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Abstract
Despite the serious persistence of infectious diseases, low-income, indigenous people in
southern Mexico are increasingly burdened by noncommunicable diseases, type 2 diabetes in
particular. Most studies on diabetes and indigenous peoples focus on the dietary transition
they are experiencing, with an emphasis on the biological role of processed foods and soft
drinks on the onset of this disease. Little, however, is known about the synergistic
interaction of alcohol abuse, diabetes, and inequality. This article adopts a syndemic
approach to investigate how alcohol abuse among women and men in a rural, indigenous
community in southern Mexico contributes to exacerbating health outcomes. Based on a
one-year qualitative ethnographic study, this article advocates the use of a syndemic
approach into the study of noncommunicable diseases because it offers critical insights into
political economy, individual and social suffering, and the biosocial nature of health and
illness.
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Introduction
Anita was sitting alone in the courtyard and feeding corn to the little chicks she kept in a
box. Despite medical advice to wear shoes in order to avoid blisters and cuts, Anita’s feet
were bare because she said going barefoot gave her a sense of freedom. Her eyes were half
closed and she looked visibly tired; she had gone through several surgeries in an attempt to
save her eyesight, damaged by diabetes. That early afternoon, while we were talking, I asked
her what she thought was the cause of her diabetes. She did not hesitate in answering:
I think it was susto [fright]. My husband started drinking a lot when we got married.
He’d come home completely drunk. He seemed crazy, he first picked up a machete,
and then a chair [to hit us]. You can’t imagine. I didn’t know what to do, my children
were little, I got angry, he gave me muina [repressed anger] – why did he do that? . . .
That’s how I lived, that’s how I raised my children. . . . But all of this was
accumulating in me, surely all of this was accumulating in me, and it ended up
becoming diabetes.
At the time of my fieldwork (2013–14), Anita, an Ikojts woman from southern Mexico, was
fifty-five years old and had lived with diabetes for eighteen years. The events she recalled
were part of her past. Her husband had lost the habit of beating her, yet the memories were
still vivid when I first met her, and she linked her diabetes to spousal abuse unleashed by
alcohol intoxication. Her words were not uncommon in San Dionisio del Mar, the rural
village in southern Mexico where she lives. During my year of ethnographic research on the
lived experiences and social representations of diabetes in this indigenous community,
alcohol abuse1 and interpersonal violence were not isolated happenings. Diabetes narratives
often disclosed stories of physical and emotional maltreatment interwoven with ‘the
emotional injuries of structural violence’ (Singer 2009, 152), tangible in poverty, early deaths,
wearing illnesses, precarity, and migration. Alcohol abuse cut across several of these stories,
suggesting a synergistic interaction with type 2 diabetes (henceforth ‘diabetes’).
That diabetes serves as an idiom of distress through which people from underprivileged
groups can speak about their living conditions and express their suffering has been
demonstrated in a large body of anthropological literature. Rock (2003, 158) maintains that a
focus on social suffering – suffering that ‘results from what political, economic, and
institutional power does to people’ (Kleinman et al. 1997, ix) – is a promising hermeneutic
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By ‘alcohol abuse’ I mean a pattern of ethanol consumption that is harmful. Harm can be physiological,
mental (psychological), and social (physical, emotional, economic). Harm can be directed at oneself
and/or at others.
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approach to studying diabetes and health disparities. By exploring diabetes narratives, some
authors have unveiled the durable bidirectional relationship between chronic stress due to
disadvantaged life circumstances and diabetes (Cabassa et al. 2008; Ferreira and Lang 2006;
Mendenhall et al. 2010; Mendenhall et al. 2012; Mendenhall and Jacobs 2012; Scheder 1988,
2006; Schoenberg et al. 2005; Thapa 2014). These works show the entanglement of biology
and social conditions.
Drawing on medical anthropology literature that examines ‘interaction and recursivity’
(Manderson and Warren 2016, 482) between health conditions, in this article I consider
adverse interactions among social inequality, diabetes, and alcohol abuse in Mexico, with a
focus on rural indigenous people. While literature on food transitions and Western
acculturation (see Ferzacca 2012 for a review) abounds, little has been written about the link
between legal drugs and diabetes, despite scientific evidence indicating that smoking
(Eliasson 2003; Foy et al. 2005) and drinking (Baliunas et al. 2009) can play a significant role
in diabetes morbidity and mortality. Although drinking is often viewed from a ‘lifestyle’
perspective that disregards the workings of power on individual and collective lives, I seek to
explore biosocial interconnections within a political economy framework. To do so, I
employ syndemic theory, which is ideal for analysing the nexus of biology (diabetes), social
inequality (a historical disadvantage), and a condition (recurrent alcohol abuse) that intersects
all three domains.
In order to show this, the article moves from the macro to the micro. First, I provide a short
introduction to the public health panorama in Mexico and argue why syndemic theory is
particularly suitable for the study of diabetes and alcohol abuse. This is followed by a
description of methods used, after which I dedicate a section to describing the legacies of
colonialism in the social life of alcohol among Sandionisians. I then present and discuss case
studies that show how important alcohol is in the history of the diabetes syndemic among
some of these rural indigenous families. I close by suggesting that alcohol abuse should be
considered a cofactor in the aetiology of diabetes in contexts where social histories are
burdensome and inequalities enduring.

Diabetes and alcohol abuse in Mexico: Why a syndemic?
The term ‘syndemic’ was introduced by anthropologist Merrill Singer in the mid-1990s as a
theoretical tool within the field of critical medical anthropology. It enhances our capacity to
analyse disease not as a single biological entity (Singer and Clair 2003) but as a dynamic
biosocial phenomenon that interacts synergistically with other disorders. Three main features
make up the syndemics concept: ‘the clustering of two or more diseases within a population;
the biological, social, and psychological interaction of those diseases; and the large-scale
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social forces that precipitate disease clustering in the first place’ (Mendenhall 2017, 889). The
theory converges with social epidemiology approaches that focus on health disparities and
assume a population perspective. Unlike social epidemiology, however, syndemic theory
maintains an interest in individual life experiences and biosocial trajectories, revealing how
macro-level forces inscribe themselves in individual bodies.
While, at first, syndemic theory was applied particularly to infectious diseases, HIV/AIDS
foremost (Singer 1996; Bulled and Singer 2011), more recently there has been a growing
interest in noninfectious health issues. For instance, Everett and Wieland (2013) have used
syndemics to analyse the interactions among stunting, metabolic syndrome, and political
economy in Oaxaca, demonstrating that food deprivation has long-lasting, intergenerational
health consequences. Particularly useful to the study of alcohol abuse, diabetes, and
inequality is the concept of ‘syndemic suffering’, which Mendenhall (2012) uses to
investigate the syndemic clustering of violence, immigration-related stress, diabetes,
depression, and abuse (VIDDA), among immigrant Mexican women in the United States.
Syndemic suffering, in fact, stresses the experiential level and focuses on the phenomenology
of affliction, never losing sight of the social forces shaping individual life experiences. Men,
especially, use alcohol to deal with negative emotions and socially driven frustrations (Singer
et al. 1992; Pérez 2000), prompting the reading of alcohol abuse as a form of self-medication
of emotional problems that is shaped by structural violence (Singer 2009, 152).
The abusive drinking-diabetes syndemic (ADD) involves multiple, sometimes overlapping
layers of vulnerability that ‘dispose individuals toward taking actions and adopting ways of
being that frequently result in endangering or placing their social and health status at risk’
(Quesada 2011, 389). The analysis of the ADD syndemic in Mexico brings us to consider the
wounding effects that social history has had on indigenous populations in at least three
aspects. First, colonialism had irrevocable implications in subjugating some groups and
elevating others along lines of ethnicity and class. The most deeply affected were the
indigenous populations, which is apparent from their present social, health, and financial
problems. According to recent data, 79.3 per cent of the indigenous speakers in Mexico live
in poverty or extreme poverty, and more than 80 per cent have no social health insurance
(Juárez-Ramírez et al. 2014, 285) due to their exclusion from formal economic activities,
upon which medical coverage in the Mexican health care system largely depends.
Furthermore, the principal causes of death among elderly indigenous people are chronic
conditions such as diabetes and undernourishment (Juárez-Ramírez et al. 2014, 285),
evidence of the coexistence of ‘new’ and ‘old’ maladies. Second, in Mexico, more than 13 per
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cent of adults present alcohol dependence syndrome2 (CDI 2008, 10) and, according to the
National Commission for the Development of Indigenous Peoples, alcohol abuse is
implicated in five of the first ten causes of death among rural Mexicans, a population that
has a significant indigenous component (CDI 2008, 12). Ethnographic works also
demonstrate high rates of alcohol dependence in rural communities (Romanucci-Ross 1973;
Kearney 1972, 96–109) and strong linkages between alcohol abuse and interpersonal
violence (Lerin and Ríos 2007, 762). Despite this, public health actions on alcohol abuse in
rural Mexico are still as ‘scant and discontinuous’ as Menéndez (1990, 32–33) documented
almost thirty years ago. Third, the above-mentioned structural vulnerabilities set the
premises for substance abuse, especially among men, and interpersonal violence, particularly
but not exclusively male-to-female physical violence. The ADD syndemic, therefore, has a
profoundly gendered dimension that needs to be explored by articulating emic and etic
perspectives, namely taking into consideration what aspects of their stories women and men
find meaningful in relation to their diabetes and what ‘antecedent and present factors and
forces’ (Quesada 2011, 389) end up shaping both the adverse circumstances they live in and
the kinds of gendered responses available to women and men.
A large body of anthropological research has explored life stories of people with diabetes,
revealing that diabetes intersects with experiences of race- and class-based discrimination
(Thapa 2014), gender violence (Montesi 2017), and immigration status discrimination
(Mendenhall 2012), which are often actualised in verbal, emotional, physical, and sexual
abuse. Analysing stories of diabetes, authors have often documented alcohol abuse as an
important social stressor affecting the physical and emotional health of people with diabetes.
For example, Mendenhall and colleagues (2015) in their study of poor people in urban
Kenya identified that living with an alcoholic family member was a source of stress among
people with diabetes, particularly women. However, few studies have been specifically
designed to investigate how alcohol interacts biologically, socially, and psychologically with
diabetes in contexts of social deprivation. This article is an invitation to focus on the role
alcohol abuse plays in the diabetes epidemics among colonised populations. Given the
diabetes prevalence in Mexico (14.7 per cent vs. world prevalence 8.8 per cent, and the
highest in Latin America; IDF 2015) and the weight of alcohol dependence syndrome
among Mexican families, Mexico offers a pivotal case for such an endeavour.
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The WHO (n.d.) defines dependence as ‘the state of needing or depending on something or someone for
support or to function or survive’, and dependence syndrome as ‘a cluster of behavioural, cognitive,
and physiological phenomena that may develop after repeated substance use’. Alcohol abuse is
different from alcohol dependence but it can be a prelude to its development. This is why
information on alcohol dependence is here considered insightful and included.
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Methods
This article is based on data I collected in San Dionisio del Mar, Oaxaca, between September
2013 and August 2014, and draws on the same research as Montesi 2017. Due to privacy
concerns, I use pseudonyms and disguise participants’ identities. Even though most of this
research derives from these twelve months of intensive fieldwork, my understanding of local
drinking patterns stems from long-term participant observation and intermittent stays in the
community over a period spanning from 2009 to the present. The study I conducted in 2010
on ritual Catholic life and people’s conversions to evangelical Protestantism (Montesi 2012)
allowed me to identify the local values attached to alcohol consumption and the moral
economy sustaining it.
As part of my larger study on diabetes, I interviewed thirty-eight people with self-reported
diabetes, both women and men (twenty-six and twelve, respectively), about what they
thought were the particular causes of their diabetes and of diabetes more generally, how they
first discovered that something was wrong, how their condition had developed, how they
managed their diabetes, what their feelings and sensations (including symptoms) were, what
therapists they had sought help from, if they were affiliated with Oportunidades (a
conditional cash-transfer programme), what their strongest fear in relation to diabetes was,
and what their everyday strategies for feeling better were. The interviews ranged from
fourteen minutes to two hours, with most lasting around one hour. Interviewees ranged in
age from twenty-four to seventy-nine years, with a mean age of 56.7. The number of years
they had lived with diabetes was 12.6 in average, with a range of one to thirty. All the women
were married or widowed mothers and defined themselves as amas de casa (homemakers).
Three of them also worked as seamstresses, one sold clothes, one was a traditional healer,
and three managed their own grocery or tortilla shops. In all cases, their work activities were
carried out at home; even the shops were part of their dwellings. All male participants were
involved in agricultural activities to a certain degree but only five defined themselves as
campesinos (peasant farmers). Of the others, two were teachers, one owned a pharmacy, two
were lorry drivers, one was an intermediary selling crops, and one was a fish seller. Research
participants spoke both Spanish and Umbeyajts, their native language. I conducted
interviews in Spanish and, in two cases, in Umbeyajts, helped by a native-speaker research
assistant. The role of alcohol in diabetes experiences emerged in the data analysis but was
not asked about purposively. Alcohol as an indirect contributor to diabetes emerged
explicitly in ten interviews. It was usually evoked in female participants’ causation narratives
as a stressor that caused or worsened their diabetes. As I have explained elsewhere (Montesi
2017), emotional distress was key in diabetes narratives. Four in five respondents related
their diabetes to a powerful emotion – prevalently susto (fright), muina (repressed anger), and
coraje (anger) – resulting from problematic life circumstances. I also interviewed four doctors,
and spoke with a local pharmacist, a nurse, and four traditional healers. As part of my
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broader ethnographic engagement with Sandionisians with diabetes, I spent long periods of
time with a few sick people and their families, accompanying them to the doctor and sharing
meals and everyday chores from early morning to night. For a couple of months in 2014, I
observed patient-doctor interactions in the local rural clinic.

Alcoholisation and the legacies of colonialism
San Dionisio del Mar is an indigenous Huave/Ikojts settlement on the Isthmus of
Tehuantepec. Like their fellow Isthmians, Ikojts find themselves trapped in the
contradictions of their region, which is economically strategic and attracts multimillion-dollar
foreign investments while the benefits reach only a few. In San Dionisio, 85.9 per cent live in
poverty and only 1.3 per cent are not poor or vulnerable (CONEVAL 2010). On the
isthmus, alcohol consumption and intoxication are particularly intense and recurrent, a
feature documented by several anthropological works on the region (Bresciani 2012; Chiñas
1992; Lerin and Miano Borruso 2009; Miano Borruso 2002; Montesi 2012).
Indeed, historians and anthropologists have long demonstrated that alcohol, similarly to
other prestigious commodities such as tea, sugar, tobacco, and caffeine, has played a key role
in the development of capitalism in modern times. They usually agree upon the fact that
colonialism profoundly altered how alcohol was produced, exchanged, and consumed. The
commercialisation of alcohol during colonial times secularised drinking, multiplied the
number of taverns, and contributed to the rise of a new entrepreneurial class, thereby
heightening social stratification within communities (Taylor 1979, 38). Moreover, as
Winkelman and Bletzer (2005, 347) write: ‘Modernisation made drugs widely available,
enabling the development of the concept of addiction and processes of dependence’.
Alcohol therefore became an instrument of dominance in the hands of those who controlled
the means of production and distribution, and who were in the position of condemning
intoxication within subordinate populations, thus legitimising the subjugation of these
populations on moral grounds (Earle 2008).
The strong link between capitalism and alcohol is evident when looking at the recent cultural
history of alcohol consumption in San Dionisio del Mar. This is a village of fishermen and
peasant farmers who began to experience out-migration following a decline in the viability of
traditional activities and a lack of job opportunities. Today, there are around thirty cantinas
(bars) in the village, for a total population of 3,140. Alcohol sales represent an important
source of revenue for the municipal government through taxation. For the families owning
small groceries or cantinas, selling alcohol can be quite profitable, something of undeniable
importance in a community where so much of its population lives in poverty and only a
small minority has a regular work contract.
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The first anthropologist to grasp the importance of alcohol in the Sandionisian
socioeconomic and political life was Hans R. Frey, who in the 1980s documented the
increase in alcohol consumption and the key role that this commodity played in determining
relations of authority both within the community and between the community and the
broader regional market system. While studying the secularisation of political life in San
Dionisio, Frey (1982a, 1982b) analysed the intensification of state interventions in the local
economy and the parallel alteration of moral and religious life. According to him, the period
between the 1950s and the 1970s was crucial in bringing about major modifications in
Sandionisian social relations of production. Through credit investments and the
technification of fishing, the state accelerated the integration of peasants/fishermen into the
capitalist economy. The 1970s saw a sharp increase in production and an unprecedented
flow of cash to the community. According to Bresciani (2012, 70–80), who analysed patterns
of alcohol consumption and distribution in San Dionisio from a critical perspective, the sale
of alcohol flourished alongside the booming fishing activity and in a relatively short period
of time the community entered an ‘alcoholisation’ process, ‘which is related to the politicaleconomy and ideological conditions that determine: the “massive” consumption of alcohol;
the emergence of “alcoholism” as a medical problem and an issue of social control; [and] the
construction of a “curative” and preventive model that shows its permanent inefficacy’
(Menéndez et al. 1984, 439; my translation).
In the long run, the local consolidation of capitalist social relations increased Sandionisians’
dependence on financial capital and worsened their social position. Despite the initial
positive results, the costs associated with operating and maintaining the fishermen’s
equipment and with other investments were high (Frey 1982b, 50–54). Moreover, the market
was monopolised by Zapotecs and mestizos (the dominant ethnic groups in the region), who
also controlled oil, roads, and public transport. Eventually, the environmentally irrational
exploitation of the fish stocks in the lagoons put an end to their seemingly limitless
abundance, causing the Ikojts to suffer a decrease of food as well as their economic and
political sovereignty (Cuturi 1990). As a result, migration started to become an important
phenomenon in San Dionisio in the early 1990s. This overall process was accompanied by
increased social stratification, further dependence on money, new forms of poverty, and
shifting patterns of prestige.
In the collective memory of the Ikojts, the macro-level processes described above have local
names and faces. The entrepreneurial activities that made some people a lot of money
involved the commercialisation of objects that came from outside and were associated with
wealth. In San Dionisio, the first ‘rich’ people were not Ikojts but Zapotecs who settled there
between the 1940s and the 1950s and worked as intermediaries, selling the peasants’ sesame
harvest to neighbouring Zapotec centres. They also lent money and sold staples such as
sugar and coffee, but it was the monopoly they enjoyed over the sale of alcohol that

Medicine Anthropology Theory

9

cemented their fortune (Toledo 2013, 294–307). Thanks to the two families that
monopolised the sale of the beer brands Corona and Carta Blanca, the brewing industry
entered the community, changing drinking patterns profoundly. Beer quickly began to
pervade local customs, largely replacing more traditional drinks such as coyol wine, produced
in the neighbouring area of Ixhuatán, Oaxaca. In 1981 the mayordomos of the patron saint, for
the first time, made a deal with Corona for their sponsorship of the mayordomía celebration
(Frey 1982a, 60). Since then, three main drinking patterns – festive, ritual, and in the cantinas
– developed and are visible today (Bresciani 2012). Bresciani defines the first pattern as a
sort of ‘social alcoholism’: during life-stage and religious celebrations, all women and men
are expected to drink to the point of inebriation and often continually for two or more days.
People perceive this drinking behaviour ambivalently. Though cherished as a demonstration
of friendship and comradeship, it is also a cause for concern since drunkenness often results
in fights and episodes of domestic violence. The second drinking pattern, linked to
traditional rituals (such as the petition for rain), follows ancient drinking rules: only adult
men can share alcohol, usually mezcal. Finally, drinking in cantinas is socially disapproved of
and judged as a form of deviance.
It is also worth stating that emic views on alcohol today vary widely especially due to the
presence of evangelical and Pentecostal groups that began to make inroads into the
community in the 1940s. Promoting absolute abstinence, they have been able to attract at
least 14 per cent of the population. Religious conversion seems to be the only institutional
pathway available to Sandionisians for detoxification.
Overall, it can be said that the alcoholisation process, which many Ikojts families are
experiencing, is strongly linked to their unequal participation in the market system and the
transfer of wealth from the community to dominant sectors of society. It is a political
economic history within which alcohol abuse, violence, and diabetes are inextricably
connected.

Heavy episodic drinking and diabetes: An overlooked relationship
Studies on alcohol consumption and diabetes, albeit still with mixed results, suggest the
existence of a connection. Alcohol consumption might be related to diabetes through its
effects on insulin secretion and sensitivity (Facchini, Chen, and Reaven 1994; McMonagle
and Felig 1975). Most studies have found a statistical association between alcohol
consumption and the risk of developing diabetes (Carlsson, Hammar, and Grill 2005), with
low-to-moderate consumption showing less risk of developing diabetes compared to either
abstinence or high consumption (Pietraszek, Gregersen, and Hermansen 2009, 367). Binge

10

Diabetes, alcohol abuse, and inequality

drinking, or heavy episodic drinking, has been shown to be particularly detrimental (BodenAlbala and Sacco 2000; Fleming et al. 1999).
In San Dionisio, the alcohol-diabetes relationship is barely recognised by Sandionisians and
health care workers. This means that community-based care is not prepared to address how
heavy drinking contributes to the worsening of diabetes outcomes. Sandionisians with
diabetes, who are encouraged to avoid sweet foods and beverages, say that the bitterness of
beer makes drinking it safe. Eating or drinking bitter or salty food and beverages is
sometimes believed to counterbalance the ‘sweetness’ of the blood, and I met people with
diabetes who had drunk seawater or eaten large quantities of dried, salty shrimp to solve
their problem.
The main way that Sandionisians acknowledge a causative influence of alcohol, beer in
particular, on diabetes is through the interaction of hot and cold, as a part of the hot/cold
humoral system. On several occasions, I heard people linking diabetes, which is locally
conceptualised as hot, to exposure to cold drinks. Older people often mentioned that
diabetes was rare when there was no electricity and beer was drunk al tiempo (at room
temperature), not refrigerated. Concern about the role of cold drinks, including beer, in
diabetes development was even brought up during medical visits, as this doctor-patient
interaction (28 April 2014) illustrates:
Doctor: Any doubts or questions? Something more I can do for you?
Patient: Well, one question. If I drink cold, I mean, have a drink, can I use ice or is it
harmful?
Doctor: Ice in itself isn’t harmful. The issue here is that all the drinks we have with
ice contain lots of sugar, so...
Patient: Simple water?
Doctor: Oh, that’s ok, and there’s no problem with the ice.
Patient: Some people say that it’s not good to drink cold. Mine was just a question.
Doctor: There’s no real problem with ice or cold as such. Ok?
Nutritional therapy at the clinic is centred on modifying the intake of food and soft drinks,
and any reference to alcohol consumption is uncommon. Explicitly asked about the
correlation between diabetes and alcohol consumption, the doctors I interviewed during
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follow-up research said they did not see any link between the two (23 August 2016). They
recognised, however, that drinking alcohol hampers patients’ adherence to diabetes
treatment, an important acknowledgement since the ADD syndemic includes behavioural
pathways. The fact that drinking alcohol affects diabetes self-management and interacts with
hypoglycaemic agents prescribed to diabetics is well documented (Babor et al. 2012, 152).
Sandionisians with diabetes admit to suspending their pharmacological treatment during
celebrations. For example, Rogelio (forty-nine, diabetic for sixteen years) told me: ‘When I
drink, I don’t take my pills and then, when I stop drinking and sober up, two or three days
later, I take my medication again. This happens fairly often’. His words demonstrate that
people with diabetes somehow sense that alcohol inhibits the efficacy of diabetes
medication.
Overall, the patients I worked with showed great flexibility and independence in their
medical treatment. They based their dietary and pharmacological intake both on their
feelings and on traditional conceptualisations of health. This is well illustrated by Miriam,
seventy-one and diabetic for twenty-one years, who said: ‘Doctor says [I should take] three
pills but I only take one. If there’s a soft drink, I drink it. If there are two beers, I drink them
too. I also need to eat bread in the morning and at night. . . . I eat everything, just not what’s
in the fridge’. For the patients, the hot/cold food categorisation system overrides the
doctor’s dietary recommendations. This is just one of the several discrepancies I found
between lay and medical understandings of diabetes. In sum, biological pathways linking
alcohol and diabetes were largely unknown locally, while behavioural pathways, in this case
the negative effects of alcohol consumption on the efficacy of pharmacological treatment,
appear to be understood. However, the most prominent way that alcohol was associated
with diabetes was as a stressor. Given its connections with precarity, financial pressures, and
domestic violence, alcohol abuse could manifest as a precipitating or an exacerbating factor,
which leads us now to explore the gendered dimension of the ADD syndemic.

Living with an alcoholic family member: The emotional injuries of
women with diabetes
Three-quarters of the sample in my study identified an emotional injury – such as susto
(fright), muina (repressed anger), coraje (anger), or mucho pensar (thinking too much) – as a
direct cause of diabetes. Their emotional injuries were social in nature: family conflict over
economic pressures; grief for family members injured or killed by enemies; sadness and
despair for family members’ illnesses and deaths, made worse by poverty; and interpersonal
violence in the domestic sphere, especially intimate partner violence. Such stressful
conditions were at the centre of most diabetes narratives. Alcohol abuse played a role in ten
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cases, as an intensifying factor. However, signalling alcohol as a direct contributor to
emotional and physical violence and, in turn, as an indirect contributor to diabetes was a
clearly gendered aetiological account, as eight of these ten accounts came from women.
Anita, the woman I introduced at the beginning of this article, presented a complex medical
condition. Her diabetes was advanced: she had lost sensitivity in her fingers and lower
extremities, her eyesight was highly impaired, her glucose levels continuously oscillated, and
she had recurrent episodes of vomiting and diarrhoea. The way she described her life
underlined a profound process of sense making in which past and present were interwoven.
Anita, like most of the women I interviewed, emphasised that she was a hard-working
woman, who, despite poverty, could provide for herself. She started working when she was
five and learned to make tortillas, a highly skilled activity much appreciated in women. She
wasn’t able to go to school but learning how to make tortillas and then bread made her a
resourceful woman. Getting married significantly changed her life, tying her to a man who
abused her brutally. At one point, when her children were small, Anita considered leaving
her husband but her mother discouraged her since a woman’s status depends on her being
married. As another woman with diabetes put it: ‘When a woman leaves her husband, she is
not respected anymore and neither are her children. Children need a father if you want them
to be respected’. This attitude resulted in Anita’s socially coerced decision to stay in her
marriage and, as she said, to endure, aguantar. The injuries she suffered for years are vividly
incarnated in her diabetes, which she maintains was caused by the multiple sustos she suffered
at home. The diabetes complications she is experiencing today have further affected her
sense of self as a strong, hard-working woman for she is no longer able to make tortillas and
bread. This situation has made her more dependent on her husband, who is now entirely the
provider. Today she copes with both her memories of the past and with her present
situation, characterised by the constant feeling of being a burden on her family. Out-ofpocket expenses for treating diabetes complications are unavoidable in a context, like the
one here on the isthmus, where public hospitals are chronically understaffed, underresourced, and overburdened. As Anita’s case highlights, diabetes does not constitute an
isolated health issue; it is intertwined with other structural vulnerabilities, such as the poverty
of an overwhelmingly indigenous region where access to health care is uncertain and
deficient, and where widespread alcoholisation traps men and women in difficult life
struggles. Women have the additional challenge of having to maintain their legitimacy and
honour based on their status of being wives and mothers. This gendered disadvantage makes
it difficult for women to escape situations of domestic violence exacerbated by alcohol
abuse, a challenge that becomes increasingly difficult to face and that, over time, manifests in
ill health.
Like Anita, other women linked their diabetes to the tension induced by living with an
alcoholic family member. Yuriria, sixty-nine, diagnosed with diabetes eight years before,
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thought her diabetes was a result of the suffering that her son’s drunkenness and violence
produced in her family:
My son used to drink a lot and then beat his wife. I asked him: ‘Why do you beat your
woman? She’s going to get sick, you’ll have to find medicine for her’. He said: ‘You
mamá, shut up, you don’t know why we argue’. I replied: ‘As long as I live here, I
won’t allow you to beat someone’s daughter’. Since I was still strong, I used to
intervene, grab the arm holding the machete and take it out of his hand. I got so
angry.
Yuriria’s words describe not only her own story but also her fear that diabetes could be
caused by abuse. She saw a nexus between her son’s irresponsible drinking and the
possibility of her daughter-in-law falling ill with diabetes. And this illness is thought of as a
particularly worrisome one since, as she told me, diabetes ‘has no cure’ and depletes people’s
finances.
Another woman, Karla, sixty-eight, described how three years earlier she developed diabetes
due to the stressful conditions of living with an alcoholic husband: ‘I got diabetes after a
fight I had with my husband. He came back home drunk at five in the morning; we argued, I
got very angry, and after a couple of hours I was in the clinic for my check-up. Of course my
sugar was found to be high! My body was unhappy’. Karla went on to describe her family
situation in detail:
I am a hard-working woman. I prepare atole [a corn-based drink] every morning and
make money from that. My husband delivers it house to house and brings home what
we earned. But he is such an irresponsible man that sometimes he finishes the atole
and spends all the money in the cantina. I look at the clock, it’s 10 am: if he’s not
back, he’s in the cantina. He ends up passed out on the pavement. Then someone
comes and tells me that he’s sprawled out somewhere, unconscious. Such an
embarrassment for me! It comes as no surprise if my son is a drunkard as well.
Karla’s story demonstrates how alcohol abuse, compounded with gendered conflict over
financial resources in a context of paucity, can be embedded in stories of diabetes. This
interconnection intensifies as abusive drinking spreads intergenerationally. Karla’s emotional
injuries multiply as she has to deal not only with her husband’s abusive drinking but her
son’s, too:
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[My son] wastes his money. His wife comes to me crying and saying she’s going to
take their two daughters and leave him. I implore her not to, I tell her that as long as I
live I will protect and help her. I think that if she’s still at home it’s because of our
bond, because I love her. My son sleeps in the cantina, with other women, and my
daughter-in-law’s anger makes her sick. ‘Don’t get angry’, I tell her. ‘Look at what bad
shape I’m in after all the anger I’ve felt’.
Karla blames her lamentable health on these stressors. At present, her diabetes fluctuates
with the vicissitudes of her son’s family. In addition, worrying too much influences her
ability to adhere to treatment: ‘I think too much because of my son. You can’t eat well when
you witness fighting in your family. I want to keep calm and be normal but I just can’t. I
can’t act bravely, I feel weak, deranged. I am unable to put up with it’. She finds it difficult to
take care of her diabetes while feeling the need to protect her daughter-in-law and help her
with the emotional injuries she bears. This complicated family situation leaves Karla feeling
sad and even guilty at being unable to ‘endure’ or do anything to counterbalance the effects
that sadness has on her diabetes. Elsewhere (Montesi 2017), I have written about how
diabetes is an ambivalent idiom for women; it helps them to speak about the unspeakable
while also fomenting their feelings of culpability, namely that they are to blame for both the
violence and the diabetes they suffer.
Karla was also deeply worried about her future and possibly having to deal with diabetes
complications that would require hospitalisation. She showed a profound distrust of public
health institutions, saying that the government uses them to get rid of the poor: ‘The
government itself wants to kill the sick’. Karla observed that those who enter the hospital
usually leave it dead. Her feeling of being vulnerable to the government’s homicidal plans
against the poor demonstrates the weight of colonial history in this region.
Patterns of violence and alcohol abuse are common, and not all abused women can count on
their mother-in-law’s moral support. Sandra, fifty-eight, has been diabetic for sixteen years
and lives with her husband, a white-collar worker. Compared to their fellow Sandionisians,
they have a higher socioeconomic position and their four children have all completed
secondary school. Sandra’s story of diabetes interweaves sickness with alcohol abuse and
intimate partner violence. As such, it presents similarities with the story of Anita. However,
Sandra had an additional vulnerability: she came from a distant Oaxacan village and had left
her family of origin to start her new life as a married woman. Sandra often recalled how
difficult it was for her to get used to a new place, a different diet, another language, and
customs she defined as ‘backward’. Moreover, being a foreigner in this, as she called it,
‘isolated’ village made her more reliant on her husband. Although a woman’s family of origin
might discourage her from fleeing a violent marriage, as we have seen, it is also true that
parents and siblings may offer protection in other ways, including mediating conflicts with
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the son-in-law and sheltering abused women. Living so far away and in what she considered
isolation, Sandra found herself limited in her ability to deal with an alcoholic husband:
He was fine when he was sober. But when drunk, he became grosero [rough], he beat
me. I was so scared, and my mother-in-law told me that it was my fault because I let
him beat me. I was desperate and instead of getting angry with my husband, I got
angry with my children. I wasn’t used to this. My father didn’t drink. When I arrived
here, at my husband’s home, his father used to drink for twenty or twenty-five days in
a row, so awful! He beat my mother-in-law. I was frightened. I cried. These
experiences change your life radically. Living with a drunkard is a lot of work.
Sandra’s testimony illustrates the cycles of violence in her acquired family. She feels isolated
and frustrated at being a victim of physical and emotional abuse while, at the same time,
being blamed for her husband’s conduct. Interestingly, her mother-in-law, a victim of
domestic violence herself, blames Sandra instead of protecting her, fuelling Sandra’s
resentment. Unable to confront her husband, Sandra takes her resentment out on the
children, thereby reproducing another cycle of violence. Like Anita, she communicates her
discomfort through idiomatic expressions such as susto and coraje that she links to her
diabetes.
These testimonies signal the causative and exacerbating power that inequalities have in
diabetes stories. Inequality is visible in the financial struggles of these women and their
families, and in their distrust in public health care, which is – when accessible – perceived to
be deadly for the poor. Alcohol abuse disrupts family ties even when they are not formally
broken. Alcohol has aggravating effects on violent behaviour against women, something of
particular concern in Mexico, where gendered violence has tragic manifestations and
proportions. Recent data (INEGI 2013, 8) indicate that 44.9 per cent of married women or
women with a steady partner have suffered some form of violence from their partners at
least once in their lives. In the last year, 51.2 per cent have been forced to have sexual
relationships, 37.1 per cent have been attacked with a weapon, 48.0 per cent have been
beaten, and 53.9 per cent have been confined to their homes or forbidden to see their
acquaintances (INEGI 2013, 17). The direct and indirect effects of these forms of violence
on women’s well-being are difficult to assess fully. Illness narratives can be a starting point
for such an exploration.

Drinking as a male coping strategy
The two men who mentioned alcohol in their illness narratives did so rather fleetingly, as
part of what they described as their immoderate youth. All of the men with diabetes I
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interviewed shared the idea that diabetes was caused by strong emotions, unleashed by
frightening episodes that had occurred outside the domestic sphere, either at work or on the
streets. Even though men did not give much importance to alcohol when telling their
diabetes stories, observation of their daily conduct and more general comments indicated
that alcohol did play an important role in some of them. Rogelio, identified as a drunkard by
his fellow Sandionisians, said that drinking alcohol was of great relief to him since it was
cathartic and made him feel impervious to negative thoughts and sickness: ‘Beer helps me
clear my mind. It also makes me pee, cleansing everything. . . . When I don’t drink
sometimes I get a fever, sometimes a cough. But when I’m drinking nothing like this
happens’. As I said earlier, drinking alcohol and getting intoxicated can be seen as a form of
self-medication in a context where alcoholic beverages are perceived ‘as idealized and
unproblematic items of consumption’ (Christensen 2012, 11) for men.
Alcohol abuse needs to be seen within both a cultural context that associates manliness with
alcohol and an unequal socioeconomic context that inflicts emotional injuries on men while
depriving them of opportunities to heal. According to Pérez (2000), alcohol and violence in
rural Mexican communities act as vehicles for male frustrations over their loss of privilege as
breadwinners and the growing autonomy of women. The absorption of San Dionisio into
the capitalist market has led to a decline in traditional activities without providing men with
alternative productive means, making out-migration one of the few possible hopes for a
better life. Migratory experiences expose indigenous people to a plethora of dangers, and
entry into the labour market is often marked by ethnic and class-based discrimination,
reinforcing racialised hierarchies (Macip 2007).
As Singer (2009, 152) highlights, structural violence takes a great toll on human life and wellbeing due to ‘some of the strategies people adopt in coping with the social suffering this
violence inflicts. These strategies, including alcohol and drug abuse, obsessive gambling, and
risky sexual behaviors, offer immediate relief but are ultimately self-destructive’. In a detailed
account of why problem drinking must be analysed in terms of the conflictive dynamics
produced within the larger political economic system, Singer and colleagues (1992) followed
the steps of Juan, a Puerto Rican man who migrated to New York and died of alcoholrelated causes, whose case demonstrated a close link between unemployment and problem
drinking. The story of José, a fifty-four-year-old lorry driver who had been living with
diabetes for eighteen years, resonates with Juan’s.
José had gone through a lot in his life, including the death of his daughter. When I
interviewed him, he bore the signs of depression: fatigue, hopelessness, recurrent crying. His
story of diabetes was one that centred on the loss of two of his five children and the lack of
job opportunities. Talking about his diabetes, he said:
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Here there’s poverty, I eat what falls on the table. . . . I don’t check my blood sugar, I
keep it under control by staying calm. . . . I think of my daughter when I stayed in the
hospital with her, while she was incubated. I clean her, brush her hair, look at her, I
feel horrible things. She suffered a lot. First an ulcer, then pneumonia, finally cancer.
At first I couldn’t work, I only cried. Now I’m a bit better. But there’s no work. I
want to work, sleep well. When I am working, I am fine, don’t feel anything negative.
At one point, José commented on his aching feet, a result of his diabetes. I asked him if this
was a problem given the long hours involved in driving a lorry. His answer was eloquent:
‘When I am driving, I am working, then my body is perfectly fine. I smile, leave home
[happy], and forget everything. But when I come back home and get into my hammock I
start feeling bad. My thoughts go back to my daughter and my sugar gets altered particularly
when I think I don’t have enough work’.
For José, diabetes is no more burdensome than the memory of his child or his precarious
working conditions. Anthropological literature indicates that in deprived social contexts,
diabetes may not be perceived as a central concern. For example, among the Aborigine
people studied by Bartlett and colleagues (2007, 2380), ‘racism, abuse, loss, personal
relationships, financial issues, and culture and spirituality are central themes’. People’s real
concerns influence their self-care behaviours. José says he does not take care of himself and
suggests that in poverty there is no room for food choice.
During my stay in San Dionisio, I often saw José sitting alone in front of his house, his eyes
listless. Other times I saw him in the cantina drinking in companionship until intoxicated. In
our interview, he mentioned that his mood fluctuated and he cried often. Evidence also
demonstrates a connection between alcohol abuse and depression. Although alcohol can be
a form of self-medication, studies like those of Merikangas and Gelernter (Tann 2007, 4)
indicate that depressive syndrome is more common among alcoholics than among
nonalcoholics. Considering that depression is also bidirectionally associated with diabetes,
we find here a complex synergistic interaction, typical of a syndemic.
As Weaver and Mendenhall (2014, 102) comment, ‘syndemics theory allows us to examine
the multiple layers of suffering experienced throughout the life course and to consider
implications of such suffering on concurrent depression and diabetes’. José’s story reveals
these multiple layers of suffering: the experience of living under economic pressures, family
members’ early deaths, and precarious work conditions. This article, therefore, endorses the
consideration of the interconnections among suffering, depression, and diabetes, as signalled
by Weaver and Mendenhall, and encourages the inclusion of alcohol abuse in the analysis of
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the Mexican diabetes epidemic. This ADD syndemic could be at work in other regions and
countries as well.

Conclusions
The life experiences portrayed in this article exemplify how alcohol abuse, through multiple
causal pathways, increases the risk of diabetes for minority and impoverished people, and
exacerbates the consequences of diabetes when acting in conjunction with suffering and
interpersonal violence in contexts of profound inequality. Despite this complex scenario
shaping diabetes experiences, public health discourses and standard medical interventions
still tend to approach diabetes in individualised terms through a ‘lifestyle’ focus that
emphasises the direct impact of diet on health and illness management.
More structural responses have also been adopted recently, for example the passage of a law
imposing a tax on soft drinks. These kinds of measures may be helpful but are certainly not
sufficient. They betray a one-dimensional understanding of diabetes, as if it were only a
result of wrong behaviours on the part of ‘consumers’.
Here I have argued that an analysis of abusive drinking reveals a great deal about political
and economic structures affecting the health of poverty-stricken populations through
multicausal biological, phenomenological, and social pathways. The stories of the women
and men in this study reveal the weight that structural and ordinary violence has in the
shaping of health inequalities and the rise of diabetes in middle-income countries. In
particular, I have explored the synergistic interaction among alcohol abuse, interpersonal
violence, and suffering among Mexico’s rural indigenous people, who find themselves at the
bottom of the social ladder.
More studies on ADD syndemics are needed and these should take into consideration
gender, ethnicity, rural/urban status, and migration as factors influencing diabetes and
alcohol incidence and prevalence rates. First, the diabetes epidemic needs to be explored
through a syndemic approach, allowing researchers to identify the relationships among
biosocial phenomena rooted in contexts characterised by disadvantage and historical
inequality. Tackling the diabetes epidemic requires multiple and diverse synergistic
interventions, which include implementing preventive measures against interpersonal
violence, regulating alcohol sales, offering employment services, supporting rural economies,
and promoting ‘syndemic care’. Mendenhall and colleagues (2015, 18) define the latter as
‘coordinated, patient-centered medical visits’ that involve simultaneous diagnosis and
treatment of multiple health issues.
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Second, since both alcohol abuse and diabetes often develop in association with the
suffering intrinsic to life situations where poverty and uncertainty are an everyday reality,
diabetes research and interventions would benefit from considering alcohol consumption
more seriously. In Mexico alcohol abuse is a key concern in families living with diabetes
since alcohol hampers diabetes treatment, worsens domestic tensions, and inflicts pain on
family members.
Third, future studies on the ADD syndemic should include a gendered approach that
explores how macroeconomic changes, such as the proletarianisation of men and women,
alter gender relations and give rise to power conflicts between the sexes that can easily, in
certain circumstances, be fuelled by alcohol abuse. The women in my sample reported that
their male family members’ abuse of alcohol led to physical and emotional violence at home,
which in turn, they believed, contributed to the onset of their diabetes. Though the subject
of alcohol was missing from men’s narratives, in certain cases alcohol abuse was a way for
men with diabetes to cope with dire circumstances. Further studies should explore men’s
and women’s unique individual experiences and strategies for dealing with their emotional
injuries. It is worth adding that women, too, are increasing their alcohol consumption and
that episodes of female-to-male violence remain to be researched.
Fourth and finally, public health interventions should avoid medicalising alcohol abuse and
focus instead on helping to develop dealcoholisation projects at the community level,
promoting moderate drinking patterns, and addressing what is behind the massive
consumption of industrially produced alcohol.
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