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Alcoholism and evangelical healing 
in Indigenous Mexico: Chronicity and 
care at the margins of the state

Chiara bresciani

Broken men, severed relations and a polarised society: the repercussions 
of alcohol addiction require forms of care capable of reassembling the 
scattered pieces of broken subjectivities by reintegrating them into the 
social body. This holistic perspective on care contrasts with that of bio-
medicine, which detaches individuals from their social structure and 
dismembers their bodies into parts, cog- like malfunctioning organs, as 
mandated by its Cartesian legacy.

Religious care of addiction fills the gaps left by struggling, deficient 
public health systems, and thrives thanks to its focus on the salvation, 
agency and social inclusion of the deviant par excellence: the addict. By 
refusing to separate physical health from the functional integration in 
a social network of relations and obligations, religious care acts on the 
phenomena that produced addiction in the first place.

Responding to the invitation of critical medical anthropology to 
focus on the intersection of biography and history, I use the concept of 
alcoholisation to contextualise alcohol abuse and religious conversions in 
Indigenous Mexico within historically produced conditions of inequality 
and marginality. My analysis, grounded in ethnographic research con-
ducted in San Dionisio del Mar, a Huave village in Southern Mexico, con-
siders two options for the care of alcoholism: biomedical treatment and 
the religious healing performed by evangelical congregations. By retracing 
the exemplary life of a former addict who found solace and acceptance in 
religion, I interpret evangelical conversions as strategies of care at the mar-
gins of the state, and analyse them through the temporal lens of chronicity.
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Heroin addicts of former Mexican settlements in New Mexico have 
been described as sharing a ‘historical ethos of suffering’, an identity 
based on melancholia and shaped by suffering, loss of land and dispos-
session at the hands of the United States. Their addiction is at the same 
time a product of their socioeconomic status and a way to escape nostal-
gia for their land, a reiterated, chronic expression of a perduring sense 
of loss (Garcia 2010). Similarly, alcohol abuse in Indigenous Mexico is 
the legacy of the colonial past, still alive and contributing to the impov-
erishment, marginality and helplessness of those living at the periphery 
of the state.

Evangelical healing and conversions may constitute a way out of 
the entrapment of chronicity, which I intend here both as recurrence 
(historical reiteration of different forms of dispossession) and perma-
nence (persistence of colonial structures based on ethnic and class hier-
archies). I argue that within unequal structures of relation, alcohol is a 
tool for the ‘conquest of the body’, by Spanish colonial power first, and by 
the neoliberal, capitalist economy today.

At the individual level, chronicity configures itself as the curse 
of the addict: by framing alcoholism as chronic illness, biomedicine 
defines and treats the alcoholic as a subject who is inherently vulner-
able to addiction, hard to treat, prone to relapses and often unde-
serving of care. Religion responds to the exclusion of the poor from 
biomedical forms of care, caused by the disinvestment in public health, 
through the provision of accessible and inclusive care. Where medical 
treatment is absent, racially biased and culturally insensitive, religious 
healing configures itself as an effective strategy by virtue of its holistic 
character.

From comorbidity to syndemics of alcoholism and 
marginality

Alcohol use in the Americas is 30 per cent higher than the world aver-
age, and it represents one of the major health risks in low-  and medium- 
income countries (OID and CICAD 2015).1 Data collected in Mexico by 
the National Commission for Addictions report that 19.8 per cent of the 
general population (29.9 per cent of males) has consumed an excessive 
quantity of alcohol in the last month, and that 8.5 per cent (13.8 per cent 
of males) are habitual drinkers (consuming at least five units of alcohol 
once a week or more often).2 Alcohol is the main cause of over 60 types 
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of diseases and traumas, is closely related to violence, crime and family 
desertion (OID and CICAD 2015, 33– 48), and is often present in comor-
bidity with noncommunicable diseases (mental disorders and diabetes 
in particular). In Mexico, alcohol- attributable deaths for males make up 
64.4 per cent of fatalities from liver cirrhosis, 33.1 per cent of road traffic 
injuries and 4.5 per cent of cancer (WHO 2018).

However, an increasing number of authors have argued that mor-
tality rates are not a reliable indicator of the impact of mental and addic-
tive disorders, since they are rarely recorded as the official cause of 
death, and their statistical prevalence is then underestimated. The use 
of disability- adjusted life years (DALYs), the sum of the years of life lost 
to premature mortality and disability,3 has therefore been proposed as a 
more valuable indicator of the impact of mental and substance- use dis -  
orders. When focusing on the number of years lived with disability, 
mental and addictive disorders emerge as the category with the high-
est disability burden, accounting for 18.7 per cent of the total. For men, 
alcohol- use disorders constitute the third cause of DALYs (335 point esti-
mated per 100,000 in 2016) (Rehm and Schield 2019).

Particular attention should be paid to data from middle-  and low- 
income countries. Public health scholars have focused on the correla-
tion between the impact of mental illnesses and addiction on DALYs 
and income inequality (as per the Gini Index). The growth of eco-
nomic inequality (measured through indicators such as low income, 
unemployment and quality of housing) has been linked to the increase 
of mental and addictive disorders, with gaps in prevention and treat-
ment making their impact even more devastating (Rehm and Schield 
2019). Characterised by a developing economy and high income divide, 
Mexico is experiencing a skyrocketing incidence of noncommunicable, 
comorbid diseases, particularly diabetes, obesity, hypertension and 
alcohol abuse.

Critical medical anthropology has elaborated a comprehensive 
concept to shed light on both the individual and the collective dimen-
sion of illness experience. Syndemics are clusterings of two or more dis-
eases produced and intersecting with contextual social, biological and 
psychological factors, so that their synergistic interaction increases the 
disease burden beyond the simple concept of comorbidity (Weaver and 
Mendenhall 2014). In the case of alcohol, syndemic suffering is shaped 
by structural violence and co- produced by biosocial conditions such as 
diabetes, mental illnesses, violence, poverty and marginality.
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Five centuries of alcoholisation

The entanglement of alcohol abuse with the impoverishment and mar-
ginality of Indigenous Mexicans dates back to the unequal society that 
came into being after the Spanish Conquest. Prior to conquest, alcoholic 
beverages in the Americas were fermented, and their use was gener-
ally limited to ceremonial events. We know from the sixteenth- century 
Florentine Codex that severe sanctions were in place in pre- colonial 
Mexico against those who broke the rules that regulated the consump-
tion of alcohol (Olivier 2000).

With Christianisation, the process of dismantling the pre- Columbian 
social order began, which caused the end of ritual limits associated with 
intoxicating drinks and specifically pulque, a traditional drink made 
from the fermented sap of the agave plant (Ávila Palafox 2001, 171).  
After the conquest, distilled spirits (with a higher alcoholic grada-  
tion than fermented drinks) were introduced as commodities, to the be -  
nefit of the Spanish crown, which held a monopoly on alcohol production 
and sale. The commodification and widespread availability of alcohol 
resulted in the increase and generalisation of consumption. As elsewhere 
in European colonies, new categories of people, such as young men and 
women, started consuming alcohol (Dietler 2006, 241).

In the twentieth century, alcohol continued to play a role in the 
exploitation of natives and poor Ladinos by the dominant classes. 
Workers of plantations and industrial sites often had their salary paid 
in alcohol: in Chiapas, aguardiente, a distilled spirit produced from the 
fermented molasses of sugar cane, was used to keep workers tied to their 
patrons through addiction and indebtedness (enganche laboral) (De la 
Fuente Chicoséin 2009). Alcohol functioned as an antidote to organised 
forms of political action, as indebtedness and the induced state of semi-
permanent intoxication contributed to keep a largely dispossessed work-
force dependent on daily subsistence wages.

Despite the use of alcohol in cementing inequalities in the Republic, 
many ethnographers have stressed the functional value of drinking in 
social integration. The role of drinking in traditional medicine and to 
foster social cohesion has been described for distinct Mexican ethnic 
groups (Aguirre Beltrán 1994; Bunzel 1940; Eber 1995; Gross 2014; 
Lupo 1991), providing ethnographic insight into the concept of construc-
tive drinking (Douglas 1987).

Concerned about the devastating impact of alcohol on Indigenous 
communities, some anthropologists have called for the acknowledgement 
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of the dysfunctional traits of drinking (Spicer 1997), and of the conse-
quences of alcoholism in contexts already plagued by poverty, margin-
ality and violent forms of acculturation. Eduardo Menéndez, whose 
research on alcohol in Mexico spans over four decades, has argued for the 
need to consider the complex social worlds, values and ethics revolving 
around the ingestion of alcohol. Through the comprehensive definition 
of alcoholisation (alcoholización), he asserts the historical continuity in 
alcohol consumption from colonisation to the present day, highlighting 
its effects on physical and psychological health, family and societal struc-
tures. Alcoholisation contributes to the preservation of socioeconomic 
hierarchies by hindering upward mobility of lower classes through the 
impoverishment of households and intra- class violence. Alcoholisation 
emphasises the contradictory nature of alcohol consumption: it includes 
the positive cultural values associated with drinking (reinforcement of 
ethnic or class identity through festive exchange and sociality), as well 
as the pathological ones that biomedicine labels alcoholism (Menéndez 
Spina 1984, 1987, 1990, 1991; Menéndez Spina and Di Pardo 1996).

The multifaceted and processual character of alcoholisation draws 
attention to the limits of the biological, individualist clinical approach. 
While alcohol abuse is irrespective of social classes, careful consideration 
of its historical, socioeconomic, political and cultural aspects illuminates 
why its consequences are harsher for the weakest segments of society 
(Menéndez Spina 1984), where it is syndemic with poverty, marginality, 
violence and other diseases.

Drinking at the margins

The Southern state of Oaxaca is home to 17 of the 65 Indigenous and 
Afro- Mexican groups of Mexico. In 2018, 69 per cent of its inhabitants 
lived below the poverty line, 37.4 per cent in extreme poverty; 58.3 per 
cent lived in housing with inadequate access to basic services such as run-
ning water and drainage; 27.9 per cent experienced food insecurity; and 
27.1 per cent did not complete secondary education (CONEVAL 2018). 
All socioeconomic indicators are markedly lower for the Indigenous 
population, which accounts for 32.2 per cent of the total –  the highest 
percentage at national level (Dirección General de Población de Oaxaca 
2018). San Dionisio del Mar is one of only four Huave villages. It is 
located on the shores of the Pacific Ocean in the Isthmus of Tehuantepec, 
and most Sandionisians work as fishermen and in agriculture. However, 
with 84.4 per cent of the inhabitants living below the poverty line, and  
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39.5 per cent in extreme poverty, most families are heavily dependent on 
remittances and public subsidies (CONEVAL 2015).

The beginning of mass consumption of alcohol in San Dionisio can 
be traced back to the mid- 1970s. Its history is strikingly similar to the 
course of events described above at national level, and it exposes the 
continuity between old and new forms of colonisation and accultura-
tion in structuring geographies of addiction (Bresciani 2012). Between 
1973 and 1975, a governmental credit was granted to fishermen for the 
purchase of 20 motorboats. The abandonment of traditional cayucos 
(wooden dugouts) resulted in an increase in the amount of fish caught, 
and this surplus led to an increase in trade. Cash went directly into the 
pockets of the fishermen, thus subtracting an important part of family 
income from the control of the women. Fishermen began spending time 
in the cantinas,4 whose number increased from 9 (before the motorboats) 
to 15 in 1985, and reached 32 between 1989 and 1992, when the grant-
ing of new permits was halted.

At the same time, significant improvements in infrastructure con-
tributed to the circulation of industrial beverages in San Dionisio: in 
1976, work started to improve the road that connected San Dionisio to 
the railroad, with the aim of linking it to the Pan- American Highway. Beer 
producers started trading beer directly with the cantinas shortly after-
wards (1978), without intermediaries and paying a yearly entrance fee 
(impuesto por pago de piso) to the local authorities. The alcohol market 
in San Dionisio became controlled by global corporations, which since 
then have been commercialising two brands of industrial beer through 
agreements of exclusivity with local cantineros and successful marketing 
strategies such as the sponsorship of major festivities. As happened in the 
sixteenth and seventeenth centuries, alcohol in San Dionisio became a 
commodity within an economy increasingly based on cash and integrated 
in a national market readily accessible thanks to better infrastructure.

Consistently with colonial times, the commodification of alcohol 
implied a shift in consumption from ritual drinking of mezcal to frequent, 
recreative ingestion of beer in commercial establishments and fiestas. As 
in much of Latin America, the most important celebration in San Dionisio 
is the annual feast of the eponymous patron saint, the costs of which 
are now totally covered by the beer corporations. Some Sandionisians 
describe this as the degeneration of the religious meaning of the festiv-
ity, traditionally based on the economic sacrifice sustained by the may-
ordomos (the local hosts and sponsors of the fiesta) as a public display 
of their faith and devotion. In the eyes of the Protestant population, the 
worship of saints –  a key element in Mexican Catholicism –  thus came to 
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be associated not only with idolatry, but also with the lavish ingestion of 
alcohol in the annual fiesta, disorderly conduct, waste of resources and 
an assorted variety of alcohol- induced ‘sins’.

The introduction and diffusion of beer brought about a change in 
habits and contexts of drinking, but also in demographics, since the spon-
sorship of religious festivities extended consumption to broader strata of 
the population, such as women and young people –  virtually all members 
of the Catholic majority. By the 1980s, alcohol abuse had quickly become 
a major social problem, requiring new and innovative strategies of care 
targeted to new, specific patterns of drinking (Bresciani 2012). To many, 
evangelicanism started to seem a feasible, culturally apt way out of both 
the cantinas and the festive cycle of prescribed alcohol consumption. 
Religious conversion thus emerged as the prime answer to this increased 
need of care.

Care for whom? Drinking patterns and the possibility 
of care

Different explanatory models orient the choice towards one or more 
modalities of care (Kleinman 1980, 1988). An understanding of the dif-
ferent options available for the care of alcohol problems (therapeutic itin-
eraries) should start from the analysis of the ways in which coexisting 
disease models define health (health ideology) and treat illness. In San 
Dionisio, the choice of a strategy of care (and the choice to seek care at 
all) are made on the basis of accessibility (which options exist for care 
and how easy it is to access them) and qualitative criteria concerning the 
modalities and spaces of consumption, the social values and functions 
associated with drinking and the consequences of the ingestion.

In San Dionisio, a context marked by poverty, food insecurity and 
high rates of infectious and noncommunicable disease, health and illness 
are not defined in exclusively biological terms. Health is a measure of 
one’s social functioning, and it is defined in relational terms: a healthy 
person is someone who complies with culturally expected behaviours, 
such as engaging in work in accordance to their gender and complying 
with age- appropriate life steps. A healthy masculinity is that of a man 
who works and is able to provide for his family and fulfil his obligations 
towards the community.

Local ethnophysiology is premised on the accordance of physical 
health, affective states and social relations; pain is measured through 
one’s behaviours, and when social relations are negatively affected, the 
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whole network is in pain (Kleinman 1988, 72). The quality of social rela-
tions is reflected in the body, and a healthy person is someone whose 
relations with others have not been compromised: illnesses, and typically 
diabetes, are in fact believed to be a consequence of strong emotions con-
nected to interpersonal relations, such as fright (espanto), rage (muina) 
and public shame (vergüenza) (Montesi 2018a). To be effective, care 
must therefore take into account local conceptions of health and disease, 
and the entanglement of biological and social dimensions. Knowledge 
of the local health ideology, and of the options available to patients, can 
shed light on their therapeutic choices, be they biomedical or religious.

The main consequence with regard to Sandionisians’ choice of care 
is that, differently than for biomedicine, this is not based on the quantity 
or frequency of alcohol ingestion, but rather on the modalities of con-
sumption and values attached to them (Bresciani 2012). Binge drinking 
during fiestas and family gatherings is not considered problematic per se, 
despite the fact that it is a common trigger for violence, and heavy inges-
tion may last for days. On the contrary, social drinking is part of a local 
moral economy of sharing and reciprocity: participating and contribut-
ing to the organisation of fiestas, reciprocating invitations and drinking 
beer together reassert the networks of family, professional and social 
relations of which all Catholics are part, thus reaffirming and performing 
the group’s identity and unity.

Conversely, males drinking beer or adulterated mezcal in the can-
tinas or in the streets are considered deviant and threatening, since 
they jeopardise the food security of women and children. This drinking 
pattern is unanimously considered in need of care, which sometimes 
means attending one of the two local Alcoholics Anonymous groups. 
More frequently though, the addict’s family make use of the services 
of a curandero (traditional healer and sorcerer) or, if they can afford 
to do so, resort to the hospitalisation of their relatives into in- patient 
structures for detoxification known as anexos, in the district capital of 
Juchitán.

Anexos are notorious for humiliating and abusing patients, yet they 
are the most accessible mode of care for families in contexts plagued by 
poverty and endemic violence. Their capillary presence in the poorest 
Mexican neighbourhoods highlights the ways in which socioeconomic 
inequalities translate into differential access to the treatment of addic-
tion (Garcia and Anderson 2016). The former patients I interviewed in 
San Dionisio have stressed the use of coercive measures such as depriva-
tion of food and clothing, overcrowding and physical violence, describ-
ing confinement in anexos as ‘prison- like’. The undeservingness of 
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Sandionisian deviant drinkers is constructed from the margins through 
isolation from family and society, and materialises through abusive prac-
tices of care. It is through such ‘distributed intensities of worth’ that care 
practices sustain inequalities and shape the undeserving subjectivity of 
alcoholics (Montesi and Calestani, this volume).

Medical (un)care: Governmental health providers

The context of the medical options for alcohol care in the Mexican public 
health system is characterised by the fragmentation into multiple insti-
tutes and structures of care, and practical limitations in the implementa-
tion of their goals. Of these, the most relevant actors are the National 
Commission for Addictions (CONADIC) and the Youth Integration 
Centres (CJI).5 More recently, 341 Centres for Primary Care of Addictions 
(CAPA) were established, managed by CONADIC and part of the network 
of the Units of Medical Specialties (UNEME).6

However, these options for biomedical treatment of addiction 
are not accessible to the majority of the population, particularly in the 
poorer states of southern Mexico and in rural and Indigenous areas. The 
four million inhabitants of Oaxaca are served by only seven CAPAs, three 
out- patient CIJs and only one in- patient facility accredited by CONADIC, 
located in the capital. Oaxaca is the state with the highest number of 
municipalities in the country, and presents a pattern of geographically 
dispersed rural settlements throughout a vast, mostly mountainous ter-
ritory. The cost of transportation often makes travelling impossible for 
the lowest socioeconomic sectors of the population, even when medical 
care is needed.

In most rural and Indigenous communities, primary medical care 
is provided through a network of public clinics, which are notoriously 
underfunded, understaffed and inefficient. In an effort to ensure low- 
cost primary care in the most disadvantaged areas, where it is difficult 
to retain medical personnel, 40 per cent of rural clinics are managed by 
one or more pasantes. Pasantes are final- year medical students at public 
universities; in exchange for the free education they have received from 
the state, they are required to work for one year in a clinic in a rural or 
urban disadvantaged area before graduating.

The San Dionisio clinic serves more than 5,000 inhabitants living 
in three main settlements, and is usually staffed by one pasante and two 
local nurses working in shifts. Sandionisians lament the low quality of 
the care administered in the clinic and the long waiting times; thus, those 
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who can afford to pay for private health care usually choose to do so and 
travel to town.

The pasantes of San Dionisio have an urban, middle- class back-
ground and are students at the National Autonomous University of 
Mexico (UNAM), the largest Mexican higher education institution. The 
relations between them and the patients often reproduce structural in -  
equalities based on race, economy and education. Many patients com-
plain about not being listened to and respected during the clinical 
encounter, and criticise the inexperience and attitude of pasantes, who 
are often much younger than themselves.

Medical anthropologists have stressed the reproduction of rela-
tions of subordination along gender, class and ethnicity lines through the 
infantilisation of the users of health services, ultimately resulting in their 
distrust and self- exclusion from the health system (Muñoz Martínez et al. 
2017). In San Dionisio, such distrust is explicitly referred to by some 
patients, who express the persistence of colonial legacy through their 
fear that the state uses the health system as a tool to eliminate the poor 
(Montesi 2018b, 14).

In the interviews and daily talks with four Sandionisian pasantes 
that I conducted between 2010 and 2015, they expressed dissatisfaction 
with the little time that they can dedicate to patients, as priority must be 
given to public health programmes (particularly those promoting family 
planning and hygiene). Young and unfamiliar with the social realities of 
rural Mexico, they lament the distrust of their patients, the long hours 
of service and the burden of being in charge of more than 5,000 people.

Primary care in Mexico has historically been developed around a 
hierarchical and assistentialist model of care that disregards the under-
lying socioeconomic and cultural structures, the needs of civil society 
and the necessity of collaboration between clinicians and patients in the 
design of treatment (Menéndez Spina and Di Pardo 1996, 25). A com-
mon complaint among Sandionisian pasantes is non- compliance with 
treatment, which they explain in terms of ignorance and stubbornness, 
even when non- adherence is due to structural issues such as a lack of 
access to adequate nutrition and clean water. In the context of a rela-
tion of care marked by the symbolic power of educated, urban, mestizo 
(non- Indigenous Mexican) pasantes over their Indigenous patients, non- 
compliance emerges as a moral term ‘predicated on a professional view 
of the doctor– patient relationship that is paternalistic and one- sided’ 
(Kleinman 1988, 136).

The mutual relation of distrust and the material limitations of the 
health care provided by the clinic seriously affect people’s perception of 
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biomedical care as a whole. The technical advancements of biomedicine 
remain out of the reach of most locals, and when it comes to alcohol, the 
structural limits of the health care provided in the local clinic become evi-
dent. Data on addiction and its impact on public health are not collected, 
and there is also a lack of data on chronic pathologies related to heavy 
alcohol consumption (with the exception of diabetes), at least until they 
have evolved into organ failure.

The self- medication hypothesis of alcohol addiction has emphasised 
the comorbidity of addiction and psychological issues, defining heavy 
substance abuse as a way to escape and cope with unresolved psycho-
logical conflicts and trauma. However, data are not available for mental 
illnesses either, although common psychiatric illnesses often occurring 
in comorbidity with addiction (typically schizophrenia, psychosis, para-
noia, major depression or severe anxiety disorder) could be managed 
relatively easily with pharmacological treatment. This lack of data makes 
it impossible to design and implement strategies of intervention against 
addictions at community level.

In the absence of dual diagnosis and treatment for addicts suffering 
from mental illness, the pasantes tend to consider alcohol abuse as an 
individual choice with strong environmental influences. Current medi-
cal understandings of alcohol abuse include theories of genetic predis-
position, according to which some individuals are intrinsically at risk 
to develop addiction. However, in San Dionisio, pasantes are instead 
inclined to give cultural explanations, placing the blame on a regional 
culture that they believe to be intrinsically tied to heavy drinking. In 
highlighting the central role of festive drinking, pasantes swap the bio-
medical paradigm of genetic predisposition with what we may call a 
theory of ‘cultural predisposition’ based on widespread, middle- class 
stereotypes of Indigenous groups. This happens despite the fact that, as 
argued above, alcohol abuse in San Dionisio was virtually non- existent 
until alcohol became a commodity in the 1980s. Moreover, data do 
not support higher alcohol consumption among Indigenous over non- 
Indigenous Mexicans: alcoholisation affects all social classes, although 
the consequences of alcohol abuse are perceived as stronger in the lower 
socioeconomic groups (Menéndez Spina 1984), because they are syn-
demic with marginalisation, poverty, malnutrition, psychological trauma 
and sociocultural disintegration in general.

Biomedicine has traditionally focused on mostly quantitative indi-
cators to define problematic alcohol use: alcohol does not constitute a 
problem in itself, as long as it is not excessive in quantity, too frequent 
or constitutes a risk to the individual’s health, behaviour or functioning. 
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Although nowadays medicine conceives problem drinking more holisti-
cally, taking into account psychological conditions, behaviour and social 
functioning, the biomedical health system remains primarily concerned 
with the impact of drinking on the body (what is considered an accept-
able degree of bodily function).

The ideology of the biomedical model is, then, substantially distinct 
from that of the Huave health system, which assesses illness and health 
on the basis of the drinker’s social integration and the quality of his inter-
personal relations. Medical anthropology is premised on the fact that ill-
ness is not an individual experience, but is relational, embedded in the 
social world and ‘inseparable from the structures and processes that con-
stitute that world’ (Kleinman 1988, 186; Weaver and Mendenhall 2014). 
In chronic illnesses, social suffering is central. However, the primacy of 
biology in the medical care of substance abuse (Hansen 2018, xiv) entails 
that care is limited to clinical settings, and does not deal with the social, 
political and historical determinants and characteristics of consumption, 
which are instead taken into account by the holistic concept of alcoholi-
sation. Biomedical care is doomed to failure because it is built upon the 
medicalisation of the concept of ‘alcoholism’ (Singer et al. 1992), see-
ing it as a behavioural problem to address through individual treatment, 
without acting on its structural socioeconomic causes (Menéndez Spina 
1984; Menéndez Spina and Di Pardo 1996).

A recurring element emerges from the interviews with pas-
antes: they are overworked and unfamiliar with local conceptualisations 
of body and personhood, and how illness is made meaningful. They do 
not detect alcohol abuse because they do not know which symptoms to 
look for; despite the fact that primary care is of pivotal importance to 
tackle problem drinking, public clinics only provide emergency care of 
alcohol- induced disease, accidents and violence (Menéndez Spina and 
Di Pardo 1996, 20, 33). In the clinical practice I observed, the comorbid-
ity between alcohol and diabetes is overlooked by the pasantes, despite 
diabetes being one of the main diseases most attended to in the clinic, 
and although the interactions of diabetes and alcohol consumption have 
been demonstrated for Mexico and for San Dionisio itself (both as biolog-
ical pathways, and as behavioural and socioeconomic associations and 
local aetiologies) (Montesi 2018b).

Regardless of the syndemic of alcoholism, poverty, violence and 
other illnesses, specific conditions and practices are prioritised by the 
Mexican health system and attended to in the clinic, particularly infec-
tious diseases, diabetes, infantile malnutrition, pregnancy checks and 
pap smears. Despite its impact on health, poverty and domestic violence, 
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prevention and treatment of alcohol addiction pay the price of the scar-
city of resources allocated to rural clinics. This leads to a biased concep-
tualisation of alcohol abuse as a condition ‘undeserving of attention’ 
compared to other problems, eventually failing addicts and their families 
(see Menéndez Spina and Di Pardo 1996).

Having little awareness of the psycho- social determinants of alco-
holism, and not adequately trained to treat addiction, clinicians often feel 
powerless and resent addicts, seeing them as difficult patients, comor-
bid and non- compliant. They doubt that they are deserving of care, as 
they are patients who ‘don’t want to be saved’, whose relapses are to be 
expected due to lack of willpower (Garcia 2010; Hansen 2018, xiv, 16– 
18; Menéndez Spina and Di Pardo 1996). Both primary health care and 
private institutions (anexos) share this bias towards addiction as a self- 
inflicted condition, contributing to the construction of the addict body as 
undeserving, and to patients’ mistrust in medical (un)care.

The failure of primary care in San Dionisio, and Mexico in general, 
to tackle alcoholism is due to the structural limits of the facilities and 
to the adoption of the biomedical approach with its medicalised focus 
on the individual, rather than on the syndemics of alcoholism and other 
conditions. The fieldwork data I collected through interviews and par-
ticipant observation over the years also regularly highlight the distrust 
of the community towards medical care provided in the clinic. However, 
at the margins of the state, and in the cracks of the public health system, 
new forms of ‘care from below’ emerge.

Evangelicals and alcohol: Healing within the community

The development of new forms of care at the margins of the state has 
been described in post- colonial contexts as a consequence of neoliberal 
structural reforms and globalisation: the disengagement and failure of 
states in their duty of care towards citizens made them more depend-
ent on international funding, particularly by faith- based groups such 
as charismatic Pentecostal congregations (Dilger 2009). The globalisa-
tion of health care was favoured by the ‘social, economic, and spiritual 
uncertainties that have shaped people’s lives in the context of neoliberal 
reform processes and growing inequalities’ (Dilger 2009, 97), and this 
has also been the case for Mexico. From the periphery of the state, among 
the most marginalised groups, religious actors have come to assume 
state- like functions, coexisting with the health system of the nation 
and sometimes, as in San Dionisio, overshadowing and substituting it. 
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Moreover, when it comes to addiction, public health services work more 
as means of punitive containment than care, with the result of perpetuat-
ing, instead of breaking down, the cycle of addiction (Garcia 2010, 192). 
Responsibility for the care of the addicted poor is thus assumed by pri-
vate actors such as families and communities. From the lack of services, 
new opportunities emerge precisely ‘through experiences of loss, mar-
ginality and illegality’ (Garcia 2010, 194).

The arrival of Protestant congregations in Mexico dates back to the 
second half of the nineteenth century, but it was not until the 1950s that 
numbers started increasing across the nation. The Protestant population 
in San Dionisio was 5.12 per cent of the total in 1990; it had increased 
to 20.6 per cent by 2010, and it is currently 34.9 per cent (according to 
the 2020 Census, INEGI 2020), although there is a remarkable difference 
between the main centre (24.9 per cent) and the smaller settlement of 
Huamuchil (53.3 per cent). Four Protestant denominations are present, 
but Pentecostals are by far the most numerous groups. Addressing alco-
holism is not the reason why evangelism arrived in San Dionisio; nev-
ertheless, it is one of the main reasons for its successful trajectory. The 
efficacy of care provided by the hermanos (literally, ‘brothers’ –  evangeli-
cals) lies in their capacity to effectively deal with alcohol problems, to the 
point that these, together with a number of diseases, are today the main 
reason why people choose to convert.

Avelino (not his real name) is a Sandionisian Pentecostal fisherman 
in his thirties, and a former alcoholic. My interview with him quickly 
took the form of a testimonio, a narrative style typical of evangelical con-
versions that the convert is expected to reiterate through public perfor-
mance. A religious framework is superimposed on to the illness narrative, 
so that this specific discourse practice contributes to reorient the illness 
experience in a Christian sense (Hardin 2018, 54). Testimonios design an 
‘arc of addiction’, from the mismatch to the alignment of the person with 
the Holy Spirit (Csordas 1994), highlighting the role of the divine inter-
vention in their personal history. The years lost to addiction and suffering 
are not meaningless; instead, they led the person to conversion, and are 
therefore part of a grander divine design (Hansen 2018, 61– 2).

Avelino’s testimonio begins by recalling how he was introduced to 
alcohol at a young age, for which he blames the local gender expecta-
tions regarding the performance of manhood. Like most Sandionisian 
males, his drinking worsened after marriage, when he started spending 
the money he earned working as a fisherman in the cantinas. Shortly 
after that, Avelino was hanging out with other alcoholics in the bars of 
Juchitán; often intoxicated for several days, he eventually separated 
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from his wife. At that point, he only worked to sustain his drinking habit, 
alternating weeks of work with days of binge drinking and visits to the 
city’s red- light district.

Eventually, Avelino stopped fishing and visiting the village at all. 
Penniless, he joined one of the city’s escuadrones de la muerte (‘death 
squads’), gangs of homeless alcoholics, and started engaging in petty 
crime and risky sexual behaviours. Under the leadership of the most 
violent among them, the members of the escuadrón ‘lived like broth-
ers’: forced to beg, sharing the little food they had, sleeping on the side-
walks of the market and drinking adulterated, cheap mezcal. Abandoned 
by his family, Avelino was looked at with disdain by the villagers who 
came to Juchitán to shop at the market, until a member of a Protestant 
congregation visited him to introduce him to the faith. Under the guid-
ance of the congregation, he briefly reunited with his wife and stopped 
drinking.

Like hundreds of thousands of Indigenous Oaxacans before them, 
the couple decided to migrate to the industrial city of Ciudad Juárez, on 
the Mexico– US border. Avelino easily found a job; however, the experi-
ence of migration further exposed him, as an Indigenous person with 
no kinship or social support, to precariousness, racism and isolation. 
Work without protective equipment in a food processing plant in Ciudad 
Juárez left him partially deaf, and at the time of our interview, he still 
could not afford a hearing aid. In the ‘North’, his drinking habit wors-
ened, and eventually led him to heavy drug use. Once again, he joined 
other addicts, begging and working irregular jobs to pay for alcohol and 
drugs. His family abandoned him and returned to San Dionisio. Sick and 
in pain, Avelino saw his friends die one after the other, and he was tor-
mented by terrifying voices and visions.

He was again approached by evangelicals, and again he left drink-
ing, returned to his family and tried to fit into a new life as a born- again 
Christian. However, the days of addiction and homelessness had caused 
lasting damage to his body, and Avelino was too weak and in pain to 
work. An hermano took him to fish on his boat, sharing with him the 
money they earned. Just as his faith grew stronger and his life seemed 
to be taking a turn for the better, his wife fell sick. A serious haemor-
rhage led to the discovery that she –  and Avelino himself –  were ill with 
AIDS. Their lack of money made it impossible for the couple to reach 
the hospital in Oaxaca, but Avelino kept praying, until divine help came 
in the form of a wealthy stranger who paid for an ambulance. In the 
hospital, the couple experienced first hand the structural violence of 
the national health- care system, inefficient and discriminatory against  
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people such as them: poor, Indigenous and with AIDS. Avelino, unable to 
pay for the transfusions and the expensive machinery that his dying wife 
needed, recalls how medical personnel took away her oxygen tank and 
discharged her:

The doctor said that they could not stop her haemorrhage, he said 
the virus had destroyed her defences. I was heartbroken and des-
perate, and then I received a revelation, something supernatural, in 
a dream. I was hopeless and wondered why we even got to Oaxaca, 
we were struggling and spending everything we had and there was 
nothing to do. That night I was spoken to, I was told that it would 
be the last night, that I would receive help. ’Cause I did not have 
any money left to buy platelets, I had nothing, nothing. I was told to 
go back to the blood bank tomorrow to get the last bag of platelets. 
Be strong, have faith, this will happen. I got up in the morning and 
told my wife that I had received a message, that she was going to 
get help, would have one last transfusion and would then be fine.

Motivated by this voice that urged him to have faith and to keep search-
ing, Avelino eventually found people who donated their blood and 
offered him money for his wife’s treatment, saving her life. When the cou-
ple returned to the village, Avelino’s faith was stronger than ever. Thanks 
to the assistance and monetary donations of the hermanos, he was able 
to overcome his wife’s sickness and physically recover. He definitively 
stopped drinking, and slowly went back to work to sustain his family, liv-
ing a new life with ‘a different conception, believing in God’, and ‘liv[ing] 
with faith, and this is how I could stop drinking forever’.

Like many HIV- infected migrants from rural areas, Avelino and his 
wife had been rejected by their families and had lost the support of their 
kinship networks. The congregation offered them monetary, but also 
moral, spiritual and psychological support. The couple forged new rela-
tions within the church, finding in the congregation a new ‘spiritual fam-
ily’, a system of support that could take the place of kinship networks, 
care for their material and emotional needs and mobilise resources 
quickly and efficiently (Dilger 2009). Detoxification can be accomplished 
by creating new forms of sociality that do not expose the convert to 
risky situations such as the Catholic fiestas through which kinship is re -  
affirmed and performed. While overlooked by the pasantes, alcohol 
abuse is a central concern for Sandionisian evangelicals, who are deeply 
aware of the ways in which local forms of sociality enable and mandate 
heavy consumption. They respond by providing a holistic form of care 
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that does not separate the biological, the social and the spiritual realms, 
consistently with the Huave health ideology.

However, and precisely because of the interdependence of 
these domains, the addict body is always vulnerable. The first failed 
detoxification- conversion of Avelino shows that health obtained through 
divine intervention can be definitive, but must be maintained through 
spiritual and bodily practices to perform within the congregation. 
Changes and obligations characterise the life of the former drinker: the 
convert would pay the tithe (diezmo), attend religious events (cultos), 
help spread the Gospel by organising public events (campañas de evan-
gelización), take part in collective fasts and prayers, and provide mate-
rial support to the hermanos in need through work, money or spiritual 
gifts. It is by submitting to God and the congregation that the individual 
regains agency and freedom, intended as a space and language to make 
new, non- conventional choices, such as removing oneself from the sys-
tem of festive obligations and expenses. Also, the frequency of mandated 
communitarian duties and mutual surveillance permit the early detec-
tion and care of relapses of recovering alcoholics.

Conclusions

The lack of out- patient structures and support for recovering addicts has 
been recognised as one of the major obstacles to the long- term success 
of detoxification programmes (Garcia 2010). This difficulty, ingrained in 
the medical treatment of addiction, is greater in peripheral places such 
as San Dionisio, where primary medical care is deficient and premised on 
the perpetuation of racial hierarchies between the rural, Indigenous and 
impoverished population, and the urban, middle- class, educated medical 
staff. The failure of the state in its role of health provider leaves space for 
the successful realisation of forms of collective care from below. These 
alternative forms of care emerge when illness and suffering are syndemic 
with poverty and discrimination, ‘rooted in the effects that globalisa-
tion and modernity are understood to have on local life- worlds’ (Dilger 
2007, 622).

The life of Avelino has been marked by a syndemic of alcoholism, 
poverty and marginalisation that led him to experience isolation, home-
lessness and migration. This clustering of diseases, disability and social 
problems has caused greater harm to his health and family than alcohol-
ism alone could have produced were he to live under different socio-
economic circumstances. His story is also the story of the failure of the 
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public health system: hard to reach, expensive to use, inefficient and bru-
tal with the most vulnerable members of society. His case, emblematic of 
the life trajectories of the former addicts I interviewed, shows how the 
success of Pentecostal churches lies in their capacity for building a com-
munity of care and their preparedness to tackle a number of problems 
and conditions that are inextricably entangled, such as addictions and 
infectious diseases, but also poverty and other ills of the social groups 
most affected by unequal modernisation.

Religious healing provides lifelong support to those who share 
the same experience of vulnerability. Care takes the form of mutual 
responsibility, as the members of the congregation care for one another 
in moments of endangerment and isolation (Garcia 2010, 203). Their 
church offers them a form of collective care that gives meaning to suf-
fering, in which everyone, and especially the addict, is deserving of 
care. Pentecostal healing configures itself as an ethics of care able to 
neutralise the alienation eminently linked with addiction (Garcia 2010, 
182) through the creation of new, strong social networks and restora-
tion of a sense of belonging. Since chronic illness is a symbolic bridge 
that connects body, self and society (Kleinman 1988, xiii), the efficacy of 
care depends on the adoption of a holistic approach that also takes into 
account the socioeconomic environment, inseparable from physical dis-
ease. This form of mutual care from below proposes a model of shared, 
collective responsibility in response to the hierarchical relations inherent 
to biomedicine, premised on the submission of the patient to the therapy 
prescribed by the clinician (compliance).

Intrinsic to Christianity is the faith in the possibility of salvation of 
all individuals upon conversion. While all humans are born into sin, their 
moral weakness does not make them less worthy of saving. Based on the 
acknowledgement of this shared human condition, evangelical healing 
of addiction is devoid of moral stigma, and care is offered to everyone. 
On the contrary, stigma towards alcoholics is perpetuated by a medical 
system that considers them difficult patients, undeserving of the little 
time and scant resources allocated to primary care in the rural milieu. 
Since the 1960s, medical understanding of addiction has been premised 
on the paradigm of a genetic and/ or environmental predisposition and 
on chronicity: addiction could not be treated, but only controlled and 
stabilised through ‘prostheses’ such as pharmacological and psycho-
logical therapy (Garcia 2010, 16; Hansen 2018, 16). The addicts would 
thus be condemned to remain hopelessly trapped in the system of unjust 
relations that produced their addiction in the first place. The temporal-
ity of alcoholism is chronicity, not only as chronic disease, but also as 
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embodiment of the suffering and social conditions of the drinker, and 
of a history of colonisation and alcoholisation (the endless recurrence of 
structural violence).

Examining evangelical healing of alcohol forces us to think in new 
terms about the entanglement of chronicity and care: through the lens 
of deservingness, it shows how chronicity can be shifted to healing itself. 
Religious conversion offers addicts a way out of the vicious cycle of chro-
nicity, as by breaking the curse of the chronic disease, alcoholism is no 
longer an unescapable destiny. A shift is produced from chronic disease 
to chronic healing: the recovering alcoholic must actively engage in the 
religious activities of his congregation, or else he could experience terri-
ble relapses. The addict can escape the ineluctability of his condition, as 
long as he is committed to a lifelong (chronic) healing process. No longer 
a victim of historical circumstances or genetic predisposition, he assumes 
an active role in shaping his own future.
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Notes

 1. The 2018 World Health Organization (WHO) Global Status Report on Alcohol and Health 
reports a per capita consumption of 11.1 litres of pure alcohol per year for males overall in 
Mexico, which rises to 19.7 litres among male drinkers. WHO figures sketch a multifaceted 
situation, with a minority (6.6 per cent) of Mexican men affected by alcohol use disorders or 
dependence, but also a high percentage (43.6 per cent) of men abstaining from consumption 
in the past 12 months (WHO 2018, 211).

 2. Data from the National Commission for Addictions and from the WHO (2018) Report; both 
report data from 2016.

 3. Disability is defined by the WHO (2021) as an umbrella term covering physical impairments, 
limitations on activity and restrictions in participation in life situations.

 4. Originated in the nineteenth century, cantinas are the emblems of traditional Mexican drink-
ing culture. With their rudimentary furnishing and sombre atmosphere, these rustic establish-
ments are highly gendered spaces for the socialisation of working- class men.
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 5. CONADIC is a federal agency within the Ministry of Health in charge of coordinating the pre-
vention and treatment of problems related to drugs, alcohol and tobacco. The CIJ network is 
a civil, semi- public association founded in 1969 and now managed by the Ministry of Health, 
constituted by a network of 106 out- patient centres for the prevention and treatment of addic-
tions, plus 11 residential facilities across the nation. In 2016, 2,423 new patients accessed the 
services provided by the CIJs.

 6. In 2016, 53,000 patients were treated at the UNEME- CAPA centres, 37.1 per cent of them for 
alcohol problems.
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