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     Abstract  

The Mexican health system is fragmented into sub-systems and levels of care, including 
private and public services, which create inequalities in access and quality of services and treatment 
in rural and Indigenous communities. In addition, the COVID-19 pandemic has exacerbated the 
lack of medical and healthcare services (Gomez, 2011 and Doubova et al., 2022). This project 
aimed to explore how Clínica Integral Almas (CIA), a rural Sonoran non-profit clinic run by a team 
of Mexican healthcare providers, has addressed the social determinants of health, and has provided 
services to Guarijío-Makurawe communities of thirteen villages and surrounding municipalities in 
Álamos. Over the course of two months, eighteen semi-structured interviews and multiple field 
observations were conducted with Mexican physicians (n=4), patients (n=5), Clínica Integral 
Almas staff (n=2), community health workers (n=4), and U.S and Mexican healthcare workers 
(n=3). Patients and community health workers included Guarijío-Makurawe individuals, an 
Indigenous group from north-central México. Patients, doctors, and staff included Álamos 
nonGuarijío-Makurawe participants. Lastly, healthcare workers included participants from México 
and the US. With non-governmental medical healthcare resources and expertise, the cultivation of 
care, accompaniment, and the use of traditional medicine, Clínica Integral Almas (CIA) physicians 
and community health workers have been able to address, many of the social determinants of health 
that can lead to negative health outcomes in rural communities of Álamos, Sonora, México.  

  

  

  

  

  

  

  

  



  

7  

  

Introduction  

Daily, I would sit down and contemplate the scenery I saw inside the walls of Clínica 

Integral Almas (CIA). While sitting in Clínica Integral Almas (CIA) communal area, I would find 

myself staring at a poster, titled “community” that was hung on one of the walls. For the first few 

weeks I was trying to understand the contents of it but never understood its significance 

completely. However, after ending my stay at Clínica Integral Almas (CIA), I realized how 

important the content was. This excerpt below highlights and contains a description of the contents 

of the poster and it also highlights the type of services Clínica Integral Almas provides to rural 

communities in Álamos, Sonora, México. Clínica Integral Almas provides services with the 

understanding that no one is viewed as a “them.” In practice that means that staff and physicians 

from Clínica Integral Almas (CIA) honor and respect their patients’ culture and knowledge. I 

observed interactions between patients and physicians that demonstrated notions of respect. I also 

interviewed physicians and community health workers that made comments on how they acted on 

these ideas of respect and honor when they were seeing patients. I spoke with patients and 

community health workers who provided comments about the type of respect they received from 

physicians when utilizing their own knowledge of traditional medicine. In the following excerpt 

you will find ideas of respect, honor, and engagement which Clínica Integra Almas (CIA), 

physicians, community health workers, and patients continuously engaged in to cultivate a 

community of care in Guarijío-Makurawe communities:  
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“Think of no one as “them.” Unity sheds Light, Honor other faiths and thoughts. The 
spark of difference can illuminate truth and perception. Engage with our fellow humans, 
animals, and plants… We are all alive. Imagine other cultures through their point of view, 
songs, poetry, and writings…”  

***  

Engaging in actions of respect and honor generate communities of care and this is vital 

when addressing peoples’ health in Indigenous communities. During the observations between 

physicians and patients and during interviews, I was able to conclude that all these components 

described above generate a community of care, accompaniment, and the use of traditional 

medicine. Community of care, accompaniment and traditional medicine represent the main points 

that I will be discussing throughout this paper. In this thesis, I will try to illustrate that community 

of care, accompaniment and the utilization of traditional medicine are used to address the social 

determinants of health in Guarijío-Makurawe communities.   

On my first day of fieldwork in Álamos, I was surprised to walk into an old-style hacienda 

(old ranch or plantation), now home to CIA, rather than a more typical clinical setting in an office 

building with a reception area and small rooms for receiving patients. Instead, right as I walked 

into the entrance there was a small corridor that had a large metal door at the end. Near the entrance 

of the small corridor and to the side, you can see a small table and chair where patients sign in and 

sign out and leave their donations to exit CIA. Patients who come from Álamos, and the 

surrounding communities often pay by donations and leave what they can. When I entered the 

hallways of CIA, I was greeted by a friendly face, a staff member of Clínica Almas, Isabel. She 

proceeded to take me on a tour of the building, starting at the main room where physicians see 
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patients, followed by the kitchen, which then led to a small room (mercado) that was used to store 

fruits and vegetables for the Álamos and Guarijío-Makurawe community. However, because of 

COVID-19, the mercado was currently closed. After going inside the mercado, I was led into the 

audiology room, where patients are checked for hearing problems and in return, they receive 

hearing aids. While Isabel was giving me a tour, I was also surprised to see CIA covered in plants. 

The plants further enhance the ambiance and to me, represented the type of community care that 

CIA gave to Álamos patients. This type of care was that of accompaniment and respect towards 

patients. On one occasion while interviewing an Álamos patient, she recounted how nice and 

calming it was to come to CIA and be surrounded by so many plants. She proceeded to recount 

how pleased she was with the physicians from CIA because the treatment that she received was 

that of respect, something she did not receive from other Mexican physicians.   

A staff member proceeded to tell me the history of CIA building: it was previously owned 

by Americans, individuals from the United States who had settled in the town of Álamos, but 

today it is owned by an American friend of the Clínica’s director, Dr. Elizabeth Pettit. For the 

time being, this old-style hacienda serves as a rural non-profit clinic. CIA was founded in 2013 

by Elizabeth Pettit, Doctor of Medicine (M.D.) from Xochicalco University in Baja California, 

México. Her background includes an emphasis on rural development and education. Her 

relationship with Guarijío-Makurawe communities started in 2012, when one community 

member invited her to one of the communities. Dr. Pettit saw a need for health care services in 

these communities and that is why she open Clínica Integral Almas. She wanted to support the 

Gaurijio-Makurawe people. In addition to Dr. Pettit, the rest of the medical team is made up of 
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three licensed physicians and two medical interns in their licensing process through their social 

service with CIA. The physicians and medical interns come from the state of Sonora and have 

completed their medical degrees at the University of Sonora in Hermosillo and Ciudad Obregon, 

México. Both medical interns have completed their medical school and are required to do one 

year of social service in rural areas.  

Álamos: The City of Portals  

CIA is situated in Álamos. The town of Álamos, the city of portals (La Ciudad de los  

Portales) is situated in the southern part of Sonora, México and it was founded on December 8,  

1682. The first expeditions to pass along this town were in 1533 and 1540. They were led by  

Diego de Guzmán, Vásquez de Coronado, and Alavaro Núñez Cabeza de Vaca. During 1630, 

Jesuit priests established their first church where the church of Álamos now stands. The original 

name for this town was Ostimuri, and later called Real de los Frailes. In 1683, Álamos began to 

flourish after silver and gold deposits were found and the town began to thrive as a mining and 

the religious center (Gobierno de México, 2022). In 2005, Álamos was recognized as a magic 

town (pueblo mágico) and approximately 32 million pesos have been invested for the reparation 

of the historic center and surrounding buildings (Quintana and Rascon, 2017, 189). As of 2020, 

the population of Álamos is 24,976 and approximately 51.7% individuals are male and 48.3% 

are female. Agriculture and livestock are considered as the two most important economic 

activities. Other activities include fishing, forestry, tourism, and mining. Currently, Álamos has 

had a boom because of the immigration of individuals from the US which has opened avenues of 
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employment for Álamos residents. Two of the staff at CIA are also working in housekeeping for 

US individuals at their homes. In 2010, Sonora published a list of the municipalities with the 

largest Indigenous population, and they include the municipality of Álamos. Indigenous 

languages like Mayo and Guarijío are spoken around Álamos (Valdez 2016 33-34).  About 80 % 

of the Indigenous population in Sonora live in rural localities. Rurality and the dispersion of  

Indigenous communities is associated with lack of access to basic services and marginalization 

(Cramaussel, 2012). For example, in rural communities of Álamos, communities do not have 

direct access to medical personnel or medicine and must travel to Álamos, approximately 52 

miles along unpaved roads.   

Clínica Integral Almas  

Clínica Integral Almas provides medicine and healthcare services including comprehensive 

medical consultations, healthy pregnancy services, child growth assessments, and development 

services; diabetes, hypertension, and obesity check-ups; healthy cooking workshops, body 

massages, electrocardiographs, STD and HIV services; free and confidential HIV testing and 

counselling services; services related to skin diseases; epidemiology services; 

electroacupuncture; they link patients to the Mexican public health system (community hospital 

in  Álamos ); and lastly they are a human rights and health observatory organization. These 

services extend to Álamos residents and to patients in remote rural areas of thirteen 

GuarijíoMakurawe communities. These communities include Mesa Colorada, Guajaray, 

Mochibampo, Los Estrados, Colonia Makurawe, Bavícora, Colonia San José, San Juan, Los 

Jacales, Aquinavo,  
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Rancho Nuevo, Burapaco, Los Bajíos.  The Makurawe-Guarijío people are located near the Mayo 

River and near the Sierra de Sonora on the Sierra Madre Occidental. They were previously 

referred to as the Varohio, Hio, and Warijio. They called themselves “Makurawe,” which means 

“Wash your hands and dance,” however, when I was interviewing participants from the 

community, they would refer to themselves interchangeably as Guarijío or Makurawe. Most of 

the Guarijío-Makurawe communities, including Guajaray, Los Estrados, Mesa Colordada,  

Mochibampo, and Burapaco are a two-hour drive away from the clinic, but communities like 

Bavícora are fourteen hours away from Álamos (see Appendix A and B for geographic location). 

Communities like Bavicora, Rancho Nuevo, and Los Bajíos are only accessible by footpaths and 

people have to rely on horseback or mule to get to these locations The roads to these communities 

are mainly made up of dirt roads and riverbeds, so CIA owns two four-wheel vehicles that they 

use to get to these remote locations (although they are always breaking down and require 

continuous costly repairs). Local physicians from the community hospital (the public hospital in 

Álamos) rarely visit the communities. To make up for this, CIA has initiated and maintained its 

efforts to serve Guarijío-Makurawe communities with frequent medical visits in their villages. 

Their medical team is currently made up of three physicians Elizabeth, Manolo, Joel and two 

medical interns, Perla, and Adrian. Monday, Wednesday, Friday, and Saturday physicians stay 

in Clínica Integral Almas providing their services to Álamos residents. On Tuesdays and 

Thursdays, physicians travel to provide services to patients in Guarijío-Makurawe communities.  

Thus, in most cases, the physicians are not present when Guarijío-Makurawe patients get sick, so 

CIA relies on Guarijío-Makurawe community health workers for communication on the status of 
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sick patients. Community health workers live in Guarijío-Makurawe villages and are equipped 

with medical devices and training. They have received maternal, infant, nutritional, and sex 

education and proper training for infection and trauma, including how to prevent, treat, and 

stabilize a patient for transportation to the community hospital in Álamos. Further, they have 

received training on how to check for vital signs, use nebulizers, and properly administer oxygen.  

  One of the most significant barriers that the clinic faces is economic stability. As a 

result, Dr. Pettit has built collaborations and partnerships with Southern Arizona Area Health 

Education Center (SEAHEC), Rotary International, University of Arizona Clinical Assistant  

Professor Lisa Kiser, Doctor of Nursing Practice DNP, Certified Nurse-Midwives CNM,  

Women’s Health Nurse Practitioner WHNP, and many other entities in the United States and in 

México. CIA depends and relies on the funding it receives from these collaborators. With a 

previous global grant, CIA was able to secure medical equipment including stethoscopes, 

otoscopes for community health workers, nebulizers, blood pressure cuffs, oxygen concentrators, 

thermometers, android smartphones, solar charging panels and audiology equipment. In addition,  

CIA also depends on individual donors. They receive small donations from other universities like 

University of California, Santa Cruz and from the GATES Foundation. CIA also receives help 

from an individual doctor and his wife who have donated audiology equipment.   

  

  
Vastness and remoteness of care because of the needs of care  



  

14  

  

CIA is a civil association, which the Mexican government characterizes as a non-profit 

organization formed by a group of individuals who conduct activities related to the protection and 

respect of human rights without political or religious affiliation (Gobierno de México 2022). CIA 

has served the thirteen Guarijío-Makurawe communities since its founding. It has a long-standing 

relationship with Guarijío-Makuware community health workers and patients, who lack healthcare 

resources in their communities, making them central to their clinical mission and everyday 

practice. Often, patients from these communities do not get charged for the services which they 

receive. In the Guarijío-Makurawe region, the Secretary of Health (Secretaria de Salud) has 

constructed a rural health center in the Mesa Colorada village and smaller “houses of health” in 

Burapaco, Guajaray, and Los Estrados. Nonetheless, except for one medical technician in Mesa 

Colorada, Guarijío-Makurawe communities are not equipped with any of their own medical 

personnel, neither physicians nor nurses. Guarijío-Makurawe communities also lack access to 

running water and depend on the Mayo River for subsistence. In addition, these communities are 

connected by rough, unpaved roads, with limited transportation options, and have inconsistent 

telephone access and cell phone service.  

Methodology  

The study was conducted in close collaboration with CIA and was approved by the 

University of Arizona Institutional Review Board. It involved ethnographic methods of data 

collection which included direct and participant observation accompanied by semi-structured 

indepth interviews (American Anthropological Association, 2022). I did not interview anyone for 

the first two weeks because I wanted to familiarize myself with how the Clínica was structured. I 
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also wanted physicians, patients, and community health workers to understand the reason for my 

study and interviews. For this reason, I asked physicians if I could accompany them as they 

consulted with patients and visited their homes in the Guarijío-Makurawe communities. The 

visits were necessary because if participants saw me a few times and got to know me, they would 

be more comfortable speaking to me. During the visits, community health workers were asked if 

they were willing to participate in the interviews. After the two weeks, I obtained oral consent 

from participants to participate in the study, so no identifiable information was required. The 

risks of this study were minimal; the audio of the interviews was deleted immediately after 

transcription. I was the only individual who listened to the audio of the recordings. The security 

controls that were in place to protect the confidentiality and integrity of the information were 

devices with passwords. Semi-structured in-depth interviews were conducted in Spanish and 

English- as I am fluent in Spanish and English. All approved materials were written in English 

and Spanish. With the assistance of Dr. Pettit and the member of my committee, I created the 

interview questions. However, the questions were only used as a guide and not meant to lead the 

interviews with participants.   

Semi-structured interviews "facilitate the collection of new information with the 

flexibility to explore topics in-depth with participants" (Bernard and Gravlee 2014, 353). In my 

previous undergraduate research with Mexican communities, I conducted semi-structured indepth 

interviews because this approach allowed participants to lead the conversation. As authors like 

Christina E. Ore de Boehm write in their study overly structured "in-depth interviews can result 

in meaningless and useless information with no knowledge, sharing, creation, or development" 
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(Ore de Boehm 2018, 111). As a result, in their study with Yaqui elders, Ore de Boehm 

developed the term visita, which translates to visit, as a "methodology for data collection which 

includes the assumptions, procedures, data sources, and methods used to share and perform 

knowledge" (Ore de Boehm 2018, 111). Along with their visita approach, they relied on Kovach's 

work on conversational methods and Archibald's conversation and storytelling approach to create 

their story-talk through visitas methodology approach. Ore de Boehm writes that the "visitas 

developed during the study were used as a way to respectfully share, listen, and learn through 

conversation and stories that were in keeping with Yaqui epistemology, ways of knowing and 

doing" (Ore de Boehm 2018, 111). I collected eighteen interviews with Mexican physicians, 

Guarijío-Makurawe community health workers, and Guarijío-Makurawe patients, and Álamos 

patients for this study. During the interviews, I would ask participants about their role as 

community health workers, or I would ask about the service they receive from Clínica.  

For physicians and healthcare workers, I would ask about their role and partnership with Clínica 

Integral Almas. All the participants provided information through storytelling. Like the 

methodology used by Ore de Bohme, all participants recounted their experiences through a story. 

I realized I needed to allow participants to lead the conversation through a story. I also made 

visits to their homes and interviewed them at the rural health centers (see Appendix C for quotes 

of participants).   

 CIA already has a connection and familiarity with the Guarijío-Makurawe communities.  

The communities are also familiar with the physicians and the work of Clínica Integral Almas. 

However, one of the limitations of doing the interviews was that some participants might have 
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felt that they needed to answer or make only positive comments about the physicians and the 

Clínica. Even though this was a limitation, it was an aspect of the research process that I needed 

to follow. I needed the assistance of CIA to build rapport with the participants that I was 

interviewing. Another limitation of this study included issues regarding participant observation. 

Physicians and community health workers might have acted differently during their encounters 

because I was there as an observer.   

All materials used in México were written in Spanish and translated into Spanish. One 

important thing to consider for the limitations of this study is that no document used for this study 

was written in the Guarijío language. All the participants who were interviewed at CIA and in 

Guarijío-Makurawe communities spoke Spanish. However, this excluded individuals who do not 

speak or understand Spanish and only speak the Guarijío language. It is important that other 

students or researchers interested in this community use a translator to expand the participant 

pool and include Guarijío-Makurawe participants that only speak Guarijío. The data collection 

limitations included the potential risks associated with participating in the interviews. Risks 

involve the potential to disclose personal information; nevertheless, personal information that 

risks physical, psychological, social, legal, or economic safety is protected according to the 

privacy and confidentiality principles established by the University of Arizona. The procedures  

to minimize risks included ensuring confidentiality and privacy during data collection, storage, 

and distribution.  

Reliability refers to whether another researcher can replicate the research results. Validity 

refers to the type of instruments and observation techniques used by the researcher (Schensul 
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2012, 327-341). Both terms speak of how generalizable the methods of this study could be in 

another study with a community like the Guarijío-Makurawe community and Clínica Integral 

Almas. The context of CIA and the long-standing relationship that it has with GuarijíoMakurawe 

communities is unique. This relationship makes this context particular and important one to 

consider so this study may not be generalizable to other communities. The lack of generalizability 

is an asset to consider when non-profits like CIA work with Indigenous communities like the 

Guarijío-Makurawe community, because every community is unique and what works for one 

community might now work for another.   

Doing Research at Clínica Integral Almas  

I spent a month and a half as an intern and researcher at CIA from June 6th to July 23rd, 

2022. Within the hallways of the Clínica, I watched physicians tend to patients, and receive 

warm greetings as friends from workers, like Don Ramiro, Doña Maria, and a long-time essential 

and beloved mechanic of CIA, Ruben. For the time that I was there, I often greeted patients at 

the door and escorted them to the examining rooms and later outside. These greetings further 

demonstrated the space of community care created on a daily basis at CIA. On one instance, I 

escorted a patient that had just received hearing aids. I could see his excitement as he and his 

family stopped for a brief moment to explain to me that before this visit to the CIA, he could not 

join conversations with large groups because he could not understand the conversation and often 

believed that people were making fun of him. On that day, when he received his hearing aids, he 

was finally able to join in the conversation and hear what we were asking him.   
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In daily informal exchanges and poignant moments like this one, I experienced an 

unusual sense of community within the Clínica’s hallways. Because my own family is from 

México, I’ve witnessed personally typical clinical visits in Mexican hospitals, where the staff is 

often rude, acting cold and distant when you arrive at a hospital or clinic. Another day, I spent 

time talking to Maria, a Guarijío-Makurawe woman living in Álamos, who made amazing 

tortillas, and went around Álamos selling them for twenty-five pesos. During that time, she was 

looking for a godparent for one of her granddaughters. She also mentioned that she was having a 

challenging time with Álamos customers as they were not paying for their tortillas. On the days 

that she would come to CIA, the staff would convene near the entrance to sit and have a cup of 

coffee with her. These friendly interactions with locals also represented to me the type of care 

that physicians and staff enacted with not only patients but friends from the Álamos 

communities. I often spent time with three of the workers/staff that would clean and maintain 

CIA. We would sit outside the corridors drinking coffee. They would tell me stories of the 

previous American owners of the hacienda, the work that CIA did in the Álamos community, 

and about the Guarijío-Makurawe communities. For instance, a festival that happens every 

November in the Guarijío-Makurawe communities is important for the staff because they get to 

partake in the activities. To me, this showed that the staff was integrated and close to the 

communities they worked with. I also learned about the lives of the staff and the shortcomings 

they experience in their personal and everyday lives. One of the most memorable parts of being 

at CIA was when the physicians and the staff all gathered in the kitchen and made food. This was 
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a time to laugh and talk about different topics and it was a time where I witnessed the sense of 

community that was always present inside and outside CIA.   

I was aware that there were Mexican cartels around Álamos, however this municipality 

was a relatively peaceful place during my stay. I met Don Ramiro, a 76-year-old resident of 

Álamos who had lived there for over 50 years. He described how the town of Álamos was 

founded, explaining how the construction of the old railway provided many jobs, as did the 

mining of metals like silver and gold, and these workers became the founding residents of 

Álamos. He assured me that Álamos is a quiet and safe place, despite the presence of drug 

cartels, reassuring me that the local drug cartel only messes with you if you engage in theft. 

According to him, the local drug cartel only fights among themselves and leaves the residents of 

Álamos alone.   

Outside the walls of CIA, approximately two hours away by truck, I got to know 

community health workers in the communities of Guajaray, Mochibampo, Mesa Colorada and 

Los Estrados, who always greeted each other, the doctors, and myself with a fist bump or 

sometimes a handshake and a quira greeting (hello and goodbye in the Guarijío language). On 

Tuesdays and Thursdays, the days of community clinical visits, the physicians and I would start 

the day at eight in the morning and end at five or six in the evening. During the four-hour trips to 

the communities and back, we experienced many challenges. We came across cattle, rain, and 

cacti obstructing our path and on one occasion we even had to postpone our trip because one of 

the tires gave out. In this instance, we had a spare tire, however, the physicians decided not to 

take a chance because after the first spare, we did not have another one, so we turned around and 
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headed back to Álamos. Thus, it was not just the distance that made travel to and from these 

communities so difficult.  

On a typical visit to the communities, I met small children who were curious and a little 

bit shy but were interested in talking to me. On one occasion, I was surprised by one of the kids 

who came up to me to see if I could give him hand sanitizer. This story was significant because it 

demonstrated to me the impact of the health education component provided by community health 

workers that was encouraging the use of hand sanitizer during the COVID-19 pandemic. While I 

was conducting my research, I visited patients at their homes and assisted physicians in small 

tasks, like fetching equipment and medicine and I would carry hand sanitizer and other medical 

equipment around with me to provide as needed. On the last trip I made to Mesa Colorada, we 

had to give a ride to a Guarijío-Makurawe woman who was 9 months pregnant. During the 

twohour trip, I asked her why she was going to Álamos, and she said that she was giving birth at 

the community hospital, where she had already scheduled her birth because the CIA is not 

equipped to handle birthing. All her kids were born like this in the city of Álamos. She also told 

me that one of her kids died of rickets when he was just two years old. She proceeded to tell me 

that Guarijío-Makurawe pregnant women died during labor in the community of Mesa Colorada. 

She feared giving birth in Mesa Colorada because she had seen women lose their babies, or die 

themselves, so she preferred to give birth in Álamos at the community hospital. Later, the 

physicians mentioned that she had preeclampsia and that is why it was important for them to give 

her a ride to Álamos. This story also exemplifies the type of care which CIA provides. In this 
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example, while CIA was not able to assist with the birth, they were able to accompany this 

woman to the community hospital and provide transport to the city of Álamos.   

Level of barriers and innovative ideas  

The following quote by a community health worker at the University of Arizona provides 

more context to how CIA carries out essential medical services despite the barriers they face. In 

this quote, the participant describes how physicians and community health workers in Álamos 

must come up with ways to reach and provide services to communities. This is particularly 

interesting because the individual has experience in working with community health workers in 

rural communities in the US, yet found the challenges for providing care to Álamos communities 

to have “another level of barriers”:  

I've been working with rural communities for about three, four years, and always in the 
setting of community health workers. So, I thought I was well versed in the sense that I 
knew techniques, and I had an idea of how to implement a CHW program in a rural 
community. But even a rural community here in the US, at least the communities that I 
work with, aren't as rural as the Makurawe community. So that's like a whole other level 
of barriers, a whole other level of innovative ideas that you have to use to be able to 
reach the community members. So, this course where I’m interacting with students and 
with the medical interns at Clínica Almas has definitely taught me to think even more 
outside of my box. Like I feel that when you work in rural communities and rural 
populations here in the US, you have to work outside of the box. But when you're working 
in these rural communities, it's even more, more outside of the box.  

  

 In the above excerpt, this healthcare worker argues that CIA must produce ways to 

provide adequate healthcare services to all patients, “by thinking outside of the box.” In the 

context that CIA functions, this revolves around overcoming various levels of barriers and 

creating innovative ways to give services to remote rural communities. This implies traveling to 



  

23  

  

locations that are three hours away and sometimes further. When physicians travel to these 

remote locations, sometimes they run out of medicine and have to look for other medicine to 

relieve peoples’ pain.  In most instances, physicians go beyond what is expected of them as 

professionals. They function as supervisors or observers of the healthcare that is supposed to be 

delivered to patients. In one instance, an older patient had contracted tuberculosis because their 

son had previously had tuberculosis. The son was supposed to be in a six-month treatment 

strictly regulated by the Mexican government. The physicians had to figure out if the patient had 

received the six-month treatment, however, they discovered that the Secretary of Health did not 

provide the strictly regulated treatment for the patient. Directly Observed Treatment, known as 

DOTS, is the name of the treatment that individuals with tuberculosis receive in México. The 

treatment includes medicine, laboratory tests, and x-rays. The treatment is strictly supervised by 

the Mexican government, and they are required to provide the treatment to patients. This 

example demonstrates the ways in which CIA advocates for their patients and comes up with 

solutions to provide healthcare services to Indigenous communities.   

Part of how this is achieved is by drawing from the expertise of many local and 

international clinicians. CIA is equipped with physicians and community health workers that are 

invested in caring for people. The physicians at CIA come from distinct parts of Sonora, México 

themselves. One of the current medical interns previously worked for the Secretary of Health, 

bringing with him knowledge of working with other populations that live in remote areas.  

Another physicians completed his social service at CIA in January and was contacted by 

Elizabeth Pettit to come work full time for the Clínica, allowing him to build on the knowledge 
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he already acquired during his internship. During my time in the field, I learned that CIA has 

also formed critical connections with individuals from the United States. For example, Dr. Ted  

Glattke, a retired professor for the Department of Speech, Language, and Hearing Sciences at the 

University of Arizona, who has since retired, provided hearing evaluation services and hearing 

aid equipment to CIA (University of Arizona 2022). CIA also formed other partnerships with the 

University of Arizona in 2018. Through this partnership, both CIA and the University of Arizona 

have benefited. Health care workers have been able to learn about the realities of rural healthcare 

from CIA and community health workers have benefited through education, training, and health 

workshops. In 2018, Rotary International District 5500 invited University of Arizona Clinical 

Assistant Professor Lisa Kiser to Clínica Integral Almas to assist in training and support of 

fourteen Indigenous health promoters from the Guarijío-Makurawe communities. Together with 

Southern Arizona Area Health Education Center (SEAHEC), Dr. Kiser, and Clínica Integral 

Almas provided Gauijio-Makurawe community health workers with training on topics related to 

prenatal care, they trained them on how to use health screening equipment like neonatal 

dopplers. They also trained the community health workers on how to take blood pressure and 

check glucose levels. In addition to providing training to community health workers, Dr. Kiser 

continues to work along CIA to initiate trainings and do community outreach through a course 

given to students at the University of Arizona. Their work has garnered direct engagement 

among the community health workers involving reproductive health, basic anatomy, physical 

assessments, vital signs, and vector-borne diseases like malaria and dengue fever. In addition, 

both the University of Arizona and CIA have benefited from the extensive training and 
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workshops they host (University of Arizona, 2022). The partnership has spearheaded the 

development of an online course and the exchange of students like me.   

Create community  

Every Saturday, the staff, the physicians, and I would gather around the communal area 

of CIA. We would make food, coffee, and every other Saturday one of the physicians would 

make cinnamon rolls. We would have lengthy discussions about the previous week, and we 

would enjoy each other’s company. On occasions we would go shopping at the local thrift store. 

While we were having our usual communal time at the Clínica, this was when I would often look 

up to read the text on the large white poster that was titled, “Create Community”, the poster’s 

text begins with the sentences I cited earlier but goes on to elaborate a broader vision of creating 

community that I saw inspired the Clínicas ethical practices of communal care. I also did not 

know who the creator of the content in this poster was but was advised by a physician to look 

online, where I came across Syracuse cultural workers, who are dedicated to nourishing 

communities that honor diversity and inspire movements for justice and equality (Syracuse 

Cultural Workers, 2022):   

Think of no one as “them” Unity sheds light; Honor other’s faiths and thoughts. The spark 
of differences can illuminate truth and perception. Engage with your fellow humans, 
animals, and plants… We are all alive. Imagine other cultures through their points of view, 
songs, poetry, and writings. Listen to languages and music you don’t understand. Move 
with it. Educate with love; Accompany the health and vitality of others. Read the UN’s 
Universal Declaration of Human Rights & World Health Organization’s Millennium 
Goals; Pursue science; Honor Indigenous cultures. Understand our lands in terms of 
people and water. Never believe you have a right to anyone else’s resources; Shun 
corruption and racism. Judge governance by how well it meets all people’s needs. Honor 
youth; Serve with action, not with just words. Mothers are the first educators. Notice the 
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workings of power and privilege in a community, help bring balance. Know how to grow 
your food and be informed as to what is in it; share it with others. Question materialism 
and consumption. Help build and develop economies from the rural countryside to the 
urban populations. Listen to the stories of those around you and their history: acquire few 
needs and much kindness; Nourish with joy; Eat color; enjoy vegetables, herbs, fruits, 
beans whole grains and proteins in your diet. Choose curiosity over certainty, and 
harmonious humility over being rights; know that no one is silent through many are not 
hear, Work to change this. No life is less valuable than another, we come from the same 
source. Assume that many others share your dreams and look not beyond yourself for a 
leader.   

  

 Through the eighteen interviews and multiple field observations, I observed that the 

statements contained in the above excerpt titled “Create community” were emblematic of the work 

that CIA, physicians, and community health workers conduct in the Álamos and 

GuarijíoMakurawe communities. During their weekly trips on Tuesday and Thursdays, they spent 

about two to three hours with their patients, always treating them with the utmost respect. In many 

cases, physicians would also go above and beyond what is typically expected of them as 

professionals. This was evident during the COVID-19 pandemic, when one of the Clínica 

physicians camped in one of the Guarijío-Makurawe communities to prevent the disease from 

entering. Physicians also function as supervisors or observers of the Mexican healthcare that is 

supposed to be delivered to patients, thus monitoring the care they receive outside the clinic at the 

community hospital too. Community health workers strive to learn and educate their community 

members through training and perseverance under difficult circumstances. Most importantly they 

strive to build and strengthen their community ties, keeping in mind the limited healthcare 

resources that they have available in their communities. Many other examples of what I’m calling 

community of care, will be analyzed in the subsequent chapters.  
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Community care is the ethical force that drives the way CIA provides adequate and humane 

services to Alamo’s patients and Guarijío-Makurawe communities. In this thesis, I argue the CIA 

overcomes many of the healthcare obstacles which rural Indigenous communities encounter by 

cultivating a community of care in the Álamos and Guarijío-Makurawe communities. As I have 

introduced above, I define a community of care as: a practice of medical care where both 

community health workers and physicians fundamentally respect and learn from each other and 

their patients. The collaboration and relationship that physicians build with Guarijío-Makurawe 

community health workers and patients facilitates this type of care. Furthermore, I show that in 

practice, due to the many structural health barriers faced in this rural context, community care is 

also about exercising various forms of accompaniment that extend beyond typical clinical 

treatments, and the incorporation of local traditional medicine to provide the best healthcare 

possible.   

In addition to the care provided by doctors, the thesis focuses on the work that the 

community health workers do for the Guraijio-Makurawe community. The community health 

workers form an essential role in the way that CIA is run. Community health workers are 

individuals who are bilingual, so they can speak and understand both Spanish and 

GuarijíoMakurawe. They are also members of the community who were chosen by the rest of the 

community to serve as health workers. The community health workers are mothers, fathers, 

husbands, wives, parents, sisters, and daughters of the communities they serve. Most of them did 

not finish their high school and do not have a high school or university education. However, some 

of them were trained by the Mexican Secretary of Health, and all have received further training 
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from the physicians at CIA. Community health workers serve as health auxiliaries for the Secretary 

of Health (Secretaria de Salud), but also learn from their parents how to treat illnesses with 

medicinal herbs and have a foundational knowledge of traditional medicine.   

Structure of the thesis  

This thesis is organized into three chapters and a conclusion. Chapter 1 highlights the social 

determinants of health that impact the provision of healthcare in rural México, such as the lack of 

hospitals, doctors, and other forms of essential medical care, economic resources, and 

infrastructure. In this chapter, I argue that Clínica Integral Amas tackles the social determinants of 

health through the cultivation of community care through forms of accompaniment and the use of 

traditional medicine. Through this, I argue that CIA can provide healthcare to rural populations, 

but that in the context of a broken rural healthcare system, their work highlights the importance of 

pushing for better resources and structural care in rural populations.   

Chapter 2 explores the work of the physicians and the activities that they conduct in CIA 

and outside of the Clínica in the Guarijío-Makurawe communities. In most instances, physicians 

go above and beyond what is expected of them as professional physicians through various forms 

of accompaniment. Physicians advocate for their Guarijío-Makurawe patients by connecting with 

other organizations and individuals to extend the help they can provide. For example, the clinic 

was able to acquire solar panels for three of the Guarijío-Makurawe communities. In other cases, 

physicians make referrals and accompany patients to laboratories and the community hospital. In 
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addition to enhancing medical care, I argue that this type of doctor-patient accompaniment also 

results in empowerment and agency within the Guarijío-Makurawe communities.   

Chapter 3 explores and describes the work of the Guarijío-Makurawe community health 

workers. As members of the community, they collaborate with physicians translating in both 

Guarijío and Spanish, community health workers are the first point of contact for both physicians 

and patients. They oversee the keys to the health center (centro de salud) or the building where 

medicine is stored, and physicians see patients. Whenever physicians arrive to the communities, 

the first person that they see is the community health workers because they oversee letting the 

physicians know of individuals who need attention and who are sick at the time of the visit. Their 

main priority is to care for their community and provide the best care possible. Thus, community 

health workers are equipped with traditional medicinal knowledge and first level biomedical triage 

knowledge.   
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Chapter 1   

Tackling the Social Determinants of Health in Rural Indigenous Communities   

In this chapter I outline the concept of “social determinants of health” (U.S Department 

of Health and Human Services, 2022) to examine how researchers use it to tackle health 

inequities/disparities. I will then provide a brief history of Guarijío-Makuware communities to 

understand the specific health challenges faced by the region. Lastly, I describe how Indigenous 

people encounter inequitable health outcomes not just because of geographic isolation but due to 

structural racism.   

Social Determinants of Health  

Healthy People 2030, a US data driven initiative which identifies public health issues and 

aids organizations, communities, and individuals with improving people’s health and well-being,  

defines the social determinants of health (SDOH) as “the conditions in the environment where 

people are born, live, learn, work, play, worship, and age that affect a wide range of functioning, 

and quality-of-life outcomes and risks” (U.S Department of Health and Human Services, 2022 ). 

Healthy People 2030 outline the five major components that make up the social determinants of 

health which include economic stability, education access and quality, healthcare access and 

quality, neighborhood and built environment, and social and community context (see Appendix 

D for an image of the social determinants of health).  The conditions that can impact people’s 

health include safe housing, transportation, racism and discrimination, access to nutritious food 

and physical activity opportunities, polluted air and water, and language and literacy skills (U.S 
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Department of Health and Human Services, 2022). The Pan-American Health Organization 

further defines the social determinants of health in the following quote as “the conditions where 

people are born, grow, work, live, and age, and the wider set of forces and systems shaping the 

conditions of daily life” (Pan American Health Organization, 2022). These forces include 

economic policies, developmental agendas, social norms and policies, and political systems that 

can impact populations differently, meaning they can lead to disparities in health outcomes (Pan 

American Health Organization, 2022).  

The social determinants of health can impact both individuals and communities. SDOH 

can also impact individuals independently or they can interact with other determinants to 

influence people’s behaviors (U.S Department of Health and Human Services, 2022). As a result, 

public health practitioners and policy makers have used the social determinants of health to 

create policies and broad approaches to improve health and address health inequalities (Hazel et 

al 2013). Health inequalities or health disparities are known as the differences in health between 

people from different socioeconomic positions. Inequalities are the differences in which a 

disadvantaged group, for instance women compared to men, have experienced social 

disadvantage or discrimination (Braveman ,2006, 167). Inequalities/disparities also include the 

difference between the most advantageous groups, like the economically wealthiest, compared to 

other economically poorer groups (Braveman, 2006, 167).   
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The Public Health System of México  

Paul Braveman describes “justice and health equity as the force that drives efforts to 

eliminate disparities in health between groups of people” (Braveman 2014, 366). Countries 

throughout the world are slowly making progress in eliminating health inequities/disparities (Pan  

American Health Organization, 3) and México is not an exception (Secretaria de Salud 2018,  

15). The history of the Mexican public health system dates to the 1917 Constitution. In 1917, the  

Department of General Health (Departamento de Salubridad General) was founded as an entity 

in charge of enacting public health measures (Laveaga 2015, 25-26). The constitution recognized 

that employers would be in charge of providing insurance to their employees and the state would 

provide the necessary health care institutions. The problems with this precedent were that most 

of the employers were in urban areas, leaving peasant workers in rural areas without insurance 

assistance. The problem with implementing health programs in rural areas also involved issues 

with difficult terrains like mountain ranges, deserts, and tropical regions, and translating across 

many different Indigenous languages present in México, alongside widespread racial 

discrimination against Indigenous Mexicans that led to poorly integrated health care systems  

(Laveaga 2015, 25-26).  

During the 1930s and 1940s, the health care system was mainly geared towards Mexican 

citizens who were in the military or who were employed, leaving the rest of the population 

without access to services (Organization for Economic Co-Operation Development 2016, 53) For 

example, in 1943, the Mexican Social Security Institute (Instituto Mexicano del Seguro Social or 

IMSS) was founded to provide medical care to employees and their families (Santos-Burgoa 
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2009, 1). However, in that same year, the Ministry of Health and Assistance was founded, and it 

merged the Ministry of Public Assistance and the Public Health Department to give coverage to 

the poor and to establish public health policy. The Ministry of Health and Assistance, or as it 

known today, the Ministry of Health, was created for those individuals who were not insured by 

IMSS (Organization for Economic Co-Operation Development 2016, 52). To address problems 

with access to health care services in México, many reforms were also made during the 1960s, 

1980s, and 1990s. Both the Alma Ata Declaration of 1978 and the Ottawa conference of 1986 

“establish the importance of providing universal health care to all populations and the critical 

role of health promotion as a human right.” The Alma-Ata Declaration of 1978, “established 

primary health care as the key to the attainment of the goal of health for all” (World Health 

Organization 2022) and the 1st international conference on health promotion in Ottawa, Canada 

in 1986, “declared that to achieve complete physical, mental and social well-being, individuals 

must obtain peace, shelter, education, food, income, a stable ecosystem, sustainable resources, 

social justice and equity” (World Health Organization, 2012). After the declarations made in 

1978 and 1986, starting in the 1980s, it was established under Article 4 of the Mexican 

constitution that all Mexican citizens were entitled to health protection (Organization for 

Economic Co-Operation Development 2016, 53).   

A Fragmented Public Health System: México’s Public and Private Healthcare   

Today, the healthcare system in México is composed of two sectors, the private and the 

public (Gomez 2011, 224 and Organization for Economic Co-Operation Development 2016, 

224). In this type of system, citizens do not have options to choose their insurance provider 
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because this is determined by their job. For example, the public sector is composed of 

subsystems that work as distinct health systems. The first one includes the Mexican Institute of 

Social Security (IMSS) which provides coverage for private sector employees including their 

families. The Mexican State’s Employees’ Social Security and Social Services Institute (ISSSTE) 

covers federal and state employees and their family members (Organization for Economic 

CoOperation Development 2016, 224). In contrast, the private sector of the Mexican healthcare 

system is composed of insurance companies and service providers that work in clinics and 

private hospitals, including those that practice alternative medicine (Organization for Economic 

Co-Operation Development 2016, 224). In addition to the two sectors, every state in México also 

provides their own health and retirement benefits to state employees. For those individuals that 

continue to be without insurance, the government has social programs like the Secretary of 

Health (Secretaria de Salud SSa), State Health Services ( Servicios Estatales de Salud SESA), 

and IMMS-Opportunity which is now IMSS-wellness  (Programa IMSS-prospea), the System 

for Social Protection in Health (Seguro Popular), and National System for Integral Family 

Development (Sistema Nacional para el Desarrollo Integral De La Familia SNDIF), which was  

created in 1977 (Gomez 2016, 224). The System for Social Protection in Health (Seguro 

Popular) was launched in 2004 and it operated through public funding supplemented by a small 

fee according to income level (Organization for Economic Co-Operation and Development 2016, 

11). This program was created to provide universal health insurance, subsidized by the federal 

and state governments. The intention of this program was for fifty million Mexican citizens to 

have full access to insurance by 2010 (Santos-Burgoa 2009, 2). In 2020, The System for Social 
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Protection in Health was replaced by the Institute of Health for Wellbeing (Instituto Nacional 

Para el Bienestar INSABI). This program provides free services to all individuals who are not 

insured by IMSS or ISSTE. Through INSABI, individuals receive free services in health centers,  

IMSS- wellness medical units, and in rural, community, and general hospitals (Gobierno de  

México 2020, 13)  

 Due to the lack of health promotions services in México and following the 2005 Pan 

American Health Organization study, the General Directorate of México of Health Promotion 

who is in charge of the Secretary of Health designed and launched the Health Promotion 

Operational Model (Modelo Operativo de Promoción de La Salud or MOPS). The purpose of 

this program was to maximize when patients would come into contact with health services by 

educating them on health risks and training them on how to prevent chronic diseases 

(SantosBurgoa, 2009). The Health Promotion Operational Model was also created for designing 

interventions at the individual and public levels.  This model also provides services to the most 

vulnerable populations and establishes equity among different regions of México (Secretaria de 

Salud 2018, 14).  Despite the efforts of the implemented reforms, addressing and lowering health 

inequities/disparities have been slow and this is significant in rural and Indigenous communities.   

Indigenous Population of México  

According to México’s National Institutes of Indigenous Peoples (INPI), individuals are 

considered Indigenous if the head of the household descends from someone who speaks an 

Indigenous language or if an individual declares that they speak an Indigenous language 
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(Coneval, 2019, 2). Approximately 16 percent of the Mexican population is Indigenous, or 18.1 

million people (OECD Reviews of Health Systems 2016, 48). México’s Indigenous population is 

the largest in Latin America and makes up a third of the continent’s total Indigenous population 

(OECD Reviews of Health Systems 2016, 48). The challenge of providing primary health care in 

rural areas throughout the world persists (Laveaga, 2015 25). Throughout the history of México, 

rural and urban populations in México have lived in extreme poverty, including Indigenous 

populations who primarily live in rural areas (Laveaga 2015, 24). Indigenous rural communities 

experience high rates of maternal death during childbirth and suffer from many forms of 

preventable diseases. This is not only the result of community economic inequity, but results 

from the geographic distribution of health centers and health care providers (Laveaga 2015, 25). 

Indigenous populations in México face significant discrimination and lack of access to services, 

and they experience high poverty rates. The National Council for the Evaluation of Social 

Development Policy defines poverty as individuals who do not get sufficient income to buy food 

and lack access to education, health services, social security, and basic housing services 

(Coneval 2019, 18-28). In 2018, 41.9% percent of the population of México experienced 

poverty. About 69.5 % of Indigenous people experience poverty compared to non-Indigenous 

populations which was 39% (Coneval 2019, 13). Moreover, during 2018 at least one in four 

Indigenous individuals experience poverty compared to non-Indigenous, which was one in 

twenty individuals (Coneval 2019, 18).   
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The Eight Indigenous Groups of Sonora   

Most research on Indigenous populations in México focus on its southern regions of 

Oaxaca, Chiapas, and Guerrero, however, Sonora has the highest proportion of Indigenous 

people of the country’s northern states of México (Organization for Economic Co-Operation 

2013, 62). According to a 2010 community report, there were an estimated 137, 560 people 

residing in Indigenous communities of Sonora. Among them, 60,611 people spoke an Indigenous 

language (Zarate 2015, 7). The municipalities with the largest Indigenous population are –– 

Guaymas, Etchojoa, Huatabampo, Hermosillo, and Navojoa. According to this report, the largest 

Indigenous group is the Mayo (Yoreme) at 47.2 %, followed by the Yaqui (Yoeme) at 26.5%. 

These groups are followed by–– the Comcáas (Seri), Guarijío (Macurawe), Pima (O'ob), Kuapa  

(Cucapá), Pápago (Tohono O'odham), and Kikapú (Kickapoo) (Zarate 2015, 7).  Approximately  

80 % of the Sonora Indigenous population lives in rural localities (Zarate 2015, 10) ( see Appendix 

E for a map of Sonora with the main Indigenous group).   

Since the arrival of the Spanish in the sixteenth century, the Indigenous populations in the 

Sonoran territory were reduced by 90 percent due to infectious diseases. The diseases brought by 

the Spanish were influenza, smallpox, yellow fever, and other diseases. Soon thereafter, 

Indigenous rebellions began, and these were met with resistance by the Spanish. This resistance 

further reduced the Indigenous population. Indigenous groups of Sonora continue to face 

invasions from other ranchers, indifference by the government, and marginalization. Individuals 

from these groups do not receive proper pay and they are ignored by local, state and federal 

governments (Zarate 2015, 17). In Sonora, Indigenous populations have poor access to education 
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and the labor market. For example, about 25.5 %, of women aged fifteen and older who speak an 

Indigenous language have no formal schooling, and only 50.7% have received a primary 

education, while only13.5% have received a secondary education. Only 4.5 % of those girls have 

received an upper secondary education (Organization for Economic Co-operation 2013 162).  

Before explaining in more detail how health inequities tend to manifest more generally 

among the communities served by CIA, it is important to understand the broader structural 

factors that generate them. In the section below, I provide examples of how structural violence 

has impacted people in rural areas.  

Structural Violence  

Johan Galtung describes how structural violence leads to social injustice through political 

and economic processes of depriving and excluding individuals from certain freedoms and even 

putting them in harm's way (Galtung 1969, 172). In his article, “Suffering and Structural 

Violence: A View from Below,” Paul Farmer writes about his search to understand what 

constitutes suffering through the historical and economical structural forces that subordinate 

individuals (Farmer 1995, 263). Farmer argues that extreme suffering happens unequally across 

social classes because of the social forces that have allowed for things like hunger, torture, and 

rape to happen. Further, he explains how racism, sexism, political violence, and poverty further 

structure the opportunities and violences that people face in their lives. Structural violence also 

often benefits the elite and those in governmental power to subordinate groups of people and 

deny them equal opportunities (Radonic 2015, 29).  
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Structural violence has been used as a framework to trace health disparities. In the US, 

American Indian and Alaska Native communities have been negatively impacted by structural 

policies imbedded in racism that have attempted to erase them as a people. These treaties and 

policies include removal of ancestral lands, land allotment, and social assimilation, 

reorganization of tribal governments, termination of US-tribe relationships, relocation from 

reservation into urban areas, and the termination of self-determination and national building 

through tribal control of public services and governing (Arambula Salomon 2022, 282). One of 

the many policies that negatively impacted American Indian and Alaskan Natives was their 

removal from their homelands into reservations. This forced removal reshaped their entire 

systems of governing and living. The reservations that they were forced to live in were remote 

locations that lacked adequate health care and access to necessities. Today, most reservations are 

in rural remote areas that do not have adequate infrastructure like plumbing or electricity. In 

most cases, there is lack of transportation and there are no grocery stores within walking 

distances. Individuals from these communities also encounter problems with accessing health 

care facilities and they lack health insurance. The primary source of health for most American  

Indian and Alaskan Native communities who live in reservations comes from the Indian Health  

Service (HIS), division of the US Department of Health and Human Services (Arambula 

Salomon 2022, 282).  Like previously mentioned, Galtungs definition of structural violence 

refers to the political and economic ways of depriving and excluding individuals from certain 

freedoms and even putting them in harm's way. Living in these reservations located in remote 

areas has led to health disparities in American Indian and Alaskan communities. For example, 
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people are twice as likely to die from alcohol related problems and experience high rates of 

poverty compared to other racial groups. Health disparities faced by American Indian and 

Alaskan Native people, have a direct connection to the structural racism that resulted from the 

attempt at erasing them as a people (Arambula Salomon 2022, 282), occupying what Farmers 

refers to as the lowest “rung of the social ladder” (Farmer 1995, 263).     

Since the 1740s, The Yaqui people, one of the eight groups found in the state of Sonora, 

México have fought for their territory and rights to natural resources. This is due to the efforts by 

the Mexican government to eradicate them as a people in the form of assimilation and 

modernization projects. Today, attempts to eradicate them have been in the form of discourse 

and procedural forms that have prevented them from their rights to water and their rights as 

political actors by the Sonoran government (Radonic, 2015, 28). In this example, the government 

is ignoring the needs of Yaqui people over the interest of other groups, by prioritizing residents 

of Hermosillo, so that they can have 24-hour water supply. However, Yaqui communities do not 

have potable water and their water contains high salinity levels. In the case of the struggle for 

water rights, the Yaqui have face structural violence as a “collective agent, and violence is 

exercised by ignoring Yaqui’s rights to prior consultation and their historical water claims and 

challenging their Indigenous authenticity and right to self-determination” (Radonic 2015, 41). 

Once again, Galtung’s definition of structural violence of how political and economic ways 

deprive and excluded individuals from certain freedoms is seen in the case of the Yaqui’s 

exclusion to water rights.   
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Gaurijio-Makurae communities are geographically isolated which makes it difficult for 

them to travel to Álamos which is two hours away by car. However, I argue that the health 

disparities that impact these communities are not only associated with geographic isolation, but 

the structural violence that has tried to erase them as a people. In the case of the 

GuarijoMakurawe group, upon their arrival, the Spanish stole their lands through bloody means. 

In the nineteenth century, their lands were taken by the Enriquez, a Spaniard family who had 

arrived in the Sonoran territory. More recently, the Guarijío-Makurawe have faced further 

dispossession of their lands because of the construction of the Pilares dam in the Mayo River 

near the Sierra of Alamos. The building of the dam, Sonoran mining, and the cultivation and 

trafficking of narcotics has displaced Guarijío-Makurawe groups from their territories (Zárate 

2015, 15).  A study conducted in 1999, reported that Guarijío-Makurawe people experienced 

high mortality rates, high proportion of preventable deaths, and deaths related to poverty and 

underdevelopment. For example, this report found that 15% of deaths were due to violence, 14 % 

of deaths were due to lack of perinatal care, 24 % were attributed to infectious diseases, and 

15.5% were due attributed chronic disease like to cardiovascular, cerebrovascular, and diabetes 

related chronic diseases (Haro et al 1999, 65). Other common diseases include diarrhea, flu and 

malaria. These diseases result from the poverty and social marginalization experience by 

Guarijío-Makurawe communities. Communities face many barriers to health, including the lack 

of proximity to a hospital or a clinic and thus, barriers in accessing medical treatment, difficulties 

in accessing an ambulance, restricted communication with hospitals and doctors, as well as 

economic inequality and poverty which can lead to many health problems, like malnutrition and 
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stress. There are not many economic opportunities in these communities, which results in 

reduced access to nutritious food or those with medicinal properties like garlic. They also lack 

basic infrastructure, including access to potable water. Despite the efforts to exclude the 

Gaurijio-Makurawe people from receiving equal access to health, community leaders and healers 

from Guarijío-Makurawe communities and other surrounding communities have sought 

treatment from the health care workers from CIA since 2013 (Global Grant Application, 2018).   

Tackling the Social Determinants of Health  

Hazel Dean and colleagues argue that “effective action requires sufficient knowledge of 

the mechanisms influencing health inequities and adopting a conceptual framework that not only 

clarifies the relationship between social determinants and health inequities, but also helps to 

identify entry points for intervention” (Dean 2013, 1). CIA has provided and continues to provide 

primary and medical services to seven Guarijío-Makurawe indigenous communities  

(approximately 1,600 people) in the remote mountainous areas surrounding Álamos (Global 

Grant Application, 2018). CIA along with community health workers have been able to address, 

if not solve, many social determinants of health. Through their advocacy they find entry points of 

intervention create positive health outcomes in Guarijío-Makurawe communities. They have 

sustained efforts to provide essential non-governmental healthcare services in these communities 

and have done so through the cultivation of community of care and accompaniment. During one 

of the trips to Mesa Colorada I interviewed Panchito, a patient who was also a 

GuarijíoMakurawe governor. In the following quote he expresses his gratitude for the CIA and 

describes how beneficial it has been for his community:  
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I thank CIA because they have taught us habits of health, of protection, of wellness. And 
this is very important for me. Well, on the subject of health, I am very interested, because 
there are Indigenous Guarijío brothers who are living in the country with health problems, 
different types of illnesses, mainly the most basic, diarrhea, dehydration, diabetes, the 
problem of hypertension, hypertension is also a disease that has attacked many of us, 
almost all the Guarijío area have this problem.  
  

***  

The efforts of CIA in teaching healthy habits are critical for Indigenous patients not only 

for preventing illness, but because it also empowers their communities to demand healthcare 

services, essential community resources, and federal and state government assistance more 

generally. Panchito was present during a visit from President Andrés Manuel López Obrador to 

the communities in the summer of 2022, and he was the one who spoke on behalf of all the 

Guarijío-Makurawe communities.   

In this chapter, I attempted to explain the social determinants of health that impact 

Guarijío-Makurawe communities, which CIA tackles with their community care approach. CIA 

physicians and health workers apply this type of care in their everyday patient-medical 

encounters. They are also aware of the environment in which Guarijío-Makurawe communities 

reside that impact their health. As a result, physicians and health workers address these 

determinants of health through their actions in advocacy work.   

  

Chapter 2  Physicians Cultivating a Community of Care through Accompaniment  

This chapter explains how physicians address the social determinants of health in more 

detail by creating a community of care in their medical-patient encounters and through their role 

as advocates for Guarijío-Makurawe communities.  I will describe the concept of 
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accompaniment, drawing from literature in medical anthropology to help to highlight how 

physicians of CIA cultivate a community of care.   

Accompaniment  

Father Gustavo and physician and anthropologist Paul Farmer define accompaniment as a 

deeply relational and personal concept that informs their approach to caring for both parishioners 

and patients. They describe accompaniment as “walking along someone’s own particular journey 

in his or her own particular place and time, at his or her own particular pace” (Farmer and 

Gutierrez 2013, 6 ). They further explained that this idea of walking with someone does not have 

an end. It requires people to be present when people are suffering. Further, it requires for 

accompaniers to be present during unexpected problems and difficult situations that have no easy 

solutions.   

To understand more about the social experiences of how individuals deal with illnesses 

like cancer, I draw from Julie Livingston’s ethnographic work on a cancer ward in Botswana. Julie 

Livingston argues that serious illness, care, pain, disfigurement, and even death emerge as deeply 

social experiences for patients, their relatives, and staff (Livingston 2012, 94). Through cancer, 

Livingston tries to show how care is experienced within the walls of a ward and how it is 

imagined and experience by patients, physicians, and family members. She argues that physicians, 

community health workers are navigating the different social aspects of illnesses. What is unique 

about CIA physicians in their experiences with suffering and their work with Guarijío-Makurawe 

communities is that they advocate and do as much as they can for their patients. The provide 

transportation for Gaurijio-Makurawe patients, they transport vaccines to these communities, they 
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take a step further and inquire about people tuberculosis or diabetes treatment. They advocate on 

behalf of the communities by looking for partnerships that are willing to provide funds and 

training. For example, they were able to advocate and get funds for solar panels. All these 

inquiries and advocacy work are done in the context of people’s health.  

What is particularly important is that they do work that they are not required to do as physicians. 

For example, one of the physicians explained to me how he had to transport a coffin to one of the 

Guarijío-Makurawe communities:   

I have had to certify deaths. I have not certified that many deaths but, on some occasions, 
one of the two or three deaths that I had to certify, I had to take the box, the coffin from 
the clinic to the communities. I took the coffin in the clinic’s car. I was driving with the 
coffin next to me.   

  

This quote highlights Farmer’s definition of accompaniment which refers to walking 

along someone at their own pace and accompanying them in their own personal journey with no 

end. In this context, physicians are even accompanying people to their deaths, socially 

experiencing every part of the individual’s journey.   

Physicians and care   

The following examples from the research of medical anthropologists Cooper and 

Brotherton also describe how important clinical care is among disempowered patients. They talk 

about concepts of bodily mannerisms and the importance of care and respect that patients seek 

from their physicians.  They highlight how physicians from Venezuela and Cuba are invested in 

caring and advocating for their patients. These concepts represent the main ideas that are 
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discussed throughout this thesis. For example, in the context of the Venezuelan health care 

system, Amy Cooper argues that doctor-patient encounters could either lead to patients feeling 

disempowered or empowered (2015, 459-471). The feeling of disempowerment and 

empowerment can result from the ways in which patients experience physicians' actions and 

mannerisms. Cooper's analysis of the Venezuelan case revealed how Venezuelan individuals 

sought recognition, respect, care, and solidarity from their physicians leading to patients feeling 

empowered. As a result of the broken promises of the Venezuelan state, patients now read the 

bodily nature of physicians as addressing the socio-political inequalities they experienced in their 

everyday lives (Cooper 2015, 470). Another medical anthropologist, Sean Brotherthon, similarly 

describes the political role that Cuban physician played in their communities (Brotherton 2012, 

85). He provides the example of a primary health care physician, Alberto Navarro, who worked 

for several years in a rural community in Cuba. Navarro explained that “community health and 

well-being were equally about managing dissent and reinforcing the state’s sense of 

community…” For Navarro, his work with community was effective because he noted that he 

was able, “to manipulate people into participating in their own health reform.’’ Through this, 

Brotherton further explains that physicians like Navarro are encouraging community members 

to, “work together toward a common goal, a healthy community” (Brotherton, 2012, 85). 

Cooper’s and Brotherton’s work highlight how clinical encounters go beyond simple interactions 

and can also result in political belonging and political agency amongst patients. Through 

respectful and caring medical encounters, patients can enact political belonging. This idea will be 
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explored more at the conclusion of this paper, but it is important to acknowledge what can come 

they ways that physicians offer care.   

Clínica Integral Almas Physicians and Care  

 CIA physicians cultivate community through their care among Guarijío-Makurawe 

communities and through this they enact political agency and belonging within Mexican society. 

The mission of CIA is to focus on the pre-existing assets and values of the rural Indigenous 

communities they serve. They value skill sharing, access to education, provide health care, and 

encourage cultural identity (Clínica Integral Almas, 2022). Moreover, physicians promote 

resilience, dignity, and human potential. In the following quotes Joel and Manolo, two of the 

physicians working at CIA explain the type of community care that has encouraged a sense of 

empowerment and agency among Gaurijio-Makurawe patients. Joel, one of the physicians, 

describes the type of community care that they provide to Gaurijio-Makurawe like this:  

We go to visit them directly at their home and we talk about common things sometimes, 
for example, we see the person and see the reason why they require consultation, and we 
start a diagnostic approach, we start treatment and then we do something known as 
accompaniment, that we are no longer talking about medicine but now we ask things like 
how has their family been? We discuss more common things that are not related to 
medicine.  

  

Another physician, Manolo, described how he feels part of the community because he is 

able to advocate on their behalf. He uses the tools that he is equipped with that allow him to 

provide medicine on a regular basis to Guarijío-Makurawe patients:    
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It is that you become a part of the community. I mean you are not only someone who 
comes to see patients and leaves. You are someone who, for example, has tools. You have 

resources. Let’s say someone who has knowledge that can be useful. For example, this  
inquiry I made about Internet of the Ministry of Communications and Transportation. It is 

something that can serve as an example for me to say, is that if I want, I can take the 
internet to the most remote communities, without it costing me, without it really being an 

effort.  

***  

The physicians from CIA are taking action by accompanying people as they 

experience barriers to accessing resources that can have a positive impact on their health. 

This physician was able to inquire about internet resources that are very important so that 

physicians can communicate with community health workers from these communities.   

Clínica Integral Almas Background  

CIA was founded by Elizabeth Pettit, a Doctor of Medicine from Xochicalco University 

in Baja California México, whose clinical focus is functional integrative medicine and rural 

development. Dr. Pettit has been the executive director of CIA since 2013. Dr. Pettit is an 

experienced physician who is skilled in non-profit organizations, public speaking, fundraising, 

healthcare management, integrating arts/cultural communication. Before her work with CIA, she 

had a career as a designer, creating materials for art and architecture and for film and for the 

entertainment industry, which included Disney Imagineering, Canyon Ranch Span, Cine Citta, 

and Italy. She has published and has made exhibitions in the arts and science, and she holds and 

leads workshops on the creative application of science and sustainability in quality medicine.   
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Dr, Pettit has long been an advocate for the Indigenous communities of rural Sonora, 

México. She has made connections with different entities in the United States. During my time, I 

was able to see how patients in Guarijío-Makurawe communities receive Dr. Pettit. During one 

of our trips with the physicians and medical interns, including Dr. Pettit, one of the older 

Guarijío-Makurawe patients went to the house of health located in the Guajaray community, 

where physicians see patients, to get checked because she knew that Dr. Pettit was going to be 

there that day. While Dr. Pettit and the rest of the physicians were asking the patient questions, 

the Guarijío-Makurawe patient kept saying that she only came to see Dr. Pettit. This was not the 

only occasion that older patients would ask about Dr. Pettit. People greeted her with a smile on 

their face and would laugh when she would answer in their Gaurijio-Makurawe language. Dr. 

Pettit understood and spoke the language, so she was the only one of the physicians who knew 

how to communicate with older patients who did not know Spanish. During interactions with 

patients, I was able to observe that Dr. Pettit reciprocated their greeting with a huge smile on her 

face and a hug. Through her interactions with patients, I was able to witness a sense of how she 

constructed a community of care.  

  
Accompaniment in Guarijío-Makurawe Communities  

One of the trips to Mesa Colorada resulted in an in-house visit. As soon as we arrived at 

Mesa Colorada, Dr. Pettit was instructed to visit an older Guarijío-Makurawe patient who had high 

blood pressure and swollen legs. Right away, Dr. Pettit grabbed a backpack full of medication and 

other medical resources and asked if someone would show her where the house was. Luckily, a 
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community member who was trying to see the physicians offered to take Dr. Pettit to the patient's 

house. I asked Dr. Pettit if I could accompany her and help her carry the bag of medicines that she 

had grabbed from the truck. As soon as we got to the patient’s house, we found the patient sitting 

close to the fireplace. Dr. Pettit grabbed a chair and greeted the older patient with a warm and kind 

quira greeting. As she was greeting her, I overheard Dr. Pettit ask the family around her why she 

was sitting near the fireplace. I am not quite sure why this was significant until Dr. Pettit told me 

that a patient in this condition had to be laying down on a bed with her feet elevated. The patient’s 

family was all around her including her husband and her children. They explained to us that their 

mom had been feeling sick and that her legs had been swollen for a week. After the greeting, Dr. 

Pettit told the older patient to lay down on the bed that was outside the house, because she noticed 

that she had edema, which is swelling caused by excess fluid trapped in the body’s tissue. She 

checked her blood pressure and found that it was exceedingly high. Dr. Pettit proceeded to tell the 

older patient to rest and lay down as much as she could. While she lay down on the bed, Dr. Pettit 

sat near the bed on a chair and grabbed her patient's hand. This was significant because I was seeing 

how Dr. Pettit cared for her patients intimately, beyond just medical procedures. From experiences 

and from growing up part of my childhood in México, normally one would not see this type of 

affection from Mexican doctors. As the patient lay down, Dr. Pettit turned to me with a sense of 

urgency and explained that she did not have the medication she needed in the bag that we were 

carrying. She instructed me with a worried look to go back to the rural health center, so that I could 

pick up Enapril and Hydrochlorothiazide. After coming back with the medicine, I saw that Dr. 

Pettit was still sitting beside the patient. Dr. Pettit proceeded to tell her to keep her legs elevated 
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and she gave the patient Enapril for her blood pressure and Hydrochlorothiazide for her edema. In 

addition to the medication that she prescribed the patient, she told the patient's family to take 

diligent care of her and asked them if by any chance they had bananas and avocados. These foods 

are high in potassium and used to control high blood pressure. The family proceeded to tell  

Dr. Pettit that neither they nor the local store had these products. So, worried about the patient, Dr. 

Pettit advised her to watch her salt intake and to drink basil tea instead. By that time, another family 

member, the patient’s sister who knew Dr. Pettit, arrived at the house. Dr. Pettit asked her to take 

care of her sister and to give her the basil tea every day until the swelling went down. During this 

interaction, I witnessed the entire family circle around their sick mother with a worried look on 

their face. I was also able to observe how Dr. Pettit greeted and treated her patient with urgency, 

expressing the deep concern she had for her health. For me, this set of interactions was emblematic 

of the type of care that CIA physicians provide to their patients. In Cooper’s article, she described 

that among her interviewees, touch, bodily dispositions, and communicative practices were 

important aspects of demonstrating compassion and solidarity by physicians (Cooper, 2019, 4878). 

Experiences of physical intimacy between Venezuelan patients and physicians exemplified 

compassion and solidarity were politically significant to patients and further demonstrated that 

they were truly deserving of care. The following quote made by a CIA staff also referenced the 

type of community care that physicians provide to Guarijío-Makurawe patients. In the following 

quote, the staff describes that physicians provide humane care and without hesitation. She finds it 

surprising that one of the physicians does not care that they have to travel on horseback for eight 

hours. Again, this highlights the dedication and type of care that CIA physicians provide to their 
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patients. I would argue that no physician would get on top of a horse for eight hours unless they 

were this invested in their community:   

They have been more focused on the Guarijía area because, well, as you see they are very 
low-income. And I am surprised at the work that the physicians do so humanely and 
humble of heart, because going to the mountains and sometimes having so many things 
happen that their car breaks down in the middle of nowhere. I find it very interesting 
when Dr. Pettit has to go on horseback five to eight hours away from here…  

***  

Physicians and Medical Intern: Accompaniment and Care   

At Clínica Almas, the in-house medical team is made up of three license physicians and 

two medical interns in their licensing process, Joel, Manolo, Perla, and Adrian. All come from the 

state of Sonora and completed their medical degree at the University of Sonora in Hermosillo and 

Ciudad Obregon, México. Joel, one of the physicians that I spent most of my time with, explained 

that most medical students who study at the University of Sonora, are trained on how to give 

diagnoses and treatment with the least number of tests possible and work with limited resources. 

He also described that in México, there are limited resources in public hospitals too and as a result, 

as medical students they are instructed based on French school teachings, which is a clinical way 

of treating patients solely through criteria, rather than expensive tests. For example, one of the 

physicians described that he often times uses the Ottawa Ankle rule to diagnose if a patient has a 

foot or ankle fracture without the use of x-ray imaging. Joel is from Villa Juarez, Sonora, a town 

close to Ciudad Obregon. He studied at the University of Sonora in Obregon too. During his studies 

in 2015, Joel joined the Scientific Association of Medical Students of the University of Sonora 

(ACEM UNISON), a local committee belonging to the Mexican Association of Physicians in 
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Training (AMMEF A.C.). Through his participation in this program, he was able to practice and 

learn about rural health. He did his first health brigade in a Pima community in the Yecora area of 

Sonora and continued to take part in two more brigades. As a result of the experiences with the 

student organization he decided that he wanted to focus his career on treating vulnerable sectors of 

society. In 2017, he was able to visit Mesa Colorada as part of a health brigade offering dental 

attention, health nutrition, psychology services, and other medical services. He already knew of 

Guarijío patient communities and that is why Joel decided to do his social services with Clínica  

Alma and was why, many years later, he was called back by Dr. Pettit to work full time for Clínica 

Almas. Joel was instrumental during my fieldwork with community members. He would introduce 

me to Guarijío patients and explain to them who I was and what I was doing there. I learned a great 

deal from him. I also saw the ways that he respected patients during his consultations. I was able 

to witness how focused he was when he was seeing a patient. Most of all I was frequently impressed 

by the types of accompaniment he did for patients. For example, during the first trip to the Guajaray 

community, Joel, Adrian, and I went to a patient’s house to let her know that we would be in 

Guajaray to see patients until one o'clock in the afternoon. The doctor explained that they were 

hoping to transport the woman, Olivia, and her child to Álamos because the child had shown signs 

of anemia and Joel was worried it could be leukemia. I asked Joel what the signs for leukemia were 

and he mentioned that the child had nails that were elongated and appeared white and that is why 

they wanted to perform a biometry to figure out what the boy's condition was. This was a 

significant medical encounter that demonstrate a form of accompaniment that personally, I could 

not imagine seeing in Mexican hospitals. Both physicians and the patient were taking initiative to 
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resolve a pressing health issue. And this was demonstrated when the physician went directly to the 

house to inform them that they were there to transport them to Alamos. Again this is significant, 

because after Joel and the other medical interns were done seeing patients, we went to Olivia’s 

house to see if she was going to travel with us. The physicians transported Olivia, who was 

pregnant at the time, and her child and an older teenager. Joel was worried for the mom and her 

child and so for him it was important to take them both to Álamos. When we arrived at Álamos, 

Joel dropped the Guarijío-Makurawe patient at her aunt's house. He proceeded to tell her that he 

would be there in the morning to pick her up so she could go to the laboratory to get the test done 

for her child. The following day, I had the opportunity to accompany Joel to transport the child 

and her mom to the laboratory. Joel was able to tell the staff at the laboratory tests to run and to 

later ask for the results. This exemplifies the accompaniment that Clinic Almas physicians do for 

their Guarijío-Makurawe patients. Because of this experience with Olivia and her son, Joel left a 

lasting impression on me. I saw how Joel, the physician, was concerned for the health of the patient 

beyond the limits of the direct medical care he could offer. After we dropped Oliva at her aunt's 

house, Joel and I discussed how relieved we were that Olivia’s son did not have anemia or 

leukemia.   

  Joel had known about the CIA because Manolo, the other physician, had been working 

for CIA since 2017. Manolo received his medical degree from Sonora University located in  

Hermosillo. He finished as a medical student in 2013 and proceeded to do his social service in the 

State General Hospital of Hermosillo. During his social services, he was placed in a rural 

community where he felt unsafe due to the cartel presence and the violence that surrounded the 
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community where he was working at, so he was moved to a different community located on the 

border of Sinaloa, México. A year after ending his social service, a position opened at Clínica 

Almas. Even though he did not conduct his social service at Clínica Almas, he was aware of their 

work, and he was excited to work for them. Manolo is a husband and a father, and he enjoys all 

things technology, and is always interested in learning new things about mechanics. He is also 

well-informed of the socio-political context of México. During my interview with Manolo, we had 

a lengthy conversation about politics in México, about the drones that CIA had received from MIT, 

Massachusetts Institute of Technology, and other important aspects of Clínica Almas. The most 

important part of our conversation was when he talked about his positionality as a CIA physician, 

which exemplified his values serving patients and his integration within their community:    

But it is nice because people know you. This could be more useful as they say, you can be 
a better ally, a better servant. When you know your people well, the people you serve. It 
took me three years to realize it was important. One sometimes gets the idea that 
maintaining an emotional barrier, an emotional distance with the community, so the day 
you leave it's not going to impact you, you are just going to take your things and you're 
going to leave. But no, it is not like that. In fact, the resistance to integrate, the resistance 
to live together, the resistance to generate bonds of affection. It makes the job more 
difficult and makes it more difficult for you.  

  
His work with the Guarijío-Makurawe community exemplifies his commitment to make 

bonds of affection with patients and communities. For example, when COVID started in 2019, 

and there were a lot of cases in Álamos, Manolo knew that he needed to keep working in the 

Guarijío-Makurawe communities, situating himself in Mesa Colorada because he would then be 

closer to the rest of the communities, like Guajaray and Los Estrados. For two months, Manolo 

camped in the Clínica’s truck on a hill near Mesa Colorada because he did not want to bring 
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Covid to the communities or bring Covid back to his family by traveling back and forth. During 

these two months, he would spend two weeks in Mesa Colorada before returning to Álamos and 

then later return to Mesa Colorada. To be able to communicate with CIA and his family, he had a 

laptop and his cell phone with a hotspot, and he would watch news or listen to podcasts to pass 

the time. He did mention that this was a difficult time for him, because of the heat, humidity, and 

the lack of light in his car. On the other hand, this strategic plan allowed him to continue to 

provide medical services to patients who would have otherwise been isolated during the 

pandemic or would have risked spreading the disease when seeking out health care in the city.   

On a typical day, medical interns, including physicians, are the first point of contact for 

patients. According to Adrian, a typical patient visit in Guarijío-Makurawe communities takes 

approximately 45 minutes, or half an hour. However, in the Álamos community, where CIA is 

located, visits might take longer. This was a result of the comfort and privacy that the Clínica 

offered. CIA has two large private rooms where patients are seen. There are chairs and a 

comfortable space for both patients and doctors. However, Adrian described that seeing patients in 

the Guarijío-Makurawe communities is different from seeing patients in Álamos. He explained 

that in México, patient examination rooms are required to have a desk for doctors, a table to check 

patients, and a bathroom, but in practice, this is not always the case. He described that in the remote 

rural communities, they often must work outside the small health centers (casa de salud or centro 

rural de salud) because there is no privacy or desk for physicians to use. This was true for two 

communities, Guajaray and Los Estrados, whose shared health center was small and lacked AC, a 

table, and a desk. On one occasion on a trip to Guajaray, the physicians and medical interns had to 
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use the community center instead of the health center house, because the building was too small 

and because the room did not have proper AC. The case was different in Mesa Colorada, another 

community served by CIA, where the rural health center had two private rooms for physicians to 

treat patients and a bathroom.  

Both medical interns, Adrian, and Perla, had completed their medical school and were 

required to do one year of social service in rural areas, which their time at the clinic fulfills. When 

speaking with the physicians and medical interns, I learned that their service at the clinic 

established by the Mexican government that requires the sixth year of a bachelor’s in medicine to 

entail social service. It is also expected that medical interns put their current medical knowledge 

into practice. Medical interns can serve in clinical rural and urban spaces; in research, they can 

partner with programs in national systems of health or be placed in assisting physicians at 

university programs. These modalities are referred to as partnerships, rotations, and research. 

Although medical interns play an important part of the healthcare system in México, this process 

can also be inconvenient and dangerous for interns. During interviews and conversations with the 

physicians and medical interns, they explained that other medical interns are placed in rural areas 

that are known for their high rates of crime and violence. While I was during my research, in the 

month of July, a female medical intern in the state of Chihuahua, was sexually assaulted and killed.  

That same month, a male medical intern, who was providing services to communities in Durango, 

México was killed while tending to a patient.  



  

58  

  

Adrian chose CIA because he knew about the work that they did for rural communities. 

The doctor described how the CIA was going to give him more of a humanitarian perspective to 

his medical degree. He was interested in learning how CIA provided services to rural communities. 

He explained:   

I knew people who were already here, they already knew that from here they made a project 
named Promise created by México focused on health, and it is to go and provide services 
to highly marginalized communities, providing oncology medical services, optometry 
services, and everything to equalize conditions with other parts of the country. So, I was 
interested in that part.  

  

Adrian wanted to learn something different from what he had learned in medical school. I 

observed that Adrian would be the first medical intern to be up and about making coffee and 

cooking breakfast. He would carry a medical fanny pack around his shoulder. I could see that he 

was enthusiastic about seeing patients and starting off the day well-fed. On many occasions, he 

was the first one that Álamos patients would see at the door. Adrian would greet the patients in a 

respectful manner. Right away, he would take the patient to the medical room and continue with 

the medical consultation. On Tuesdays and Thursdays, I would see Adrian ready to start the day 

and head to the Guarijío-Makurawe communities. For this medical intern, the CIA gave him a 

unique perspective on the injustices in México’s health system and that is why he was interested 

in coming to Álamos and to keep learning while his social service lasted.   

Community care   

Community care is the force that drives the way CIA physicians like Dr. Pettit, Manolo,  
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Joel, and medical interns like Adrian and Perla provide humane services to Álamos’ patients and 

Guarijío-Makurawe communities. In some, if not most cases, CIA does not always have the 

medication necessary to attend to specific pathologies or specific illness, for example, patients who 

are diabetic sometimes suffer from necrotic foot. Typically, the standard of care, in many places 

in the world, is to treat the diabetic foot in a surgical environment, however in these communities, 

physicians can only stabilize the patient and clean the foot. Afterwards, they need to transport the 

patient so they can seek specific diabetic treatment care for the wound.  There are other instances 

when doctors do not predict the problems in the rural environment. For example, when there is a 

scorpion bite, doctors do not have the proper medicine at hand. Medicine to treat scorpion bites 

must be kept cool and refrigerated. Physicians are tasked with the predicament of transporting the 

refrigerated medication or transporting the patient. This is keeping in mind the distance to these 

communities and the fact that only 4-wheel drive vehicles and sometimes mules are able to get to 

these communities. Through forms of accompaniment such as  empathy, intimate gestures, CIA 

can overcome healthcare obstacles and create a community of humane care in the Álamos and  

Guarijío-Makurawe communities.   

The third chapter will describe the role that community health workers play in addressing 

the social determinants of health. Adding emphasis on how they can navigate both traditional 

medicine and western medicine to help patients. Both physicians and community health workers 

are fully aware that social determinants of health impact the communities that they serve and so 

they are both committed to tackling them.   
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Chapter 3 Guarijío-Makurawe Community Health Workers and Traditional Medicine  

In this chapter, I will provide a brief overview of the work of community health workers 

(CHWs) in México, emphasizing their work in the rural parts of México. I will briefly compare 

the role of community health workers in the United States with México to emphasize the critical 

role of community health workers in Guarijío-Makurawe communities. In addition, I will discuss 

the role of traditional medicine as defined by authors like Patrisia Gonzales (2012), who 

specializes in Indigenous knowledge and medicine, and the importance of Indigenous CHWs in 

promoting and utilizing traditional medicine among Indigenous communities. Relying on the 
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interviews with the CHWs that work with the CIA, Yadira, Ester, Teresa, and Juan, I will 

demonstrate how CHWs educate individuals in Guarijío-Makurawe communities about health, 

and offer communication, transport, and treatment triage for the Clínica, they also strengthen the 

knowledge that already exists in these communities through the use of indigenous knowledge 

and medicine. Together, the work of CHWs is done through using herbs and limpias to treat 

maladies like susto (fear, fright) while also relying on their training and knowledge of Western 

medicine to treat illnesses like diarrhea or eye infections. Their work is all done in the context of 

limited resources, including the lack of transportation, medicine, cell phone service, and limited 

economic funds. The intention is to demonstrate how some CHWs integrate local medical 

practices and knowledge with Western medicine to educate and promote health in their 

communities despite limited resources to maximizes care.   

Community Health Workers in México  

   In México, CHWs (community health workers or promotores de salud) have been part 

of community health mobilization strategies for over 25 years. CHWs have been part of the 

Mexican government task force to enhance the health of citizens who have Mexican Social 

Security Institute (IMSS) services. The Mexican Secretary of Health (Secretaria de la Salud) 

describes CHWs or promotores de la salud as being committed to population health (Gobierno 

de México 2022). CHWs have assisted the Secretary of Health in promoting healthy habits related 

to physical and mental health, which are fundamental for the wellbeing of the Mexican 

population. Furthermore, CHWs connect individuals with essential services, and they train their 

communities on health and how they can take care of their health and prevent diseases. CHWs 



  

62  

  

assist with identifying individuals who have chronic diseases, who might be suffering from 

family violence, and who are dealing with problems that might be impacting their health and 

well-being. They provide orientation, support, and accompaniment to individuals and their 

families. CHWs are also trained to promote healthy living within individual homes, workplaces, 

schools, and community centers (Gobierno de México, 2022). They do this by promoting healthy 

nutrition, physical activity, and hygiene, among other healthy habits. Most importantly, CHWs 

collaborate with municipal authorities and the Mexican secretary of education to bring favorable 

actions that will benefit the health of individuals and the communities they serve. In addition to 

their work, CHWs work with municipal authorities to recognize the aspects of the community 

that are not leading individuals to live healthy lives. For example, they look at the lack of potable 

water or spaces for individuals to do physical activity and give these factors special attention 

(Gobierno de México, 2022).  

In 1993, a pilot study was conducted to improve individuals’ health in the state of Jalisco, 

México. In this pilot study, CHWs oversaw investigating the community's needs, training, 

cleaning campaigns, vaccinations, and organizing events for cultural and ecological events 

(Balcazar 2016, 13). For over 20-25 years, programs of mostly female CHWs have been part of 

supporting child nutrition in rural México. In another community intervention study conducted 

in the state of Morelos, México in 1999, Arenas-Monreal and colleagues developed a health 

education program for women, who lived in the two towns in the municipality of Hueyapan,  

Morelos, focused on generating organizational and social participation to improve child nutrition 

(Luz Arenas-Monreal 1999, 113). In this program, women were trained on several aspects of 
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nutrition, which included assessments, the creation of cooperatives for produce and healthy 

nutrition, the construction of ovens for cooking, and housing improvement training. Results from 

this study revealed that the rates of malnutrition among children decreased due to the 

collaboration between health promoters and mothers. Arenas-Monreal argued that success in 

child nutrition benefitted from the general population's involvement in community participation 

nutrition interventions organized by CHWs (Luz Arenas-Monreal 1999, 113-120).   

Another case that is worthy to note is the work of the National Institute of Public Health  

(INSP) and Emory University with CHWs women in the community of Xoxocotla, Morelos, 

México. This rural town is situated in the southern part of México and has roots in Nahuatl 

culture. Like many rural communities, the town of Xoxocotla, Morelos, has problems related to 

family violence, addictions, pollution, and chronic diseases. Women were called to participate in 

the project. As a result of their interest, some of them committed to being CHWs who would be 

representing their town through the development of community action projects. Self-identified 

CHWs and women from different communities participated in a participatory action research 

project from 2005 to 2007 to create a dialogue regarding community action. During 2005-2007, 

self-esteem and empowerment workshops were created that resulted in conversations about 

healthy living and health problems, including obesity. About thirty women, including 

selfidentified CHWs, took part in creating several nutritional workshops that resulted in the 

creation and recognition of CHWs’ role in the community. Through these workshops, women 

were able to recognize the importance of creating activities to prevent obesity, the importance of 

recognizing the impact of social, cultural, economic, and environmental barriers on the health of 



  

64  

  

individuals, and lastly, the role that CHWs play in promoting physical activities and healthy 

eating (Balcazar 2016, 12-20).   

Community Health Workers in the US  

The National Institutes of Health (NIH) describes CHWs (CHWs) in the United States as 

individuals who are from the community and work or volunteer for local healthcare systems in 

rural and urban environments. Characteristics of CHWs include shared ethnicity, language, 

socioeconomic status, and life experiences with their communities. CHWs are referred to as 

promotoras, lay health advocates, community health advisors, community health representatives, 

peer health promoters, and peer health educators (U.S. Department of Health and  

Human Services, 2022). Their abilities as CHWs include interpretation and translation services, 

culturally appropriate health education and information, advocacy for individual and community 

health needs, and first-level triage training. CHWs know their community well and they can 

communicate and bring information where it is needed. NIH describes CHWs as "frontline agents 

of change, helping to reduce health disparities in underserved communities" (U.S Department of 

Health & Human Services, 2022).  

However, it is also noteworthy to point out the work of community health workers in 

Tribal communities. CHRs are extremely important to American Indian/Alaskan communities 

because they are equipped with a shared understanding of history and culture with the individuals 

they work with (Rural Health Information Hub, 2022). Furthermore, they are the connection 

between community members and healthcare systems. For example, in the Navajo Nation 
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community, CHRs address health disparities by delivering home care, health education, and 

community health promotion. CHRs have helped patients to change their lifestyles and manage 

conditions, including diabetes. During the program's implementation, patients also felt that they 

and their families benefited from the education they received and approved of the work of CHRs 

because they respected traditional practices. Moreover, the CHR program was also beneficial for 

those patients who could not see their provider regularly for support and disease management 

(Lalla et al. 2020, 1).   

Guarijío-Makurawe Community Health Workers  

Like CHRs in Tribal communities, Guarijío-Makurawe CHWs play a critical role in 

providing services to their communities. This is done with assistance and training from CIA and 

the Mexican Secretary of Health. Every community has an assigned CHW who is prepared and 

trained to take vital signs and aid patients and is equipped with traditional medicinal and firstlevel 

triage knowledge. For example, since physicians are not generally available in their patients' 

communities, CHWs are the first point of contact for the Guarijío-Makurawe patients. They are 

also the first point of contact when physicians and medical interns arrive in the community.   

On Tuesdays and Thursdays and sometimes on Saturdays, physicians from the Clinic 

arrive at the CHWs’ house. Usually, physicians let the CHW know by text that they are on their 

way from Álamos to the communities, but sometimes the text does not go through, and the CHWs 

do not receive the message. In this case, physicians arrive in the towns looking for the CHW at 

their home to get the keys from them to open the rural health center. CHWs let the physicians 
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know of patients who need to be seen at their homes or who will be coming to see them at the 

rural health centers that day. Through this project, I was able to infer that there are differences 

and similarities between CHWs in México and CHWs/CHRs in the US. This understanding is 

informed by interviews with four CHWs whom I interviewed at their homes or at rural health 

centers. I also observed their work when I accompanied physicians to the Gurijio-Makurawe 

communities. Three of the CHWs are female and one is male, whom I will refer to as Juan, Ester, 

Teresa, and Yadira in the rest of this chapter. Each CHW was from a different community, 

including Los Estrados, Guajaray, and La Mesa Colorada. CHWs in these communities are 

individuals who are bilingual, so they can speak and understand both Spanish and 

GuarijíoMakurawe. They are also community members who were chosen by the rest of the 

community and CIA to serve as CHWs. Most of them do not have a complete high school or 

university education. All four CHWs received training from the Mexican Secretary of Health, an 

entity of the Mexican government that is primarily in charge of promoting health and disease 

prevention for the Mexican population. CIA physicians have also trained CHWs on how to use 

medical equipment like nebulizers, stethoscopes, otoscopes, blood pressure cuffs, and oxygen 

concentrators. CIA has held workshops for CHWs on maternal, infant, nutritional, and sex 

education. They have received training for treating infection and trauma, including how to 

prevent, treat, and stabilize a patient for transportation to the community hospital in Álamos. 

Further, they have received training through workshops hosted by CIA on checking for vital 

signs, using nebulizers, and administering oxygen (Global Grant Application 2018, 6-8).    
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Traditional Medicine  

What is particularly important to mention about two of the female CHWs, Ester and 

Yadira, is that they also know and practice "traditional medicine," which has helped them provide 

additional resources to their patients that CIA physicians are not equipped with or trained in. In 

rural México, many “traditional” healers provide reproductive care and treatment throughout the 

processes of conception, gestation, labor, and recovery. These individuals are women and men 

who are referred to as parteras (laymidwives), brujos (male healer), bañeras (bath attendants), 

yerberos (herbalists), hueseros (bone setter), and sobadores (traditional masseuses),  

or  the  more  general  term, curandero/a, or  healer.  In  Nahuatl,  parteras  were  

called temixhihuatiani, and their knowledge was said to come from their gender because only a 

woman was said to understand what other women would go through during challenging times 

(Galvez 2011, 61). A brujo or a male healer specializes in the healing of arts and magic. Bañeras 

may follow parteras and learn from them; however, they specialize in the use of steam and dry 

heat with herbs and baths or temazcales, which can also be done at home. Yerberos oversee 

medicinal plants, while hierbas and sobadores specialize in deep-tissue massage. Hueseros can 

also turn a breech fetus, promote conception, and cure muscle aches and kidney problems. 

Hueseros can do bone and joint work to set broken bones (Galvez 2011, 61)   

Historically, the introduction of the Mexican health system into rural areas has negatively 

impacted these individuals' work; however, individuals have tried to preserve this work. For 

example, Mexican health system has discouraged the use of midwives and encourages people to 

give birth at a hospital (Galvez 2011, 73- 80). In Red Medicine traditional Indigenous rites of 
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birthing and healing, Patrisia Gonzales, a birth attendant, herbalist, and promotora tradicional, 

and a journalist who specializes in Indigenous ways of knowing and Indigenous medicine, 

describes how Indigenous people have maintained knowledge and methods that were practiced 

before Europeans came to the Americas. She describes Viesca definition of traditional medicine 

as "a series of medicinal and healing practices that have been maintained over time."  

(Gonzalez 2012, 21). Carlos Viesca Treviño defines traditional medicine in the following quote, 

"traditional medicine in Mesoamerica is based upon the knowledge and practices that originate 

from systems of thought and worldviews that are different from those of the West… The word 

"curandero" refers to an individual's role as a healer while at the same time implying that this 

individual is not a medical doctor in the Western sense. A curandero “is a person who tries to 

cure in accord with the ancient pre-Hispanic Indigenous pattern, adding knowledge that has 

accrued for nearly five centuries since the Spanish conquest" (Treviño 2001, 47). Trevino also 

adds that before Europeans came to America, individuals who were tasked with healing were 

Indigenous medical specialists. However, after the Europeans came, they were coined under the 

term curandero. Treviño further argues that these specialists were in charge of "solving health 

problems through activities ranging from attending to relations with the sacred to the preparation 

of medicines" (Treviño 2001, 48). Like Treviño argues, Gonzales also believes these curing 

traditions continue to adapt to contemporary conditions.      

Through her experiences and journalistic work, she has learned how Indigenous healing 

systems from México to the Southern cone of Latin America involve the continuous usage of 

diagnosing and treating soul loss (susto), or as she describes it, "the displacement of part of the 
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human spirit or vital force from the body as a result of a traumatic event” (Gonzales 2012, 27). 

Gonzales describes that susto can also mean soul wounding, soul loss, and soul displacement, 

which can result in profound trauma or susto profundo. She continues to explain that if left 

untreated, susto can lead to chronic illnesses like diabetes and depression (Gonzales 2012,28). 

Indigenous midwives and traditional healers from México and the United States continue to  

practice  curing  ceremonies;  for  example,  people  perform  and  

utilize limpias or barridas, meaning a therapeutic cleansing or sweeping ceremony, purification 

rites, and birth and traditional medicine (Gonzales 2012, 30). Traditional medicine uses a wide 

range of herbs, nutrition, and energetic practices to treat patients in the form of limpias, 

ceremonies, teas, and medicinal baths. As an apprentice of traditional medicine and Indigenous 

knowledge, Gonzales developed research on promoting wellness in Indigenous communities. 

She helped establish a promotora traditional model in New México, which used promotoras to 

"assist in the remembering, activation, preservation, and embodiment of knowledge through 

education and ceremony" (Gonzalez 2012, 9). Gonzales believes that the "role of a promotora is 

to be with the community and to educate and strengthen the knowledge that already exists or is 

hidden" (Gonzales 2012, 10). CHWs like Yadira and Ester mirror these practices and have 

provided traditional medicine in the form of teas and herbal baths and treat patients for susto, 

using a type of knowledge and care that is vital to the communities that they serve.   

The visits to the Guarijío-Makurawe communities take place inside small healthcare 

centers where, as I described in the last chapter, there is no proper AC system; this is particularly 

significant during the summer months when temperatures are high. The Secretary of Health 
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(Secretaria de Salud) oversees the Guarijío-Makurawe region. They have constructed a rural 

health center in Mesa Colorada, one of the seven communities, and a house of health in Burapaco,  

Guajaray, and los Estrados. Except for one medical technician in the rural health center in Mesa 

Colorada, none of the other centers have medical personnel, doctors, or nurses. The Sonora 

jurisdiction division maintains these centers, however, CHWs are in charge of opening them 

when medical personnel arrive to the communities to provide services. The Sonora jurisdiction 

division is broken into six jurisdictions. Jurisdiction five oversees the house and rural health 

centers in the Guarijío-Makurawe region. The centers are owned by the Guarijío-Makurawe 

community and provided by the Secretary of Health. However, physicians from CIA occupied 

these centers to provide their services to Guarijío-Makurawe patients.   

Clínica Almas’ physicians and I would arrive to each town and first report to one of the 

CHWs, from whom the physicians would get the key needed to open the community's health 

center to start receiving patients. The physicians and medical interns would ask the CHW if any 

severe health cases needed immediate attention. After this was done, physicians would ask the 

CHW to let the community members know that they were there to see patients. After a few 

minutes, the patients would start showing up, and the physicians would start seeing patients. 

During the visits, physicians would sometimes go to the houses to see patients; this was 

particularly important for older patients and patients who had symptoms of COVID-19.   
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Ester  

      On the second day of my fieldwork, I travelled to two communities, Guajaray and los 

Estrados, with one physician, Joel, and one medical intern, Adrian. We left Álamos around 9:00 

am and I got inside the truck or la plateada (silver truck), as the physicians call it. CIA has two 

vehicles, but the silver truck was better equipped and was favored by the doctors, because it rarely 

broke down during community trips. As we were making our way to the communities, I asked 

Joel, one of the physicians, about the current situation with Covid in the GuarijíoMakurawe 

communities. He proceeded to tell me that most of the people in these communities were already 

vaccinated. He also mentioned that the CHWs have a connection with medical personnel from 

the Mexican Secretary of Health in Álamos: this is how communities heard about vaccination 

efforts. Community members would get vaccinated at the rural health centers in each community, 

or physicians and nurses from the Mexican Secretary of Health would go to their homes. The 

Guarijío-Makurawe communities CIA serves are all vaccinated, except for a few individuals. I 

asked if he or the other medical interns from CIA were part of this effort to vaccinate 

communities. However, Joel answered that CIA was not in charge of this. He further explained 

he and Manolo decided to join efforts to help the Mexican Secretary of Health with the 

vaccination efforts on their own. We arrived at our first community, Los Estrados, where I would 

meet one of the CHWs, Ester. Ester informed the physicians that they were running out of 

paracetamol (acetaminophen), so the physicians left her a new supply of medicine. They also told 

her that they had provided cell phone service for her. Providing phones and minutes for cell phone 

use is part of the commitment that CIA has with CHW, and it also helps both CHWs and 
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physicians stay in contact in case of emergencies related to sick patients. Ester was a single parent 

of three who had been a CHW for CIA for two years. She also works with the Mexican Secretary 

of Health as an auxiliary. Her story is emblematic of a CHW's work for their patients in the 

Guarijío-Makurawe communities. The following quote by Ester demonstrates her knowledge of 

the work to which she is committed.   

We are people from here, we know the difficulties that exist here in the community and 
how we as people here are working all the time, we are active all the time, whether in our 
homes and, well, to be able to get ahead and to be able to keep going.  

  

I sat down to talk with Ester at her home in the community of Los Estrados. She described 

how patients would come to visit her at her home. She explained that patients come to her when 

their head is hurting, or they are coming down with a fever. She typically talks to them and checks 

their vital signs and blood pressure, temperature, and oxygen levels. For Ester, these are essential 

things to examine so that, based on these results, she can proceed to give medicine or refer them 

to the physicians at Clínica Almas. When a patient has serious medical complications, she has to 

communicate with physicians via phone, but she mentioned that sometimes it is hard because she 

does not have services and cannot use her phone. She explains that sometimes she does not have 

medication to give her patients; instead, she uses the "traditional" medical knowledge passed 

down to her by her father and her grandmother. For example, when a child is dehydrated due to 

diarrhea, she grinds the leaves of a plant and instructs parents to add it to their bath for the child 

or to make tea from it. She further explains the importance of using traditional medicine whenever 

she does not have medication or medicine for diarrhea or a fever.   
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And when someone has a cough, whether it's a headache from the flu, when there is a fever, 
and when there's no medication, when there is nothing, well, one has to also look for a way 
to control this disease here, because we say oh my child has the flu and well, I'm saying, 
well I don't have medicine to control the flu. So, I search because here we are surrounded 
by medicine, by plants… Well, I go, and I look for the type of plants that have helped us to 
get better.  

  

Ester mentioned that when she runs out of medication, she uses her knowledge of plants 

to cure illnesses such as diarrhea, colds, or fevers and is aware that both western medicine and 

traditional medicine are important to use when a patient is ill.   

Well, we have been getting ahead with (dehydration-fighting treatment, medication, and 
home remedies too, and this is how we have been moving forward.  

  

 Her knowledge of traditional medicine and her training from CIA have also benefited 

her community and her family. On one occasion, her grandma, who was 104 years old, and was 

feeling ill with a cold, refused to go to the community hospital in Álamos. Ester was looking for 

money and for someone to transport her sick grandmother to Álamos but could not. As a result, 

due to her bronchitis, her grandmother was congested and could not breathe. This was worrisome 

because Ester and her family had not seen a patient like this before. At a previous medical training 

workshop provided by Clínica Almas, Ester was trained on how to use an oxygen concentrator. 

With this knowledge, she stayed with her grandmother, providing her with oxygen all night. The 

next day, Ester was able to transport her grandmother to Álamos in stable condition. This event 

left an impression on Ester because she could not comprehend why she was the only one looking 

after her grandmother and so she felt motivated to keep learning and encouraging other 
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community members to take care of their health. Ester does this by educating new mothers about 

the diverse ways they could help their children. For example, she explains how every household 

has knowledge of traditional medicine. This knowledge has been passed down from generation 

to generation, however, this transmission has diminished in recent years, so Ester tries to 

revitalize its use through her work.   

When one is interested in doing a job, we do not care about the resources. We do not care 
about the time because one is dedicated to teaching young mothers and young fathers. This 
is an inheritance that one knows it needs to be passed down to our children, to the daughter 
of my friend, the daughter of my sister, the daughter of my daughter, or her son. When 
patients come to the health center, I ask them, hey, do you know about this remedy. They 
tell me, no, I have never used it. So, I tell the patients, it is used like this. As an individual 
or as a health worker, one must be interested in passing this knowledge down to our 
children, so that they can learn for the good of their families.  

  

She provides another example of an older grandmother who came to her in need of help 

looking for chloramphenicol for her granddaughter's eye. However, there was no medication at 

the health center. Ester asked the grandmother if she knew that there was plant ideal for this 

situation. Since she did not, Ester informed the grandmother about the plant and prepared a 

formula to give to her grandchild. What was significant about this story was that Ester was 

surprised that an older grandmother was not aware of this traditional medicine, but she was glad 

to be able to tell her about this plant to cure her granddaughter. The work that Ester does for her 

community is an example of what author Gonzales describes as the role of a CHW in Indigenous 

communities. Gonzales describes how promotoras are invested in their communities by 

educating them and strengthening their knowledge of traditional medicine that exists among 
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women but has in some cases been lost. CIA is aware of the importance of traditional medicine, 

and encourages its use, as Ester explains:   

Well, traditional medicine is also being used a lot, Dr. Pettit is also interested in us using 
traditional medicine, like Yadira's mother, that they use traditional medicine, home 
remedies.  

  

Yadira  

Clínica Almas is aware of the critical role that traditional medicine plays in 

GuarijíoMakurawe communities and so they encourage CHWs to use this knowledge. I 

interviewed  

Yadira, another CHW from the community of Mesa Colorada, a beloved friend of Dr. Pettit. 

Yadira was a charismatic individual who was always smiling and making jokes. I learned to 

admire her work and her commitment to her community. During my two months in the field, the 

community of Mesa Colorada was constructing a new building. Yadira was in charge of making 

breakfast, lunch, and dinner for the construction workers. She was also a wife and a mother of 

two girls who were always by her side when we would travel to Mesa Colorada. She grew up in 

a household where her mom was a curandera and her dad a huesero. Her upbringing consisted 

of watching and helping her parents, which resulted in her interest in doing the same. She 

recounts the following story of assisting her mother with preparing teas and assisting her dad 

when he would see patients.   

So, for different diseases. For example, if you get sick from fright, my mom says to prepare 
this for me and I have to prepare it, so I throw the plant, or what she tells me. With my 
dad, I help him to grab the patient or to rub them and this is how I help my dad too.  

  



  

76  

  

Yadira can move across different worlds of traditional and Western medicine. Her 

upbringing and training have fostered this understanding that she later uses to care for her 

community. Yadira had also received training from the Mexican Secretary of Health and worked 

with CIA for five years. Her additional role as a CHW was to help with translation when older 

Guarijío-Makurawe patients did not speak or understand Spanish.   

Because here in the community of Mesa Colorada, they are almost all Guarijío, and older 
people do not understand Spanish because you must speak in Guarijío and then explain 
to the doctor in Spanish what they feel so that the doctor can see what symptoms they are.  

  

 During our interview, she also expressed the importance of what she refers to as natural 

medicine when patients are taken to a hospital and the physicians cannot diagnose the patient, 

this is when traditional medicine is used. In this case, western medicine can’t diagnose susto so 

traditional medicine becomes a better treatment.   

It helps because there is an exchange, well, with natural medicine and [Western] 
medicine. For example, if a doctor or, for example, if a patient arrives at a center or a 
hospital and if they are frightened, the doctor will not know what is wrong with the 
patient, and the patient will be at the hospital for a long time, or the patient can even die 
there in the hospital.  

  
On the other hand, she was also aware that when patients did not get better with the 

treatment of curanderas, they have to transport them to Álamos to CIA or the community hospital 

in Álamos so that a physician can treat them.   

Yes, first, heal with the curanderas. And from there, if the patient does not get better, then 
send them to the hospital. Because physicians can figure out what the patient has, they can 
determine if the person is anemic or if something is missing, they can run studies, and they 
find out what the patient has.  
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        During the times that I would travel to Mesa Colorada, I was always enthusiastic to 

see Yadira and to learn from her. She had a lot to contribute and wanted to receive more training; 

however, at this time, she was limited with her time because her mom had been sick for three 

years. However, she was hoping to assist the new physicians and nurses who would be coming 

as part of the new program that the Mexican government has planned to provide to 

GuarijíoMakurawe communities.   

Juan and Teresa  

After leaving medicine with Ester in Los Estrados, Joel, Adrian, and I made our way to 

the Guajaray community, where I would meet two other CHWs, a paramedic named Juan and 

Teresa, who works closely with the Mexican Secretary of Health. Juan has been working with 

CIA for two years now; he continues to work even though he has another job outside of his 

community. Juan is not only a CHW but a father, husband, and paramedic. For Juan, the 

connection that he has with physicians from CIA has allowed him to help his community. For 

example, he has been able to help his Guarijío-Makurawe community members when they 

become ill and he has made it possible for patients to be transported in an ambulance to Álamos. 

Juan explains that he is not doing the work of a CHW because it might bring him benefits; instead, 

he does it because he wants to help his community. He explained it like this:  

And the truth is that it has helped me a lot. It has helped me a lot to be in contact with the 
clinic, it has brought me many benefits. Well, when it comes to caring for a sick person, 
sometimes I have the capacity to ask for patients to be transported out of Álamos. I am not, 
as I told you, I am not here out of interest, for something that I need to receive in return. 
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No, I do it with pleasure also because I like it. I know that I am serving the same people 
from my town, from my community.  

  

Part of the conversation with Juan was straightforward. When I was talking to him in his 

house in Guajaray, I was left with the impression that he did care for his community and was 

willing to continue to work with Clínica Almas. Even though his work requires him to leave the 

community, he is still in contact with the community and CIA. He also mentioned that he relies 

on Teresa, a new CIA CHW who had been working for a year while he worked.  

Teresa has been part of the Mexican Secretary of Health for over 17 years and has recently 

started to work with CIA. She explained that when she was a child, she would go to community 

meetings and sit and listen to the adults talk, which was interesting to her. She grew up wanting 

to help her community, so she decided to be a CHW for CIA and an auxiliary for the Mexican 

Secretary of Health. Teresa is a mother and a wife of three daughters and would like her daughters 

to follow her path as a CHW. During my visits to Guajaray, Teressa was the one who would open 

the door to the rural health center and let patients know that the physicians had arrived. She was 

always there watching and observing the physicians. Teresa was aware of the health of her 

community, and she demonstrated this through the constant communication she had with CIA 

physicians and the way that she was always ready to help and report any cases of which she was 

aware.   

 All CHWs were interested in speaking to me about their work with communities. The 

way they would recount their experiences with helping their community members gave me the 

impression that doing this work was critical to the health of their community. They were not 
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helping their people out of interest but out of a desire for a healthy community. What made their 

work different was how they would have to overcome certain obstacles, related to transportation, 

communication, lack of medicine, and other medical and technological resources. Frequently, 

CHWs did not have the means necessary to transport a patient immediately, and they had to wait 

until someone was available or the ambulance agreed to meet the patient halfway. During my 

time, I often heard from the CHWs that they were either running out of medicine or did not have 

any left. I was also able to see that on one of our trips, the community of Guajaray did not have 

electricity because there had been a storm, so there was no communication, and even the school 

kids were using electricity from the solar panels that CIA had provided a few days back. Despite 

having support from the Mexican Ministry of Health, having a connection with CIA was also 

important. During my conversation with Juan, Teresa Ester, and Yadira, they told me they prefer 

to talk with CIA physicians. For example, Juan explained that CIA always responded promptly 

or tried to figure out how to help.   

There is an assistant here, Teresa, and she has a connection with the community hospital 
in Álamos, but in my case, I have almost no connection with the community hospital. Well, 
my connection is more tied to Clínica Almas. It is the only one I use, and it is the fastest, 
and the physicians have always been very attentive in matters of urgency; I immediately let 
them know, and they figure out how to help and lend a hand.  

  

I was not able to witness the interaction between physicians from the community hospital 

in Álamos and community health workers. However, I witnessed the interaction between CIA 

medical team and Guarijío-Makurawe CHWs. I observed that physicians were constantly texting 

Yadira, Juan, Ester, and Teresa, and they even had a group chat on WhatsApp that included all 
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community health workers. I also saw how CIA physicians would arrive at the home of each 

CHW and would greet them with a handshake or a fist bump and ask them about their day and if 

someone in their family was sick or needed anything. I was able to witness mutual respect in the 

way that both individuals interacted and greeted each other. This interaction made it evident that 

community health workers were more interested in meeting and talking to CIA physicians than 

meeting physicians from the Mexican Secretary of Health.  

 Community health workers are leaders in their community. They know traditional 

medicine, a crucial component of their work as promoters of health; they provide services despite 

the challenges of space and time, and they are leaders in their communities and speak on behalf 

of the community. When doctors are not available, community health workers are the first point 

of contact for some of the Guarijío-Makurawe patients. They are the first point of contact when 

doctors arrive in the community Every community has an assigned community health worker 

who is prepared and trained to take vital signs and aid patients. One unique aspect of 

GuarijíoMakurawe community health workers is that they are revitalizing traditional medicine in 

their communities. They do this by encouraging new mothers and older women to use w-hat is 

available to them in their own backyards. This is part of the aspect that empowers communities 

to reclaim their historical knowledge of self and communal care.   
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Conclusion  

  

Throughout this thesis I show how CIA conducts their work to provide health care and 

support for Guarijío-Makurawe and the surrounding communities of Álamos. I argue that CIA 

cultivates a community of care through the work they provide to patients in remote communities 

and those surrounding Álamos. Through the actions and accompaniment that they partake in, both 

physicians and community health workers are cultivating care that is non-existent in the 
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fragmented subsystem provided by the Mexican government. Community of care is not the only 

type of care or services that physicians and community health workers are cultivating, nonetheless, 

cultivating accompaniment and utilizing traditional medicine are key strategies to tackle the social 

determinants of health.   

The work that CIA does for the Guarijío-Makurawe people results in communities that can 

self-advocate for the health of their community and feel empowered through the community care 

that they receive from Clínica Almas. This exemplifies the work Cooper and Brotherton outline in 

their research about what can come from patient-doctor encounters. Physicians care for the 

communities through their actions and this was evident while Dr. Pettit, Manolo, Joel, and Adrian 

conducted their consultations. Cooper argues that clinical encounters which go beyond basic 

medical interactions can result in political belonging and political agency. The work that CIA 

initiated in 2013 has led to long established and sustainable relationships in Guarijío-Makurawe 

communities. The demands made in the Plan of Justice are a clear representation of political 

belonging and political agency. Community members from Guarijío-Makurawe communities are 

aware of the resources they deserve to have as citizens of México. Through their constant work, 

physicians are able to enact agency in their patients so that they can advocate for themselves and 

demand medical resources to have a healthy community. This became evident to me when, in May 

of 2022, the Mexican President, Manuel Andrés Lopéz Obrador, visited one of the communities, 

Mesa Colorada, by truck (something unusual for a Mexican president). The clinic, physicians and 

Guarijío members were impressed by this visit. For both Guarijío-Makurawe community members 

and Clínica doctors, it was important that a president of México had travelled by truck to their 
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communities. During his visit, Guarijío-Makurawe communities solicited support from the 

Mexican president. As a result of the long-standing relationship and interaction between CIA 

medical personnel and Guarijío-Makurawe patients and community health workers, the 

community had connections to establish a dialogue with the Mexican president. The 

GuarijíoMakurawe community presented the president with the Guarijío-Makurawe Plan of Justice 

(Plan de Justicia del Pueblo Guarijío-Makurawe). With the Plan of Justice, the community wants 

the Mexican government to provide a hospital with physicians and nurses every day of the week 

in Mesa Colorada. Community members also want equity, gender equality, economic 

development, including projects for women, construction of roads, a bridge, schools, universities, 

and training for university students. In addition, the Plan of Justice focuses on rights of Indigenous 

people, with a primary focus on the rights of women and children. During this trip, the president 

promised and made a commitment with the communities that he was going to follow through with 

providing the community with needs outlined in the Plan of Justice. The project to build a road to 

the communities of Mesa Colorada and Mochibampo has been initiated and there are already new 

physicians in place in Mesa Colorada.  

It is critical to evaluate and assess how CIA has sustained their efforts to provide essential 

non-governmental healthcare services in rural communities to tackle the social determinants of 

health. CIA has also enabled forms of community empowerment and self-agency in its patients 

with minimal access to alternative clinical care and an increased vulnerability to COVID-19 and 

other diseases. The research results from this project have the potential to assist CIA in 

programming development for its continued services to patients. Furthermore, this study's results 



  

84  

  

provide information about the collaboration between healthcare workers from the University of 

Arizona and those from CIA. Information from this study can also aid healthcare workers in 

requesting funds to better equip their local clinics, which have few supplies without the resources 

of CIA. Like the cultivation of care done by the Clínica, the results from the analysis may also 

assist with empowering patients that feel they do not have a voice to talk about their concerns in 

receiving services by validating their concerns. With support from the Clínica, Guarijío-Makurawe 

individuals enact agency in their communities to advocate for themselves and demand medical 

resources from the Mexican federal, state, and local government.   
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