 35 

So we started---like every class what’s the purpose---why we do it. [ok] And ah… one of 36 

the first questions I asked them was---“do you understand… the food pyramid?” [Um 37 

hm] Out of the 17, ---4 knew--- [wow] what the pyramid was. [Wow… cough] No-- 4 38 

had seen it before or that they had seen it but only four understood] 39 

M:   they had seen it but they thought it was advertisement or just something to make aah the 40 

 room look pretty. 41 

A:  Uh huh. So everyone had seen it basically but only kinda 4 what was behind it. 42 

M: Exactly 43 

A: Ok 44 

M:  So. 45 

A:   So that mirrors very much what you had done in the community. 46 

M:  Exactly. So that’s why I was in a way surprised because those answers weren’t that much 47 

 different from what I have heard from people who haven’t  even finished grammar 48 

 school. [Wow] From people that sometime the only thing they can write is their name-- 49 

 because they copy it. [MMM] So I thought maybe this is a good thing that is happening 50 

 here. And it opened my eyes, it really opened my eyes! 51 

A:  It will open the eyes of alot people I would think (laughter). 52 

M:  Ahh we talked about fruits and vegetables the normal---the normal conversation. 53 

 Everybody could tell me that fruits and vegetables were healthy, but how can they live 54 

 without eating two pounds of meat a day---most of them said. 55 

A:  Two pounds? . . . wow . . . hmm. 56 

M:  Ahhh one of them said we need the nutrients from the meat. 57 

A: [The protein...yeah] 58 

M:  And I said we do need, need the protein but the protein but it doesn't have to come from 59 

 meat, we can get protein from vegetables too. So the conversation continued and when it 60 

 came to doing the cooking demo, I did a stirfry with lots of vegetables---and for 17 61 

 adults and 22 children . . . 62 
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A:  22? (laughter) 63 

M:  22 [22 child ok] there ahh two families that have five and then everybody else has 64 

A:   as a full house (laughter) 65 

M:  two. We did it out in the patio. [Oh good good . . . laughter] We worked in the patio. Um 66 

and I did ah I used a huge frying pan for the stirfry . . . I used 2 pounds of beef. [Uh 67 

hmm] I got ground beef, extra lean, and I got I think it was about 14 pounds of vegetables 68 

altogether. 69 

A:  wow . . . Margarita! That it was a lot of work [well yes, but] Stirfry for 39 people! 70 

M:  Everybody helped me before we started the class---everybody helped me with cutting 71 

 stuff and we started the class everybody sat down, and then I cooked. But they were 72 

 amazed that everybody had a full meal with 2 pounds of beef. 73 

A: Um Hm is like the five loaves in the two fish M. 74 

M: [laughter laughter laughter] Not quite Not quite . . . but I was able to prove to them that 75 

you don't have to eat that much . . . Umm . . . that much meat. 76 

A:  Right! And be full. [And be full] then you yeah 77 

M:  Uh Huh, and then I started talking about the dense—ahm density nutrients [uh huh]. 78 

Dense  vegetables with dense nutrients---as opposed to foods that are just . . . they will 79 

fill you up but two minutes later you are hungry again. So we kept talking . . . one of the 80 

things that they are also amazed was that it didn't use any fat---except for the teaspoon of 81 

oil [uh huh] that I used to sauté [uh huh] the garlic [uh huh] and the onion [uh huh] which 82 

was two big onions [um hmm] thinly sliced [yep] but that's all it took. 1 teaspoon---which 83 

is a cap of the [uh hmm] the bottle---and they said, everything will  stick to the pan 84 

everything . . . and I said, no it won't, because what you do when you are when you’re 85 

stirfrying your umm and sautéing your onion and your garlic is that you coat [uh 86 

huh]your pan with that little bit of oil [uh hun]and the flavor [uh hum of the garlic [uh 87 

huh] and the onion nothing will stick to that pan [uh huh, uh huh] 88 

A:  But that water from the onion also and you put in the the onion first in the garlic I learned 89 

 this. [laughter] 90 

M:  So they were very happy and they all admitted there were a lot of things that they didn't 91 

 know . . . So now the next class that we’re going to work which will be next week will be 92 

 on umm how to change their recipes or how they cook to something healthier. 93 
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A: oh okay. So are you following the umm curriculum? 94 

M:  I'm following the [uh huh] curriculum [uh huh] every single thing [uh huh] I go through. 95 

 But I was very happy . . . that they are a lot easier to understand [yeah] than the other 96 

 group of people that I have been teaching. 97 

A:  Right 98 

M:  they understand faster... [Knock knock knock] come in... 99 

Secondary Interlocutor: hello? 100 

A:  Oh come on in. Sorry, it was just noisy out there and that’s why I shut the door. 101 

Spanish-speaking... 102 

M: Que Bueno Spanish 103 

M:   they they understood a lot faster. And their questions were a little bit more elaborate and 104 

a little bit more ahhh made more sense. [Ahhh] but the questions were basically the same. 105 

Why not fried tacos if that's what makes them taste delicious? [Um hum]And no I won't 106 

be able to change [mm] my way of eating and as opposed--- this was another thing that 107 

amazed me-- the more educated people thought it was going to be harder to change their 108 

eating habits than the  other group. 109 

A:  Oh really? Why is that do you think? 110 

M:  I have no idea and still going over words [that they had said] and phrases and stuff. One 111 

 of them I think that it's because they know---they have all these degrees and I may not 112 

 have them. 113 

A:  Oh do you think it's that? 114 

M:  Certain people yes. With the other group---people see me as somebody that knows a lot 115 

 and they respect more what I say to them---than this other group. 116 

A:  Ok so what you're saying that umm you think the potential for change is more there for 117 

 the  umm community group and for your more highly educated group they didn't know 118 

 things and they recognize that they didn’t know things but they are more resistant to 119 

 change? 120 

M:  they are a little bit more resistant . . . 121 

A:  Because they did not trust the information? 122 

M:   They trust the source, they trust the information, but they also think that they have means, 123 

the economical---economical means, and the knowledge to go into the web [um hmm] 124 
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and find something that they can eat or something they can take--- to lower their 125 

cholesterol. 126 

A:   So Ok [instead of eating more vegetables] they said that? They said that? Did they? Ok 127 

M:  Uh huh. Uh huh 128 

A:  WOW. 129 

M:  When this other group [they didn't have that] they did question when I told them that if 130 

 you eat less animal fats animal products their cholesterol will get lower. If you eat more 131 

 fiber the chances of your of you digestion digestive system being healthier are better . . .132 

 than if you don't. 133 

A: wow that's significant M because it really kind of points to the fact that [clears throat] the 134 

 way in this country if we are educated in this country we have a lot of ways to think 135 

 about our health that aren't connected with food. Umm and we think we can manipulate 136 

 her health because we are told that we can buy a pill or um buy different different 137 

 different foods rather than change how we cook how we prepare things um like low-fat 138 

 this is low fat this is like gluten free  low in  poly---low in saturated fats or whatever that 139 

 means right? And we trust the commercialization but we don't want to trust our practices 140 

 or change our practices [exactly] is that what you're saying? 141 

M:  That's exactly what I'm saying. They believe there was two or three people there . . . that 142 

 they believe that commercials---behind the commercial it's telling you to eat organic 143 

 fruits [uh huh] there's a lot of research about a lot of studies a lot of money put into 144 

 investigations to tell you to eat this kind of things---as opposed to the other group  they 145 

 see the advertisements just as oh---they wanted to eat that and that's the end of it they 146 

 don't see behind [yeah] anything [un huh] so when I tell them---that advertisement! 147 

 [Speaker slows to emphasize this next thought]. Use your minds, use what you know that 148 

 your grandparents used to eat and how they used to eat and healthy they were. Use your 149 

 knowledge---from your background. 150 

A:  wow that's pretty big Margarita that's as a whole that's a whole that's a whole dissertation 151 

 right there! 152 

M:  that's why I wanted to talk to you! [laughter] I was waiting for you! 153 

A:  So umm because---yes---yes---umm because yeah  I’ve been reading some work about 154 

 how people take messages from the web from commercials umm and find out that they're 155 
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 sick and then go to the doctor to help them feel better and how all these messages really 156 

 kind of construct an illness, right?  Whereas this is sort of really similar to that [exactly, 157 

 exactly] where the educated people feel as though they they they can change because 158 

 they have the economic power to change rather than [they have the money to go to any 159 

 doctor they want to] right rather than just a simple they don't want to change what they 160 

 do but they can get somebody else [they can fix it] they can fix it. 161 

M:   by going to a specialty doctor that will give you a pill or drops or something to make you 162 

 lose weight---instead of eating more vegetables more fruits and staying away from of 163 

 those cakes and fries and things that you buy at the store. 164 

A:  Is more simple than you think! 165 

M:  So I was amazed---in fact I was shocked---there were a lot, a lot of them that were very 166 

 understanding---but um but I was shocked at them in more than anything because they 167 

 are supposed to be a Catholic school or they are a Catholic school-- with values 168 

 [laughter] more than I am with my degrees [as that I am] tell me that I am. So it was 169 

 very interesting and very enlightening and to tell you the truth I like teaching these other 170 

 groups of a lot better. [The community] I feel that I serve them better than I serve this 171 

 other group but I couldn't say no to the principal[um hmmm] no I won't teach the class I 172 

 agree to it and going to finish it… 173 

A:  I ask you where the teachers of St. Lukes, do they come from the community or did they 174 

 come from elsewhere. 175 

M:   No, they they actually come most of them from the community. 176 

A:      so the mostly Hispanic themselves, or are they kinda a mixed [ahhh] ethnicity 177 

M:   that there is a mixed  there is a mixed ethnicity – there’s  a mixed ethnicity and some of 178 

 them are alumni from St. Lukes like Benita my daughter [uh huh] and then umm an  179 

 eighth-grade teacher---and I think there's two more [uh huh that went to school there. 180 

A:  interesting okay 181 

M:  but I really en---thought it was very interesting---the way---and the class went very 182 

 smooth, it went very smooth, everybody liked it, but there were  this---when we started 183 

 making comments---and I started asking questions [uh huh]… 184 

A:  What will you do? [Uh uhuh] or how will you put these things into practice? [Uh huh] 185 
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M:  Do you think you can put some of the these into practice that is when I got the answer 186 

that I don't think I can live without 2 pounds of beef a day. 187 

A:  ahhhh yeah. 188 

M:  and ah and I thought well maybe not 2 pounds, but maybe 1 3/4 slightly and slowly go 189 

 down. And this is really ohh to prevent . . . your cholesterol from rising? “Well I'll take 190 

 medication for my cholesterol.” 191 

A:  Yeah but the medication has side effects that are nasty! Especially that 192 

M:  That is exactly what I told them [yeah] but of course I said  you can fix that with the pill, 193 

I said . . . there are quite a few of those---but did you know [its expensive too!] that they 194 

are expensive---you can afford them---but---can you are afford the damage on your 195 

kidneys,[yeah] on your liver? [mmm]. Liver function tests, kidney function tests [mm 196 

hmm] are expensive. And more than expensive because sometimes you have the money, 197 

but do you have the time [um hmm] to waste on going to the lab back and forth back and 198 

forth back and forth all the time [um hmm um hmm um hmmm] and I said sometimes is 199 

that even the money---you need to take care of yourself --it's because if you're so busy 200 

that you don't have time to go to the doctor, not always a doctor did is going to be able to 201 

accommodate you [mmm]---at 4 o'clock in the afternoon and that's when you can go to 202 

the doctor and she said “well, that's true” and I said you can avoid spending money 203 

cholesterol pills, lab, doctors by eating healthy---fruits and vegetables and vegetables---“I 204 

hate vegetables.” Find ways to eat them-- did you like this? “Oh this was delicious!”  205 

This was vegetables---only vegetables!” and I left them kind of crunchy [I know!] 206 

because that's how I like them! 207 

A:  Uh huh--oh so much better 208 

M:  Uh huh not mushy 209 

A: Not mushy 210 

M:  So they loved it. 211 

A:  And they were fresh right? Not from the freezer. 212 

M:  They were fresh---but that's what they say “That's because they were fresh”-- you know  213 

 what--- you can make this same thing with the ones that are frozen. 214 

A:  Um hmmm---you sure can---yep 215 
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M:  and it's faster because you don't have to cut up. [Mm]So the next time, I am going to do 216 

 another stirfry but going to put some fruits to give it a different flavor [flavor right] and 217 

 instead of using beef I’m going to use pork [uh huh, uh huh, uh huh] and I am going to 218 

 use apples, [yes] I’m going to use oranges, and I’m going to use mango and pineapple 219 

 [oh wow] with the vegetables [mm]. 220 

 

 

Transcription notes: 

Brackets [  ] denote interruptions by the interlocutor. 

Underlined phrases denote overlap in conversation 

Short breaks between utterance --- 

Ellipses are longer pauses between utterances . . .
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A:  I know! And this principle! Does she have a long-standing relationship with St. M’s, with 1 

you or with sister, or with you---because how long have you been working with St. 2 

Lukes? 3 

M:  I've been working long before she was there---long before this principle was there. [Uh 4 

 huh uh huh] 5 

A:  Because it seems that she's really on track with your work. 6 

M:  She's a wonderful person, she is a young person---she is younger than Benita my 7 

daughter [wow] umm---she's a couple of years younger---and umm Benita and her are 8 

very good friends [Um hmm]. Benita helps her a lot. And ah---through Benita, I met her--9 

-and also through the Fr Rafael, who is the pastor at St. Luke’s and I have known  Father 10 

Rafael since he was a seminarian [ahh]---Since he was a teacher, actually, [yeah] he was 11 

a young pup [ laughter,] so and then I started working---in the parish, volunteering---ah-  12 

I think I have been all my I had been life working at St. Luke's since the kids were little--13 

- and they started going to school there, I started working with them, I started 14 

volunteering with them, then we started Casas San Lucas [uh huh] when I working 15 

actually in the parish office [ahh ‘k] We started Casas San Lucas. Casas San Lucas turned 16 

out a great project. 17 

A:  Um hmm. Casa St. Lucas was---was … umm are---what was it again? Was it again? 18 

M:  It is a migrant, migrant services. 19 

A:  Uh huh and it is still operating? 20 

M:  It is still operating---we still feed a lot of people. Umm That’s for people who don't know 21 

 …what a letter says---they send them in English [mm hmm] or they send them in Spanish 22 

 and they don't  know how to read that language--we translate for them---[mmmm] where 23 

 we help them [mmm] fill out applications or paperwork---we---they---these people don't 24 

 have the money to pay for those services so we do that for them. We find them 25 

 resources---we find them food ---we have always food there. So, I made a great 26 

 connection when I was there with the food bank---and the food bank sells me a box 27 

 worth of---$50 worth [um hmm] of groceries for five dollars [mmm]so I buy those for  28 

 Casas San Lucas and we give them out to the people. [Ok, wow] So, and um we get 29 

 lots of  donations 30 

A:  And you're still active there? 31 



APPENDIX B: TRANSCRIPT 1.2 CASA SAN LUCAS 

 

214 
 

M:  I'm still out there---ahh---Saturday and Sunday's 32 

A:  So it's like your first---so if you are really reaching out to people who are--are who aren't  33 

 integrated in the community yet---they are just there and they don’t, they really need 34 

 help. It's like their first [and then] first step [a little something] cant; understand the 35 

 last syllable 36 

M:  s---you didn't hear from me [laughter] I didn't do it okay [laughter]---sometimes we get 37 

 people  who cross the desert [ahh] cross the desert that come to the parish [uh huh.] They 38 

 cross the desert walking and their feet are all in pieces and Father calls me when they 39 

 reach there late at night and I go and clean their wounds and help them heal. I don't 40 

 know if you have noticed that sometimes I have there are boxes of gauze [yeah] and 41 

 medication that time the first aid thing [ahh] and that's why I take them to Casas San 42 

 Lucas. [Uh huh] We have ah---Casas San Lucas used to be four---four bedrooms in the 43 

 priest's house. [mmm] So we tore down three of them [mm  hmm] and made it into a 44 

 large, four of them actually, and made them into a large room and then there is another 45 

 there's a little bedroom with the bath mmm [knock knock knock]. Come on in-- 46 

I:     (I just have a question to have the three hole punch?) 47 

M:  You can open it more . . . there thank you Mija. And ah and we help them there [ahh] 48 

Sunday---Saturday every other Saturday the doctors come in [uh huh] and the people 49 

come to see the doctors there [uh huh] and everything is free [yes] umm but during the 50 

week is not open every day because we don't have enough volunteers and I cannot be 51 

here [uh huh] during the day [yeah] ahh but I usually open at 6 o'clock---6 to 8 mmm 52 

everyday [hmm] and people come at that time and if they need food I give them food---if 53 

they need help with something---I help them. In afternoon I am by myself during the day, 54 

there, there's two or three people. [Mmm] But many times it's happened that people come 55 

with wounds mm hmm  from torn muscles all kinds and I take care of them. I have a 56 

friend that is that Dr. ---Dr. Franks from the mobile clinic [mm hmm] where I used to 57 

work? Sometimes I call him in the middle of the night---and he comes and he runs to help 58 

me [laughter]---I call Mia my sister--my daughter-in-law [mm hmm] she helps me too.  I 59 

call Mondo [mm] and he helps. [Mm hmm] Sometimes it's very simple things---but 60 

sometimes things are not that simple and somebody needs stitches and that I don't  dare to 61 
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do [mm]---but clean wounds [mmm], bathe them [mmm] get them dressed---get them 62 

ready for to get some rest ---Feed them. That I can do. 63 

A:  How do they know about it word-of-mouth? [mm hmm] wow what good work. 64 

M:  I it's it’s really sad, A. it's really sad. 65 

A:         I know I'm tearing up. 66 

M:  You should see me---you should see me. We got a young woman and she was raped [oh  67 

 god] she was raped by the coyotes and then she was raped by the border patrol [your 68 

 kidding]. That poor woman was torn apart. I was crying---and I was cursing up a storm. I 69 

 was so angry---but she got the number of the officers and then they drop her by the side 70 

 of the road. 71 

A: Of course they wouldn't bring her in. 72 

M:  By the side of the road---someone found her and they took her there and I told Father 73 

 Rafael we cannot touch her---I have to call an ambulance. “But Margarita, they are going  74 

 deport her” and I said no they won't. I called the consulate---I called immigration-- I 75 

 called the police. I was so angry I don't think I have ever ever gotten so angry to the 76 

 point that I used such ugly language. Angry!  I was shaking. So I called the police I called 77 

 the consulate and---they both came---and I called an ambulance. We took her to the 78 

 hospital ---but before anything was done---the police took pictures of her and her body--- 79 

 how how awful she was. And then I stayed with her all that time. All the time that she 80 

 was there being taken care of Ahh they tore her apart. But then we made a case. They, 81 

 after two years---they have gave her legal residency and they ah---now she's a citizen and 82 

 they gave her. 83 

A:  What a hard road to citizenship that was! You know, I'm glad she is a citizen but what an 84 

 awful way to become one! [Gasp] 85 

M:  But at least she wasn't thrown---[out] out [yes clears throat]. So in a way it was 86 

 something that we won---because it was ---justice was made here [a partial justice] 87 

 partial--but at least they didn't get away with it. 88 

A:  Were were the officers that had raped her were were they brought to 89 

M: They were---charges were brought against them---they are both in jail [Oh good!] 90 

and the coyotes-- two of them died in a fight [mm] with the police. Because she was able 91 

 to tell them which way they were coming. Because the coyotes let the border patrol let 92 
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 them go---if they took the girl. Mm, mmm. So after the coyotes had raped her she was 93 

 handed over to the border patrol . . . [that's awful]. Um hmm. So things like that we get---94 

 not very often, that we have gotten mm pregnant girls that are about to give birth. I had 95 

 to help [gasp] receive the baby one day. Mondo had to come---I said Mondo okay what 96 

 do I do que ago Mondo . . . Spanish---Take her to the hospital and I said---noo the baby is  97 

 coming out! And he said “Just keep her as comfortable as possible and don't stay away 98 

 from her in case the baby comes.” 99 

A:  So did he come, did he come? 100 

M:  He got there before before---but I could see the head of the baby! 101 

A:  You can’t move somebody who is right there in transition. [mm hmm] 102 

M:  Your cant’!!  and he said “mom you get into so many things and I said I know---but what 103 

 can I do [laughter oh what can I doo!!] 104 

A:  [HUG] God bless you M 105 

M:  You know what? I'm so lucky! People from the parish most of them know---kind of know 106 

what I do---they don't know exactly what I do. Sometimes after church people come, hug 107 

me and kiss me kiss and then they give me money: whispered: "for your people---for 108 

your people" that's how come we have funds. When was it . . . For Christmas-Christmas 109 

mass. When I get out of there I had over $600 [oh my] in the pocket of my coat. I don't 110 

ask them! [mmm] . . . It’s just a little something for you---for your people! So I just get 111 

that money and give it to Father and Father puts it in a fund---and---that way we have 112 

money to buy  medication [I know] for some of these people [yes, yes, yes ]. Like the 113 

first aid things--I get them from here. That _______ brings me or from Mondo [mm]. . . 114 

So . . . and [wow] Mia helps me too. Mia gets me---all kinds of samples. For the people 115 

that come [uh  huh uh huh] to see the doctors [uh huh] on Saturdays [uh huh] every other 116 

Saturday sometimes we have a lot of medication [uh huh]. And it's really---something---117 

but is actually beautiful. [Mm hmm, uh mm]. But do you know what was really so funny 118 

with me---many, many years ago. One day somehow I was thinking about cleaning 119 

somebody's feet. I don't think I would ever bend down to clean anybody's feet. I don't 120 

think I can clean somebody or somebody's house or somebody's toilet or somebody na uh 121 

_______. [Yeah] I don’t think I can . . . one time at Clinica A_____ [Uh huh]---A man 122 

came with gangrene on his feet [ahh] and they could see him but there wasn't anybody to 123 
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clean him before the doctor could could clean his wound. They saw him---how bad he 124 

was---but they said this man has to have his wounds cleaned before we can do anything. 125 

There was nobody else---I did it [mmm]---and you know---it didn't bother me [mmm--]. 126 

After I was done---I thought-- did I once say that I would never do that [laughter] what 127 

happened! [that’s the problem, that’s the problem] What happened in between? [that’s the 128 

problem] 129 

A:  Whenever you say, I'll never do this---it always happens that you end up doing it---this 130 

 happened to me. I stopped saying never [mm hmm] for that reason [mm hmm] 131 

M:  And now---it doesn't even bother me [yeah, yeah] and feet is what I clean more 132 

A:   more often than not because that is how they come in. On their feet! Wow---ok thank 133 

 you so much! 134 

M:  You're welcome and I'll try to set it up for--- 135 

A:  And if it doesn't work that's okay! I got my cell phone! I am on call!! [M laughter] 136 

Microphone off.  42:59. 137 

 

Transcription notes: 

Brackets [  ] denote interruptions by the interlocutor. 

Underlined phrases denote overlap in conversation 

Short breaks between utterances --- 

Ellipses are longer pauses between utterances . . .
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M:  I think you can do this. OK This is why I do this because I really care about you. And 1 

I am hoping this is kind of a selfish thing that I'm doing. It's a selfish thing. It's really . . . when I 2 

need help somebody will be there to help me. You know how it goes. If you give, you will 3 

receive. So-- that's basically the reason why I do this. Okay laughter and also because I love the 4 

blessings that all of you give me. And that's what keeps me going. Please don't forget to sign 5 

because if you don't that everyone sign first. Will you please....oh that's pretty. If you don't-- the 6 

Council gives us the money to put this together [(cough) is in one sitting there]. And the rest.... 7 

All these people and myself make up what is needed ok.  So we need to tell the Council this is 8 

what we are doing is how many people are coming and that is the reason why ask you to sign in. 9 

Do you want a pencil? 10 

Okay so today we are going to talk again about nutrition! [Laughter] what you should not 11 

eat [laughter] and what you should eat [more laughter]. You know that sometimes the Dr. tells 12 

us, especially when we are a little bit ---.  We have decided to ask but remember we're not fat, we 13 

are fluffy, fluffy, fluffy -- we are little bit fluffy and we need to get rid of that fluffiness! The Dr. 14 

tells us, don't need this don't eat that don't eat too many things, and we think-- well do I really 15 

need to do that? We do. But . . .  if we eat in moderation-- not overdoing it--we can eat 16 

everything. Sign this please. We can eat anything and everything. When people, are diabetic --17 

which there is a lot of people in this world that are diabetic, and the ones that are not, are walking 18 

towards it. And the reason for that is because as we age, our organs in our bodies start getting a 19 

little bit old. Just the way we are. They start deteriorating and of course just like in a car that 20 

transmission starts kicking out until it stops while our transmission the pancreas, sometimes we 21 

abuse it, so much during our lifetime that it gets tired and it stops turning what we eat into 22 

energy. And our bodies stop producing the insulin that our food needs to be processed. We need 23 
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insulin that our bodies make so, sometimes our bodies getting lazy and doesn't make it-- so we 24 

have a lack of insulin. And the pancreas, which is supposed to make what we eat and turn it into 25 

energy and used up and use uses the sugars for it. It doesn't work that way. So that's why we 26 

need to eat in moderation and we can eat everything and anything that we want --as long as we 27 

eat small portions. So our food today is going to be fried chicken. Who thinks that fried chicken 28 

is healthy? [Laughter] 29 

P5; yeah it can't be [laughter] 30 

A: in moderation 31 

P: Small portions, 32 

P:  in moderation 33 

P5: Once in a while 34 

M: fried chicken is not healthy at all [That's okay] It's delicious. [Yes] It's the best way 35 

you can eat chicken, [oh yeah] but it's not healthy, especially because it so good-- that we don't 36 

eat only one piece. [Mmm mmm] we eat 2,3,4,5. 37 

P: 2,3,4,5 big pieces 38 

M: and we do not accompany our chicken with any vegetables. Why? Because when am I 39 

going to use the space in my hunger when something else? I because I like the chicken! Isn't it 40 

true? Or am I the only one that does that? [Laughter] I think we all do it. Given the chance 41 

between eating more of something that we like and less of something we dislike, we will eat 42 

what we like. Better than what we dislike. Ok we are going to have chicken, it is fried. It's 43 

delicious. It smells delicious. But we are going to accompany it with beans that are going to give 44 

us the fiber and the iron that we need. We are going to have some corn because again, we need 45 

the fiber for our digestion and we also have green beans and we also have I sweetheart. We also 46 
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have a green vegetable and a salad. A green salad. So remember, yes, the chicken is not very 47 

healthy, especially the skin, which is soooo delicious! [Laughter] if there's anybody who doesn't 48 

want their skin-- give it to me [laughter.....] unintelligible Okay, so please, please pay attention 49 

and trying to practice a little bit of what I tell you every month. [Yes, dear]. Practice a little bit of 50 

what I tell you every month. Not everything because it is boring! [Laughter] It is! It is! If I was 51 

sitting there, I would be thinking, when she stopping? She's talking too much. I know it's true, 52 

but we need to hear it from somebody else we need to hear it. Another voice that tells us eat 53 

healthy moderation. So if anything stays in your mind, and everything else is erased, just don't 54 

erase the word mo-der-a-tion. Ok? Remember, mod-er-a-tion. So, were going to start serving. 55 

Who is going to serve? 56 

P: I don't care it's your party 57 

M: Ok, let’s start with this down here. We're going to go the other way. Ok, if you guys go then 58 

I'll take the next table. The middle that 59 

P: Moderation60 
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How did people do before? 1 

You remember, well you won’t remember (laughter), but in those times, people lived to be 100, 2 

my grandfather, no, my great grandfather died at 115 years of age, his teeth were all there, his 3 

eyes – he could read, but his body was going, he couldn’t move. And being a huge man, he 4 

stayed in bed. But the years break you down. Yes, they lived a long time, but also in those times 5 

they died in a lot of pain. They don’t know exactly what killed him. 6 

People didn’t have cars – they weren’t even invented, they walked, they went on horseback. 7 

They cut their vegetables from their gardens, (without chemicals) they cared for their animals, 8 

now they call it ‘organic’, clean water, they weren’t watching TV. Let’s have a contest, who has 9 

spent the longest time in front of the TV? 10 

I have watched TV 6 hours a day, in pajamas, when I had depression. 11 

This happens to me, but I’m old. This is what happens to young women. I had accidents that 12 

affected my nerves, 13 

But there wasn’t a hamburger stand on every corner. People made their breakfast, lunch and 14 

dinner and they sat down to eat. People who worked in the field, packed their lunch, something 15 

healthy, without chemicals. 16 

So now, a lot of people live long, but they aren’t healthy. Not as healthy as they used to be. 17 

Especially in terms of exercise. They aren’t walking. They used to wash clothes by hand, but 18 

now we complain; now we say “I have to wash this by hand”, but how did they use to wash? But 19 

now we say, “I have to wash the clothes, fold all this laundry” (laughter) - we’re just putting it in 20 

a machine. 21 

And the kids who used to play outside in the dirt? Yes, they played in the dirt, they were 22 

dirty, soaking wet, filthy dirty, but they were healthy. 23 
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It was a healthy life they used to live. Our life now is very unhealthy. Our lives are exaggeratedly 24 

corrupted, we are badly accustomed to all this fast food: a hamburger, French fries and soda for 25 

every person. 26 

This is what we need to change for the benefit of all of us. For me, I’m old, it doesn’t make as 27 

much difference. But you, you are beginning, you have your whole life before you and you want 28 

to see your children grow up. 29 

Exercise is a very important part of a healthy life. We have so many excuses: “I don’t want to 30 

walk alone, I don’t want to join a gym, I need company. I have no time, too much work at home, 31 

I’m tired, my leg hurts, exercise makes me too tired, it makes me too hungry.” 32 

(participant hard to understand) 33 

Armando (my husband) and I used to walk a long time ago, every morning in the park. We’d get 34 

back around 7:00, then we’d eat tacos at the corner restaurant. So, what good did that walk do for 35 

us? No good at all for me, and for him even less. 36 

Exercise is VITAL for our life. Not just important, vital, for our lives. We have to battle for these 37 

changes. For us Hispanic women, who are getting used to life in this country, it is even harder 38 

for us, but we should get the best from this country, not the worst. No country, no people are 39 

perfect. People here are very intelligent, but they also have their things that aren’t so good, like 40 

fast food. This isn’t something we should adopt. Our race, the Hispanics, we come from very 41 

wise people, very intelligent, very hardworking, that always knew how to take care of 42 

themselves. They were studious. Who else made a calendar as exact, as perfect as our Aztec 43 

ancestors? No other race, not even the Egyptians. But let’s absorb the best from this culture. 44 

We’re not going to become the same as them, well, maybe if we change our eye color, our hair 45 

color, our blood, maybe, but that’s not going to happen. 46 
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Wasn’t Mexico considered a World Heritage because of the healthy nature of the food? 47 

Yes, this is just what I was going to say. 48 

Among many people, they say that Mexican food is just full of fat. Mexican food, if it’s made 49 

here is full of lard. Our real food isn’t like that, the food of our people, it is a healthy food. We 50 

need to get back to our roots, tell our kids who they are, where they come from, they shouldn’t 51 

get mixed up in the lifestyle here, they can learn new things here, but they have to remember that 52 

their roots are Mexican. That is very important. There is a pride among us as Mexicans; at least I 53 

am very proud of my Mexican heritage. I taught my children to love their roots. Some of you 54 

know them; you know they are pretty good. 55 

 56 

 57 
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