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Travel with (chravl wid): to be troubled with, suffer from;

have a recurring medical problem.

Travel (chravl): euphemism for being on one’s death bed.

—Belize Kriol dictionary

A lot of people, countrywide, in the whole entire world,
here in Belize and Dangriga, are traveling with sugar . . .

—Anne, reflecting on diabetic sugar across three generations of
her family, 2010
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Approach

Emergency in Slow Motion

Sugar . . . has been one of the massive demographic forces in

world history.

—Sidney Mintz, Sweetness and Power

A lot of people, countrywide, in the whole entire world,
here in Belize and Dangriga, are traveling with sugar.
Diabetic is a dangerous thing . . . It’s like cancer . . .
It makes you get weak, it makes you get blind, because of the
sugar in your eyes and the pressure . . . It makes you get slim,
especially if you don’t know . . .
That is the most [serious] thing that is hampering the
whole entire world. The diabetic sugar . . .
The whole of your family can get the diabetic. You have
to look out [even] if you don’t catch it—maybe your children

later on to come . . .

—Anne, expanding on living with diabetic sugar in Belize

I have never seen a good stand-alone picture of “diabetes.” If not for
Mr. P’s storytelling, I might never have glimpsed it at all. He was paging
through a family album on the kitchen table in his home on Belize’s
south coast, showing me pictures of his wife. He smiled back at the old
photos of her as a Garifuna teacher standing firm beside a rural school-
house. We watched as on the pages she became a mother, then a grand-
mother. The next time Mrs. P appeared in the album, she was suddenly
on crutches. “Sugar,” Mr. P said simply as he paged forward in time, the
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photographs sharpening in color and filling with grandchildren. In a
family Christmas picture his wife’s entire right foot was missing. At one
wedding, both of Mrs. P’s legs were gone below the knee. We watched
her disappear a piece at a time from the pictures, until she was absent
altogether.

Later, that scene kept looping in my memory: Mr. P turning the
album’s pages carefully so as not to crinkle its plastic sleeves, the photo-
graphic record of loss a surreal counterpoint to the stories he told about
raising a family and caring for the generations to come. About the har-
rowing parts, he only ever repeated, “Sugar.” Back then, I didn’t know
about the dozens of different cellular pathways and blood capillary
injuries by which you can lose a limb to diabetic sugar’s wears. But I
could never forget how he narrated a series of slow losses that somehow
had come to feel inevitable.

At the time, T thought I would be writing about another health topic
altogether. Early in graduate school, I went for a preliminary visit to
Belize to lay foundations for what I thought would become an anthro-
pology project about people’s perspectives on worm control programs.
Mr. P had obligingly shown me the apazote leaves in his garden, which
could be added to a pot of stew beans for worm treatment. But clearly,
intestinal parasites seemed a minor footnote to him, in contrast to the
pink housedress still floating on a hanger near their kitchen window.
The more people I talked with, the more it appeared that the pressing
health issue on many people’s minds was not parasites, but rather the
shape-shifting disease of diabetes.

The worms I had initially planned to write about are so easy to visu-
alize. Public health campaigns focused on parasites often put cartoons
of their targets on T-shirts and sponsor museum exhibits that display
worms in glass bottles of formaldehyde. Fascinated viewers frequently
do not read the captions; they just stare at the grotesque-looking speci-
mens. Diabetes, in contrast, is strangely ineffable. You can’t show it to
anyone in a jar. It has no totem: no insect vector to put on letterhead
like malaria-bearing mosquitoes, no virus to blow up under a micro-
scope and target like Ebola, no tumor to visualize fighting like cancer,
no clot to bust like a stroke. It eludes any single, self-evident image.

As Mr. P showed me, in order for most pictures of diabetic sugar to
mean much at all, you need to know something about their before and
after in time and place. Yet traces of diabetes were everywhere in Belize,
once people taught me to pay attention to the quiet, constant presences
that so many lived with. I began to glimpse the negative spaces of what
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was missing: Bodies that sometimes slowly stopped healing. Potent
medicines and devices that sometimes slowly stopped working. Specters
of lifesaving technologies that existed somewhere else in the world.
Memories of former vegetable gardens and lost homelands. Loved ones
changing in photograph albums. Missing limbs, failing organs. An
empty dress left hanging to outline an absence.

I didn’t know how to read those signs when I first walked Belize’s
southern coast, observing what washed up along the tideline. But like
my interviews about the health of people and places, the tide arriving
from the deep ocean presented a knot of entwined lives I didn’t know
how to untangle: the last nylon strings of “ghost nets” that now make
up half of the ocean’s plastic debris, long abandoned by fishermen but
still catching life until they unravel; curds of broken Styrofoam in clot-
ted algae; hunks of dying coral from the heat-bleached reef; thin gleam-
ing strips of brown seaweed that looked as if they’d been unspooled
from the reels of an old cassette tape. Odds were that most of the bright
microplastic shards had once been food containers, perhaps ejected
from passing cruise ships decades ago in order to be worn down to such
confetti-sized slivers. I watched as local women deftly swept the day’s
debris from their stretch of beach, treating the sand underfoot like the
floor of a well-tended kitchen.

SHORELINES

These are some of the shorelines of sugar to which the stories ahead will
keep returning.! On a nearby wooden porch worn gray by brooms and
sand, I used to sit sometimes with Cresencia and her Aunt Dee in the
afternoon when it was too hot to walk anywhere. They would laugh
about how I looked even whiter when sweating out beads of sunblock
and invite me to stretch with them along the steps, trying to catch a lit-
tle breeze from the sea. Dee liked to show me the latest foil punch card
of tablets from her small bucket of “sugar pills”—an old joke that
stayed funny both because they were pills for her sugar, and because she
honestly could never tell whether the clinic’s diabetes medications were
working better than a placebo. Cresencia had stopped taking insulin
injections for carefully weighed reasons after the hospital had last given
her up for dead. But from the porch, you could see the tree where a meal
of lavish Garifuna dishes had once been buried in the sand as part of an
emergency chugii, offerings for the ancestral spirits who had revived her
from what her physicians were certain would be an irreversible coma.
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Not far from there, on a sunny overgrown highway parallel to the
coast, a teenager with type 1 diabetes named Jordan used to walk in a
determined half delirium, trying to reach the hospital before diabetic
ketoacidosis set in. It was also along this coastline that a legendary
healer with diabetes named Arreini used to send me with a tub to hang
her sopping laundry after we finished at the washboard, little chores
that were part of the daily test and price of being an old midwife’s stu-
dent. If I didn’t use enough extra clothespins for her heaviest shirts to
stay on the line in the stiff sea wind, she would snap at me, “Merigan!”
(American), and T was not allowed to ask her any more questions for
the night.

Somewhere far across this water lay the sugar islands from which her
ancestors had come, and toward which this story will slowly wend back
in trying to understand the sugar now rising in her family’s bodies. It
was also in Arreini’s seaside kitchen where I met her daughter Guill-
erma when she was hoping to receive dialysis to clean her blood—even
though such intricate technologies from abroad were nearly impossible
to procure at that time, much less maintain. Some of these friends have
thrived for many years past medical predictions. Other people I knew
dealt with limbs that eroded from diabetic sugar and eventually required
amputation. Many of their heaviest losses happened between my irregu-
lar trips back, although over the past decade T have also known many
people whose injuries were painstakingly mended.

Most everyone in Belize had somehow witnessed the long list of strange
ravages caused by diabetes: blindness, renal failure, bone disease, dead-
ened nerves and numb limbs, pain shooting through limbs or stinging like
needles, hunger that did not stop when you ate, thirst that lasted no mat-
ter how much water you drank. Whenever I thought I finally knew what
diabetic injuries looked like, it seemed I would encounter some new man-
ifestation. Like a dream or a nightmare that kept revealing more images.
Once, a friend called me to come over after midnight, but there was noth-
ing either of us could do. We stood watching her mother, Sulma, running
through the house as it got harder to catch her breath or even breathe,
after years of diabetes complications had contributed to organ failure.
Her children had saved up to buy her an oxygen tank, but it cost one
hundred dollars and had already run out. Sulma thrashed through the
kitchen like someone trying to claw toward the surface, only there was no
water. It looked like someone drowning in the open air.

“Far from being a disease of higher income nations, diabetes is very
much a disease associated with poverty,” Jean Claude Mbanya of Cam-
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eroon has argued, writing as president of the International Diabetes Fed-
eration. “The global community still has not fully appreciated the urgent
need to increase funding for non-communicable diseases (NCDs), to
make essential NCD medicines available for all and to include the treat-
ment of diabetes and other NCDs into strengthened primary healthcare
systems. The evidence for the need to act will soon be overwhelming.”?

The president of the Belize Diabetes Association, Anthony Castillo,
once told me how strangers often tell him he doesn’t look like he has
diabetes. He laughed about this: “Well, how are you supposed to look?
Is there a look?” And it’s true that if you went by the pictures that tend
to show up in international papers, it would be easy to mistake globally
rising diabetes for a well-understood, generally mild affliction simply
linked to excess. When international media coverage of diabetes appears
at all, it often implies individual misbehavior—as if people with diabe-
tes simply cause their own conditions—like the upsettingly typical
Economist headline “Eating Themselves to Death.”?

These commonplace news stories and assumptions probably would
not upset me so much now, if I had not once accepted some version of
them myself.

A GLOBAL EPIDEMIC AS SEEN FROM BELIZE

Although it took me awhile to realize, [ was one in a long line of outsid-
ers who traveled to places like Belize assuming that infectious diseases
must be the country’s key health issues. Contagious conditions could be
serious matters too—the Stann Creek District, where most of this book
is anchored, was experiencing one of the highest HIV/AIDS rates in
Belize, and Belize had the highest rate in Central America.* Yet as Gari-
funa anthropologist Joseph Palacio observed of HIV/AIDS in Belize: “It
is a disease that is killing our people. But there are other diseases that
are not receiving as much attention. They are diabetes, hypertension,
and glaucoma. There is hardly one of us over 40 years of age, who does
not have one or more of these public health problems.”’

During my initial visit to Dangriga, I asked a prominent Garifuna
physician for feedback on my proposed project. He urged me to focus
on diabetes and its many chronic complications instead of parasitic
worms. He also offered to mentor the project if I came back to spend a
year in Belize, getting to know people who were interested in being
interviewed about their experiences and trying to learn something about
the ways they were making sense of what was happening.
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Many doctors worldwide are also confused by the ways diabetes is now
changing. Type 1 (about 5 percent of the world’s cases) used to be com-
monly called “juvenile diabetes,” while more gradually developing type 2
was labeled “adult onset diabetes” (about 95 percent of cases). They are
both rising steeply. Over one million children and teenagers worldwide are
now estimated to have type 1 alone.® But today, more children are also
developing type 2, and more adults type 1. In untreated versions of either
type, high or low blood sugar wears on the blood vessels carrying it.
These vascular complications can accrue into severe injuries over time,
including organ damage and limbs with circulation so limited that even
tiny ulcers might end in amputation. Some researchers today propose to
frame types of diabetes instead more like gradations on a spectrum, offer-
ing new labels: severe autoimmune diabetes; severe insulin-deficient diabe-
tes; severe insulin-resistant diabetes; mild obesity-related diabetes; and
mild age-related diabetes.” Many of the first people I met in Belize, though,
simply called it all sugar. I framed this project’s scope accordingly.

By the time I returned to live for a year in southern Belize in 2009—
10, [ had read everything I could find about diabetes. There was an odd
dissonance between the tenor of U.S. public health conversations at the
time, where the topic was still often assumed to be minor background
noise, and statistics I could not really fathom. For instance, the Interna-
tional Diabetes Federation estimated that diabetes annually killed more
people worldwide than HIV/AIDS and breast cancer combined.® Some-
how, I typed abstract numbers over and over into research proposals
back then without grasping the implication that a significant number of
the people I was getting to know were going to face untimely deaths.

This book is set in Belize, but it also signals a global story. Diabetes
takes specific shape in each life, family, and nation—but it’s also spread-
ing and causing unevenly patterned injuries and deaths in nearly all
countries in the world today. Belize was dealing with the situation about
as well as a very small country with limited resources initially could
manage. Most health workers and policy makers I encountered in Belize
cared greatly about trying to address the rising issue of diabetes. The
uneasy scenes in this book show just how complicated a global problem
diabetes is—even for a small country labeled “middle income” by the
World Bank’s relative standards, where so many community leaders and
caregivers are working hard to respond. Many health officials and doc-
tors in Belize actively encouraged critical dialogue, and were trying to
expand discussions about the next steps against a growing epidemic in
which their offices and many others have some role to play in future
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BELIZE CITY, Wed. Aug. 4, 2010
The number of diabetes deaths in
Belize in 2009 hit 130, up from 103
reported cases in 2008, according to
official health statistics from the
Government of Belize. This makes
diabetes the leading cause of death in
Belize. In 2008, diabetes tied with
murder for the #1 spot, as a record

as well as intestinal
infectious diseases.

Of note is that among males in
Belize, homicides and purposcly
inflicted injuries were blamed for the
most deaths. This was especially true
for youth ages 15 to 29, among whom
violence is the leading cause of death.
In fact, the death rate of males in this
age group was more than double that

of females their own age.

National headline, August 2010.

policies. But the fact is that the food systems and agricultural toxicities
contributing to diabetes are domains far beyond the purview of any
Ministry of Health alone. Even the wealthiest governments in the world
have not managed to bring diabetes under control.

Belize is so beautiful that its reputation as a vacation spot for Europe-
ans and North Americans can saturate even academic visions and dis-
tract from serious life struggles. The country’s name often brings cruise
ship brochures to mind. But many citizens, of course, also struggle with
material constraints and social issues similar to those in neighboring
countries, as much careful anthropology in Belize has shown.” Still, T
have received enough questions over the years from audiences who have
not taken social struggles in Belize seriously that it is worth reprising a
thumbnail sketch of resource context: Belize is somewhere toward the
lower economic range of countries in Latin America and the Caribbean.
It is among the countries where the average income is more than four
thousand dollars but less than five thousand dollars, according to World
Bank estimates of GDP per capita in 2016. For a sense of regional refer-
ence, the other five countries listed in that income range include Jamaica,
Guyana, El Salvador, Guatemala, and Paraguay.'°
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The Stann Creek District has the highest rate of diabetes in the coun-
try, nearly double the national average.!' I talked with all kinds of people
across Belize’s tiny and diverse population. But as I began to be intro-
duced to families dealing with diabetes, I ended up meeting a dispropor-
tionate number of Garifuna people (more properly, in plural, Garinagu).
Both Black and Indigenous,'? Garinagu make up some 5 percent of Belize’s
overall population but represent the majority of residents in Dangriga.
They number among the world’s surviving speakers of a Carib-Arawak
Kalinago language and widely consider themselves a “nation across bor-
ders,” as Joseph Palacio puts it," with thriving communities across Gua-
temala, Honduras, Belize, Nicaragua, and U.S. cities from New York and
Los Angeles to Chicago. “Certain diseases are known to have high inci-
dence among the Garinagu relative to the wider population,” the National
Garifuna Council (NGC) of Belize wrote in its statement on health.
“These include diabetes, hypertension, hepatitis, cataracts, and glaucoma.
There is urgent need for studies to be carried out as well as the provision
of treatment.” !

Wading with patients across washed-out roads knee deep in mud to
keep doctor’s appointments, or traveling by canoe alongside everyone
else when Tropical Storm Arthur washed out Kendall Bridge (which cut
off the single road that linked southern Belize to the rest of the country
and its only tertiary care hospital), I saw how realities often labeled
“environmental” in the keywords of an academic journal were already
part of the terrain that people with diabetes were negotiating in life.
Nurse Suzanne recalled floating from rooftop to rooftop a few days
after Hurricane Iris to deliver diabetic pills and insulin. The rough boat
ride through floodwaters made her seasick, but she had heard how
many families—on nearly every rooftop—had at least one person going
into a coma or other diabetic emergency on top of their houses.

Once, I rode through the Maya Mountains in the back of a slow-
moving ambulance with Paulo and his young daughter Elisa, wondering
about tipping points. Elisa’s pharmaceutically induced high blood sugar
was a secondary concern to the fact that her skin was “coming unglued,”
which may also have been a side effect of the steroid medicines. We
never knew for sure. There was no IV rack, so Paulo and I took turns
holding the bag until our arms shook. None of us had been inside an
ambulance before. We had imagined speeding to Belize City, but instead
we told each other jokes about wishing bus drivers would travel this
slowly along the precipitous highway.
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Years later I followed behind Paulo as he chopped dense jungle plants
away to clear Elisa’s grave, the surrounding vegetation’s growth a ruth-
less account of the years I had been gone. I have never felt more respon-
sibility than when I learned that her mother, Angeline, had waited three
years for me, and together we made the trip to see her daughter’s grave
for the first time. Afterward, Angeline handed me a photo of herself
kneeling with open arms as Elisa took her first baby steps. The fact that
the picture’s chemical exposures had outlasted Elisa’s seemed to dissolve
all the words we tried to say. I gave them an image in return, an orna-
ment engraved at a Pennsylvania Christmas shop. They cut the ribbon
off and nailed it to the dash of their pickup truck.

Elisa’s real name is written on that ornament, but not in this book.
One difficult decision in finalizing this project was that most of its con-
tributors requested that I use their actual names. “But then it wouldn’t
be true,” one research contributor protested, when I asked for her input
choosing a pseudonym. Others did prefer to create new names, as Belize
is such a small place.” For this reason, I have mostly stuck with typical
anthropological conventions of changing people’s names unless they are
public figures whose names have been previously published, changing
place names except for district capitals, and at times blurring particular
identifying details. Still I remain uneasy about these trade-offs, wanting
to recognize people’s intellectual contributions to this project.

On the other hand, most everyone I met in Belize has more than one
name. When Antonia later told me to call her Beh, she said that when I
first arrived at her door with a nurse asking for her by her legal name, she
knew we had not been sent by friends. Her neighbor Kara had not even
known her own legal name until she went to vote for the first time and
discovered that in the state’s eyes her name was Roseanne. Her mother
had chosen to call her children by one set of names in real life and to write
another name on official documents for them to claim one day or not as
they saw fit. I offer this book’s names in something of that spirit, an extra
name that could be opted into or plausibly denied by each of these indi-
viduals as lives change over time. It also remains a way of asking readers
to engage with the larger health and social issues being described, but to
respect the privacy of individuals unless they have reached out first.!®

The slow time-lapse stories unfolding in Mr. P’s album were also
shaped by a gradually changing landscape. Erosion touched human
bodies as well as their environs, atmospheres, and infrastructures. They
all wore down in ways that were materially connected. In fact, Mr. P
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and I first started up our conversation while standing in the doorway of
a stranger’s barn, watching the broken-down yellow school bus we’d
been traveling on get pulled up a hill backward by another school bus.
That road strained many engines, and bad weather chronically wors-
ened already rough terrain. That particular afternoon, the hours sitting
around the farm where our bus broke down felt like the opposite of a
crisis. But that same trip for someone urgently needing medical care
would have been a very different matter. One woman recalled how her
surgeon planned to cut below the knee, but the vehicle carrying two
necessary bags of blood sent by a loved one got stuck in flooded roads
after a storm. The infection moved faster than the ambulance. By the
time the blood delivery arrived, the surgeon had to cut above.

TRAVELING WITH SUGAR

One of the first expressions I heard for diabetes when I arrived in Dan-
griga was “traveling with sugar.” Sugar is a very common phrase for
diabetes—though “traveling with sugar” is not a set label, just one pos-
sible translation. In Belize’s English Kriol, to “travel with” has long
been a term for living with chronic disease.'” This striking turn of phrase
stayed with me as I saw how trips in search of care were a significant
part of how many people with diabetes spent time, often traveling by
slow public transportation to far-flung clinics, hospitals, temples, or
other destinations in search of materials “to maintain” themselves and
support their family members. “Traveling with sugar” also echoed com-
mon reflections that living with diabetes could feel like being on a
strange trip or a very long road, chronic routes that people had to navi-
gate for themselves without knowing where it all might end up.

In Garifuna idiom, one could also “travel” in a spiritual sense,
through forms of inner reflective work or metaphysical communication
with visiting ancestors. That is why expressions like “to take a trip” or
“to get a passport” can double as Garifuna euphemisms for death.'® I
remember stopping by Ara’s house on the night before she died, its
familiar rooms suddenly filled with children who had made the trip
from Chicago when they heard the news. They told the nurse I was
accompanying not to worry about checking Ara’s sugar unless she woke
up again. “She is traveling now.”

If some of the people I met were traveling with sugar, I was trying to
travel part of the way with them: to be worthy company in moments
when people invited me somewhere, to write down what they offered
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up, to ground my questions, and to learn what I could from faraway
libraries or locations abroad that might fill in some blanks about the
deep divides between us and the uneven conundrums people faced.
Foods, technologies, and medicines were also traveling. Like the move-
ment of people, objects’ mobility could be capacitated or curtailed by
larger infrastructures. Some of the most profound “travels with sugar”
were the first journey across a room on a new prosthetic leg or learning
to travel on one’s hands, people teaching each other to move again as
bodies and worlds change.

An ambulatory anthropology of sugar draws attention to how differ-
ently we each circulated through the same infrastructures, and how my
own comings and goings contrasted so starkly with the mobility of oth-
ers. Sometimes, but not always, I could borrow a pickup truck and offer
rides to the hospital for emergencies. I accompanied hitchhiking friends
to doctors and glimpsed the terrible frustration along certain junctures
as air-conditioned resort vehicles sped by, but I have also been a passen-
ger in precisely such private vehicles that passed by good friends. There
was no eschewing the tourist infrastructures I moved through and no
avoiding their troubled histories and ongoing implications they carried.
And, of course, traveling with sugar can mean all of this too, trailing
charged colonial legacies: travel with money, pleasure, illicit gains.

Tourists were hardly the only ones coming and going. “Garifuna peo-
ple, we travel,” Antonia told me emphatically. “We traveled from Africa.”
For many proud members of the Garifuna diaspora, traveling is an impor-
tant idea far beyond health alone. It signals a deep history of fierce per-
sistence against ongoing dispossessions and today includes a diasporic
community of more than three hundred thousand strong around the
world. “Travelling the ocean under British control” is the first theme that
Joseph Palacio highlighted in his oral history work, when he italicized the
word to signal its meaning as both a specific historical practice and a
more abstract ideal of active navigation through a matrix of oppression."’
“I Have Traveled” (Afayahadina) is a well-known Garifuna song that
describes the composer’s good fortune: “While she has traveled and seen
the world, she chooses to remain in her home village.”?°

Others wished for such luck. Reliance on medical technologies like
dialysis often thwarted people’s plans to eventually return home. Some
in U.S. cities even considered themselves in medical “exile,” stranded
abroad with diabetes and its complications. Still others in Belize who
were more tenuously connected to kin networks abroad nonetheless
lived with full details of the medical specialists they could not reach.
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Even a modest job in a U.S. paper cup factory could open a world of
retirement resources to be leveraged back home later, such as when one
woman in Dangriga had her specialty diabetes prescription pills (una-
vailable in Belize for any price) delivered monthly via FedEx from a
CVS Pharmacy in Chicago.

Traveling organizations like the Belize Diabetes Associations of New
York and Miami coordinate with wider networks from across the Car-
ibbean and Central America to bring care teams to Belize each year.
Many individuals who contributed to this said they considered these
kindred transnational communities as the publics—along with caregiv-
ers and families living with diabetes elsewhere in the world—that they
hoped this project might reach. Accordingly, I have placed certain
reflections meant for academics alone in footnotes and online, trying to
find language that might also travel.!

Of course, the word sugar already contains many journeys and histories.
One version of how sugar’s pivotal episodes altered the course of Garifuna
history might go like this: Columbus planted sugarcane on what became
the Dominican Republic in 1492.22 By 1505, the first slave ships arrived.?
The Caribbean archipelago at that time was one of the most heavily popu-
lated geographies on earth. By the late eighteenth century, some 9o per-
cent of the Kalinago population and other Indigenous peoples of the Anti-
lles had been exterminated by military campaigns and European epidemics,
as island after island was converted into sugar plantations.

By the late eighteenth century, the last Indigenous-controlled sover-
eign territory in the Caribbean was Saint Vincent, an island strategically
chosen as a fallback point because its mountainous geography allowed
for fierce defense. It also became home to a growing community of
mixed Indigenous and African ancestry (including men and women
who escaped boat by boat from the sugar economies of surrounding
islands), which colonial authorities soon labeled “Black Caribs.” This
group that came to call themselves Garifuna®* defended their land
against European invasions for nearly two hundred years, winning a
long series of wars against the British. In 1796, the British military
finally managed to exile the majority of the Garifuna families from their
land, which they had called not Saint Vincent but Yurumein, “Home-
land.” This violent dispossession occurred because the English wanted
their land for a sugar plantation.?

There are at least two plants relevant to the topic of global diabetes
that were growing on Saint Vincent on the day of Garifuna exile, both
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of which British companies would later sell back to the descendants of
those Garifuna people who were packed into the hold of the warship
called Experiment and its fleet. The primary one was sugarcane. But
another was a weedier specimen with tiny pale flowers that the British
had bioprospected from Turkey long ago—Galega officinalis, the botan-
ical source for metformin, which is today the most widely prescribed
diabetes pharmaceutical in the world.?

An estimated three-quarters of the Garifuna population died during
this forced removal from Saint Vincent to Central America, especially
while being held captive on the isle of Balliceaux. Many of their ances-
tral crops were also lost during this time, although survivors managed
to keep cassava plants alive in the ship’s hold, watering them with their
sweat.”” But the majority of their medicines, foods, and vegetables fell
into possession of British planters, who sent samples back to London
for agricultural exhibits and testing by pharmaceutical companies. The
British called this the Garifuna people’s “transition.”

In public health, the term epidemiological transition is often applied
to explain the rise of chronic conditions (such as diabetes) in the late
twentieth century.?® In contrast, this book aims to craft a troubled,
interrupted, and slowed-down version of this transition story: one that
approaches the uneven distributions of diabetic sugar in relation to the
ongoing effects of colonial legacies and modes of knowledge making. To
do so, it builds on the arguments of numerous scholars who have con-
sidered the interrelations between colonial violence and rising diabetes
elsewhere in the world, and considers ethnographic realities in relation
to these shape-shifting histories.?’

No one factor alone can explain the way the odds have gradually been
stacked against healthy agriculture in places like Belize. But if you take a
step back and play the history over again slowly, there is a before and
after to how food systems have changed. For Garinagu, some of the rel-
evant episodes upon arrival in Belize could include many small incidents:
The colonial creation and subsequent neglect of Garifuna land reserves.
The year the farming demonstrators got defunded. The year the govern-
ment stopped selling the variety of rice that people knew how to grow.

Many tracts of land have been sold to foreigners to cover diabetes
medical bills. The changing kinds of foods sold in local grocery stores
also each had a history. More recent shifts only compound much longer
histories of dispossession: Back in the 1790s, British authorities had
dispatched natural scientists to define racial markers in hopes of dis-
proving the Garifuna’s dual ancestry as both Black and Indigenous in an
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effort to deny them legal rights to their ancestral territory. Even today,
Garifuna people still struggle to be legally recognized as Indigenous by
the state—part of a new era of land sovereignty struggles and agricul-
tural transformations that this account explores, in relation to nutri-
tional changes and gradually rising diabetes rates.>

For all that has changed since the days of Saint Vincent, there are cer-
tain disturbing continuities over the centuries: sugar remains a primary
sign of violence and uneven injuries, and industrial profit continues to
accumulate around preventable deaths and patterned land dispossessions.
In this sense, the struggles with diabetes described in this book could be
read as only the latest chapter in five hundred years of traveling with sugar.

In Sweetness and Power: The Place of Sugar in Modern History,>' Sidney
Mintz famously argued that the rise of a British “sweet tooth,” related
to changing factory labor that drove global demands for sugar, could
only be fully understood as part of a global system that relied on the
exploitation of land and labor on sugar plantations in the Americas. Yet
Mintz actually began his investigations on this matter with a much more
granular mode of anthropological storytelling about Caribbean sugar:
the individual life history, which narrated the experiences of one per-
son’s trajectory working in cane. This approach revealed social dynamics
without assuming any individual was modal or “representative” of a
given population.® Mintz’s later account of sugar as global commodity
in Sweetness and Power was an attempt, he said, “to trace backwards”
the norms he encountered in the course of individual life history work.

The realities of diabetes examined here might be considered living
sequelae of the transformations that Mintz described, sugar out of place
in modern history. In what follows, I try to bring these two ways of
approaching the anthropology of sugar—individual life histories, and
global histories of racial capitalism*—together in the same book. Talking
with people and thinking with their own insights into their conditions, as
my teachers Jodo Biehl and Adriana Petryna show, “compels us to think
of people not as problems or victims, but also as agents of health”3*—and
co-envisioned ethnography as an “open system” for public exchanges
that may continue long after books end.*

In juxtaposing life histories with global stories of commodities in
systems, the aim is an ethnographic version of world systems theory
that stitches together glimpses of global processes and infrastructures
with their living consequences for people. There is, inevitably, some
trade-off in depth when trying to assemble bits and pieces from this
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broad scope, at times only gesturing toward enormous literatures with
deep relevance—anthropologies of environmental change and food
studies, ethnographies of medicine and global health, social studies of
science and technology, settler colonial and postcolonial histories,
debility and disability studies, work on maintenance and infrastructure,
and Belizean and Garifuna cultural histories, among others. While a
more narrow framing might make academic analysis easier, it would
not do justice to the stories of individuals who are dealing with elements
from all these intersecting arenas in trying to live with the erratic sugar
in their bodies.

I approach such fraught storytelling guided by Mintz’s insight that
none of us exists outside the global legacies of sugar—to the contrary,
he argued, we are each related in ways that we might not understand. In
this view, the uneasy position of my own whiteness is not something to
be disclaimed. It is a constitutive part of the global legacies of sugar in
question, and a role I occasionally perform as narrative foil.

Whatever else the diabetes journeys recounted in this book suggest,
they are also haunted by thwarted and incapacitated travels: life-giving
mobility that got occluded or made unthinkable for others, even while
often available to me. It is painful to recognize that after all these years
of trying to share connective experiences and find commonality with the
people who appear on these pages, the places where our paths diverged
may be more illuminating than any of the junctures where they joined
up for a short while. The unjust gap between my “travels with sugar”
and those of others also sheds light on chronic infrastructures much big-
ger than any of us—ones that you are somehow positioned by too.

In an aging world system, there are “remainders of violence”3¢ at
play with power of their own, exceeding anyone’s conscious intent. But
exactly what that meant (or might come to mean) for this story was not
easy to name. The more that people taught me about their actual ways
of living with sugar, the more these suggestive parallels with bloody
histories seemed to both provoke and defy easy conjugation.

Sweetness and . . .

What?

ERRATA: METHODS AND MISTAKES

I have always been unsettled by errata: strange little scraps of text
appearing at the edge of feature news stories and journal articles, like
misplaced footnotes that set straight some error from a past edition
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gone by. The irony of errata is a fundamental one: by definition, corri-
genda are uncorrectable corrections. The flawed template has already
gone to press; revisions are no longer possible. All that is left to do is
append, painstakingly detailing these mistakes and noting how they
might be written otherwise for future versions. Errata are always details
out of time and out of place, residues of errors coming to public aware-
ness at least one issue too late. Yet it matters, not just technically but
somehow ethically, to note for the record any mistakes observed too
late to actually be fixed.

These thoughts about acknowledging unresolvable past errors stayed
close in mind as I learned more about painful colonial histories and their
material legacies across the Caribbean and Central America. But as I set
out to do ethnographic work in Belize, a more immediate scale of con-
cerns also began to take over my daily routines and attention. In addition
to meeting people around town and visiting the local hospital, T also
began going on home visits with caregivers from a local clinic. Those
home visits often felt like observing not only a healthcare system, but also
its gaps—diabetic sugar was part of people’s domestic worlds in ways
that far outpaced its “medicalization.” I was very careful to repeat again
and again that I was not a physician or a nurse (although people still
called me both constantly). On these routes, I worked to act within the
parameters of what a volunteer would be permitted to do in a U.S. car-
egiving situation; by way of a guideline, I would only participate in
errands and practices that an amateur would be allowed to perform in
U.S. homecare, terms that I knew from working in home care during col-
lege. But I sometimes found it unsettling how much expertise and medical
power people were at times willing to allot to me. I was asked to do things
like remove stitches and give insulin injections—which, of course, T did
not do—but I had to draw firm lines about the medical forms I was not
willing to wield. The mere fact of being asked to assist with these techni-
cal tasks when stopping by people’s homes was a discomforting window
into what they were facing: many of those diagnosed with diabetes also
worried that they lacked sufficient expertise to safely inject themselves or
their family members with insulin at home. Yet that was what therapeutic
“adherence” often required.

During this time, I tried to mark myself as an anthropologist by avoid-
ing certain symbols of the medical profession—for example, I decided
not to wear scrubs as an everyday uniform when accompanying nurses
or doctors on home visits, even though I was asked to do so once by a
clinic director, worrying this would deepen people’s confusion about my
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role. Meanwhile, other things I had used in the past to mark myself as an
anthropologist—such as a notebook, clipboard, or paperwork—are all
signifiers that anthropology shares with medicine. These items seemed to
confuse people more about my connection to the healthcare system,
rather than clarify my purpose. So my digital tape recorder became
important to me during this time, as a marker of “not-doctor.” The tape
recorder often made conversations more awkward but felt like an impor-
tant tool to try to make sure that people were telling me things as a
storyteller.

It became apparent that there was also a local notion of research ethics
circulating. This was explained to me by my language teacher on my first
day in one Maya village where I worked. She told me the last anthropolo-
gist who had worked in their village had not “given back,” and as a result
he had met a bad fate. (And it happened that this professor was suddenly
killed at a young age.) This was how some people in the community read
his death, and she kindly said that she wanted to warn me from the begin-
ning, so I could go forward only if I felt comfortable with the risk. Her
tone was nothing like a threat—more like a disclosure of the risks this
research could entail for me. Was this also a version of informed consent?
If something happened, it would not be her acting, she explained—it was
not like the metaphysics of obeah or human-directed witcheraft. The lan-
guage and cultural knowledge itself had a force that could take lives as
collateral for upholding the ethics and reciprocity of our relationship.

But less righteous lethal forces were also at work. The stakes of nego-
tiating different ethical fields felt much greater once people I knew
started dying. Once in a while, I would go to visit someone for an inter-
view and find out they had died. In addition to wider circles of less
intensive interaction (people I interviewed once or twice), there were
fifteen people I began visiting once or twice a week, every week, for a
year—the kind of gradually built relationship in which you really get to
know a person. Thirteen of the fifteen have died since then. I had not at
all expected this intensity in advance, and because these events became
personally overwhelming, they also changed the kind of impressions I
gathered. Sometimes writing my daily fieldnotes felt like attempting to
cast death masks of people in their final moments, trying to capture
something dignified about their lives before they were gone. At one
point I tried to think of these as tributes or memorials; but they are also
something more uncomfortable than that.

At this time, T also began paying more careful attention to the Gari-
funa death rituals that were happening around me. Messages received
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from the dead were part of how people situated their diagnoses from
the hospital. Many Garifuna rituals centered around a notion of feed-
ing the dead by cooking enormous feasts for ancestors that are thrown
into the sea or buried in the sand. Since I was studying diabetes, this
use of food seemed important because it often involved the very dishes
that people living with diabetes were commonly advised not to eat—
white rice, rich soups with coconut milk bases, desserts, and rum. The
same foods being used to keep memories of the dead alive had become
dangerous for the living.

I felt a deepening sense of undirected anger and ineptitude as numer-
ous people with diabetes I had known died preventable deaths in the
fatal fictions of “noncompliance.” Through experiences such as sitting
with a mother who asked me to take a turn holding her son’s dead
body, I came to understand something more about the ways a lost sense
of security might become a chronic imprint or bodily change in some-
one. Shortly before I left, someone tried to break into the room next to
where I was sleeping one night. I later learned that the thief had most
likely been a child; nearby that night, someone else reported a break-in
where the footprints in the sand looked too small to belong to an adult.
Only ham and a loaf of bread were stolen; a laptop was left untouched.
Afterward, I thought often of the little ham thief. What does it mean for
a child’s hunger to coexist in plain sight of tourists’ luxury resorts?
What happens when such profound inequalities take root over time? It
was a context in which being any kind of white person left one with an
unshakable sense of complicity, crucial not to disregard and impossible
to escape.

I did not know how to process that sense of underlying danger and
inequality. Here I was trying to understand medicine in the context of
Garifuna notions of death while also becoming paranoid about my
own. I lost twelve pounds in four days to an acute illness in April, then
got pneumonia. And shortly after someone had tried to break into the
nearby window, I found out that I was—by sheer coincidence—working
in a clinic built on the exact place where an earlier white anthropologist
who worked in the village had lived. T did not find out until late in my
research that he was murdered in Belize. The figure of the killed anthro-
pologist was therefore a disciplinary legacy in both places where I
worked, which I came to feel unwittingly but inescapably connected to
somehow. Just by choosing to stay in the midst of bad omens, I found
myself also touched by a kind of Thanatos, which felt entwined with the
offerings to the ancestors and other dead unfolding around me.
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At some point, this unsettling context of my fieldwork became more
than the methodological realities of my research, but also a central heu-
ristic through which T was coming to understand the things I saw in
Belize: medicine in the communities where T lived; the way people 1
knew there sometimes thought of their illnesses as inevitable and the
imminence of death as intractable; the way this intimacy often became
part of how they communicated with their ancestors through rituals,
food, and songs; and the way people bore their losses, by redefining love
and communication as something that only grew more powerful in the
face of death. Maybe this was participant observation in a way too: I
came not just to observe but also to partially participate in an intermit-
tent reckoning with death.

For me, these methods came to feel like a postscript of obsessively
studied mistakes—some of which T observed in global institutions’ policy
documents, occasionally witnessed and at times felt complicit in, or
myself felt mistaken for engaging with in the first place. Of course, to
some extent errors are part of human relationships themselves and there-
fore inherent to anthropological research, perhaps even part of the con-
ditions for ethnographic possibility and its “troubled knowledge.”*” Carl
Jung believed that “mistakes are, after all, the foundations of truth,”
while Salvador Dali wrote of mistakes, “Understand them thoroughly.
After that, it will be possible for you to sublimate them.”%® Yet that does
not change the fact that I still considered or experienced certain events as
mistakes, whether witnessed or my own. Many of their consequences are
unfixable. But I like to think that maybe they can be appended in a lim-
ited way through what I write about them now.

If the following chapters started out with methods from the classic
anthropological genre of life histories, many slowly turned into death
histories—a painfully apt term I owe to Jim Boon.** Some of these sto-
ries are just fragments someone wanted to share. But others, more sus-
tained collaborations with those I at times came to think of as friends,
are perhaps more like elegies.* Garinagu have always written beautiful
elegies, sung on disquieting scales across porches and in living rooms as
well as ancestral temples. As Roy and Phyllis Cayetano describe, in such
Garifuna lyrics, “people and events can be recorded in songs like little
pictures which become public property and remain, long after the
former becomes a matter of history.”*

There is a certain sense in which my writing now feels like a partial
mirror held to such gestures of memory. Just looking at my field notes
when I work at night, hearing the voices of dead friends from Belize in
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interview tapes, and looking at pictures from this project became an
experience of constantly encountering ghosts and trying to find ways to
engage the dead and their memory. The attempt feels heavily borne
because of my sense of helplessness and complicity in being unable to
prevent their deaths.* Yet at this point, finding a way to tell these sto-
ries feels like part of my own ethical response to what I saw—maybe the
only one still available. Trying to write feels not only like a postscript to
the ethical dilemmas I encountered during fieldwork, but also like a
gesture toward appending the lives of these untimely dead. These chap-
ters are offered as corrigenda in the (hugely insufficient) sense of a place
where they might still be alive.

But I cannot write about normalized death from the outside; there is
no outside. I could only study the unequal systems I was caught in
together with others and note our vastly different positions within them.
Many understood the imminence of their own deaths much better than I
did at the time, testing me as a channel to an imagined public record or
wider stage with agendas of their own. Gestures of transformation
pressed against the jagged edges of things that none of us could change,
the playful and painful bound together. I never managed to shed the
contradictory roles that have been part of playing the role of ethnogra-
pher since colonial times, though I tried to perform them more collabo-
ratively: aspiring mediator, tolerable resource boon, academic authority,
implicated naif.

In some especially tense moments, I sometimes found my face freezing
into an overwrought smile in an effort to appear at least well intentioned
in my foolishness. Garinagu men wear masks with smiles like these when
they dance the Jankunu dance around Christmas, with seashells stitched
to their knees. They make the white masks out of cassava strainers
painted pale pink and decorated with forced frozen smiles, satirizing the
colonial absurdity of slave-owning white people and uniformed sol-
diers.** Above their whiteface the dancers wear hats decorated with gar-
ish paper flowers and bits of mirrors. But maybe these Wanaragua masks
also capture more than they mean to, or at least something they do not
purport to be rendering. There is a certain helpless white smile of some-
one who wants to be good but does not know how to face the violence
of the past they are tied to, which resembles both the mocking Jankunu
mask and my strained smiles in those moments. (Upon meeting a
stranger, many old Garinagu women will stare down your cursory smile
and not return it until they know you well enough for you to deserve it.
I admired the wounding honesty of this habit.)
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Masked character in Jankunu (Wanaragua) performance.

I have learned a great deal from the writings of anthropologists who
work to unmask systems of structural violence. But for my own project,
I gradually felt a more disquieting truth when acknowledging that I did
not even know how to unmask myself.

SLOW CARE

Many of the individuals I met in Belize came to number among the mil-
lions of worldwide deaths now attributed to diabetes each year.** Some-
how, the slow-moving quality of chronic conditions like diabetes—what
U.N. Secretary General Ban Ki-moon once called a “public health emer-
gency in slow motion”—seems to make it only more daunting to imag-
ine reversing its spread in the future. A range of disturbing statistics
suggests that today’s policy approaches have not slowed the rise of
global diabetes rates or mortality; to the contrary, these figures appear
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to have accelerated worldwide each year they have been tracked.
According to the latest projections of the International Diabetes Federa-
tion, the condition “affects over 425 million people, with this number
expected to rise to over 600 million within a generation.”* No health
institution that I am aware of predicts that current interventions might
be able to curb the problem on a population level. In this light, there is
global resonance to what was probably the single thing I heard repeated
most often by the Belizean and Garifuna individuals with diabetes who
contributed to this project: “It is my children ’'m worried about.”

Every story in the rest of this book is really the same story that Mr.
P taught me to see—chronic strains that slowly cause bodies to fall
apart and the people trying to keep each other together. In fact, each
chapter retells that same story again, from a different angle. When it
comes to diabetes, this repetition is no narrative accident. Fatigue and
relentless repetition are the defining features of what makes diabetic
sugar harrowing—people trying to stave off bodily loss and failing
organs day in and day out, year in and year out, over and over again,
utterly foreseeable, likely coming anyway.

It was only people’s work of maintenance, caring for each other in the
face of all this, that never stopped surprising me. When one new mother
told me that her dream with diabetes was to try to maintain for her kids,
I paused expectantly, waiting for her to finish. She shook her head. “And
so I must work hard to keep myself,” she said. I waited with my pen
poised for her to complete the sentence—to keep herself healthy, to keep
herself going? But as we sat in silence, I realized that she meant the
expression simply as it was—to keep herself, all of herself: the feeling in
her nerves, her fingers and feet, eyesight, life. I closed my notebook.

A slow epidemic both is and is not like other forms of violence.*” It
plays with time. It breaks down stories, as Rob Nixon memorably wrote
in his description of “slow violence”**—and unevenly wears on differ-
ent bodies, Lauren Berlant emphasizes of “slow death.”* But writing
can play with time too—allow for taking a step back and making visible
processes and their errata over a “long arc,” as people and places inti-
mately shape each other. If the slow violence of sugar continues to satu-
rate many of these stories, its harms demanded the kinds of practices I
often saw in Belize, which I came to think of as slow care—ongoing and
implicating joint work in the face of chronic debilitation.’® That is not a
caveat. It is the guiding frame for the rest of this book.

Looking back at these families’ survivance’® with diabetes unfolds
the small moments that make up this epidemic—allowing a chance to
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Galega officinalis, the plant source that became the blockbuster
diabetes drug metformin, at the Kew in London.

pause and reflect on how these realities came to be, and to try learning
from the moments of remaking and recovery already underway. Their
struggles bring to life Mintz’s argument that the point of drawing out
social histories of sugar is to remind each other that “there is nothing
natural or inevitable about these processes.”’? In contrast to how bleak
many global projections can make the situation feel, the Belizeans pro-
filed in this book taught me to approach the rise of epidemic diabetes
not as a settled past or an inevitable global future—but instead (as an
anthropologist once wrote of co-envisioned struggles elsewhere) more
like “a story we are all writing together, however we appear before one
another—ready, set, go.”>’



Past Is Prologue

Sugar Machine

Told me to keep my eyes open for the white man named
Diabetes who is out there somewhere carrying her legs
in red biohazard bags tucked under his arms.

—Natalie Diaz, “A Woman with No Legs”

Sugarcane sprouted bright green along the dirt road where I was look-
ing for Sarah’s house. Some patches were cultivated by people; but other
stalks grew wild in ditches of their own accord, hybrids strayed from
forgotten stocks. When colonial botanists collected cane specimens,
they often noted which stands had “escaped” from nearby plantations.
Sugar only needs to be planted once; then it can keep reproducing,
unless interrupted.

Media headlines about diabetes always seem to show bodies getting
bigger, but the stories I heard in this stretch of Caribbean Central Amer-
ica more often focused on fears of getting smaller. If you sat and talked
with people, missing body parts were often central to how they told
stories and measured time. Some felt phantom pains or dreamt at night
about running. Others, like Mr. P, watched with dread as it happened in
their families or heard about beloved elders lost piece by piece. Nurses
said that feet bitten by venomous snakes were easier to heal than those
poisoned by sugar.

In Belize, this common name for diabetes traveled across languages:
stigara in Garifuna, shuga in Belizean Kriol, aziicar in Spanish, kiha kiik
in Kekchi Maya, or ch’ubuk k’iik (sweet blood) in Mopan and Yucatec
Maya.' Some people described the dismemberments as a quietly surreal
spectacle their families were already living with amid a lack of public
acknowledgment: “They cut my grandmother down to a lone torso.”
Others spoke of dying in small pieces, like “my arm died that time” or

27
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“her eyes died first.” A Garifuna spiritualist with diabetes told me of the
new addition to her ancestral prayers—protection for “Feet, legs, toes,
hands, fingers, arms, eyes. Amen.” When a Maya seamstress walked
into a mobile clinic without realizing there was an embroidery needle
sticking out of her numb foort, the visiting physician knew that she likely
had diabetes before the two ever exchanged a word.

SWEETNESS

Sweet foot—a limb macerated due to diabetic injuries—is common
enough that you can find the term alongside other diabetes vocabulary
in the Belize Kriol dictionary:

sweet fut 7. abscessed foot due to diabetes. Sayk a weh Misa Jan ga shuga, ih
gi ahn sweet fut. Because Mr. John has diabetes, it gave him an abscessed foot.

sweet blod phr. 1) sweet personality. Raja eezi fi laik kaa ih ga sweet blod.
Roger is easy to like because he has a sweet personality. 2) diabetes. Dakta
seh Ah hafu kot dong pahn shuga kaa Ah ga sweet blod. The doctor says I
have to cut down on sugar because I have diabetes. See: shuga.

shuga 7. 1) sugar. Bileez sen lat a shuga owtsaid. Belize sells a lot of sugar
overseas. See: kayn. 2) diabetes. Dakta tes mi ma blod an ih seh ih mi ga
shuga. The doctor tested my mom’s blood and said that she had diabetes.
See: sweet blod.?

Sweet feet 1 heard said when it happened on both sides, which had
become Sarah’s predicament some seven years before we met. In the
Stann Creek District of Belize where she lived, an estimated one in four
people (and one in three women) lived with type 2 diabetes,® and some
five out of six amputations were due to sugar’s complications.* Certain
images sounded straight out of a war story, like when the hospital’s
incinerator broke down once and everything had to be buried. But at
the same time, it almost felt like nothing had happened.

The home that Sarah invited me to visit again felt comforting and
bright. Its paint flaked into pretty layers, like sycamore bark. The rooms
smelled of coconut rice and fresh laundry. I never saw her play the tam-
bourine, but its open crescent hung on a nail next to a mosquito net she
had improvised from a bedsheet to prevent insect bites. (She developed
this strategy after once hosting a botfly in her knee, which took almost
a year to heal because of high blood sugar’s complications). “My treas-
ure chest,” Sarah joked of the container she showed me. Amid the cozy
jumble of a lived-in room, her glass box of diabetes technologies looked



Past Is Prologue | 29

like a tiny museum case. Among bottles of pills and other archived med-
ical treatments, it held a broken blue and gray blood glucose meter.

“Tjust don’t know what caused it,” Sarah said of her sugar, which was
what she called the condition she had been living with since 1978. She
had always been slender in build, like many people I met who defied any
easy conflation of diabetes with obesity. When her first foot started going
bad, she said, it had started with a corn on one toe. It had just gotten
“miscarried away.” Miscarriages also figured centrally in women’s stories
about the effects of untreated sugar, and mortality during pregnancy for
both mother and child is another diabetes phenomenon that is likely
widespread globally (though reliable statistics are hard to locate).’ Sarah’s
sister living with uncontrolled diabetes had been somewhere among these
uncounted women, dying along with her baby during childbirth.

Sarah fondly recalled the Kriol midwife, Mrs. D, who used to go
door to door to visit those she knew were sick. “Every house. She would
walk.” She used to bathe and bandage Sarah’s ulcers to prevent infec-
tion. After Mrs. D died of cancer, the centralized health system was
never able to replace her day-to-day care work in the village—part of a
bigger story about homecare visits growing less frequent across Belize
as old midwives themselves died of chronic conditions. Sarah summa-
rized decades of care in hospitals by evoking a cast of doctors with good
medicine that came and went, and the boiled herbs she used in the
meantime; raw Clorox she applied for pain when a protruding bone’s
edge pushed into the skin. As she narrated the accumulated cuts and
recoveries, it seemed like her illness faded into the background, unlike
the FM radio she kept that blared theme music from Ghostbusters or a
reggae version of the Bryan Adams song Heaven.

“I would like to know how high it is,” Sarah said of her blood sugar
level. “Indeed.” The last time she had been rushed to the closest town’s
hospital, it was “five change,” over 500 mg/dL. “I have needles, but no
strips,” she said of her unusable Accu-Chek meter, which was quite
expensive (seventy U.S. dollars) and designed to require special brand-
matched parts (around fifty U.S. dollars for one month’s supply). Sarah
used to travel to the Guatemalan border town of Melchor—about five
hours away by bus—to purchase discounted blood sugar test strips, but
had not been able to lately. Her meter rested next to foil-wrapped pills,
which she took tentatively because she had no way to gauge her starting
point. Diabetes medications at times can make people feel more sick,
if the day’s blood sugar is unusually low or high. I was unsettled to real-
ize that the very objects that could have helped prevent her worsening
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injuries were both there and not there in the room with us, sitting as if
suspended in the glass box.

“Sugar machine” was Sarah’s name for the broken glucometer. Even
in her lilting voice, this hung in the air with an ominous edge. It was one
of the ways we were speaking in history, if not about it; getting to
Sarah’s village meant passing the remnants of another structure called a
sugar machine. We both knew that just down the road rested a steam
locomotive from the 1800s, mounted on eroded bricks like a train run-
ning nowhere, which had once boiled sugarcane into molasses. It still
stands next to the plantation’s evaporating furnace, a hot-air exchanger,
a Tredegar engine that pumped water from the river, and the crusher
with its flywheel. Their rusted-out pipes and oil tanks were etched with
places and names that I could barely make out under the moss: LoNDON
and RICHMOND, VA covered in lichen.

That particular sugar machine and its adjacent fields of bourbon cane
were established in the 1860s, long before Sarah was born, by a man
from Pennsylvania named Samuel McCutchon. He was friends with U.S.
president Andrew Jackson, who used to travel on his ship Pocahontas to
visit the McCutchon family’s Louisiana sugar plantation. Lists of the
enslaved people whom Colonel McCutchon owned in Louisiana fill seven
archival folders. He was among the Confederate sugar planters who fled
to then British Honduras after losing the U.S. Civil War. By some accounts,
more Confederates fled to Belize in the post—Civil War years than any
other receiving country.® In Belize, the workers in McCutchon’s cane
fields were mostly Garifuna, Kriol, Maya, and Chinese. He founded three
sugar estates in southern Belize,” transforming the landscape. Ruins built
by Confederate planters after the Civil War, some as far north in Belize as
Indian Church, are among many remnants of sugar machines still found
across the Caribbean and the Americas. It was said that Belize’s rainfall
was so conducive to quick growth that the cane bent over by its own
weight and then grew upward again into a field of S-shaped stalks, as if
the sugar had started to spell itself out.

SUGAR ROADS

One morning in 2010, Sarah told me that she hadn’t been able to sleep
the night before. “I just don’t know what it wants,” she sighed. I prod-
ded with a vague follow-up, and she explained she had tried Clorox.
The moment passed before I could figure out a delicate way to phrase
my real question: But what was i, that had wants?
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I used to think that “sugar” was a popular synonym that meant dia-
betes. But over time, I came to think that these labels often slipped into
each other but were not exactly the same. The effects of sugar routinely
exceeded common understandings of diabetes problems. Sugar was
alive in the landscape. It named something that escaped from the many
containers—biomedical, historical, scientific—of expert accounting. I
began to think that any stable account of sugar’s contradictory mean-
ings and excesses would miss the very thing that people like Sarah
named as the conditions they were trying to live with.

Belize is among the less cane-saturated places in the Caribbean. Nei-
ther Sarah nor her children worked in the sugar fields. Many people in
this book never talked about field labor or would trace their diabetes to
sugarcane. Yet they lived in a region not only dotted with its ruins, but
also fundamentally shaped by its far-reaching material legacies: where
people lived and how their ancestors arrived; the way land was parti-
tioned and used today and what kinds of things could grow there; the
system through which they bought foods and what foods those were.
Other associations were less literal but more pervasive. When a woman
drowned together with her four children after she dove into a shallow
pool trying to save them, people made sense of the tragedy by attribut-
ing her terrified actions to diabetic sugar: “The sugar made her panic.”
A man whose loved one had “gone mad” explained her breakdown in
this way: “The sugar went to her brain.” Sometimes sugar was not ame-
nable to intervention, but simply a way of speaking about terrible things
one could not change.

The way people talked in sugar, though rarely about it, brought to
mind Michel-Rolph Trouillot’s notion of implicit memories: “Tying a
shoe involves memory, but few of us engage in an explicit recall of images
every time we routinely tie our shoes,” he wrote. “Remembering is not
always a process of summoning representations of what happened.”®

People spoke in sugar so often that I began to hear it as a kind of
implicit memory. Trying to understand what hung in its silences, I called
someone who worked in curating more explicit memories of sugar: Mr.
B, one of Belize’s resident experts in sugarcane history, who suggested a
drive north. We met in a pickup truck with seats full of books. As we
shook hands hello, Mr. B said that shaking hands with a cane worker
can leave your hands itchy all day with the feeling of little fibers under
your skin, and I tried not to feel unsettled though that sensation is a
common symptom of diabetes. We talked on the road north to Libertad,
past Corozal’s British brick pillbox structures with gun windows.
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Cane Cutters, by Pen Cayetano.

Since sugar has no season, the fields outside the window were not uni-
form, each property in its own stage: burnt fields, high ratoon, the over-
grown dense green known for snakes and bugs. Harvest leaves a field of
stumps that have to be scorched to prevent stubble from sprouting from
the stalk’s joint-like nodes. Planting new sugar fields entails burying old
cane billets in the ground, which sprout regrowth called stands.

When we got out of the car at Libertad, I thought how that field was
the same one that many workers from Stann Creek District had once
traveled to reach. Pen Cayetano, a famous impressionist artist in Dan-
griga, was among the Garifuna men who left home in southern Belize to
work in the northern sugar fields of Libertad when he was a teenager. In
his studio—fragrant with oil paint and smoked fish and bustling with
family at work on art projects of their own—we sat on an overturned
canoe, and he recalled how the sugar fields barely felt like vegetation at
all: bright but not lush, sticky, known for the blind heat of the two
o’clock sun. When T asked if he might want to paint an image of his
memories of sugar work in Libertad for this book, he looked startled by
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my mental image of sugar fields as plantlike bright green. “You think I’d
paint the sugar green?” He shook his head. “It felt red.”

By the time Mr. B and T walked through Libertad on a hot day in
2017, the sprawling cane fields and laboratory buildings were long
overgrown. As we passed broken-down conveyor belts towering above
stacks of rusting vats, it was not difficult to see why historians like Eric
Williams viewed the sugar industry as a pivotal “synthesis of field and
factory.”” A single watchman kept an eye on the abandoned estate. He
led us past a pumpkin patch he was cultivating near the old office, still
hung with the rusted sign FACTORY MANAGER. Inside the derelict office
headquarters, the wood desk had rotted and most of the inside walls
had collapsed. But a metal filing cabinet in the middle of the room was
fully intact, sinking into the dirt.

“Time and space have no meaning in a canefield,” Jean Toomer
wrote in Cane.'® If efforts to enclose sugar in time and space often
seemed to unleash further misrecognitions, I thought from Libertad,
then I wanted to try following its wild entwinings instead. Somehow
that sugar factory’s feral filing cabinet became a helpful mental image
for me as I gathered together the notes for this chapter, a container to
temporarily order these bits of sugar’s far-flung histories.

More intense stories of “sweetness and death”!! elsewhere in time
and place shaped how people ended up living where T met them. On
Saint Vincent, sugarcane had become especially symbolic of Garifuna
people’s struggle to preserve their ancestral homelands at the end of the
eighteenth century. As Paul Johnson notes: “Though never laboring as
slaves, the Black Caribs lived under the continual threat of enslavement,
and very much within the expanding sugar plantation system.”!* Legen-
dary freedom fighters of what historian Julius Scott illuminates as the
“masterless Caribbean,”'® Garifuna fighters set fire to sugar fields to
combat encroaching British settlers. Sugar’s potent symbolism reached
such a point that during one war, Garifuna leaders found it fitting for
plantation overseers to meet their end “crushed between the cylinders
of a sugar mill, the symbol of British greed for Carib land.”"

Nearly two thousand miles away, in the mainland territory that later
became Belize, commercial plantations were legally prohibited by the
Spanish during the colony’s early history.” Kriol people like Sarah
descended from the enslaved families in Belize who once worked in log-
ging, but were still caught and sold within a broader regional system
founded on sugar markets. Most who ended up in Belize were traded
through markets of the sugar islands, primarily Jamaica and Bermuda;



34 | Contexts

some labored on sugar plantations elsewhere in the Caribbean before
arriving in Belize City.'® Creating dependence on economies of imported
food became integral to control within the logging camps of Belize,
especially rationing sugar.

Farther north along the border between Belize and the Mexican
Yucatdn, sugarcane became a key crop that Maya laborers were forced
to grow on encomienda plantations'” and also an instrument of control
and even torture. Thomas Gann gives the example of a “well-known
merchant” in Bacalar known to punish Maya servants, “for no very
serious offense,” by shaving their heads and burying them up to their
necks in the island’s hot sand; “their heads were then smeared with
molasses and the victims were left to the ants” to be eaten alive.!®

When Christopher Columbus arrived in the Caribbean, colonial strat-
egies initially favored capturing Indigenous peoples from the Americas
and bringing them east to provide labor on sugar plantations in the
Canary Islands. Sugar was used to ply local inhabitants and sow discord,
as one chronicler on the third voyage of Columbus recalled when greet-
ing the first Taino boats: “I gave hawks’ bells and beads and sugar. . . .
after they knew the good treatment, all wished to come to the ships.”"’

While colonial strategies for both labor extraction and cane planta-
tions’ locations shifted dramatically in the face of subsequent epidem-
ics, sugar continued to impact Indigenous populations of the Americas
in a more subtle way than the better-known plantation histories of
the Caribbean. Though sugar was often less of a key export (outside
Brazil), mainland sugar plantations across Latin America provided
a central source of funding for Jesuits and other missionaries focused
on capturing Indian souls. They financed large-scale conversion enter-
prises largely by growing and selling sugarcane within what became the
countries of Mexico, Peru, and Paraguay, among others.?’ Colonial
and military projects of all kinds were indispensably funded and ampli-
fied by such sugarcane profits, giving rise to the axiom “ Without sugar,
no colonies.”*

Sugarcane distillation laboratories also became sites for refining
racial classifications of the era.?> On conquistador Hernan Cortés’s cane
plantation in Mexico, which helped fund his later military expeditions
across Central America, efforts to make sugar “emerge perfectly purged
and whitened” were key to its market value. Some 9o percent of the
sugar emerged in shades of brown, deemed low-value prieta—the same
name people with dark skin still get called in that part of Mexico today.
After boiled sugar was transferred with a “shoe-like scoop” for settling
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into sugarloaf molds, darker molasses leaking from the open bottom of
the sugar cone was declared “poorly purged sugar [and] removed with
a knife.” Once severed, sugar’s “foot form was separated from the rest
to be returned to the purging house,” the name of the building where
sugar was whitened.?? The foot of the sugar cone often accumulated
heavy metals and other toxicants from the distilling machinery and col-
lected any debris from the vats, at times including (as Edwidge Danticat
notes) blood and bodily matter from laborers’ injuries.?* It was fed to
enslaved people and horses.”

The English word “amputate” came from the Latin root amputare,
meaning to trim plants or cut off the limbs of trees. Somewhere in the late
1500s or early 1600s, the word began to also mean cutting off human
limbs.

“Sugar was a murderous commodity,” Vincent Brown observes of
the patterns of its violence during that era. Plantations functioned
through “symbolics of mutilation,” powered by people °
themselves consumed” by sugar production.?* Many enslaved families
were forced to live in houses with roofs of thatched cane tassels.?”
“When we work at the sugar-canes, and the mill snatches hold of a fin-
ger, they cut off the hand; and when we attempt to run away, they cut
off the leg,” an enslaved character from Suriname famously describes in
Voltaire’s Candide.”® In Black Jacobins, C.L.R James describes how
some enslaved individuals were forced to wear a “tin-plate mask
designed to prevent the slave [from] eating the sugarcane” in the fields.”

Historian Sir Hilary Beckles notes that the disembodiments related to
diabetes therefore have especially discomforting resonance in Carib-
bean and Latin American regions today, as places long known for these
trademark injuries of sugar are again called “the amputation capital of
the world. It is here that the stress profile of slavery and racial apart-
heid; dietary disaster and psychological trauma; and addiction to the
consumption of sugar and salt, have reached their highest peak. The
country is now host to the world’s most virulent diabetes and hyperten-
sion epidemic. [The British] parliament owes the people of Barbados an
education and health initiative.”3°

Beckles, whose enslaved great-grandparents were owned by the
ancestors of actor Benedict Cumberbatch, opens his book with homage
to those Garifuna and other Kalinago and Maroon peoples who man-
aged to elude plantation captivity and share sanctuary with others, hon-
oring their “principal contribution to the freedom traditions of the
Caribbean.”?!' But he also wrestles with the legacy of those like his own

‘who were
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Left: Enslaved man who had his leg cut off for running away.
Right: Debilitation device meant to prevent slaves from escaping,
c. 1697.

ancestors in Barbados, who either could not escape to nearby Saint Vin-
cent or tried and were apprehended in their journey.

Besides violently cutting off mobility, amputated legs were intended
to be a grisly and shame-inducing public spectacle. Colonial-era sugar
planters in the Caribbean even invented devices of psychic terror that
mimicked amputation—forcing enslaved people to physically experi-
ence and imagine something of what it would be like if they were to
have a limb cut off in the future.

“What’s past is prologue,” the old truism from The Tempest goes.

But what does that mean when it comes to sugar in the Americas?

“The machinery of the sugar mill, once installed and set in motion, soon
becomes almost indestructible, since even when it is partially disman-
tled, its transformative impact will survive it for many years,” Antonio
Benitez-Rojo once wrote. “Its track will be inscribed within Nature
itself, in the climate, in the demographic, political, social, economic,
and cultural structures of the society to which it once was joined.”3?
The old pipe jutting over the river at Libertad looked like an oil pipe-
line, but it was built for molasses. For a brief time after 1989, a Jamaican

company called PetroJam leased the old sugar estate and used its molas-
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ses to refine into ethanol for U.S. markets. But by the time I visited, only
sugarcane was being loaded into the tugboats I watched preparing for
export. Staring into the water that some call “the river of strange faces,”
I thought of Kara Walker’s art installation in the old Dominos Sugar Fac-
tory in Brooklyn, where pools of dissolved sugar water reflected each
visitor back at themselves. Now that sweet crude oil has been drilled in
Belize, there are jokes that even the land has gotten sweet blood.*?

WELCOME TO LIBERTAD read a sign at the edge of town. Welcome to
Liberty. If you follow that road going north, a crumbled sugar distillery
from the 1700s sprouts vines, a reminder of when Bacardi owned those
fields and the ensnared cane workers were mostly Yucatec Maya men.
Or go south, where remnants around the British brick sugar mill at
Indian Church tell a story of robust Indigenous agriculture until the
time of colonial contact, when Maya land use and diets became vio-
lently constricted and malnutrition skyrocketed.*

In another direction lies the sugar village of Calcutta. It was founded
by East Indians branded “Sepoy mutineers” by the British and deported
to Belize for participating in India’s First War of Independence in 1858,%
“sent to sugar estates in the north.”3¢ Or cut closer along the border,
where the cane fields are transected by what people call “the sugar road.”
A signboard from Hershey marks the sugarcane’s eventual destination for
processing in Pennsylvania. Animal blood is no longer used to clarify
industrial sugar, but charred cow bones are still a medium in the process
many companies use to whiten sugarcane.’” Before long, some of this
refined sugar will return again to Caribbean and Latin American markets
as sweet packaged food products, part of the global circuits of production
and consumption that Frantz Fanon long ago foresaw as the next stage of
exploitation: “The colonies have become a market. The colonial popula-
tion is a customer who is ready to buy goods,” which Fanon viewed as
part and parcel of “that violence which is just under the skin.”3!

Colonial sugar economies were driven by “unequal ecological exchange,”
Jason Moore noted, not only human labor extraction.?* Sometimes I
tried to picture what the old forest in Stann Creek District looked like
before it was logged and later burned to clear fields for plantations.
Inhabiting a hobbled landscape, some interviewees told me they wanted
to grow vegetables, but the soil along highway was too poor to grow
anything but oranges and bananas. Was it always? This legacy was not
only about land in law, but also about its biology. Once cane grows in
certain ground, it depletes nutrients from the soil. This paves the way for
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further industrial monocropping, since it often leaves behind exhausted
land that requires heavy doses of petrochemical pesticides and fertilizers
in order to grow.

I didn’t used to know the names of the chemicals they put on sugar in
Belize, but I tasted them once. Biting to peel a cane stalk straight from the
fields with my teeth, the white powder flaked dry on my tongue and dis-
solved without flavor. Later, a friend and I stood staring at the names of
the agricultural chemicals advertised on a sign in town: Actara, Amistar,
Cruiser, Curyam, Flex, Gesaprim, Gramoxone, Karate, Ridomil Gold,
Syngenta. Somehow, the advertised list felt taboo to discuss: the shop-
keeper did not want to talk about which ones he sold for sugar and which
ones for other monocrops, like oranges and bananas. The term pesticide
drift that I read about sounded like a sinister enigma. But lab tests in
Belize measure it: glyphosate, better known by the brand name Roundup,
was found in six out of six test sites in Stann Creek.*

“In 2002-2007, the sugar industry alone produced 5,074,261 to
5,950,123 gallons of liquid waste per year,” the Belize Ministry of
Health noted. Recent orange and banana blights had further driven the
use of pesticides, the report added: “Wash waters and irrigation run-offs
contaminate the watershed in the two southernmost districts—Stann
Creek and Toledo . . . where runoff and chemical pollution affect adja-
cent water bodies.”*! Pesticides found in a Stann Creek water sample
included cadusafos, ethoprop, acetochlor, fenamiphos, oxamyl, carbo-
furan, chlorpyrifos, dimethyl tetrachloroterephthalate, chlorothalonil,
trifluralin, malathion, lead, and mercury levels that peaked where the
Stann Creek river meets the sea.*

“They don’t talk about it, but I think our diabetes is also caused by all
the chemicals,” Sarah’s sister-in-law told me. Publications supporting her
suspicion indeed existed in the literature—many chemicals are endocrine
disruptors, which population-level studies report lead to a heightened risk
of diabetes and weight gain.*’ But proof was not possible to demonstrate
causality for her case of diabetes in particular, which is of course the point
about not being able to tell where sugar begins or ends. An abundance of
population studies elsewhere suggests that the growth in both type 1 and
type 2 diabetes is exacerbated by exposure to pesticide runoff from agri-
cultural and other synthetic chemicals and pollution in food, air, and
waterways. The haze of what Vanessa Agard-Jones calls “accreted vio-
lence”** from agricultural pesticides remains a legacy throughout the Car-
ibbean and Latin America. In this context of limited foods and abundant
chemicals, Sarah’s name for her glucose meter, “sugar machine,” struck



Past Is Prologue | 39

me as an apt frame for the way this region—if not much of the agro-
industrial world system—is fast becoming a “diabetes machine.”

CHRONIC LANDSCAPES

“I dug that driveway,” Theo told me as we drove down a road that cut
through plantations. We were headed in the direction of Sarah’s village
from some fifty miles north. Theo hit the brakes to slow down at the rusty
bridge, craning to check for anything coming from the other direction.
He said the bridge was so narrow because it was not actually designed for
people or cars. It had been built as a railroad trestle for United Fruit’s old
banana train. That was why the two-lane highway contracted there and
only one car could squeeze through at a time. The traces were hard to
detect; United Fruit and their rail lines were long gone by then. There are
new companies on the old plantations today, but the most radical change
imaginable for this land now is a switch from bananas to other fruit.

I loved driving between Belmopan and Dangriga through the Maya
Mountains with Theo because he knew things like that. I gathered
between the lines of his stories that Theo, charismatic even as an old
man, had been a heartbreaker in his younger years. He knew every vil-
lage. Itinerant driving was his favorite line of work now, he said, but
over the years he had also worked picking oranges, walked survey
through Belize’s forests, sung country ballads, traveled abroad, done
odd jobs of all kinds, and traded fish when there still used to be a lot of
fish in the sea. He described the days when there didn’t used to be any
bars but each house distilled its own liquor from rice or pineapples that
was crystal clear. He showed me the neem tree with leaves that he boiled
sometimes to help manage his blood sugar.

“I see children nine, ten years old dying of diabetes,” Theo said as he
shook his head, eyes on the road. He had diabetes, too, as did most of
his friends. They were learning from each other’s misfortunes. Theo told
me how one of his toughest friends had been found mysteriously dead
in a hallway at home. The death looked so odd, with the house suggest-
ing signs of struggle, that the police ran tests to see if he had been mur-
dered. But they could find no signs of foul play. Theo thought that
probably his friend had woken up realizing he had low blood sugar
(more immediately dangerous than high blood sugar) and had fought to
crawl his way to the kitchen. He almost made it. Since then, Theo
always kept a few pieces of hard candy in his pocket and in the car, to
eat along the road and make sure he didn’t pass out while driving.
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Theo stopped at a curve in the mountains and bought two chicken
tamales, handing me one. We stopped at a gas station to unfold the
banana leaves coated in ash. Most people in Belize speak English, but it
is filled with phrases you do not hear anywhere else. In Theo’s words for
the highway, the low traffic reflectors edging the forest were “cat eyes”
and the speed bumps were “sleeping police.” He showed me the field
where he had faced a fer-de-lance in an orange tree and the place where
he had emerged from months of working in the forest and learned his
father had died. It always felt like whatever scene Theo was describing
from decades ago was just out of sight of the window. Theo pointed out
where the banana workers that United Fruit brought from Jamaica used
to live along the highway and recalled how, as a Garifuna man working
nearby, he was often mistaken for one of them.

By the time I had accompanied mobile care teams through those orange
and banana plantations of Stann Creek, most of the workers were from
Honduras, Guatemala, or El Salvador, with a handful born in Belize. This
made it strange to be part of a group that arrived with an English-language
diabetes education video depicting white North Americans in sweaters,
who did not look like anyone (except me) on the plantations where we
showed it. “Your pancreas is the size and shape of an average banana,”
one memorable line went, an anatomical cartoon of organs secreting keys
and dots that flashed on the screen. A visiting Garifuna nurse prepared her
glucometer for testing while the educational video—if anyone was able to
understand it—was instructing the banana workers to avoid eating the
exact types of food that were sold from the attached company store.

Only a few of the workers had high sugar that day (and were told to
follow up at the hospital). I was put in charge of carrying the red plastic
sharps box containing several hundred dollars’ worth of used blood
glucose testing supplies. The mobile team was attentive and kind, and
their gestures seemed appreciated by the workers. But the machines
already had theories built in, which made it feel like we were at once too
early and too late: years too late to prevent exposures to pesticides or to
the carbohydrate-heavy diets that seemed visible all around, but years
too early to measure their effects. We all got sent home with bunches of
green bananas. I handled mine carefully after seeing the metal claws
used to dunk them in caustic chemicals, thousands of bananas floating
in shallow baths under signs reading No Foop.

Belize’s beautiful landscape, spotted with mango trees and covered in
flowering vines, often gives visitors the impression of a paradisiacal gar-
den. This lush appearance makes it particularly paradoxical that much
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of the country would easily qualify as a food desert today, according to
U.S. definitions (which are based on factors like miles of distance and
transportation difficulties to purchase healthy food; limited, high-priced
selection of vegetables at those locations; and overall poverty levels).
Potentially arable land that could (but does not) support vegetable agri-
culture in Belize only accentuates the manmade ironies underpinning
food deserts most anywhere.

The territory now bounded as Belize once produced food for an
Indigenous population of two million. Yet today, this same land is una-
ble to grow enough vegetables for Belize’s current population of
380,000. Pesticides are often hailed as necessary for scale, but Maya
techniques of soil engineering allowed for larger-scale agricultural pro-
ductivity than the monocropping on that same land now.* Even a few
decades ago, when individual Kriol families in southern Belize used to
grow more kitchen gardens along the coast, some would travel to
nearby ancient Maya ruins to obtain the rich soil from the areas where
pre-Conquest inhabitants buried waste using methods to optimize the
soil’s later chemistry (including burning in particular sequences, and
strategically distributing materials like nitrogen-rich seashells).

Today, the majority of vegetables sold in Belize are imported and
pricey in contrast to surrounding countries. “You know,” a man from
the Yucatan told me, “in Mexico, poor people go into town to sell veg-
etables. Belize is the only country I know where most villagers go into
town markets empty-handed to buy them.” As the history book British
Honduras: Colonial Dead End reprised of Belize: “Its land laws [are]
far behind the Republics of Spanish America [that] have laws for the
encouragement of agriculture, which in spite of revolution and misrule,
have attracted immigrants when this Colony has repelled them.”*
Reflecting on this archival source, the authoring historian acknowl-
edged that “the ‘progressive’ land tenure system in Spanish Honduras
was almost a replica of the ejido system or Indian village commons.”*

Anthropologist Richard Wilk’s work helps to further unfold the
complex history of foodways in Belize.*® He calls the colonial food
economy in then British Honduras “the first global diet, a kind of nine-
teenth century equivalent of McDonalds hamburgers,” since agriculture
was forbidden in the colony’s early history because of fierce land dis-
putes between Spain and England, and British settlers were made to rely
on barrels of white flour and salted meats shipped from London. The
economies supporting Belize’s “rogue colonialism”*—run by men who
called themselves not pirates, but privateers—actually have much in
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common with the privatization of late liberal economics.’® A global
industrial food economy—in ways similar to the forced imported food-
ways and trade constraints that existed in Belize for centuries—is
becoming increasingly common in many countries and getting further
amplified by harmful trade policies, as Alyshia Galvez observes of Mex-
ico in Eating NAFTA 5!

Even though I read those things in books, seeing them through the eyes
of someone like Theo who had observed change over time brought a
more human scale to what T could gather about changing foods and
farms. From his car window, the “sclerotic landscapes”*? and constricted
food systems that scholars write about made more sense. Sclerotic arter-
ies kept showing up in diabetes clinics, but from the road I could also see
sclerosis even in the lush land that nonetheless choked free movement
through it—like the United Fruit bridges and the roads that followed, still
constricting the motion of food and people long after the corporation and
its train tracks were gone. Some historians of science used to search for
what they called the “machine in the garden,” moments when industrial
technologies entered nature.*® But I realized that the banana train, miss-
ing now, wasn’t the machine in this garden any more than the crumbling
mills and their rusting wheels. When it came to wild sugar and its land-
scapes, what looked like the garden was the machine—altered infrastruc-
tures and biologies, living sugar “absorbed” into bodies and absorbing
them in turn, overgrown excesses of fixed and moving parts.**

But whenever I thought I had found some connecting plotline to think
with across scales, the events I wanted to wrap a story around seemed to
shape-shift again. Some months after our last trip, I was shocked to learn
that Theo had been murdered in the same car we had driven in the past
summer. Memories of those trips and the stories suddenly changed grav-
ity. The last time I saw him, he was listening to country music and said
his sugar felt low. He was going to buy a piece of fruit.

No matter how many times I read headlines in Belize like “Sugar and
Bullets,” I can’t really grasp the scale of the numbers.> Yet according to
national statistics, what happened to Theo is not strange at all in the
sense of numerical probability. Murder was the most likely way for a
man to die in Belize, followed by diabetes (for women, diabetes was still
number one). What makes this reality especially hard for both Belizeans
and scholars to understand is that the country’s homicide rate was very
close to zero only a few decades ago.

The rise of militarized forms of policing within the United States has
deeply affected Central America, as has the growing demand for opioids
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headed for U.S. markets. Current homicide rates are well over the so-
called civil war benchmark countrywide. At last count by the U.N.,
Belize City’s homicide rates ranked third highest on the planet.*® Some
9o percent of Belizean children have seen a dead body, compared to
20 percent in Mexico.”” Yet unlike many nearby countries where vio-
lence is also a major issue, there is no legacy of civil war in Belize. Once
I asked a prominent journalist who regularly publishes on what he calls
the “violent triangle” of Guatemala, Honduras, and El Salvador why
he leaves Belize out of Central America, even though its violence rates
are comparable to or higher than those in the surrounding countries he
focuses on. “Nobody understands Belize,” he said.

Since many of my memories of Belize’s landscape were learned
through the windows of Theo’s car, now the whole landscape felt learned
anew through the memory of what happened to him there. Being afraid
to move around at certain times or places was part of sclerotic land-
scapes too, and one of fear’s many unpredictable effects. You couldn’t
easily see it on the surface, but on glucometer screens you could watch
the way an untimely death made an entire family’s blood sugar errati-
cally rise and fall. Fear of safely moving through a place could make a
daily exercise routine feel like weighing immediate security against future
health. T began to learn how easily a country’s relaxed atmosphere can
be mistaken for an absence of social problems, rather than a hard-won
effect of the way people absorbed hardship and undertook the labor of
transmuting it for those around them. These realities are now also part
of “what it means to be human in a place advertised as paradise.”’®

Theo used to say that he was jealous of friends who had HIV/AIDS
instead of diabetes. He said the two chronic diseases shared similar
daily demands—except that with AIDS, “if you take your medications
in time, you can eat just about anything.” And the difference that most
preoccupied Theo: “With AIDS, they don’t cut you up.” He started
laughing at this harsh contrast, the way blood with high sugar doesn’t
make others afraid, unlike AIDS. “They don’t want to cut you!”

They cut him more than a dozen times, face and neck. When I listen
back to recordings from his car now, Theo’s storytelling as we criss-
crossed Belize feels impossible to separate in my memory from what
happened to him later in his vehicle. Slow violence bleeds into violence
of other tempos. The stories he told me about food and landscapes as I
looked out the window already held the quality of blurring past, pre-
sent, and future, and now make me imagine looking back at him in the
driver’s seat with a similar sense of “simultaneous time.”
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I recalled his carefully stowed hard candy in quick reach in the con-
sole and thought back to Theo’s story about his tough old friend, who
the police initially thought had been murdered but seemed to have died
fighting his way toward the kitchen with low sugar. Everyone in Belize
called diabetes the “silent killer,” but I never grasped it as clearly as in
that story of what police had mistaken for a crime scene. Staying on
guard against other violent killers could share a gut-level feeling with
diabetic sugar: There were measures you could take, but there were
things far out of your hands, and life with it meant just knowing that.

Theo fought back hard, his gashed arteries undoing the delicate
investments behind decades of care. The story that he had told me most
often was about the time a few years ago he’d tried putting a teaspoon
of sugar in his morning coffee, after hearing it was good for diabetes.
But it had caused Theo’s toe to “crack open like a statue.” His son had
brought him an aloe plant to massage onto the injury each day for
months until the threat passed.

DIABETES MULTIPLE

One woman in Dangriga asked whether she had type 3 diabetes. In
medical journals, “type 3” would reference theories of Alzheimer’s as
an additional or comorbid form of diabetes, linked to insulin distur-
bances in the brain that interfere with insulin’s role in memory.*° But for
her, this meant something else. She clarified: type 3, the kind of diabetes
that means your arms or legs get cut off.

Nobody needed a visiting ethnographer to tell them about “diabetes
multiple,” an interpretation I had once felt clever for proposing. In Body
Multiple, Annemarie Mol examined different hospital treatments of scle-
rotic arteries—the hardening blood vessels linked to ischemic leg ulcers,
often associated with diabetes—to reflect on how different bodies come
into being, depending on the treatment approach chosen.® This insight
also has crucial implications for observing care inequalities (though Mol
doesn’t choose to go there). Yet juxtaposing her book with this one offers
a case in point: its front cover depicts an image of two legs being readied
for precisely the surgery that helps to prevent diabetic amputations.

In one sense, this provides an uneasy demonstration of Mol’s insights:
physically different bodies get produced through differences in medical
practices and technologies. By putting into play (or not) different pos-
sible treatments, diseases can become physically distinct entities. This
can create multiple versions of a condition like diabetes—as when clin-
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ics in Belize amended the preprinted posters that listed the disease’s
warning signs, writing in by hand severe manifesting symptoms like
“blindness” next to milder warning signs like “blurred vision.”

Yet comparing how multiple versions of diabetes are produced by
unequally available treatments and practices also begs another ques-
tion: how connected material histories shape what care options come
to seem “ordinary.” After all, these different norms of treatments are
not unrelated, thinking of Body Multiple from the Stann Creek District
of Belize—“Stann” being the Dutch word for “Safe Haven,” the name
by which early Dutch settlers claimed this Maya ancestral territory.
While there are several accounts of how ancestors of Garifuna people
first arrived in the Caribbean, some historians believe they descend
from African men and women who escaped from the Dutch slaver ship
Palmyra.®

In some opaque way, the “ordinary” sclerotic surgeries in a Dutch
hospital have a historical relationship to the absence of those restorative
technologies in most of the Caribbean. They are obliquely connected by
colonial histories of plundered bodies and lands that still today shape
institutional resource flows—systems impacting how different forms of
medical expertise and technologies developed. To extend Mol’s logic to
Belize, these “versions are both different and interdependent: multi-
ple.”® “The capital amassed in the eighteenth and nineteenth centuries
through various forms of slavery economy is still in circulation,” W. G.
Sebald wrote, reflecting on what he called the “money laundering” of
Dutch art funded by Caribbean sugar, “still bearing interest, increasing
many times over and continually burgeoning anew.”*

There is also another aspect of “diabetes multiple” that is not easy to
trace with hospital observations about disciplinary differences alone.
Technologies do not get used equally, even in affluent hospitals, for rea-
sons that occur without the intent or knowledge of anyone involved. In
textbooks about sclerotic arteries, for example, the choice of which pro-
cedure gets used should not relate unjustly to an individual patient’s skin
color. But looking at U.S. population data, it becomes clear that racial
assumptions have been systematically enacted on patients’ bodies.

Drawing from ten years of New York hospital data, one study ana-
lyzed 215,000 cases of people with diabetes arriving at the hospital with
symptoms of peripheral artery disease.®® It found that Black patients were
46 percent more likely than other patients to have received an amputa-
tion instead of a “salvage” procedure to restore blood flow to their legs.
Black patients and women were also more likely to be amputated above
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the knee rather than at the shin. Above-the-knee amputations notoriously
make recovery much more difficult.®

Perhaps most disconcertingly, these disparities were actually highest
in the hospital units with mostly white patients, so they cannot be easily
attributed to preexisting resource or equipment inequalities of segre-
gated cities. Another study mapped the geography of diabetes-related
lower limb amputations in Los Angeles, which is actually the largest
Belizean city in the world by population. This mapping revealed that
people were ten times more likely to experience diabetic amputations
in the poorest areas of the city, which were also the most segregated.
It shows a disturbingly patterned geography of “diabetes multiple”—
inequalities that can make diabetes a physically different condition for
people of color and for patients with fewer resources, those more likely
to have limbs removed even when experiencing identical symptoms.

Certain scientists still argue that diabetes risk is “inherent” in the
DNA of nonwhite people. This text instead follows Anthony Ryan
Hatch’s illuminating work in Blood Sugar—including his observation
that “race is not biological, but racism has biological effects.”®”

In hospital labels, the technical name for diabetes is diabetes mellitus. It
derives from the Latin word mel for honey, a reference to an old Euro-
pean medical trick of tasting a patient’s urine for honey-like sweetness
as part of the diagnosis. Physicians today commonly shorten diabetes
mellitus to “DM.” In contrast, the word sugar was adopted into Latin
from the Arabic word sukkar around the time sugarcane was adopted
into imperial Rome from its plundered colonies. And in the clinics and
homes of Belize, people were constantly reworking this label of “honey
diabetes.” No, many insisted: they had sugar diabetes.

Not everyone I spoke with in Belize described their condition as
“sugar.” Relatively well-heeled patients, more able to manage, were
more likely to say they had “diabetes.” The terms slipped into each
other constantly. But I noticed some patterns.

For many with diabetes, an event like dying young or losing a limb
would register as a surprise, even an outrage—either would be shock-
ing, for instance (by way of contrast) among those with diabetes in my
white, middle-class extended family in the United States.

Sugar, on the other hand, I often heard in relation to societally nor-
malized injuries and untimely deaths. Living in foretold death and
injury meant that something terrible 7ot happening was also newswor-
thy. Sometimes I found those comments more haunting than the bad
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stories. One man told me of his mother, “She died with all her arms and
legs on.”

The long fights to which a foot is lost to diabetes often remain illegible
as “battle scars,” Kiese Laymon writes in Heavy—and “unacknowledged
scars accumulated in battles won often hurt more than battles lost.”¢®
Unacknowledged scars of sugar could be read as one of many distillations
in the “climate that produces premature Black death as normative,” in the
words of Christina Sharpe®—or for others, as part of “the labor of living
in the face of an expectant and a foretold cultural and political death,” as
described by Audra Simpson. “With settler colonialism came . . . a radical
shift in Indigenous diets and their bodies. As a result their blood is exces-
sively ‘sweet” and has a high prevalence of diabetes—a bodily indicator of
these spatial and dietary transitions.””’ Seeing disembodiments happen to
others only deepens existing traumas, as Mojave poet Natalie Diaz cap-
tures of diabetes and surviving such losses: “Asks me to rub her legs which
aren’t there so I pretend by pressing my hands into the empty sheets/ Feels
she’s lost part of her memory the part the legs knew best like earth/ Her
missing knees are bright bones caught in my throat.””!

The racial logics of normalized injuries and death that distinctly char-
acterize both settler colonialism and white supremacy’? came together in
sugar for some like my friend C, who was proudly Garifuna—both Black
and Indigenous. She was among those who told stories of her doctor’s
shock when she returned to the hospital for a long-held appointment
after the diabetic crisis he had assumed would cause her death at age
thirty-four.

“He said, ‘How are you still alive?”” she really laughed, mimicking
his wide-eyed incredulity. It was the hardest that I ever saw her laugh,
so I laughed too, but looking back on it I only saw a surface fraction of
the joke back then. I appreciated her comic critique of biomedical lim-
its. But I missed the eerier echo of implicit memory: her ancestors had
been facing expert iterations of that very same question—How are you
still alive?—ever since the first European surgeons arrived on the war-
ships sent to eliminate them from Saint Vincent.

Normalized death, extraordinary survival, transformations that
became necessary to live on—whatever expectations sugar indexed, this
was the closest thing to a refrain that I encountered across individuals’
stories. People regularly showed up in clinics with blood sugar levels
that textbooks said would be fatal. Doctors, caring, confused, faced
with sugar escaping the biomedical rubrics of diabetes mellitus, would
ask: “How are you still alive?”
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STILL. THERE

When I loaded the microfiche about Confederate plantations built in
Stann Creek, the first slide said in huge letters: “END.” The reel must
have been spooled backward on its last rewind, but it felt ficting—the
traces of sugar that it held were the opening frames for the afterlives I
was trying to learn about. My vision blurred while scrolling through
Samuel McCutchon’s papers: letters, maps, almanacs, sketches, clippings
of machines he hoped to buy. His favorite was called “The Concretor,”
a device that turned sugarcane simultaneously into molasses and its
byproducts into concrete building blocks.”

It was strange to see McCutchon’s bookkeeping straddle countries
and decades. In pre-emancipation United States, the enslaved people he
legally owned were listed by name alongside his estimation of their dol-
lar value. In southern Belize, he used the same notebook brands and
page formats, but this time the price column marked a minuscule hourly
wage. The lists contained many last names of Kriol and Garifuna fami-
lies I had known in Belize. Chinese indentured laborers were listed in
McCutchon’s books only by numbers.”

But even in its enigmas, the microfiche was an archival loop that I
could place back into its cardboard container. The Belizean landscape
upon which those diagrams had been enacted, in contrast, presented a
more unruly material record of sugar histories’ afterlives.

In addition to Saccharum officinarum, “official sugar” (grown on
most plantations), there is a species named Saccharum spontaneum,
“spontaneous sugar.” Once “introduced by sugarcane breeding pro-
grams . . . S. spontaneum has the potential to become a serious invader
of cultivated land . . . host to a large number of pests and diseases.”””
With both rhizomes and seeds, it propagates freely. Such cane “looks
like wild corn has mated with bamboo,” bearing “fluffy, hair-like flow-
.”7¢ Though becoming scraggly and less useful to humans, even “offi-
cial sugar” breeds of cane can survive in the wild and move across land-
scapes.

In sugarhouse sketches, there are often circles marked “Still” center-
ing the structure, its vats used for distillation. Seeing that term orient so
many diagrams of sugar, the word’s other meanings made me think of a
core of time as well as space. Still: ongoing; unmoving; but.

The Confederate families flying flags of Dixie are gone from southern
Belize. The sugar industry came and went in the southern region, leaving
only rubble on the edges of a global system where Belize was a fringe
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node at best.”” But sugar remains iconic of the larger shifts such colonial
forms have unleashed on a global scale: motors of industrial agriculture
and ecological extractions; chemicals used to grow crops on spent soils;
plantations that led to corporations;”® machines rusted in place in fields
yet in ongoing motion across landscapes and inside cells of human bod-
ies, even when left behind by all accounts. Long gone; still.

When someone’s glucose is high, it is present not only in the blood but
also in sweat, breath, saliva, urine, respiratory fluid, and tears. Once I
was invited to a funeral for a friend’s father after his death from diabe-
tes and realized how many people in her family must be crying sugar.

In today’s diabetes markets, even the sugar in tears holds potential
capital. Some researchers have argued that such tears could be collected,
dried, and cut into pieces for lab tests or public health metrics. “Persons
without diabetic symptoms would be less reluctant to give samples of
tears than of blood,” one policy proposal read: “Thus a fairly accurate
estimate of the prevalence of diabetics could be made with less resist-
ance from the public.””

One could argue that in today’s global markets, the sugar inadvert-
ently cultivated in people’s blood and bodies is more valuable than any
sugar growing in the ground. These global sugar markets feed each other
in ways that recall Lochlann Jain’s insights about how “key aspects of the
economy involve both causing and treating” many chronic conditions.®
Importantly, Jain reminds us that such profit engines do not imply any
malicious intent or human ill will. But when protecting local foods and
environs has no global “market value”—while dietary and therapeutic
products that both cause and treat diabetes are highly profitable—those
incentives fuel systems that reproduce with a life force of their own.

A number of older people with diabetes I met in Belize diagnosed or
monitored their glucose by smelling and tasting sweetness in their urine.
Others first realized they had diabetes by noting insects gathering in the
places they urinated, drawn to consume the sugar. For them, “sugar” was
not an abstract unit mediated by technologies or paperwork—bodily
sugar had a sensibility and flavor, a literal taste. And, of course, blood
sugar reflects much more than the sweets someone has eaten. Since all
carbohydrates turn into glucose in the body, foods like flour tortillas and
white rice can cause high sugar levels in bodily fluids too. The ants can’t
tell whether a glucose molecule was broken down from cane or white
flour, once sucrose or fructose. By then it is just sugar, and they are there
to eat it next.
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Sugar not only reveals scales but also produces them, like the genes
described by Tan Whitmarsh elsewhere in the Caribbean.®* When a dia-
betic ulcer refuses to heal, some hospitals actually apply a topical poul-
tice of sugar, which for unknown reasons at times has more medical
efficacy than many antibiotics.®? Certain foods may be disproportion-
ately eaten due to a history of exploitation, but people have also learned
ways to make “dietary disaster” delicious, and often there is “clearly
life surging around the sugary rite.”%3 Sugar holds contradictory mean-
ings: eating and getting eaten; histories of hardship and labor, but also
of love, pleasure, and luxury; both wealth and poverty; security and
danger; terror and intimacy; violence and comfort; age-old, growing
new; hunger and indulgence; invigorated and devastated agriculture;
ancient human staple and disobedient Frankenfood.

The symptoms and injuries of sugar likewise hold contradictory
meanings and intimacies. When “a source of value is extracted from the
population being injured,”®* Jasbir Puar argues, wounding might be
better analyzed as maiming, to mark the uneven ways that racial capi-
talism and settler colonialism play a role in “rendering populations
available for statistically likely injury.”® More than disability, she calls
this debility—someone profits.

“Hurtful” was the particular word that Sarah used to speak about it.
Her language is also helpful to think with—creating her own terms for
recognizing pain, but distinct from the terms of “damages.” Sarah’s
relational concept of the “hurtful” offers a different mode to recognize
injuries and debilities that people were dealing with and actively seeking
ways to share about more publically.®® Something hurtful points back
out, asking us to examine the external forces and infrastructures inflict-
ing hurt. It’s also already being dealt with—requiring recognition of the
dignity with which injuries have long been borne, and implying that
storytelling is also implicated in processes of cause and effect.

Listening again now, Sarah’s words sound as much gentle rebuke as
kind invitation—not just to the searching student who kept coming to
talk without always being able to understand, but also for whomever
she imagined my voice recorder was a proxy for reaching. I like to think
that this included anyone ready to author diabetes policy without con-
sulting the people actually living with it.”

Of course, playing back her words in air-conditioned rooms is not
without its own double edge. It could be easy, from there, to think we
were outside the sugar machine. But on the contrary: sugar plantations
across the Caribbean and throughout the Americas played a major role in
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endowing U.S. and European universities like the one that sent a student
like me to study and report back on distant nutritional deprivations.

Who profits when bodies break down from sugar? And which bod-
ies? Is it even possible to examine such unequally distributed problems
without profiting too? I used to think this project could find an outside
to these contradictions. Now, I just believe in more honest wrestling
with the ways we each get interpolated by sugar’s legacies and ongoing
effects.

“Pll tell you, I have a great time, girl.” Sarah said she wanted to get
a small Belizean flag to wave for Independence Day in September. “Are
you going to the parade?”

In the face of irreparable histories, I wish I knew a better gesture than
trying to co-create platforms for thinking with teachers like Sarah and
the unauthorized expertise they shared. People are already speaking
back—time and again, implicitly and directly—to common public health
rubrics by which they are otherwise objectified, managed, and related to.
They have ideas about the work of justice. But their insights often do not
have a channel back to those who make science, design, and policy deci-
sions that impact their lives. Which kinds of public efforts might help
support and expand the vital grassroots care projects already underway?
And which policy misrecognitions feed more limbs to the sugar machine?

In this view, any sugar machines that are possible to photograph—
like the glucose meter with unaffordable parts that broke down in
Sarah’s treasure chest or the colonial equipment rusting among the trees
near her house—are only synecdoches, little pieces of a five-hundred-
year-old engine. But the larger apparatuses they support are the mecha-
nisms and infrastructures by which the death and dismemberment of
nonwhite people had come to seem ordinary—forecast as acceptable or
just inevitable, weighed against profits engines and global markets. This
again disturbingly echoes earlier logics of sugar, as Saidiya Hartman
writes of such afterlives: “Death wasn’t a goal of its own but just a by-
product of commerce, which has had the lasting effect of making negli-
gible all the millions of lives lost.”$$

Many of the “fixes” addressed to normalize sugar seemed not only to
fail to contain its loose forms but also to generate additional harms:
from pesticides that poison bodies even as they protect crops, to fore-
seeably insufficient and unevenly accessible care technologies, to the
excesses of violence and insecurity that trail long histories of lost lands,
foods, and families. With these legacies unleashing material forces,
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diabetic sugar’s normalized losses emerge from a machine five centuries
in the making—overgrown and breaking down yet proliferating and
exceeding many remedies meant to triumph over it.

Over time, I observed experts try to put sugar in many different
enclosures. In one archive, I saw pressed sugarcane plants get filed in
niches labeled as “pigeonholes,” each numbered. The Kew collection in
London included many indigenous plants and vegetables from Central
and South America and the Caribbean that are now extinct in the wild,
making me realize T did not know of any extinct species of sugar.
“Unfortunately, our sugar collection is mostly just tassels,” one caring
botanist told me regretfully as she handed me folders of wheat-colored
bristles from the Americas, mostly from Mintz-era Puerto Rico. The
botanist kindly added that she wished they had more cane stalks on
file so that she could show me sugar’s unusual joints. “Try to think of
them like knees,” she said. Much later, driving past a patch of cane
sprouting along the road in Belize after a day spent talking about lost
limbs, I thought of the London analogy’s misfit; only sugar keeps grow-
ing back.%

Yet if sugar was still there, so was Sarah’s family. And given the
heaviness of history that preceded our encounters, I felt surprised by
Sarah’s generous parting words in 2o010: “It’s a great time to be together.
You know, love one another, talk with one another. Feel happy to know
that you know someone strange. Make the best of it, love.”



What Is Communicable?

Caregivers in an Illegible Epidemic

The body isn’t wrong, isn’t “disabled.”

The environment itself—gravity, air, solidity or the lack of
it, etc—is what is somehow wrong: ill-matched to the body’s
abilities . . . verticality, stability, or mobility.

She . . . whose limbs struggle to accomplish their given
tasks on earth is, in this sense, like an astronaut: far away
from home, coping.

—Teju Cole, Blind Spot

By the time we met in southern Belize, Dr. W had already named it in
his mind: the “Caribbean diabetic limb crisis.” He said he hoped some-
one does a study about the trauma caused by diabetes amputations, and
not just for patients. He said someone should also do a study about
trauma for surgeons who are being put in the position of repeatedly
removing pieces of their patients.

It took me a moment to put together the fact that Dr. W was one of
those surgeons.

“You can’t imagine how much I never want to see another person
lose their foot,” Dr. W would tell me later. “But I know that each day I
do this, that’s what’s coming.”

Sarah’s younger brother, an animated man named Tobias, was among
those I saw greet Dr. W with a warm handshake. He and his wife had
traveled to Dangriga just to say hello to him. I began to grasp why,
when Tobias recounted an odd story to me: A few years ago, he was
walking and a bone fell out of his foot. He barely even felt it glide out
from the lesion that a diabetic ulcer had eroded in his tissue. Tobias
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Dr. W at work, Dangriga.

picked his bone up off the floor—a joint below his toe—and took a
picture of it. Then he placed the bone in a clean plastic bag.

Later, Dr. W described the photo and message he had received from
Tobias: “He called one day from Belize and said, ‘Hey Doc, this bone
fell out of my foot this morning. It didn’t hurt at all.” And I thought to
myself, you know, this really isn’t okay. It’s almost . . . Frankenstein-ish.
But it doesn’t raise any real alarm. That tells me a lot about where
things are, when people are kind of . . . used to it.”

Archaeologists say the world’s oldest known prosthetic appendages
are mostly toes, fashioned nearly three thousand years ago in ancient
Egypt out of wood, leather, linen-like plant fibers, and glue.! By 2010,
I never met anyone who bothered for “just a toe.” But if you looked at
the sandals of the people gathering in line, you could see that a number
were missing toes. Those waiting to see the doctors appeared to be
from all walks of life: stylish fashions and threadbare clothing, many
formidable in stature but others looking markedly thin, a mix of skep-
tical-looking teenagers and grandmothers in weathered hats. The arriv-
ing members of the Belize Diabetes Association’s New York branch
and their colleagues from Dangriga and the Belize Ministry of Health
unpacked supplies for the day, arranging stations around an open
pavilion. The team’s mood was relaxed and convivial. Only their gear,
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plastic boxes packed with foot care instruments, hinted at the day’s
high stakes.

Dr. W’s team brought a stack of photocopied papers, titled “Limb
Salvage Form.” These sheets displayed sketched outlines of feet: a right
and left foot shown from both bottom and top view, with circles outlin-
ing the twenty-two quarter-sized places on a foot where podiatrists test
for sensation to detect any signs of lost feeling. (“Can the patient see the
bottom of their feet?” the paper asked, just above a question about the
safety of shoes.)

The Belize Diabetes Association collaborates with Dr. W’ Diabetic
Foot Care team, which since 2004 has been traveling between their
New York City base and a range of Caribbean countries. Their group
focuses on foot maintenance checkups, only one station among an array
of services being offered around the pavilion. When requested, they pro-
vide training to build expertise among local caregivers and the Belize
Nursing Council. On occasion, Dr. W also performs follow-up salvage
surgeries to restore a diabetic limb that may have already been sched-
uled for amputation. The medical word salvage has a particular echo in
the history of social observers: some early anthropologists imagined
forms of “salvage ethnography” to document people and practices they
prematurely labeled as dying off.

The team’s practices of salvage here, in contrast, signaled the very
opposite of resignation to harm. In medicine, the term salvage means
that all possible measures are being taken to ensure an ailing limb stays
alive and attached. Limb salvage procedures often include vascular sur-
gery measures to restore blood flow, such as unblocking blood vessels or
placing stents. They most broadly demand the careful monitoring of
feet to catch tiny wounds before anything reaches a crisis point.

This labor has its own lexicon. I made lists of unfamiliar terms in my
notebook.

Claudication comes from the Latin verb to limp, the name for stab-
bing leg pains caused by restricted blood flow. This is often linked to
peripheral artery disease, which most doctors just call PAD. Debriding
means removing dead tissue to try to give the living parts around it a
chance to grow back. The paperwork’s “Deformities” box holds check-
lists of things you did not know could go wrong with parts of your feet
you did not know existed: Dorsiflexed first ray means that the foot seg-
ment containing the first cuneiform and first metatarsal bones rides
high; there are two other checkboxes nearby on the page to indicate a
concerning equinus (flattening arch) or troubled calcaneus (heel bone).
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(The feet’s cuneiform bones are wedge-shaped, which is how they ended
up with the same name as the ancient Mesopotamian pictographic
script once etched on clay tablets with wedge-shaped writing tools.)

Hallux limitus is an arthritic condition of the big toe, with rearfoot and
forefoot varus varieties. A bony prominence of the great toe joint causes
severe pain and rigidity. There are varieties of toe deformities—hammer
toes, claw, and mallet—and three types of corns that classically afflict
them. The physicians paid close attention to each detail, trying to tune out
the long lines of people waiting around them. Any concerning characteris-
tic on a diabetic foot could morph into catastrophic injury if it went unno-
ticed and untended for a few weeks: maceration, tinea between the toes,
ankle plantar flexion, an obstructed dorsalis pedis or posterior tibial pulse,
bunion, drop foot, Charcot fracture.

And a very serious acronym: LOPS, or loss of protective sensation. Dr.
W’s team had set up a station to teach people strategies like using their
hands to feel inside their shoes before putting them on, since feet numbed
by diabetes can be felled even by tiny injuries. The need for amputation
can often be traced back to a sharp pebble in someone’s shoe or a bug bite
in the wrong place. One U.S. study about the causes of diabetic limb
amputation found at least twenty-three unique causal pathways at play
(including 46 percent lost to ischemia, 59 percent to infection, 61 percent
to neuropathy, 81 percent to faulty wound healing, 55 percent to gan-
grene, and 81 percent to initial minor trauma). Those numbers add up to
383 percent instead of 100 percent because most amputations are caused
by several mechanisms simultaneously—which is also why remediating
any one pathway will not necessarily save a limb. The biggest pattern this
study found was that up to 8o percent of amputations were preceded by
a “pivotal event,” usually a minor cutaneous injury.? In Dee’s case, the
pivotal event that led to losing her left leg was stepping on a seashell. It
was as small as a tooth, just one sharp edge.

It turned out that several of the team’s visiting doctors were origi-
nally from other parts of the Caribbean as well—part of a larger Carib-
bean Diabetes Initiative—and had connected in New York with the
Belizean group. People from Dangriga kept telling the team that the let-
ters on their T-shirts, BDANY (Belize Diabetes Association of New
York), resembled a Garifuna word meaning “your time”—and, by way
of this little joke, let the BDANY members know they were grateful for
their time.

“You have salt or sugar?” old friends called out to each other across
the pavilion.
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(“Both” was the most common answer—diabetes along with hyper-
tension.)

“I never thought you were sweet!”

No matter how many times we heard some version of the joke, eve-
rybody laughed.

FOOT SOLDIERS

“She’s one of our best foot soldiers,” Dr. W smiled as he and Nurse
Norma hugged hello. Years ago, he had arranged for her to complete
diabetes foot care training. It was tough work: of the twenty-five nurses
who began the two-part training, Norma was the only one who returned
for the second year to complete it. In the months or years between visits
from the Belize Diabetes Association’s New York team, Norma stood as
the front line of defense for those needing diabetes limb care in town.

Norma’s brother says she has nine lives, like a cat. As a steadfast
nurse and head of the local branch of the Belize Diabetes Association,
she had managed to maintain herself with type 1 diabetes through many
decades and to help keep many others intact. In the southern district of
Belize at that time there were no known endocrinologists, podiatrists,
or other caregivers who had specialty training in diabetes foot care
except for Norma. Her particular expertise included tending to diabetic
toenails, a crucial skill: one clip at the wrong angle could lead to a
jagged ingrown nail and later necrosis. Toenails also archive: some
researchers measure their glycation to detect diabetes and its sequelae of
organ damage.’ Trimming required complete attention, at once rough
and delicate. Afterward, Norma usually said something deadpan to her
patient that I could not follow in Garifuna, and they would both laugh.

The blue plastic tub labeled FooT caRE quickly piled high with sterile
medical wrappers and used gloves. Carefully emptied, it soon filled
again. When a tall woman slid off her sandals and revealed four self-
bandaged ulcers across both feet, Dr. W stood nearby as a collaborating
physician tended to her. I knew the woman, Grace; she was part of a
group that had showed up previously when T advertised on local TV
and radio an upcoming presentation sharing early findings of this pro-
ject on diabetes in Dangriga. I watched as the visiting doctor brushed
sand off Grace’s toes, then used a Duplex Doppler device to listen to
Grace’s feet for calcium blocks or other subtle acoustic clues, pressing
with a wand that amplified the sound of blood flowing through the
arteries.
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Grace was already missing one of her big toes. Crumbled scar tissue
and a protruding bone suggested that the digit had broken off with dry
gangrene rather than a surgical cut. Making jokes about pedicures, the
doctor took the foot firmly in hand and asked Grace to close her eyes.
The physician used an array of soft-point brushes and metal hammers
to detect where and how Grace’s nerves had numbed or deadened. Then
she rubbed Grace’s feet vigorously with soap until enough dead skin
sloughed away that the ulcers began to bleed at the edges, which might
make regeneration possible. The newest ulcers were perfectly round cir-
cles, bright raw pink and eerily symmetrical. But the doctors were more
concerned about how her feet sounded: they could barely hear a pulse
near her missing toe, signaling diminished blood flow in the tissue that
would make it much harder to heal.

Dr. W wished aloud to the team that there was some way they could
give Grace two days in their New York hospital’s hyperbaric chamber, the
enclosed apparatus that can help otherwise impossible wounds begin to
heal. “Is there any way you can get to New York, dear?” His invitation
hovered in the air for a moment. But that afternoon, nobody knew a way
to access a hyperbaric chamber. After Grace’s remaining nine toes were
wrapped in fresh bandages, her flip-flops would not fit over the dressed
wounds. The doctors could only laugh in admiration at her raw tenacity
when they saw her afterward climbing onto a bicycle. They knew the big
toe is particularly crucial for balance, yet Grace moved with steady poise.
Someone snapped a photo of her posing with gauze-wrapped feet pressed
to the pedals, but their smiles looked privately worried. There was noth-
ing left to do for the moment. We all watched as she rode away.

With an intensely focused look, Norma pulled another hurt foot
onto her lap.

NON-TRAUMATIC MEASURES

The surgical unit where so many amputations took place had a sign
near the doors reading OPERATING THEATRE. Everyone’s use of “the
theater” to refer to surgery rooms gave the events of amputation a sur-
real quality; I always found this label for medicine or war disquieting,
like some script born elsewhere being played out time and again. Suru-
sia, the Garifuna word for any biomedical doctor, comes from an
ancient French word for surgeon.* The term should be a relic from the
age of colonial warships when surgeons were literally at the front lines,
but it has uncomfortable resonance in the age of epidemic diabetes.
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Dr. W worried that even many caregivers do not understand what
their patients with diabetes go through in rooms like this, which hold
kinds of expertise that nobody wants to hear about: types of gangrene
(wet, dry, gaseous), varieties of instruments (pneumatic bone saws,
Gigli wires, Zimmer drills). “If you’re not a surgeon, you’ve probably
never seen an amputation,” Dr. W noted. He recently jolted one audi-
ence of nurses and doctors at a Barbados hospital by starting his lecture
with pictures of a procedure.

“And they were horrified. Horrified! Now, of course, they’re medical
people, and they’ve seen many things. They’re not squeamish and upset
about blood. But when you actually see an amputation, it leaves an
impression on you that you will not soon forget. Then I took it from
that point and said to them, ‘so every patient who you know is going
down this road will have this experience.’”

Dr. W explained that he was working on a new lecture. “During the
[U.S.] Civil War, everyone was getting amputations because of major gun-
shot wounds. That is the only other time I’ve ever seen a picture where you
have stacks of legs in a setting. What’s the trauma here? It’s almost like we
have a civil war going on in these countries every year, [in that] we have
the same number of amputations. In many cases, maybe more amputa-
tions. . . . So can you imagine us having civil war trauma, over and over
and over again. Unrelenting, unrelenting. Unabashed. Uninterrupted.”

Dr. W’s civil war imagery made me recall how his medical specialty is
more formally referred to as limb “reconstruction.” In drawing analogies
between diabetic injuries and war photos, Dr. W described a tension that
many have grappled with: the twofold problem of looking or not looking
at such visceral images, and how to weigh the choice to make them public
or not when valences of shame haunt either option. “I could have looked
... until my lamps went out and I still wouldn’t have accepted the con-
nection between a detached leg and the rest of the body,” Michael Herr
wrote of pictures like that during the Vietnam War.’

The problem is ugly at any point along its unsavory continuum: At
one pole, there is the real danger that images of violence can be viewed
and taken up in ways that verge on gratuitous spectacle or even repel-
lent intrigue. Yet at the other end of the spectrum sits an equally chilling
truth that gruesome things are already happening to some people, and
many in broader publics would rather look away than face their part in
the larger systems that depend on unequally patterned injuries—silence
that often fosters complicity with even sharper injustices ahead.

All of us holding cameras were dealing with these dilemmas: What
kinds of images were usefully sobering, which gratuitously sad? Who
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gets protected from the grisly side of diabetes? How do we represent
this latest chapter in a familiar story of racialized bodies hurt by sugar—
when we live in a global economy so deeply shaped by this legacy that
even pictures of its echoes could become capital? Yet there was no deny-
ing a severe and growing problem that people were working hard to
more accurately make public. How to convey that erased reality with-
out dehumanizing anyone in the process of trying to make it visible?

Some patients began to display their injuries for cameras to try mak-
ing the issue more legible—as youw’ll hear later, one dialysis advocate
even began improvising “press releases” each time another part of his
body was about to be amputated, calling up the major media outlets in
Belize and asking people to make and reckon with images. As Laurence
Ralph reflects elsewhere about “living through injury,” sometimes “it
becomes politically strategic to inhabit the role of a ‘defective body’ in
order to make claims about a violent society.” When individuals exhibit
and even publicize their injuries to call attention to the broader social
injustices shaping them, this can become part of a strategy that Ralph
calls “what wounds enable.”®

Belize Diabetes Association groups were facing related questions with
immediate stakes: photos of imperiled feet help them to disrupt ideas of
diabetes as a boring disease and thus to gather support for material care.
For many members, this was not an abstract or theoretical debate about
reproducing ideas of suffering. It surfaced instead as a dilemma that was
unfolding in real time—as in the first week of 2018, when the Belize Dia-
betes Association Belmopan branch posted an arrangement of the new
year’s photos on their Facebook page.

The image was carefully composed to both shock and counter-anchor
in dignity. It was prefaced by the pointed note “Permission granted by
clients to share” and the hashtags #SaveAFoot #SaveALife, with pic-
tures of four feet in limbo with mottled and missing toes, stitched to a
larger photo of a T-shirt that said:

BEHIND EVERY PERSON WITH
DIABETES

THERE IS AN EVEN

STRONGER

FAMILY WHO STANDS BY THEM
SUPPORTS THEM AND

LOVES THEM

WITH ALL THEIR

HEART
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“It seems as if the exotic things get the attention. ... Having five
people with Zika brings the media. It’s very sexy, it’s exotic, it’s front-
page news. People getting their limbs cut off, not really exciting,” Dr. W
reflected later on diabetes and the difficulties he’s had for decades trying
to bring public attention to it. In his words:

I think the problem is that in this world of sound bites, diabetes is not that
impressive or sexy. But the damage it does is absolutely horrific. . . . diabetes
is expanding and growing at an alarming rate. It’s chewing up your GDP. It’s
smothering countries. It’s something that’s really killing how your health
system will work in every way.

I think the problem is that it’s not studied. People don’t really know how
many amputations are going on. First, there is an occult number: a number
not well known. Number two, the long-term effects of it are not well studied
in this population. Number three, the transgenerational issues that go along
with that. The fear, the worry, the anxiety, the denial. . . . No one is measur-
ing that. It’s just like, yeah, diabetes. It’s in this area.

A report from Belize’s only prosthetic leg clinic noted that of the six
amputations attributed to animal bites the previous year, only three had
been snake bites. “The other three were attributed to rat bites becoming
infected in diabetic patients. Bites from rats speak to the need for
improved standards of living.”” The report added: “Most diabetics
from [our] Belize clinic ambulated in flip flops, sandals or ill fitting foot-
wear due to poverty. In addition, they reported having their blood sugar
tested once every three months! This very likely contributed to their
becoming amputees in the first place.”®

In the U.S. context, for which better data exists, about 8o percent of
the country’s total amputations are due to diabetes. But even the broadest
literature review on diabetic amputation numbers I could locate did not
contain data from a single low- or middle-income country. Despite this
limited geography, even narrow studies suggest jarring numbers: About a
third of people with diabetes experience an ulcer, and more than 5o per-
cent of diabetic foot ulcers become infected.” A third of people who seek
clinical care for ischemic diabetic ulcers (the most common type) will die
before their injuries ever heal.!’ Diabetic foot ulcers “have morbidity and
mortality rates equivalent to aggressive forms of cancer.”'! After having
diabetes-related amputations, over 70 percent of patients die within five
years—a death rate second only to lung cancer.'? Following a major dia-
betic amputation, 50 percent of people will have another limb amputated
within two years."® Despite these troubling fragments of statistics, though,
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there remains a dearth of global funding for diabetic foot care, due largely
to lack of evidence documenting that there is a global issue.

“Internationally, accurate numbers of limb amputations performed
are very difficult to estimate as there is no recognized database or organ-
ization collecting this information,”!* one journal article about this glo-
bal data gap recently summarized. The article also noted a brute-force
fact that bears repeating: “Amputation of a limb is one of the most
severe pains in the human experience.”

Tellingly, some of the best statistics about the global severity of dia-
betic injuries have been collected by accident. Diabetic amputations
have often turned out to be the number one cause of limb loss captured
by databases meant to gather information about landmine blasts and
other war-related injuries, as reported in studies with titles like “Diabe-
tes or War?”?® Researching the “yawning gap” between the need for
diabetic foot care and sparse funding to support it, David Armstrong
and colleagues recap: “There is a lack of federally and not for profit—
funded research directed toward diabetic foot ulcers. This funding gap
is disproportionately large in comparison with the public health impact
of this sequela.” The authors call this discrepancy “a clear and present
medical and fiscal calamity. We must mind this gap as a locomotive of
lower-extremity complications is approaching.”!¢

The odd turn of phrase that ends their article underlines a strange
fact: if the injuries and amputations that their team analyzed had been
caused by actual locomotive trains, they would be robustly included in
the global statistics that guide health policy funding. The World Health
Organization’s recent Global Burden of Disease report, for example,
was designed especially to attend to the daily difficulties of living with
chronic injuries. Its scale of “disability weights” emphasized the painful
toll of amputations on daily life.

But the twenty-six possible causes of amputations and related inju-
ries that the 2017 study painstakingly charted did not include diabetes.
It did estimate global amputation burdens, though, for six kinds of traf-
fic accidents (motor vehicle; motorcycle; cyclist; pedestrian; mass trans-
portation, including bus and train; and other road incidents), as well as
for venomous and nonvenomous animal bites, domestic violence, gun-
shot injuries, self-harm, war, and torture.!” This led the report’s authors
to conclude that global injuries are declining and the world today is
becoming a safer place. I wonder for how many countries in the world,
besides Belize, that summation sounds plainly inaccurate.
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The last time I visited Belize, I went to see a few friends one weekend
and found that three of them had lost a leg since my last visit. The rep-
etition was becoming so normalized that anxieties about “getting cut”!®
came up constantly in conversations. The pattern did not require an
epidemiologist to notice that something was wrong. Of course, not eve-
ryone with diabetes dealt with limb injuries. But every person with
diabetes did have to be constantly on guard, and those stakes felt
high. I thought the struggles against shame that people described around
amputations were related, at heart, to the non-counting of diabetes
limb loss as a global phenomenon. Missing numbers do more than
perpetuate missing material resources for care—they also change the
feelings and ideas of responsibility that get associated with a given hard-
ship. “In other words, the numbers inform how people tell their stories;
the stories people tell shape the categories used to collect numerical
data,” Adia Benton observes."”

The standard legal definition of trauma is “a wound or a condition
of the body caused by external force, including injuries inflicted by bul-
lets, explosives, sharp instruments, blunt objects or other physical
blows, chemicals, electricity, climatic conditions, infectious diseases,
radiation, and bacteria, but excluding stress and strain.”?’ Limbs injured
or lost to sugar are thus not considered traumatic because they take
shape slowly. When it comes to these non-traumatic diabetes wounds,
in hospitals around the world, tough choices get made at the time of
amputation. For instance, surgical teams must decide whether to use
limited supplies of anesthesia to render a patient unconscious or to only
numb them at the waist. In the conscious version you are awake and
listening to everything. Bone has to be screwed to the table before they
saw it. One woman in Dangriga told me she prayed so hard and felt her
family’s love so palpably that when the drill started up she felt the grace
take over completely, and her ears filled with a loud ringing so beautiful
that it became the only noise in the room.

“There are so many miracles,” she told me. “Thank God.”

DISPLACED SURVEILLANCE

Long after she officially retired, Nurse Norma kept going to the hospital
to help provide diabetes foot care. She also made certain home visits,
even though she no longer got paid for the work. She heard that special-
ized diabetes foot training will be coming soon and said she will start to
relax her watch if she gets an apprentice. In a district where so many
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were losing limbs, how else could the only person certified in foot care
training truly retire?

Humans alive today, in general—and nonwhite people, in particu-
lar?'—are subject to constant surveillance. Algorithmic tracking and
facial recognition tools are on the rise, alongside what Alondra Nelson
calls “data spillover,” cases when even materials like saliva submitted
for ancestry testing or photos shared on social media can be harvested
as data by interested parties ranging from pharmaceutical and life insur-
ance companies to law enforcement databases.?> We have never had
more information collected about us by companies and states. This
made it feel even stranger to come across the rare case where members
of the concerned population actually expressly wanted institutional
“surveillance” collected about key data—only to find that #his data
remained elusive.

“A lack of surveillance in Central America has stalled the develop-
ment of amputation prevention services,”? one prosthetics maker in
Belize noted. Here’s the catch: it takes numbers to redirect global policy
money, but it takes global policy money to assemble the numbers.

Belize has made more headway around these uncomfortable numbers
than most Central American and Caribbean countries. A very small
study incorporating data from Karl Heusner Memorial Hospital (Belize’s
only tertiary care hospital) was written up and published by concerned
physician Uldine Wright, who recently returned to Belize from medical
training in Cuba. She recounted a tally showing that among patients
who came to the Belize City public hospital to treat a diabetic ulcer
(often caused by an ingrown toenail or similar tiny wound), 89 percent
of patients received an amputation.?* Some 29 percent lost their leg
below the knee, and 24 percent lost the limb above the knee. I heard
informally that medical interns do many of these cuts. Eighteen percent
of amputations were trans-metatarsal (toes or fingers with a piece of the
foot or hand), while 18 percent lost only digits (mostly toes). Twelve
percent of patients healed with debriding, and o percent healed with
conservative treatment.”’ The second hospital that Wright also studied
showed a less pronounced but still alarming figure: 24 percent of patients
who arrived for diabetic ulcer care received amputations.

Even a tiny snapshot like this begins to suggest some sense of how
normalized injuries impact care across the board—physicians upset
with patients for not coming in earlier; patients terrified to seek care
when they know the significant probability of returning with an ampu-
tation. There were tensions about which cuts were possibly avoidable
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or totally necessary, everyone struggling to bear their piece of the
intensity.

From what I could observe, the caregivers most routinely dealing
head-on with diabetic injuries were mostly Black and Indigenous women.
They made up the majority of the community health workers and nurs-
ing and medical attendants with whom I spoke. Their expertise was for-
midable, but their labor offered little way out of the intense sensorium in
which rural health workers practiced their craft. It took time to learn
unwritten care strategies, a Garifuna rural health worker named June
explained to me as she recounted the story of the first time she had cared
for a diabetic foot: “I just told the patient, I'll be right back!” The older
Garifuna nurse with whom June was apprenticing later praised how art-
fully she had concealed the pause when she went outside and vomited.

“If the patient sees that you are scared, they will be scared too.”
Nurses taught each other techniques to steel oneself to unwrap a dia-
betic foot, since “you never know what is going to be under there”: for
example, to be ready for larvae so that anything else is good news; or
how to take the cap off the bleach bottle before you open anything else,
and then just focus on the bleach smell. June described learning to swal-
low her dread while calming patients’ reactions if they looked down at
their foot by telling them stories about similar diabetic limbs that ended
in some form of recovery. She said this was not the work she imagined.
“Laugh, don’t cry,” she added.

I once fell into conversation with a team of care workers in Belize
wearing matching bright green “EYES ON DIABETES” T-shirts. The
printed design on their backs featured watchfully gazing eyes. I found
myself thinking about how the assumed optics of functioning health
surveillance had been displaced. In the gaps of accurate foot care epide-
miology being conducted by global institutions, it seemed to me, not
only were care workers “improvising medicine” to blunt the impact of
diabetic injuries, with care practices full of the ad hoc force that Julie
Livingston memorably describes around another chronic condition.?
Members of these makeshift networks were additionally improvising
select forms of surveillance, akin to the multiplied perspectives that
some have called “para-sighted” optics—teaching each other new ways
to see, keeping their own counts of emerging patterns, watching out for
each other.?”

People I met improvised daily surveillance of their own bodies: obses-
sively checking their skin for scrapes or soft spots, enlisting others to
help check the bottoms of their feet, praying to spirits for help monitoring.
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Nurse Norma and the Belize Diabetes Association on watch.

At one meeting I attended in the municipal building of Dangriga, the
crowd of mostly women sitting in blue theater seats taught each other
strategies for making a physician see their feet. “Untie your shoes ahead
of time, while you’re waiting. Then stick it right on their desk. Just tell
them, “Well Doc, I am about to put my foot right up on your desk!””
Everyone laughed, nodding. It was a good joke to remember: make the
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busy Cuban doctor laugh, buy an extra minute of their overstretched
attention.

The Diabetic Foot Center Group that Dr. W founded and heads
recently launched a new program in their travels across the Caribbean:
visiting the proprietors of nail salons to teach them signs of diabetes
ulcers. This network of beauty shop technicians is now helping to refer
clients to hospital care when their hands or feet are in danger.

As Dr. W described initiatives like this, his words kept returning to
two observations that are hard to square with each other: on one hand,
the public has no idea what is happening; and yet, this is very well
known by those who know it. What was happening in the space between
these two truths? After we met, I planned to reach out to Dr. W back in
New York, in hopes of interviewing him one day. But you know that
you are studying a badly misunderstood topic when one of the field’s
top physicians takes time out of a packed schedule to email you first.

MIXED METAPHORS

“It’s like an old friend, so I can talk about it,” Dr. W said of diabetes.
He considered it like getting to know certain people over time, where
mystery grows along with knowledge. Indeed, when we first met in
Dangriga, I never expected to find myself listening to multiple perform-
ances of Dr. W’s convincing Rod Serling impersonation as we talked in
the Staten Island community hospital where he has long worked: “There
is a fifth dimension. . . . It is a dimension as vast as space and as timeless
as infinity. It is the middle ground between light and shadow, between
science and superstition, and it lies between the pit of man’s fears and
the summit of his knowledge.” We both laughed at his Twilight Zone
reference, and then Dr. W switched back to his regular speaking voice.
“But really, diabetes has its own dimensions. It’s not an ordinary dis-
ease. It’s quite extraordinary.”

This was a sharp contrast with how diabetes is often portrayed. Dia-
betes is typically imagined as boring and mild. This banality is integral
to the ways its disproportionate costs for certain populations get nor-
malized as individuals’ own fault. Simultaneously dull and virulent, the
particular stereotypes surrounding diabetes are profoundly enmeshed in
five-hundred-year-old racial imaginaries that nobody can call back.
There will be no truce of representation.

In Illness and Its Metaphors, Susan Sontag famously described the
disease metaphors that societies come to accept as common sense—
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despite the ways such associations often blame and shame patients for
their own illnesses, and frequently do harm to people’s sense of self and
their possibilities for recovery. “Patients who are instructed that they
have, unwittingly, caused their disease are also made to feel that they
have deserved it,” Sontag worried.?® At the same time, she added, “we
cannot think without metaphors.”?

This is why I admired Dr. W’s skill at inventing counter-metaphors,
which he mixed unabashedly. Consistency in literal images is not his
objective—just consistency in bodies.

“What really bothers me is the look of loss on a patient’s face when
you tell them the reason they are going blind,” he said. In the face of
that, he was willing to try any metaphor on for size. “Diabetes is like
fighting a bull. You need to grab it by the horns, or it can gore you.” He
explained that mixing metaphors was a talent he had honed over the
years by talking with patients, learning what analogies seemed to stick
in their mind and help them live with it better or mentally get a handle
on some certain facet of it all.

“You can’t outrun diabetes. You can only outsmart it,” Dr. W said,
smiling to himself. “That’s a good one. It can be overcome, but not
without a strategy.” Different kinds of personification may be strategic
for different things, he said. Many of his patients struggled with depres-
sion as their diabetes progressed. What framings might help really
depended on the person. Alongside photocopies of medical instructions,
Dr. W’s team kept on hand a variety of prayers for grieving patients who
were religious. Other times, it helped to cast diabetes as an external
nemesis and the body as an epic terrain where great carefulness was
required, without implying any personal shame: “When you enter the
land of diabetes, Dracula is around.”

As his Rod Serling voice suggests, Dr. W grew up with a love of sci-
ence fiction. Dracula was one among a cast of diabetes monsters that
Dr. W and his patients might evoke for each other. Sci-fi shaped how
creatively he explained diabetes and listened to those dealing with its
more extreme forms. It seemed to me as we spoke that perhaps science
fiction had also prepared him for his encounters with sugar’s stranger
subtleties in his work traveling across the diabetes epidemic: the crucial
plot clues in sci-fi tend to come from paying careful attention to the
faint signs of something potentially sinister ahead.

Dr. W’s other inspiration for his approach to dealing with patients
was the seventies ABC show Marcus Welby, M.D., about a humanistic
doctor who went out of his way to connect with patients. While his
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three brothers wanted to be sports stars, Dr. W said, by age seven he
dreamed of becoming a physician. His particular interest in lower limb
reconstruction came a few years later, at age ten, when he was trying to
dash home from his grandmother’s house during a commercial break
without missing any Star Trek and was struck by a car. He spent months
recovering in a body cast (and never got to reschedule his plans with the
prettiest girl in school, he sighed). That period of healing was one of the
formative experiences that made him want to be a lower limb surgeon.
The diabetes focus came to his work later, from observing patterns of
injuries and sheer need in neighborhood community podiatry clinics.
He has now been taking care of diabetic feet for over twenty-one years.
“I think we need to be more poetic about diabetes,” Dr. W said. “Let
me give you some images.” He proceeded to reel off so many that I could
barely keep up and had to distill them down later.’® They kept slipping
between metaphors and the uncanny clinical realities prompting them:

When you hear diabetes, it isn’t alarming. Even in this information age. Dia-
betes is the disease that nobody knows, because everyone thinks they already
know. It’s the known unknown. It’s abstract in a way, but so tangible. Some
people’s arteries are so calcified, they show up on x-rays as bones. So we are
seeing people turning to stone from the inside. It kills you slowly. Almost
methodically. Almost systematically. Almost intentionally. It starts off not so
bad. Some of my patients are afraid to see me because they live with the fear
of losing a leg after seeing it happen to their parents.

Diabetes can accelerate your age, large glucose molecules attaching to the
outside of your cells. It can affect every cell of your body in a different way.
There is always more mystery, the medical paradox. A patient will tell me
sometimes, “Doctor, I feel like my feet are being lit on fire. Right now we’re
in this room, but my feet are in hell with the devil.” The nerve damage keeps
them up at night, and all I can do is give them GABA drugs, painkillers. Neu-
ropathy: numbness, horrific pain, shooting, stabbing, burning. Ask people.
You will hear a hundred different words for a hundred different kinds of pain.

Phantom pains after an amputation: the trauma over and over of feeling
a limb still there and seeing it is gone. It tricks your body. Diabetes is the
great magician. It gives you illusions, hunger and thirst you can’t satisfy.
Diabetes is like a thief, or a trickster. It is a thief of limbs. It is a tragedy that
keeps happening. Patients getting cut into pieces. It hits like an asteroid. It
changes like a chameleon. As soon as you think you know what it looks like,
it will change shape and hit you in another form: it’s high blood pressure, it’s
kidney disease, it’s blindness, it’s a toe. It keeps morphing. It lives with you.
It lives in you. It’s almost like it’s a virus, hiding.

Driving home from Brooklyn, I kept replaying Dr. W’s eerie images in
my mind. “Our bodies prime our metaphors,” James Geary observes,
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“and our metaphors prime how we think and act.”3!' I wondered how
policies to guide public perceptions of diabetes care might look different
if they were based on Dr. W’s descriptions of learning to live with a vola-
tile shape-shifter, offering no false claims that the work would be easy.
His creative descriptions struck me as efforts toward what Charles Briggs
and Clara Mantini-Briggs call “communicative justice”—working at the
junctures of public storytelling about health conditions to try to change
the ways they biologically manifest in bodies.?> There was one image, in
particular, Dr. W had voiced that T found myself returning to again:
almost like a virus, biding. Not quite like a virus. Slow, cumulative. But
in certain ways . . . almost. In contrast to the rest of Dr. W’s figures, that
was an image of diabetes I had heard many times before.

PARA-COMMUNICABLE CONDITIONS

As rising diabetes became part of the social fabric in Belize, rumors
began popping up that certain forms could be contagious. There were
numerous stories about husbands and wives becoming afraid to sleep in
the same room, with the specter of threatened limbs again appearing as
the defining feature of these anxieties.

“Well, here it comes for me,” Laura recalled thinking when she was
diagnosed with diabetes in her twenties. “I knew it was coming for me,
because my mom had it, my sister . . . we all have it.” The personified
pathogens that people kept using to allude to their diabetic injuries
came from the language of infection: many said of diabetes sugar that
they “caught it.” Other phrases echoed histories of attempted escapes
from sugar: “It caught me.”

I was surprised that rumors of contagion seemed to multiply, rather
than subside, as time wore on and as people in Belize became more
familiar with the illness and observed it more closely in their own com-
munities. Public health authorities often emphasize education about the
causes of diabetes as one of the most important tools to curb its spread.
But in this case, it was not that people had never received diabetes edu-
cation; it was that the one-size-fits-all biomedical education from
abroad often did not fully square with the realities they saw with their
own eyes. Diabetes moved like an epidemic. It killed like an epidemic.
In the Stann Creek District, diabetes affected at least ten times more
people than HIV/AIDS,* and everyone knew that AIDS was an epi-
demic. Diabetes was spreading quickly, and a “non-transmissible” dis-
ease is not supposed to spread.
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Diabetes mortality:
Age-standardized death rate per 100 000 population, both sexes, 2012
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Map of global diabetes deaths, shown at community forum in Dangriga.

As historian Allan Brandt notes, “The problem of causation is crit-
ically important because it reflects directly on the fundamental moral
issue of responsibility for disease.”3* This point hit home more con-
cretely for me when I gave a public presentation on an early version of
this project’s findings to a small crowd in Dangriga. The audience
came mostly from local branches of the Belize Diabetes Association
and HelpAge, a local organization providing supportive care across
generations. I began our conversation that day with a cursory slide
showing the World Health Organization map of diabetes deaths. I had
assumed that larger context was the part everyone would already
know, but the global map seemed to be the only image I showed that
surprised anybody. People raised eyebrows at each other. Wait, ver-
sions of this are happening across the world? Some people later
reflected that they had gotten so used to stories attributing the Belizean
rise in diabetes to their personal responsibility or local “cultural
foods” that it shook up their perspectives just to take a step back and
think of diabetes as an epidemic—a much bigger story, whatever that
might mean.
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There is a lot on the line in “explaining epidemics,” as Charles Rosen-
berg once put it.** Global aid resources tend to move according to the
moral rationales of humanitarian “crisis.”*® This kind of intervention “has
come to define itself through exception,” Peter Redfield aptly observes,
though that framing quickly “loses its transcendent magic” when “dis-
eases prove chronic.”” One woman in Belize named Nel described how a
team of U.S. medical students visiting her village had been fascinated by
her ankle wound when they believed she had leishmaniasis (a tropical
disease caused by sandfly-borne protozoa parasites), but stopped visiting
when it turned out to be a diabetic ulcer. Senses of medical urgency (or
nonurgency) also remain deeply contoured, as Priscilla Wald describes in
Contagious, by “how both scientists and the lay public understand the
nature and consequences of infection, how they imagine the threat, and
why they react so fearfully to some disease outbreaks and not others at
least as dangerous and pressing.”3*

The “entwined histories . . . of tropical medicine and racial thought”
continue to shape how health issues get perceived, Warwick Anderson
argues, together underpinned by colonial notions of contagion. 3 A cur-
sory glance into the archives yields more than fifty years of ignored calls
for a response to diabetes in the world. “Diabetes is no longer a rare
syndrome in the tropics, and in many parts is being diagnosed with
increasing frequency,” Dr. Silas Dodu wrote in the British Medical Jour-
nal in 1967. Returning home to Ghana after medical school in London,
Dodu linked the phenomenon he observed to the spread of “white man’s
food.”* Several years later, the Pan American Health Organization
(PAHO) sounded another alarm. “Right now the seriousness of the
problem is reflected by the large number of diabetics who suffer, die, or
become invalids,” reads their 1975 diabetes report, “fatalities consid-
ered largely preventable because effective treatments for these diseases
were known.”*! Their astute and progressive policy recommendations
are disturbing today, because they detail precise knowledge and action-
able suggestions for policies to prevent diabetes injuries from spreading
further—published before HIV/AIDS ever became legible as an epidemic,
and before most people described in this book were born.

Although wider diabetes policy responses largely stagnated after
PAHO’s 1975 call to action, other aspects of diabetes knowledge have
grown more robust over the decades that followed. In addition to study-
ing industrialized diets, more scientists now also track the ways that dia-
betes risks can be amplified by environmental exposures and chemicals.
Some molecular pathologists call this “the new toxicology paradigm of
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endocrine and metabolic disruption” that reframes diabetes and related
autoimmune conditions as a “hidden cost” to polluted landscapes.** This
phenomenon first became clear through industrial accidents: for example,
diabetes rates in a small town in Italy spiked in the twenty years after its
chemical plant exploded.*

Altered atmospheres also get absorbed: a recent long-term study of
1.7 million U.S. veterans estimated that about 14 percent of diabetes
cases may be associated with air pollution, regardless of what diets indi-
viduals ate.** Foods are impacted by air changes, too: crops such as
wheat have less protein and more carbohydrates when grown in high-
carbon atmospheres,* while rice can absorb heavy metals like mercury
(which also contribute to diabetes risk) if the rice patties are fed by pol-
luted water.** Chemicals used to protect crops also get inside humans: a
study of 3,080 farmworkers in India reported that exposure to organo-
phosphate chemicals significantly increased diabetes risk, apparently
because insecticides meant to kill pests also interact with the microbes
crucial to metabolic balance inside people’s digestive tracts.*” This is
only one of several mechanisms by which endocrine-disrupting chemi-
cals contribute to diabetes, which is a disease of the endocrine system.*

“We are porous selves within microbiomes and with microbes, shar-
notes Juno Salazar
Parrefias.* Exposure to viruses can also trigger certain forms of diabe-
tes and cancer.’® In addition to the microbial life within us, there has
also been more scientific attention being paid to the plasticity of human
biology—including metabolic absorptions that connect human bodies
and larger environs,’! hunger- and stress-related epigenetic modula-
tions,*? and ideas of “infective heredity.”*3 The notion of “situated biol-
ogies” proposed by Margaret Lock reflects these puzzles—Lock initially
used the name “local biologies” to consider such contingent effects on
each individual body, yet the worldwide patterns in rising chronic con-
ditions presented her with a paradox: How are “local biologies” of
individuals changing in such patterned ways across global scales?**

In this view, human eating is only one dimension within “nested metab-
olisms.”** Bodies exchange matter through “metabolic landscapes,”
such as the paradoxical “choices” that Elizabeth Hoover examines in The
River Is In Us when studies revealed that local fish and waters contain
diabetes-causing toxics.’” Chemicals also impact industrial farm animals
and plants, as Hannah Landecker examines in “Food of our Food,” which
become part of human digestion as well when people eat them.*

)

ing social lives even when we may not want to,’
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Amid so many complex interactions, diseases are not binary either-or
conditions. So how did our terms for addressing them come to be? It is
worth taking a step back to ask how diseases came to be framed in such
a dualistic paradigm to begin with.

The old paradigm of environmental miasma comes from an ancient
Greek word meaning “pollution” (muiacpa), which framed disease as
coming from “morbid material” in contaminated local environs. In the
nineteenth century, germ theory replaced miasma paradigms with a
stricter dichotomy. Dominant models today still hold that there are two
basic ways to think about diseases: they are either “communicable” or
“non-communicable.” In this binary schema, infectious diseases need to
be addressed in terms of interrupting contagion between people, vectors,
and environments via specific exposures to disease-specific germs or bio-
logical pathogens. Meanwhile, since non-communicable diseases are by
definition not being transmitted between bodies, they are typically ana-
lyzed via the individual’s own inborn genetic constitution or understood
as resulting from personal choices and “lifestyle” behaviors.*

Public health classes often reference iconic histories of contagious dis-
ease surveillance, such as John Snow’s team’s identifying and disrupting
patterns of water-borne cholera at the Broad Street Pump in 1854 Lon-
don. Yet the shadow side of Snow’s discovery remains instructive: it pre-
figured germ theory, which described an important way that bodies are
exposed to disease. But some industrial actors tried to cast infection as the
only way that exposures mattered, by seizing this new explanatory model
to shield themselves from responsibility. In 1855, Snow was called in a
legal case about deregulating industrial pollution in London. He testified
that chemicals could “not cause disease; those poisons do not reproduce
themselves in the constitution.” When prodded further about reported
symptoms of toxic exposure among workers, Snow responded: “Persons
are often very much influenced by the imagination.”

To approach chronic disease patterns, we need ways to recognize and
publicize potential exposures of processed diets and industrial toxi-
cants, as well as biological germs—an epidemiology of what Adia Ben-
ton has called “connectors,” rather than vectors alone.®! That requires
attention, Michael Fischer notes, to “the bioecologies at play” between
porous boundaries and reactive membranes, commodity flows, and
human and ecological health.®

In light of these gray zones, the either-or labeling of “contagious”
versus “non-communicable” disease appears insufficient to describe
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the prevalence of human-made diseases now becoming visible around
the world.® Diabetes is not an exception to, but very much iconic of
growing chronic epidemics—such as cancer clusters®* or the soaring
prevalence of asthma and other autoimmune conditions.®

When I talked with public health practitioners and policy makers
about such exposures, I found it helpful to have a working name for this
in-between. I came to describe it as para-communicable—chronic con-
ditions like diabetes that may be materially transmitted as bodies and
ecologies intimately shape each other over time, with unequal and com-
pounding effects for historically situated groups of people. Focusing on
para causalities—the products and exposures changing alongside (para)
people’s bodies—draws attention to the imperative to acknowledge and
rework those systemic harms. Exploring this approach also became a
way to translate across different spaces of knowledge making—such as
academic conferences where keywords to describe exposures were
abundant, and the arenas of practice where they were often illegible or
quietly fell out of frame.

This is not a return to miasmatic thinking, though. As historians have
observed, cloudy causalities are indeed frequently part of what it feels
like to live amid ongoing exposures—but confusion is difficult to regulate,
and industries bank on this.®® Nor can chemicals simply be reframed as
contagious—they too do not follow a neat binary pattern. They have their
own intervals of low-dose “latency.”®” Current regulatory paradigms that
contribute to so many toxics on the loose are in part flawed for exactly this
reason. Germ theory informed the ways in which chemicals were tested in
the laboratory, but these simplified models of disease have often failed to
recognize the complex ways a chemical can still cause harm.*®

Sugar and food industries have also attempted to intentionally pro-
duce confusion, akin to techniques described in books like Merchants of
Doubt.®® Marion Nestle examined how Coca-Cola, for example, has
paid doctors to back suspicious studies and run ad campaigns focused
on how individuals with chronic health issues need to exercise more.”
These corporate strategies raise special challenges for scholarship deal-
ing with uncertainty. The key theorists of syndemics—a widespread
model describing how multiple epidemics interact—recently expressed
concern that the term can take on a miasma-like cloudy quality if it is
taken up imprecisely or without follow-up steps to trace specific path-
ways and signatures of responsibility.”! Anthropologists like Elizabeth
Roberts’ are seeking ways to build a counter-science, through sustained
collaborations and a grassroots-guided “science of the in-between.””?
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Thinking back to “diabetes multiple,” policy interventions (or their
absence) may actually produce biologically different versions of diabetes,
on the population level as well as for individual bodies. What an epi-
demic is is different—not just in scale, but potentially in its mechanisms
and forms of transmission. The first two cases of drug-resistant bacteria
documented in the United States both occurred in diabetic ulcers—
apparently from separate instances of horizontal gene transfer, by which
bacteria can nearly instantaneously swap genes with other living or dead
bacteria.” One study of 150 diabetic ulcers in India found that “91 % of
the bacteria were resistant to three or more antibiotics,” including feared
bacteria like MRSA.” In cases where people live for months or years
walking in sandals with open diabetic wounds on their feet, it is also
possible that horizontal gene transfer occurred directly between the bac-
teria infecting lower limb ulcers and the bacteria living in local soils.

This tendency for unchecked diabetes injuries to foster drug-resistant
bacteria may have implications for future antibiotic efficacy and dis-
eases of all kinds. Yet if drug-resistant bacteria sound like an urgent
global issue in a way that the foot ulcers fostering them do not, that is
another example of why the diabetes epidemic will continue to grow.

GEOGRAPHIES OF BLAME

Media analysts report that a “full 73 percent of articles that mention
the poor, African Americans, or Latinos blame obesity on bad food
choices, compared to only 29 percent of articles that do not mention
these groups.””® As Paul Farmer has noted of the common figure of a
blame-worthy patient, “All too often, the notion of patient noncompli-
ance is used as a means of explaining away program failure.” He related
this to “immodest claims of causality”—how patient noncompliance is
commonly assumed and made persuasive without evidence, but any
alternative explanation requires a great deal of evidence for policy mak-
ers to find it convincing.”” Looking at tuberculosis cases, Farmer asked
how people with TB could be labeled “noncompliant” with treatment
when 50 percent don’t even know they have it. This is the same percent-
age of people with diabetes globally that the International Diabetes Fed-
eration today estimates have never been diagnosed.”® These patterns
resonate with the “geographies of blame” that anthropologists have
documented around the politics of labeling “noncompliance” else-
where: “Throughout the world, those least likely to comply are those
least able to comply.””
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“How am I going to make a diet? There is only one kind of food
here,” T often heard patients tell the visiting Cuban physician, who
would laugh kindly but never really had an answer. In nearby Guate-
mala, Emily Yates-Doerr has described the ways nutritional experts
carefully avoided talking about problems of macro-infrastructure that
neither they nor their patients could change, since that advice could eas-
ily have registered as cold or uncaring.®® The caregivers I met likewise
avoided initiating conversations about “social determinants of health”
directly with patients, in hopes of generating a healthy sense of optimis-
tic possibility—focusing on the scale within their grasp. This mostly
meant trying to equip patients to negotiate existing foodways. But who
will rework larger food systems?

Some preliminary studies have proposed that diabetic foot ulcers
could be better treated if patients were also provided with supplies of
nutritious food.®! Scholars such as Harvard economist Michael Porter
have argued that such investment would be beneficial for health sys-
tems, which spend thousands of dollars each time they amputate a dia-
betic injury. That money could be better invested in nutrition programs
to help prevent amputation.®

Yet even the food baskets that accompany HIV/AIDS treatment pro-
grams often contain cheap grains, such as white rice, which are pre-
cisely the kinds of high-carbohydrate foods that people with diabetes
are discouraged from consuming. What would be in a diabetes food
basket? (And should it be in the HIV/AIDS food baskets, too, consider-
ing how many patients with HIV/AIDS are also getting diabetes as a
side effect of their drug treatments?®}) Trying to imagine a food basket’s
hypothetical contents only highlights the bigger issue: to actually curb
the rise in diabetes, healthy foods need to exist for sale at affordable
prices in grocery stores, not just dispensed in baskets for those with
already sick bodies or imperiled limbs.

This also casts different light on the limits of existing models. For
instance, some global health programs piloted ways to attach medicines
to cases of Coca-Cola in order for treatments to hitch a ride to rural
regions beyond health systems’ reach. But in the case of diabetes, this
delivery proposal would be an unsettling image. Which is more disturb-
ing: the idea of insulin and metformin pills traveling to remote areas
they could not otherwise reach attached to cases of soda, or the present
reality of the Coca-Cola arriving alone?

Every local diet that has been dismantled by industrial diets is
unique—meaning that any guidelines about eating require local texture
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in order to be meaningful for people. One morning, I joined a group in
Dangriga that gathered to share cooking ideas to modify Belizean and
Garifuna dishes for those with diabetes. Inspired by Garifuna cooking
projects like Isha Gutierrez-Sumner’s Weiga (Let’s Eat!)®* and Belizean
restaurants like Nutrilicious Corner,®® some suggested that events
around healthy eating with diabetes might get people talking.

It would be good, they said, to have a locally relevant alternative to
the foreign pamphlets that gave the false impression that all diabetes-
healthy foods were “white people food.” Grace was there, mostly just
listening. Recipe ideas that the group offered included blended greens
with milk and nutmeg; boiled raisins with okra, bukut, and vanilla;
oven-roasted carrots; beet salad with slivered watermelon; club soda
with a squeeze of papaya; soursap leaf and orange leaf tea; and fish
dipped in seawater (instead of table salt) for cooking, the way past gen-
erations did. Others had questions about local and ground foods, which
of course came with no labels. Was toasted cassava safe for people with
diabetes? They wondered if local labs could be equipped to investigate
the nutritional content of certain dishes or to monitor their fish and
water to guard against toxic chemicals.

I initially thought it would be fairly easy to apply for a grant to sup-
port the kind of local foods project they suggested. But it turns out that
the U.S. National Institute of Health explicitly declines to fund research
that generates locally relevant dietary and care translations; they reason
that such outcomes would not be globally “generalizable.” If only
approaches imagined as “generalizable” receive policy funding, then
most well-resourced interventions end up framing what is inside indi-
viduals as the problem to target, rather than putting resources toward
remediating harms of people’s lived environments.5¢

When I bumped into Grace later in line as she waited to see Dr. W, it
seemed that her foot spoke not only of gaps in the surveillance around
injuries due to diabetes, but of displaced watchfulness throughout larger
global systems of food and medicine. Her injury seemed to evince the
culmination of decades or centuries of policy and legal regulations that
contributed to chemicalized water, air, and sustenance; and skewed food
options, linked to unjust agricultural systems and long legacies of land
dispossessions. Viewed in this way, every amputation is preceded by “a
thousand tiny cuts,” as Michael Montoya wrote of diabetes.®” In fact,
each end-of-the-line injury like Grace’s (as well as its erasure in much
global accounting) could be read as what Marcel Mauss called a “total
social fact”—at once economic, political, legal, ecological, institutional,
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biological, alimental, spiritual, and familial.®® A total social fact demands
a total social response. Yet at present, only 2 percent of global health
funding is spent on all chronic diseases combined.®

Some months after we last saw each other, T heard the heavy news
that Grace had chosen to die with all of her limbs attached. After care-
ful meditation, she made the choice to refuse the amputation of a gan-
grenous leg. “More people are doing that now,” Norma said when she
told me. Looking for a picture of Grace to send to her family, I found
only a terrible archive of her feet. My mind kept returning to Dr. W’s
words from that day, when he wished out loud that there could be some
way to get her to a hyperbaric chamber.

THREE ATMOSPHERES

At some point I started to think of decompression chambers as almost
mythical places. Originally developed in the late 1800s in England for
recreational and military scuba diving, hyperbaric chambers became
widely used in hospitals for chronic wounds in general (and diabetic
ulcers in particular) in Europe and North America throughout the
1960s and 1970s.” Their physics is akin to going deep underwater: the
pressure inside hyperbaric chambers is measured on the machines’
gauges in ATAs, Atmospheres Absolute of pressure. At sea level, you are
at 1 ATA, experiencing one atmosphere of pressure. Inside of a hyper-
baric chamber, each additional atmosphere corresponds to the pressure
of being underneath an extra thirty-three feet of seawater.

This pressure helps to saturate blood plasma with healing oxygen.
(Plasma is the hay-colored fluid in which the more familiar components
of blood, such as platelets and red and white blood cells, travel through
the body, helping vascular tissues heal.)’! Even the most stubborn dia-
betic wounds might have a chance with this boost of intensive oxygen
under pressure.

Bodies that stop healing are hard to imagine. Even a minor cut or
scrape can’t form a scab or shrink a little each day. A tiny abrasion
might look like it had just happened for months, even years. Almost like
the injury is frozen while time goes on around it, except that it can still
become infected. Preventing infection is work that starts anew each day.
But even very old diabetic wounds can often start to heal again if given
a few sessions in a hyperbaric chamber. Some studies have even sug-
gested that oxygen therapy is helpful not only for wounds, but actually
for preventing the onset of diabetes in the first place.”
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These devices activate the body’s healing capacities through the satu-
ration of oxygen-rich air, either directly inside the chamber or through
a mask. Originally honed for safety by British naval experiments on
herds of goats, today U.S. hyperbaric chambers are marketed even for
pets, such as “equine athletes and pleasure horses.””® At some centers,
special breathing masks can accommodate the snouts of certain animal
species. Humans, meanwhile, can wear a range of different models:
some masks look like the clear bubble helmets intended for astronauts,
while other images remind me more of scuba gear or nebulizer masks.
Multi-person hyperbaric chambers can be sizeable, like a clinical wait-
ing room with round submarine windows; others resemble an appliance
like a huge microwave, with seating for five or more. Some report that
the pressure inside feels very slight or even imperceptible but makes
your ears pop, like descent in an airplane.

Researching the varieties of these decompression machines, I sud-
denly realized with some shock that there actually had been hyperbaric
chambers in Belize all along. A chamber has been available for decades
in a network sustained by Ambergris diving shops, in case any scuba
divers experience the bends or other pressure-related sicknesses. As an
additional safety measure, a second hyperbaric machine was also added
to serve diving tourists on the island.

It turns out that the phenomenon of diabetic limb injuries across the
Caribbean coincides with a geography particularly well equipped with
hyperbaric chambers: Barbados, Belize, Cuba, Dominica, the Dominican
Republic, Dutch Antilles, Jamaica, Martinique, Mexico’s Cancun, Puerto
Rico, Saba, Saint Lucia, and Trinidad and Tobago (among others),
according to what I could find on websites like Caribbean Adventures
and Dive Vacations. Most were located in places citizens would not think
to turn to for diabetes care, such as marine parks, fisheries, nearby scuba
shops, and inside army bases.”* I watched a video of one, then asked
Dr. W if he had time for a call, to make sure I wasn’t misunderstanding.

“Are these the same machines that can prevent diabetic amputa-
tions?” I asked him.

The short version of his answer was “Pretty much . . . but it’s really
complicated.”

The long answer would be something anthropologists might call a
“socio-technical problem,” since it’s hard to separate technological lim-
its from the way human societies position and use their devices.

In the United States, health insurance often covers hyperbaric treat-
ment for diabetes ulcers, billing approximately $3 50 per dive as long as
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the specialist is accredited by the Undersea Medicine and Hyperbaric
Society. But in parts of the world labeled as lower income, insurance
reimbursement apparatuses are more complicated and oxygen more
expensive per tank. And diabetic sugar’s wounds, unlike diver’s bends,
are almost never a one-time fix. Additionally, most scuba divers with
decompression sickness quickly recover. But the most serious diabetic
ulcers might require session after session of dialing the machine up to
three Atmospheres Absolute—the pressure of being under approxi-
mately sixty-six feet of seawater.”® This means more compression and
more oxygen—and thus more cost and possibly greater risk, since
decompression therapy always carries the chance of a rare (but ever
possible) side effect of seizures or a serious issue caused by the intense
pressure. It is best to be near a full medical facility and nearby teams of
physicians in case something goes wrong.

Dr. W was very hopeful that more portable devices featuring aero-
solized oxygen in transportable bags may become accessible for diabetic
wound treatment around the world in the near future. He sent me a link
of a YouTube video showing the new technology, and we left it at that.
From what I could read between the lines of “it’s really complicated,”
Dr. W’s decades of work across the Caribbean had taught him that a
transportable device his team could carry with them would work well.
But it had not proven easy to get citizens access to infrastructures of
hyperbaric chambers that exist in their own countries.

For instance, when Sarah’s brother, Tobias, had texted Dr. W that
picture of the small bone that fell out of his foot, the only thing Dr. W
could think to do was invite him to travel over three thousand miles
from Belize to New York City. The treatment for Tobias’s foot lasted
over a year. When receiving optimal care in a hospital, diabetic ulcers
still have surprisingly long median healing times, between 147 and 237
days.”® In Tobias’s case, treatment with Dr. W and his colleagues included
not only dozens of sessions in a hyperbaric chamber but also a wound
vacuum-assisted closure, antibiotic beads, and grafts to treat the bone
infection. Dr. W helped him find a place to live near the hospital, and his
network of colleagues found a way to cover the treatment costs. Tobias’s
neighbors and family all chipped in to help with his plane ticket.

Human solidarity is an elusive thing. One of the most famous early
social thinkers to theorize it was sociologist Emile Durkheim. It is a
lesser-known fact that Durkheim’s influential ideas about social coher-
ence were shaped by his obsession with the era’s new sciences of bacte-
ria behavior.”” He suggested that community and communication
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shaped each other—since social groups impact how perceptions turn
into concepts, “communicable to a plurality of minds.”*® In this view,
communicability—the ways that biological conditions are transmitted
between bodies—is impacted not only by our communication about
them, but also in turn by the communities that take shape (or not) to
respond.”

This, too, is integral to what I came to see as the para-communicability
of diabetes: not just a different framing for explorations of causality but
one that implies a more wide-ranging model of public response; “not to
ignore difference, but to create alter-relations with one another,” in the
words of Kristen Simmons.'?° Hyperbaric availability for scuba divers is
precisely designed to offer a safety net so that pleasure seekers can indulge
in risk, yet have the option of rescue if they would die without it. This
logic of care was not being extended to those dying from diabetic injuries.
Between these two scenarios lurk many uneasy questions: What counts as
an extraordinary measure, for whom? Whose lives are valued as worth
rescuing and at what cost?

When I called the largest hyperbaric clinic in Belize, I learned their
machine simulates dives of up to 165 feet. Staffed by a specially trained
physician, the chamber is “multi-space,” meaning it can hold more than
one person and accommodate others coming or going midsession.
When I asked if it could be used to treat diabetic injuries, the curator
replied that scuba divers at times receive care for coral-related injuries,
and indeed it could also be used on diabetes wounds. It cost three hun-
dred U.S. dollars per session. She added that for patients with U.S.
health insurance, the copay went down to one hundred U.S. dollars.

It has become customary to talk about globally unequal infrastructures
in the language of “Global North” versus “Global South.” But this geog-
raphy kept taking on more complicated shapes, when trying to describe
either outposts of U.S. insurance-accepting technologies available to those
in the know in Belizean dive shops; or the checkered maps of cities like
New York and Los Angeles, where diabetic amputation rates increased
exponentially in correlation with poverty and segregated spaces.'’! These
internal inequalities get smoothed over in maps based on countrywide
averages. Hyperbaric chambers were another uneasy reminder that even
in the same places, we live in segregated atmospheres—racialized climates
that pattern out both inside the United States and within most any coun-
try, including Belize. And as James Baldwin once wrote of the psychic and
bodily effects of racial segregation: “One is always in the position of hav-
ing to decide between amputation and gangrene.”!?
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Stock photo of a hyperbaric chamber in a dive center.

My first impulse was to visit one of Belize’s hyperbaric chambers, as if
that would somehow resolve the contradiction. I had never been to San
Pedro and wondered if Norma might go with me. But when I broached the
subject as we chatted on the phone one morning, Norma said she had
never heard of that machine and didn’t think one existed in Belize. I looked
down at my notes from the dive network’s clinic, unable to put their price
list together with the insights from someone who had spent so many years
in diabetes wound care—all the patients Norma had worked with over
time to pull back from the brink of loss, and all those like Grace she had
seen die without hearing of any possible remediation measures that existed.
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It didn’t feel right to press harder about the idea of a trip together.
But I found enough words to repeat to Norma how it was the kind of
machine Dr. W had used to treat Tobias’s foot in New York. The phone
line got silent for a minute. We probably each had our own fantasies
and doubts about the potentials of such an elusive apparatus. In the
moment of quiet, I wondered if Norma was trying to imagine it, too:
the pressure, the oxygen, the slow hours of boredom and excitement.
The blood starting to move again through skin and tissue that had
seemed dead. The feeling when sensation comes back.

I kept remembering how everyone laughed when Grace struck a jokester
pose for someone’s camera and then waved without looking back as she
rode down a dirt path on her bicycle. There is no consensus about the
larger worldwide pattern her trajectory is part of: the World Health
Organization attributed 1.5 million deaths to diabetes at last count, but
the International Diabetes Federation estimated this number to be 5 mil-
lion deaths each year.!® Recalling that last glimpse of Grace, in my mem-
ory she is riding straight into the place where it has come to seem normal
to annually lose track of millions. People moving through these strange
infrastructures bring us to another scale where, as Teju Cole writes, “The
death toll is always one, plus one, plus one. The death toll is always one.”!*

This is it. This is the plague of our lifetimes.
It is by no means simple.

It’s like a long hallway, or a maze.

In Belize, you know the Blue Hole where people deep dive?

When you go into the depths of it, you find that it’s a whole other
world.

I see diabetes as being like that.

I think people in the public need to be taken by the hand
If you could convey any of this in writing
Sometimes it reminds me of the Twilight Zone

Welcome to the strange world of diabetes
It is very different than what you have been taught
Come take a look from the inside
It’s not what you think from out there.
—Dr. W, New York City'%
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Cronica One: Thresholds

Traveling an Altered Landscape
with Cresencia

To return once more to diabetes . . . it can strike man or
woman, threaten them with coma, often hit them with
impotence or sterility, for whom pregnancy, should it occur,
is a catastrophe, whose tears—O irony of secretions!—are
sweet.

It seems very artificial to break up disease into symptoms
or to consider its complications in the abstract. What is a
symptom without context or background? What is a
complication separated from what it complicates?

—Georges Canguilhem, The Normal and the Pathological

People living with diabetes and hypertension in Belize often lived with
“sugar and pressure” levels beyond the ranges programmed into devices
like glucometers and digital home blood pressure cuffs. But the Carib-
bean heat and sea air along the coast also regularly interrupted delicate
electronics from within, especially on very hot or humid afternoons.
The caregivers doing home visits often had difficulty discerning whether
a machine stopped working because of irregularities inside a patient’s
body, or because of the mechanical weathering particular to a seaside
atmosphere, or both. On a few days, the most common blood sugar
reading was “Error.”

The clinic’s Accu-Chek glucometer had a different glitch; it couldn’t
read blood sugars over 60o. But Cresencia had a joke she told herself
whenever she saw the machine’s message of “Hi” (short for high sugar).
She received it with intimate familiarity, rather than the designation of
clinical crisis its designers intended, and would respond in her mind: Hello.

89
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One day in a southern Belize hospital, I heard my thirty-four-year-old
friend ask the nurse if she could stick her own finger with the lancet so
that drawing blood didn’t hurt as much. The Accu-Chek said her blood
sugar was 218, fairly high; the normal range was then considered to be
between 8o and 120 milligrams per deciliter. “Too low,” Cresencia said
of her measurement, wondering aloud if that was the reason she had
vomited after breakfast. “When it gets low, my body isn’t used to it; 300
down gives me a lot of problems. I get sick and want to throw up. I can’t
stop shaking.” Her ideal range was between 300 and 400, she said. The
sick feeling Cresencia experienced whenever her blood sugar was within
“healthy” range was the primary reason she had stopped taking medi-
cines. “When I do the insulin, the insulin makes my body shake, shake,
shake. Cold sweat,” she said.

Cresencia’s account echoed a persistent and disturbing trend: the
great majority of the people with diabetes I interviewed in Belize seemed
to have a story about how their doctors were shocked by their impos-
sibly sky-high blood sugars. Caregivers repeatedly told them it was very
lucky and wholly inexplicable they were not dead, let alone still walking
around. “I’ve seen people with sugar of 8oo busy doing laundry, telling
me they feel good,” one nurse told me. When a Cuban doctor was tak-
ing blood sugars at the diabetes clinic in Belize City one morning, we
agreed I should write down the numbers as she read them out loud to
sixteen otherwise anonymous patients. (The physician said that she
considered it a pretty bad morning.) But even in a tiny and arbitrary
sample, the set of numbers raised unsettling questions: 62, 93, 114,
180, 197, 201, 280, 396, 400, 5§30, §53, 665, 670, 682, 699, 718.

What does “normal” sugar even mean here? Only two of the sixteen
people registered in the range defined as normal (8o-120). Or maybe
only one of sixteen, if applying the narrower range of normal (8o-110)
that was promoted for a short time—a reminder that changing how a
threshold is defined also alters the biology that is perceived, treated, and
materially produced in turn. (One reading, 62, was too low—actually
more immediately dangerous than high sugar. Erratic swings in glucose
levels over time propitiate both extremes.) The majority of the sixteen
people whom the physician tested that morning registered blood sugars
over 300 milligrams per deciliter—such high levels that, if chronically
sustained, “severe complications are almost certain.” But that was the
low end of the range in which Cresencia spoke of feeling normal. When
Cresencia was given insulin to bring her glucose back to “normal” and
down from what the hospital considered dangerous, she began to vomit.
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THE NORMAL AND THE EXTRAORDINARY

Diabetes was one of the key examples that physician-philosopher Georges
Canguilhem wrote about in The Normal and the Pathological. He was
fascinated by the many microevents that preceded the first time sugar
could be found “pouring over a threshold” in the kidneys, the moment
when detectable glucose (always present in human blood) suddenly
leaked into urine and became legible as a disorder.'! He argued that “the
pathological cannot be linearly deduced from the normal,”? the way
graphs tend to depict it. Instead, health was “a margin of tolerance,”
Canguilhem wrote, “for the inconsistencies of the environment.”?

Today, “inconsistencies of the environment” are so pervasive that
Canguilhem’s ideas about the “ex post facto science of the normal”
have become important for approaching ecological losses as well as
human health, David Bond observes; in fact, he argues, disasters often
produce what comes to be imagined as the lost baselines of “normal”
environs.*

The Belizean reef underwent coral disease and bleaching events in
1995, 1998, 2005, 2010, 2015, and 2016. Surviving patches have
already lived past what scientists once estimated as its “thresholds of
temperature tolerance,”’ survivability tested in ways that reminded me
of “normal” blood sugar. Yet when “changes in degree become changes
in kind,” Donna Haraway observes, “all the stories are too big and too
small.”® There were “waxing and waning thresholds of life”” being
demarcated all around: “epidemic thresholds,” like the one the World
Health Organization declared that diabetes had crossed; “pain thresh-
olds,” debated around when and how diabetic nerve damage should be
medicated; “thresholds of exposure,” which defined permissible levels
of toxic chemicals. Adriana Petryna calls drawing such lines for tracta-
ble action “horizoning work”: “perceiving critical thresholds, deter-
mining baselines, and carving out footholds” as part of a “fine-tuned
awareness of jeopardy amid incomplete knowledge, and for labors of
continuous recalibration amid physical worlds on edge.”$

A little at a time, capacities might gradually change beyond what
once seemed like hard limits. “Life tries to win against death in all
senses of the verb. . . . Life gambles against growing entropy,” Canguil-
hem wrote.” Exceeding experts’ predictions, at times the intensities of
death in life could create powerful modes of alter-survival.’® When dia-
betic deaths and injuries were statistically “normal,” stabilizing outliers
exceeded the pathological—opening instead toward the possibility of
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transcendence. Some people in Belize explained to me how they lived
with their symptoms as miracles.

When a woman named Tila, for example, noticed the two perfect
pink circles that opened spontaneously on each foot, she recognized the
symmetrical marks. She took fastidious care of the wounds in collabo-
ration with her doctor. But Tila could discern nothing that she had done
to “deserve” her diabetic injuries, as she explained, and their strong
resemblance to Catholic stigmata helped her to bear the fact that they
would not heal.

She said that she knew others in town with similar marks. “Many are
chosen.”

“I used to take insulin, but I tell them, no more,” Cresencia had told
me on the first day we met in the town hospital. It was February then,
many months before she would first be called Miss Lazarus. “Now
they just give insulin to me whenever I am dying.” She laughed and
adjusted her pink nightgown, sitting on a clinic bed that looked too
low for her. A blurry Xerox taped to the wall behind her, labeled “The
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Diabetic’s Prayer,” had caught my eye while I was visiting the hospital.
That was when I had approached Cresencia for the first time, explain-
ing my research and asking about the sign. She looked up at the wall
with curiosity.

THE DIABETIC’S PRAYER
Our Father in heaven
Thank you for being

Our Teacher, Our Healer
Help us overcome DIABETES
By staying light through
Diet and exercise.

By living right

Through not smoking nor
Drinking

By thinking bright
Through positive thinking
And lead us not into
Temptation but deliver us
From stress

So we could live life to the
Fullest.

In Jesus name we pray,
Amen.

“That’s not mine,” Cresencia said of the prayer. It was labeled with
the names of two collectives that shared materials, the Philippine Diabe-
tes Association and a nongovernmental organization (NGO) in Tobago.

She shrugged. “But we could talk a little.”

I joined Cresencia along some of her travels as she sought care in the
following year, usually wherever she invited me. In addition to kitchens,
temples, and clinics, Cresencia kept collapsing on the roads and on the
beach. Some events were attributed to spirit possession and others to
coma caused by either low blood sugar or by diabetic ketoacidosis (a
state linked to high blood sugar and missing doses of insulin). The sim-
ilarity of these semiconscious states confused the local Kriol nurse, who
had to send for someone who spoke Garifuna to distinguish between
trance and diabetes crisis each time Cresencia was carried again to her
clinic.

How does expertise get constructed in different ways around death
and survival? The crucial thresholds in this story all relate to that ques-
tion. Caregivers presented these threshold definitions as “natural” facts,
using them as tools to navigate uncertain biology. The specific ways
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they were defined often took on a meaningful life of their own, “healing
despite sickness”!" along the borders between religion and medicine.'

One of anthropologist Victor Turner’s famous theories described the
betwixt-and-between threshold states that he called “liminality,” build-
ing on the work of Arnold van Gennep. He wrote: “The attributes of
liminality or of liminal personae (‘threshold people’) are necessarily
ambiguous, since this condition and these persons elude or slip through
the network of classifications that normally locate states and positions
in cultural space.”®?

Many anthropologists have since reflected on these ideas of liminal-
ity and thresholds—spaces of transformation, open on both ends. For
Turner the way out of the liminal state was through ritual. But in situa-
tions of chronic conditions, it was not always possible to find a ritual
that worked. Getting caught in its betwixt-and-between, neither-nor
state can recall what it’s like for patients to live with chronic diagnoses,
Jean Jackson argues, classified by biomedicine as “ambiguous beings.”**
Yet a “liminal figure—one that haunts the very field of power that
excludes her”—at times also sheds light on those fields’ definitions in
turn, Angela Garcia offers.” “Such a liminal position can animate a
critically different reflection on medicine and society, a reflection that
need not accept things as they are,” Arthur Kleinman once reflected.'®
Ieva Jusionyte adds that certain thresholds of states may look like
peripheries but in fact act as the core, consolidating political power
along their borders.!”

I once crossed one of Mexico’s southern borders with Cresencia and
her aunt, which elicited a different kind of threshold making: On her
customs form when we crossed the border, Cresencia had written in her
nationality not as Belizean (like her passport) but as “Garifuna.”

Chetumal’s sugarcane industry had come and gone long before our
trip that summer. Passing back through the border town between Mex-
ico and Belize once again in 2017, I stood a few blocks from the sea on
the wooden porch of a makeshift museum and thought how the last
time I was in that town, Cresencia had guided me. The memory seemed
so improbable by then that I found myself pulling out my passport later,
as if to verify that the black and blue stamps were still there from an
overnight trip in August 2010.

From the porch I kept remembering our younger selves stepping off the
bus, an old repurposed Kansas Bluebird arriving from Belize City: Cres-
encia wearing a new yellow T-shirt and carrying a pillow and her Aunt S
with high braids—two Garifuna women leading with unhurried steps,
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CASA DE LA CRONICA, north of the Mexico-Belize border.

and an eager graduate student smiling awkwardly next to them. I spent
most of our lunch anxious about whether it would seem humane or
patronizing to pay for our shared meal, then found out they had paid for
my panades without my knowing. I told them at the time that I felt bad
about their generous surprise, but actually T was elated. The gesture cast
me as a somewhat welcome burden for the moment, and I was grateful to
be included in their routine journey to seek medical care along the border.

Seven years later I looked up at the makeshift museum’s hand-painted
sign, Casa DE La Cronica. The institution began in 1847 as home to
the town’s crénista vitalicio, who was tasked with keeping public health
“vital records” of local births and deaths. But what accumulated over
time became something more: relics of town histories and family pic-
tures, little artifacts that people wanted to share, trying to leave traces
of themselves as humans in between the cracks of health statistics.

At some point I started to think of the accumulating chronicles in this
project more in the vein of crdnicas, slowly told tales of individuals’
daily struggles to live with lasting conditions. A language of the thresh-
old, the word came back across the border from Mexico to Belize with
us (though most in Belize speak first languages other than Spanish). But
the term cronicas helped me think about slow-moving storytelling
grounded in and guided by the travails of people like Cresencia. In Eng-
lish, this gets separated into two distinct terms and ideas—chronicle (a
slow-building written account) and chronic (a slow-progressing condi-
tion). But as retracing Cresencia’s long-ago route to Chetumal reminded
me, cronica already means both story and disease.
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ANCESTRAL DISCONTENT

As Cresencia and I stood outside the house in her home village of Sagoun
back in 2010, a cluster of women had laughed about how many units of
insulin they would need to counterbalance the ritual foods they were
each given to eat according to the ancestors’ instructions. (No one actu-
ally had any insulin; that was what made the joke funny.) I could hear
close female family members humming in Garifuna through an open
door, their pinkies linked as they stepped in a shuffle. A curtain of articles
of clothing separated them from the food, the wire stretching across the
room bent low under the weight of domestic items belonging to the dead
to whom the ancestral mass was dedicated: floral skirts and folded bed-
sheets, checkered blouses and dark trousers, a row of brassieres in yel-
low lace and white nylon.

On the other side of the partition, a table was lined with banana leaves,
barely visible under all the dishes. As the women’s songs floated across
the curtain of clothing, I counted dozens of plates heaped with food:
quartered watermelons, halved pineapples, split papaya with black seeds
in tiny spheres like frog eggs, bowls of white porridge, hudut plantain
dumplings steeped in coconut milk, plates of manioc and other pale roots,
whole gray fish with open eyes, rice and beans, roasted chicken, huge
triangles of brittle cassava bread balanced between plates, a mottled
brown cake with crusted syrup glistening in the candlelight. Alongside
plates on the floor were glass Coca-Cola and green Lighthouse beer bot-
tles refilled with rum or holy water, all stopped with tufts of cotton.

Since her ancestors had just been summoned to save Cresencia from
death the previous week, she was not forgotten in the meal. Cresencia
was handed some roasted chicken and a piece of purple yam when the
dead instructed that specific bits of food be passed around and eaten by
designated people. I saw the leftovers put into a massive silver bucket
placed in a wheelbarrow, to be buried in the sand or thrown into the
sea. “It’s a miracle,” people who hadn’t seen her yet kept saying as they
approached the place where we sat in plastic chairs at the edge of the
yard. Because they chose to speak in English instead of Garifuna, I
could tell their words were for my benefit too. “People are calling her
Miss Lazarus. These doctors sent her home in an ambulance from the
hospital to die; now she is walking around with us again.”

“ThankGod,” Cresencia would smile, saying it like one word. She
had lost more than half her body weight: a tattoo on her wrist was now
shriveled, its few initials illegible inside the knife-pierced heart. When
asked what the letters stood for, she laughed and called me a rude girl.
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Her tall frame stooped, Cresencia weighed just eighty-eight pounds
then. Against her blue daisy-printed Garifuna dress and kerchief, her
tight features had a sharpened kind of beauty. Her hands were graceful,
though one finger was missing due to a hitchhiking accident years ago.
The infection that developed when she went to get stitches started with
a soft spot under the skin but later required the amputation of a finger.
Part of the hand below had also been removed, and it almost looked
like nothing was missing. Each of her eyes had also been operated on
earlier that year, by two separate university teams of visiting U.S. doc-
tors who ran a vision project in Belize City. Both surgeries helped to
slow the blurring vision caused by diabetic retinopathy but left pink
veins and a thin raised line of scar tissue across the white of one eye,
subtle markings of injury and repair.

By the time we left the ancestral mass, there were blue shadows on
the sand. The two of us were walking over the beach, headed away
from the sound of drumbeats, when Cresencia suddenly collapsed as if
struck. “Aye!” she cried out and fell down next to me, the fruit and
sesame candy she had been carrying scattered across the sand. Her spin-
dly arms made sharp angles. She looked unconscious as I sank onto
the beach next to her. I could feel the blue scarf that Cresencia’s cousin
had tied around my hair earlier coming undone. Before I could call out
for help, women in dresses ran across the beach toward us. They sup-
ported Cresencia and walked her back toward the drums, removing her
glasses as she swayed and shuffled with short staccato steps. The music
did not stop. Some acquaintances circled around me, telling me not to
be afraid and gently laughing at my anxious offer to get Nurse Suzanne
to come with her glucometer. “There is a spirit in her,” Terese explained
to me.

In the center of the circle, Cresencia’s slumped frame suddenly became
animated in the arms of the two women who had supported her weight,
and she gestured toward the darkening sky. Later, I would read that this
shift in states has a name: a transition from stiff, glassy-eyed adereha pos-
session to animated agoburiha, a full spiritual possession—in one lin-
guist’s rough literal translation, “to become re-ancient.” Cresencia spoke
with the high, thinning voice of the dead, her face transformed with an
old man’s puckered lips and squinting eyes. “It’s her great-grandfather
Artelio,” a prominent community and spiritual leader named Igemeri
told me. He had been officiating the day’s offerings to the ancestors.
“Artelio—he’s the one who healed her.”

That night, it had been four years since Cresencia was first diagnosed
with diabetes and eleven days since the doctors in Belize City had given
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her up for dead. Two weeks earlier she had arrived at the ER in a dia-
betic coma, after being transferred from the village clinic to the national
referral hospital in Belize City. There, the doctor told Cresencia’s family
that aside from her usual high blood sugar, the tests were all normal.
Even after her blood glucose was stabilized, however, she had not
revived. Several days of crisis passed, hours of waiting parsed in insulin
injections. There was nothing left to be done, the doctor said—he could
offer no further treatment. He recommended releasing her to die at
home. She was still paralyzed on one side of her body, emaciated and
incontinent, drifting in and out of a coma.

“They give me up then. Hours to go,” Cresencia would tell me later.
“My aunts were all crying, my whole family.” Her relatives could not
accept the doctors’ seeming resignation and decided to attempt a rescue
intervention. They chartered an ambulance to take her back home for an
urgent ritual. In retrospect, it’s a striking image: the ambulance speeding
away from the nation’s top public hospital and the country’s leading
specialists, carrying an unconscious woman hours through winding
mountain roads and back to a modest home in a village on the sea.

After her father died with diabetes when Cresencia was nine, her
mother raised her along with six brothers and sisters in a wooden house
on the beach. It was in front of this same house that a group of village
women had gathered to meet her ambulance. Gaunt and too tall for the
stretcher, Cresencia arrived in Pampers. The women cared for her as a
child again, cleaning and changing her. Cresencia began murmuring in
Garifuna when they bathed her with clear rum of the highest proof
(which is often used to initiate commune with the spirits but can also
double as a powerful disinfectant and base ingredient for many topical
medicines made of herbs). This abruptly eased her symptoms when the
insulin and other drugs had not helped, signaling the possibility of a
spiritual cause.

Since Cresencia’s parents were gone and most of her siblings lived
elsewhere, it fell mainly to her aunts, cousins, and caring neighbors to
manage the emergency care. The required rites, normally planned in
advance with elaborate protocols and collaborations, were in this case
a makeshift operation—a chugii held under a mango tree rather than in
an ancestral temple. It was not officiated by a buyei; since the death of
renowned Dangriga buyei Sarah Gonguez, there had been no Garifuna
shamans at that level living in Belize. For everyday spiritual matters, the
people of Stann Creek increasingly depended on dunagiilei, or “mes-
sengers” (who have medium capacities but have not fully completed the



Thresholds | 99

arduous steps of professionalization necessary, in conjunction with
inborn abilities, to become a buyei). For major events, one could be
summoned from Livingston in Guatemala. But in Cresencia’s case, her
family improvised, placing palm fronds and banana leaves on the sand,
and with only two days’ preparation, the most crucial elements were in
place: a pig sacrificed, certain foods prepared for offering, rum obtained,
drummers gathered to guide their dancing.

Unable to move, Cresencia remained in bed during the outdoor danc-
ing of the mali. They “knocked drums” for many hours, she said. That
was when Artelio, Cresencia’s great-grandfather, possessed her for the
first time. When he spoke through her in this state of trance, the news
was reassuring: she would be fat again, restored to health. Artelio
reported that the primary agent of sickness killing Cresencia had been a
spell deceptively made to look like diabetes, something put on her. He
worked to remove it. “That was one miracle!” Antonia reflected out
loud to me later, flapping a green towel over her shoulder to create a
small breeze. “Came here dying; now she is okay. She spoke, her grand-
father spoke through her and said what the problem is. When it hap-
pens you cannot remember what you said, only someone who was there
has to tell you later. Have you ever seen the movie with Whoopi?”

At first Cresencia sat up. “Can she walk?” asked an aunt; but the
spirit chided, “Take your time! Do not rush. She will walk, but not yet.”
Later Cresencia stood up, but then sat down again. The next time she
stood up and managed a few tentative steps before resting. Her strength
returned in uneven waves. By the end of the night, Cresencia was danc-
ing along with everyone else under the mango tree.

“It felt like a snake inside of me,” Cresencia later described the bodily
sensation of sorcery to me, touching her stomach lightly. She spoke qui-
etly, the word something permeating her English for metaphysical terms
that were not otherwise translatable. “They put something on me. There
is good and there is bad. Sometimes you don’t think about the bad part.
But sometimes you have to think about that. ... Sometimes you don’t
have nothing and still people want to do a lot of stuff, like they are God.”
She paused. “They are not.” Artelio, assisted by two anonymous spirits,
had successfully removed the spell that mimicked the symptoms of diabe-
tes, she said. “He took it out,” Cresencia explained, “slowly, slowly.”

Yet this healing was conditional, and it came at a cost. Cresencia had
been living for several years with another woman, Allison. To stay
healthy, Artelio instructed, Cresencia would have to move back to the
old family house where she had been raised. “The spirits don’t want me
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to live back there anymore with my friend,” she told me, her tone a mix
of regret and resignation. (Friend was the word she suggested I use in
writing, when we strategized about how to describe the spirits’ heter-
onormative conditions for intercession.)

Now that Artelio’s spirit had returned once again, I sat in the circle of
people surrounding Cresencia on the beach and thought of Allison,
alone in her house. Cresencia, wearing a housedress patterned in thread-
bare flowers, slumped in a plastic chair with a posture not her own. She
gestured into the night sky with open palms. Two bare bulbs hung from
a yellow extension cord above her head. Behind her, the thatched kitchen
glowed, and in front of her, commanding women in formal button-up
dresses packed a low wooden bench and laughed at the spirit’s slapstick
humor. Occasionally, someone would translate for me: “He said that my
brother who died in a car accident is here,” or “Phil is so jealous of the
old lady” (said of a drunk spirit whose wife was on the bench among
living men). Some people were summoned to the center of the circle by
the spirit to be asked questions, teased, given messages. “This is why we
are not afraid,” Igemeri said to me. “We can be with our ancestors this
way, talk to them.”

Probably because I was able to understand only scattered words of the
ancestors, as time passed I became restless and apprehensive that Cresen-
cia might go into a coma again after drinking so much beer. Rail-thin and
just back from the brink of death, she had suffered renal failure only days
ago. “The spirit wants some Johnny Walker,” Igemeri explained to me
after Cresencia had already drunk several Belikin beers. A bottle of Black
Label was obtained from someone’s kitchen cabinet and poured into the
calabash gourd in her hands. Igemeri reassured me that the ancestors
would consume the spirit of the alcohol with no risk to Cresencia’s body,
but I remained tense until the tremors ending the three-hour spirit posses-
sion ceased. The spirit had trouble exiting after the long session; after
being splashed with rum and encircled in smoke, Cresencia was taken to
the back of the house. When I saw her again ten minutes later, she was
serene and sober, stretched out in a hammock. Eating a fish in the dark-
ness, she smiled and asked whether I would be afraid of her now.

While some people were “too strong” to be caught by spirits, Cres-
encia had been possessed many times even before Artelio first appeared
(“sometimes my grandma, sometimes my dad”). Geographically, the
house she had shared with Allison was on the farthest edge of the
marshy road. Cresencia’s recent miraculous healing had drawn her back
in multiple senses from “being on a threshold,” an ill-defined between,
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revived and reintegrated into the proverbial whole of communitas that
an anthropologist would predict. But which community? Whose idea of
a whole? Her grandfather’s intercession—like biomedicine, and indeed
any form of medicine—was extended with values and caveats of its
own. If Cresencia’s healing involved what Victor Turner once called
“the human coefficient”'® integral to the way ritual processes unfold,
then Allison became its remainder.

Before Cresencia moved, I used to visit at the place they shared,
which she referred to as “on the other side.” The unpainted wooden
steps leading up to the door were lined with potted aloe plants and
sprigs of herbs sprouting from coffee cans. Allison wore her hair in
loose braids pulled back in the heat. She worked steadily at a local
resort, and with the house’s full kitchen, Cresencia could eat well there,
often making soups of meats and vegetables. They watched TV in a
back room and played loud paranda on the stereo—ballads so upbeat
that it took me a while to realize they are almost all about death. I was
frankly intimidated by Allison’s imposing figure and wry countenance,
and except for pleasantries I can only remember really speaking to her
once, when I got up the nerve to ask about the cloves of oyster-white
garlic with sprouted roots that were tucked around the room and clus-
tered on a ledge above the inside of the doorway (another threshold).
But Allison just laughed, with a gentleness that surprised me. “To keep
out the bad spirits,” she said.

CORAL GARDENS AND THEIR METABOLISM

Conquistadors landing in the Caribbean used to note that the white
sand beaches looked like sugar. But the sand they likened to sugar
turned out to be dead coral, most grains having passed through the
digestive system of a parrotfish. It was part of the fishes’ metabolism."

In Coral Gardens and Their Magic—Bronislaw Malinowski’s colo-
nial account of agricultural practices as related to gardening techniques,
ancestral meals, land fertility, and uses of coral from the nearby reef—
Malinowski had a strained reaction when he observed people in the
Trobriand Islands feeding their ancestors by burying food in the earth.
He wrote, with more than a hint of judgment, “The Trobriander’s mis-
apprehension of the fundamentals of human procreation is here matched
by his misunderstanding of the processes of nutrition and metabo-
lism.”2° Of course, this interpretation reveals most of all Malinowski’s
own assumptions about what the processes of nutrition and metabolism
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entail, informed by the sciences of his era: a single human body,
processing intentionally eaten food.

Where does any one body’s eating begin or end? I kept thinking
about the sand and waves filled with bits of plastics, blended with the
offerings buried to feed Cresencia’s ancestors. It takes decades for food
containers to photo-degrade into the tiny bright slivers found on the
beach and in the waves. Little pieces of garbage get eaten by fish, mov-
ing up the food chain. The ancestral offerings represented a restorative
force, a means of summoning spirits to rebuild; but the plastic remain-
ders inside animals and in the land and water where the food was bur-
ied were a more enigmatic kind of “co-presence.”?' I wondered, was
this also feeding the land and the dead? What about the living?

In this view, not only do human bodies metabolize their ecologies—
but our environments in turn metabolize both humans and the long-
lasting traces of people’s activities. A focus on this kind of “absorp-
tion,” Harris Solomon writes in Metabolic Living, “can open up key
questions in the context of chronic diseases related to food: Who and
what become the eater and the eaten? What is nutrition and what is
poison? Who and what set the boundaries of inside and outside, delin-
eating organism and environment?”??

By the time I knew Cresencia in 2010, more and more hunks of coral
were washing up on the beaches of Belize undigested by parrotfish.
About half the reef had died, and the coral skeletons that I saw took
many forms: white spine-shaped columns, airy hunks of calcified
sponge, and brittle broken fans. According to scientists, the Meso-
american Reef—like most coral today—is also showing signs of meta-
bolic disorders. It has trouble with its own food supply: the algae-like
zooxanthellae that coral polyps harvest for carbohydrates, “much as
farmers harvest corn,”? struggle to survive in warming oceans. High
temperatures “cause the metabolism of the algae—which give coral
reefs their brilliant colors and energy—to speed out of control, and they
start creating toxins. The polyps recoil. . . . When heat stress continues,
they starve to death.”?

This loss of sustenance is the primary cause of coral bleaching, reef
death, and the displacement of resident fish and other aquatic species.
Other processes further compound the impacts of climate change on sea
life: sea levels are rising, the oceans are becoming more acidic, and
unchecked mining and foreign building projects are accelerating coastal
erosion in parts of Belize. Some residents describe these shoreline ero-
sions in terms of consumption, too: “The sea is eating the shore.”
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Certain old myths used to say the bubbled seaweed that people call
Sargasso never died, but most locals recall it has always appeared along
the coast in Belize at certain times of year. But after 2010, thick, pungent
tides of dead Sargasso carried by the Gulf Stream began washing up
along Belizean shorelines. While raking the decaying yellow and brown
weeds, people I knew debated if the die-off possibly had something to do
with the BP oil spill. Or maybe the carcinogenic plasticizers used to hide
the oil. Or the underwater heat waves killing off life of all kinds. Over
time, though, the toxic superblooms in Belize keep getting worse. By
2019, anthropologist Siobhan McCollum describes how miles of Sar-
gasso was washing up on the beach in a matter of hours with an over-
powering stench. Some in Belize attributed part of the issue to industrial
fertilizer runoff from agricultural plantations as far away as Brazil.?’

Phosphorus and nitrogen have been historically reaped from poor
regions and brought to wealthy empires to replenish fallow agricultural
fields and plantations with depleted soil. By the mid-1800s, England and
the United States, in particular, were vying for control of guano islands
in South America (especially Peru), across the Caribbean, and around
the world. Influenced by the sciences of metabolism of his era, Karl Marx
wrote that this movement of life-supporting soil nutrients from poor
places to wealthy ones—what Marx called metabolic “rift”—interacted
with human politics and the ecological displacements of capitalism, as it
“disturbs the metabolic interaction between man and the earth.”?¢

Although phosphorous and nitrogen are now industrially produced
and chemically manipulated as well as mined raw, the afterlives of their
nutrient cycles have cascading implications for metabolism across
scales. The putrid-smelling algae blooms they fuel often kill off other
sea life, including overstressed coral that in turn fossilizes some of the
excess phosphorous in the calcifications of its polyps. Dead coral is thus
sometimes also mined for industrial phosphorus, which in turn gets sold
as fertilizer to add nutrients to keep plantation soil viable.

Belize is relatively unpolluted compared to most places on the earth
today. The country has one of the smallest carbon footprints in the
world.?” To me, this beauty made observing its harmed ecologies all the
more unsettling: even there, it was also happening. In a place that
evoked what postcards try to capture, traces of mutation felt both invis-
ible and hyperreal. Certain lagoons still held moon jellyfish and algae
that glowed blue when disturbed, but the gnarled roots of many man-
grove trees caged disturbing quantities of plastic debris. The distant sea
looked a pristine azure blue on clear days, and manatees with brown
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Plastics washed up from the ocean, Stann Creek District.

noses sometimes swam up to the docks. Other times what I mistook for
a first sign of a sea animal on the horizon ended up being garbage. The
most visually prominent of this tidal trash were plastic bags, floating in
the waves like listless jellyfish, and Styrofoam, known in Belizean Kriol
as sea bread—as if even the earth was being fed a sick diet.

According to the U.S. Environmental Protection Agency, each “floating
city” of approximately three thousand cruise ship passengers discharges
an average of 210,000 gallons of sewage and one million gallons of gray
water into the oceans each week. This includes toxins and oil, discarded
and expired chemicals, batteries, fluorescent lights, explosives, paint
thinners, and solid waste such as plastic bottles and food containers.?®
Toxicologists note that plastic leaks bisphenol A and other endocrine-
disrupting chemicals into the environment. What Sarah Vogel has called
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the “politics of plastics” is part of how people and chemical environs
become literal parts of each other’s biologies, disturbingly embroiled in
human capacities for plasticity and change.”’

Seeing dead fish floating in the water, I wondered: what counted as
an environmental “sentinel,” in the past or now? In 2010, a sea turtle
washed up in southern Belize with crude petroleum in its mouth. One
nurse told me that when she was growing up, some days they used to
hear the sounds of dynamite in the distance, as foreign entrepreneurs
hunted for oil underwater along the Belizean reef. In the aftermath of
the explosions, a tide with dead tropical fish and paralyzed stingrays
would be swept onto the sand. Belize has worked to curb the worst of
these practices, but ambient exposures from other times and places
linger.

An older man named Edwin once showed me his favorite trees in
Sagoun. He talked about global warming a lot but mostly about the lit-
tle ways he saw climate change making its way into daily life. It was
ruining the best mangos, the rare blue kind that grew behind his sister’s
house. And the price of fish was rising steeply, almost doubled. It made
him worry about the ocean. Edwin was born in a fishing village during
the “times of abundance,” back “in Lucy days” when a trawler named
Lucy used to ply the Belizean coast buying up whatever fish were caught.

But now that fish and shellfish were starting to get scarce, he had
more trouble buying what used to be an everyday food. This was chang-
ing the kinds of protein people could afford to eat, especially poorer
people.’® Some people thought the fish scarcity had to do with the rise
of shrimp farms and their antibiotic-laden wastewater that was killing
local sea life, while shrimp are primarily exported to enrich diets abroad.
Edwin hoped the shortage could be attributed instead to climate
change’s contribution to new patterns of weather: he said his fishing
friends noted an increase in winds from the southeast that drove the fish
into deeper ocean or to coasts elsewhere. That was the most optimistic
scenario. Competing theories held that they had simply died.

Even for an outsider like me, it was disturbing to observe grilled fish
becoming more scarce on kitchen tables and in local shops because of
rising prices. In some places it was easier to find the “fish” sold in spray
bottles—FISH being the common generic name in Belize for chemicals
that kill biting insects by design, but also kill aquatic life as a side
effect.’! Seeing them lined up on supermarket shelves made me picture a
dystopian future zoo of aerosol animals, with a room of cans holding
samples of whatever toxic mix helped to kill off the creature on its label.
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Last FISH at the grocery
store, 2010.

Whenever we went grocery shopping together, one friend and I made
jokes that took on hints of compulsive ritual, as if to remind each other
what was missing. We were probably just projecting much deeper anxie-
ties onto those fairly trivial canisters, supercharged by the fact that most
of the chemicals on the loose around us were not labeled at all. But every-
one was still breathing, drinking, and eating them. One local study about
the effects of DDT compared thinning eggshells and reproductive implica-
tions of the chemical for various groups of crocodiles in Belize. But the
research team could not find a “control group” of unexposed animals for
comparison; many of the contaminated crocodiles were sex shifting from
males into anatomical females, likely due to the organic pesticides in their
waterways.’?> The same hormonal pathways that trigger such changes in
aquatic animals have been linked to diabetes as well as breast and prostate
cancer in humans,* but the effects for people were not being measured in
this context. Many biologists and researchers from wealthy institutions
abroad came to study wildlife ecologies in Belize, but very few scrutinized
what the ambient chemicals harming crocodiles and jaguars might also
mean for the health of human residents.>*

Issues like this are part of the reason why some observers today argue
that diabetes should be considered as an issue of not only “global health”
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but also “planetary health.”3* This concept has grown in popularity so
quickly that it now has its own journal of The Lancet. (For some, the lan-
guage of “planetary” is uneasy too—the optics through which we know
this scale were largely born of the visual technologies of nuclear war, Joseph
Masco observes; and the rallying call toward shared causes and effects can
gloss over how unevenly collective risks are distributed, many add).* Yet
the debate did lead me to reflect on how global is also a paradoxical word.
It is supposed to mean a thing in its entirety—yet by definition, a globe is
modeled as hollow inside, a static shell. In contrast, planet models some-
thing animate, in the sense Kath Weston describes’’—emphasizing the
earth as a living character, not an inert stage for human politics.

These are key dimensions of health that certain earlier generations of
social thinkers were often not forced to reckon with. “Well, if there has
been so much change, it is not the climate that has changed,” Michel
Foucault once wrote, commenting on a description of weather in Virgil,
“the political and economic interventions of government have altered
the course of things.”*® In this framing, nature was assumed to be a
receiving template for governance. But the realities that this overlooked
even in Virgil’s time (and certainly in Foucault’s) are becoming more
difficult to bracket. A living piece of earth is many things besides an
inert territory; unruly oceans and atmospheres may not respond at all to
the strategic designs of local sovereigns within the state in question or
on a human timescale.

Yet what is a human timescale? In one of the most startling passages
of In the Wake, Christina Sharpe evokes a rarely noted material dimen-
sion of transatlantic histories: “the atoms of the people who were
thrown overboard are out there in the ocean even today. They were
eaten, organisms processed them, and those organisms were in turn
eaten and processed, and the cycle continues.” Sharpe describes how
such cycles are linked to residence time: “The amount of time it takes
for a substance to enter the ocean and then leave the ocean is called
residence time. Human blood is salty, and sodium . . . has a residence
time of 260 million years.”3’ Cresencia’s ancestors’ 1797 trip to Central
America suddenly sounded closer on this timescale—only a quarter of
their group (2,026 people) was still alive by the time they reached Hon-
duras, the others buried either on Balliceaux or at sea. It made me recall
watching the chugii’s food-filled canoes move through the waves, trave-
ling toward deep ocean to feed the ancestors.

Yet maybe cross-reading metabolic connections with Crescencia’s prac-
tices of caring for the dead was part of my own attempt to understand
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her survival. For her part, she did not need scientific measurements or
theories of metabolism to think of her ancestors as present or to know that
the past continued to exert a material force. Perhaps the very opposite: the
spirits’ most persuasive evidence, for her, began when they offered her
means for continuing to live beyond the point when science ran out. Cres-
encia had learned how aspects of high sugar might be harnessed as tran-
scendence. She continued having intimate encounters with the dead there,
including many who had already died of diabetes. When family spirits
were offered the rich foods they loved most, sometimes they revealed to
her what to do next.

SUGAR GIRLS

Although she had grown up there, Cresencia did not settle easily back
into her childhood home. She had no stove or way to prepare her own
full meals, which made cooking anything a daunting prospect, let alone
preparing any diabetes-healthy foods. She did have a fan and an electric
plug-in kettle for heating water to make heavily sugared coffee and tea.
Because the house had no electricity or plumbing, she ran a long, thin
extension cord from her Aunt Dee’s nearby house to power these small
appliances. She spent most of her afternoons on the steps of Dee’s porch,
where she could catch a better breeze from the sea.

Whenever 1 approached Dee’s house for a visit, chickens scattered
between the abandoned ovens on the beach. You could almost tell how
long a household in Belize had been supported by someone working in
the States by counting the abandoned appliances surrounding it. Like
the falloff point in carbon dating, the oldest artifacts proved the most
accurate; a sixties-style oven was nearly guaranteed to have been spon-
sored from New York, but a Toshiba TV from the past five years yielded
almost no reliable information, as these were now omnipresent in
Belize, within the possible budget of someone with a resort job. The
majority of the village’s abandoned large appliances were four-burner
ovens, which a few women used as well-insulated storage cabinets.
Along the dirt road or in yards, one occasionally also saw sinks, refrig-
erators, and washing machines. I never knew whether people kept them
out of nostalgia for the family members whose love they represented or
simply because it would have been expensive to haul them away. Tour-
ists often complained about these being eyesores, but at times I found
their incongruous outdoor presence familial. The appliances cumula-
tively gave the ocean scenery a domesticated and cozily furnished air, as
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if the entire expanse of beach was the overgrown floor of an open-air
kitchen.*

Cresencia and Dee took care of each other in the limited ways that a
dying young woman and a spry old lady can, sharing not material help
but small, loose gestures of grace. When Cresencia had been bedridden,
Dee had made her coffee the way she liked it, thick with sweetened con-
densed milk; and when Dee spent two days vomiting in a pigtail bucket,
Cresencia moved her pillow to the steps and quietly kept her company by
the sea. Years ago, Cresencia had won several hundred dollars in the local
lottery, and Dee recalled how her niece had a little of her windfall already
waiting to share when they saw each other on the bus. “Cresie” (as Dee
more often called her niece) made the generosity feel light by making a
funny honking sound like haauh as she pressed the bills into Dee’s hand,
and they both dissolved into laughter. Back when Cresencia could work,
she often bought little surprises for Dee, like a packet of clothespins.
Despite their age difference, they shared many of the same hardships:
each had diabetes; neither had any children or financial support from
immediate kin; and both now found themselves unable to work, getting
by on a trickle of income and the generosity of friends, extended family,
and neighbors. They were both afraid of losing their legs and tended any
wounds carefully to prevent infection.

Yet despite this painstaking work, Dee had been tending a gash on
her leg for months that refused to heal. Some days the pain in her legs
was almost unbearable, she said, and applied lime juice for the pain.
Years ago Dee had been at her sister’s side in the hospital on the day
both her legs were amputated. This surgery, made necessary by diabetic
necrosis, left a sobering impression on Dee. She recounted how relieved
she had been when the doctor told her that she did not have diabetes
then. But the next time her blood sugar was checked ten years later in
Guatemala, it was sky-high, over 400; Dee was indignant. “This disease
is for the animals. It is not for us Christians. So how did we get this?”
Among the roaming chickens on her beach property was also a neigh-
bor’s one-footed rooster. It always left strange tracks around her house,
one row of bird footprints and one row of little holes in the sand.

Although Cresencia was close with several of her cousins and aunts,
including Dee, this was not the same as having the support of an imme-
diate family member, especially a mother or one’s own children. Being
bereft of parents and immediate family has a specific name in Garifuna,
métenin. When such intimate family members die, it is considered a loss
from one’s own physical being and said that they die from you.*!
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Cresencia, already in méteniu by the age of twenty, had been preg-
nant twice when she was younger, but both times ended in miscarriage.
Particularly in a context where blood sugar tends to be hardest to con-
trol, it can be extremely difficult and at times even dangerous for a
woman with diabetes to have a baby. In Cresencia’s case, it had not
proved possible. Cresencia had never found out for sure whether she
had type 1 or type 2 diabetes, as different diagnoses came from different
doctors, but pregnancy without comprehensive treatment is challenging
with either. The difficulty of giving birth with type 1 is so significant that
the disease was long considered a “contraindication” for pregnancy.
After insulin was discovered in 1921 and diabetes “was progressively
transmuted into a chronic condition . . . the once-dreaded combination
of pregnancy complicated by diabetes has become a clinical common-
place, requiring skill and tenacity but no longer an outright miracle to
end with a healthy mother and child.”*

Historian-physician Chris Feudtner explores this figure in Bittersweet,
including both the new promise and the frustration for “insulin moth-
ers,” who in previous generations were usually either dead before adult-
hood or unable to get pregnant because of diabetes. One of the major
characters in his account of Boston’s Joslin Diabetes Center was Priscilla
White, who worked closely with these mothers. She noted that even with
careful insulin adherence, there were many things that could go wrong:
“Stillbirths and macerated fetuses of the giant type are nearly as charac-
teristic of diabetic pregnancies which are allowed to come to full term
today as they were in the pre-insulin era. Potentially child-bearing dia-
betic women . . . are concerned with the following problems: their chances
for (a) conception, (b) surviving pregnancy, (c) for reproducing living
children, and (d) for transmitting their tendency to develop diabetes.”*

This sobering list had much in common with the reality that Cresen-
cia faced. A recent study comparing pregnancy loss, maternal death,
and birth defects for both type 1 and type 2 concluded that despite
mothers’ much lower blood sugars with type 2, “in terms of pregnancy
outcome, the seriousness of their condition is similar if not worse,”
although the “pathophysiology underlying the higher perinatal mortal-
ity in women with type 2” remains unknown.*

For many women in poverty, this represents a particularly devastat-
ing aspect of diabetic sugar: for some, a new generation literally cannot
be born. After the loss of her second pregnancy, Cresencia was left nei-
ther a mother nor a child of the living, roles that centrally define the
ways Garifuna women have secured community respect across many
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chapters of their history.* One word for children literally means “those
who will carry on.”

I first mistook the little spray-painted numbers on the property Cresen-
cia shared with Dee (and other numbers on older houses) to be informal
addresses. But they turned out to be digits of disease control programs that
had previously passed through, marking each of the houses that were
sprayed with a rotating arsenal of insecticides such as DDT. Long after it
was banned from the United States in 1972, DDT continued to be used in
many Central American countries such as Belize, including for global
health interventions related to malaria control.* Even many years after
spraying, DDT’s chemical residues continued to be found in nearly all
sampled blood, breast milk, air, and 70-100 percent of soil samples in
southern Belize—concentrated especially in sediment, raising concerns for
those who eat shellfish.*’

If not for the crossed-out numbers still visible on the planks that Dee
had not yet saved up to repaint, I wouldn’t have known an old campaign
had passed through. The toxic powder that homes were once sprayed
with has been statistically linked to elevated risk for many of the experi-
ences and conditions that Cresencia went through—developing diabetes,
lost pregnancies, and later reproductive cancer. What Michelle Murphy
calls “distributed reproduction” across scales is linked to long periods of
invisibility and latency, integral to how “chemical violence” can subtly
linger in bodies over time. The DDT coating Cresencia’s childhood house
was only the most clearly marked. “Or it could be the effect of continu-
ous, multiple, accumulated, multigenerational exposures crossing a
threshold,” Murphy writes. There was no way to know for sure whether
Cresencia’s losses were part of how the “chemical past thus manifests in
the present through an absence: lives not born.”*3

No answers, just memory. Sometimes Dee and Cresencia would
exchange gentle jokes about the two she had lost. Two boys, she said.
When Cresencia would go out at night, her playful way of taking her
exit sometimes included asking Dee to watch them while she was gone.

Tracing one of Cresencia’s favorite routes, I usually walked along the
sea to get a little breeze through the heat on the way to Antonia’s house.
Nurse Lee told me that many people in the village used to work for the
citrus companies, loading boxes of tinned oranges onto giant cargo
ships bound for Liverpool. Whenever the tins of citrus fruit later washed
up on the beach in the village, people would gather the providential
groceries from the tide’s flotsam and jetsam.
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Years ago, before she got diabetes and went blind, Antonia worked
in the “section plant” of a factory where citrus fruits were dug out of
their skins and canned. She was very tall, over six feet, with a boisterous
laugh and a rowdy sense of humor. There was usually a towel folded in
a neat rectangle on the top of her head or draped over her shoulder, to
swat against the flies or heat. Antonia was generous with everything.
“That is the way we live with each other, in love,” she said. “The poor
ones live on lone grace.” She continuously fed me whenever I visited:
gibnut meat, rice and beans, cassava bread, tortillas and creole buns,
“milky ways” (my favorite, a kind of local popsicle made in a plastic
bag). From her I learned a whole taxonomy of mangos—Lady Slipper,
Hairy Mango, Number Eleven, Judge Wade (tiny green mangos that
resemble overgrown lima beans)—circulating in an intimate economy
of their own. I usually found Antonia in the same chair of her comfort-
able home, which had sparkling white tiled floors and caught the sea
breeze through its open doors. But she also remembered when the
houses were made of palmetto and cabbage bark. “There is a history
there too. I was born on the ground.”

Antonia shared her stock of diabetic pharmaceuticals when neces-
sary with Dee and, occasionally, Cresencia. They looked after each
other. Once, when they all converged at Antonia’s to have their sugars
taken, she burst out laughing. “The Sugar Girls,” she said.

Antonia never had her own children, but she helped to raise six or
seven. “It’s a sin not to raise any children,” she said. Most of them now
lived in U.S. cities (although one had been in the U.S. Army, fighting in
the Traq War as part of her path to U.S. citizenship). Antonia was very
proud of them, and most kept in close touch with her. The first failed
surgery for her eyes had been in Guatemala, while the second operation
took place in Chicago. When they make hudut in Chicago, Antonia said,
Garinagu women there beat their plantains in a bucket with wooden
baseball bats because it is impossible to buy a real mata. She enjoyed the
United States, but it was a tough year. The man whom Antonia loved,
“my gentleman,” died suddenly soon after she returned home from Chi-
cago, the same year she had lost her mother. “Now it is just memories
that is left behind,” she said. “Only that.”

When I first met Antonia, I initially assumed that her blindness must
be related to diabetic retinopathy (linked to microvascular wear on the
eye’s fragile capillaries that can cause blurred vision and blindness). But
it wasn’t until we were talking one day about her futile surgery in Gua-
temala that she went further back in time to explain the events leading
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up to the operation. “I used to have some pretty eyes, pretty brown eyes.
See?” She pointed toward her unclouded eye. “But they condemn it.”

Antonia explained that the second operation to try to save her eyes
took place at the University of Chicago. “The doctor said the surgery is
very good, because they find 9o percent vision. And where the 9o per-
cent vision gone? Because it’s evil . . . the vision just go back, like that.”
She had soon become blind in both eyes again. Antonia described hav-
ing received a letter from Nigeria with evil things in it. When she opened
the letter and read it, her eyes were condemned by the evilness inside,
she repeated. She had learned about the source of her illness through
vivid dreams in which her ancestors spoke to her, indicating the respon-
sible parties. Antonia stared toward the open door. “I should have been
looking for a bush doctor. But I didn’t know . . . I was not supposed to
go and operate my eyes, I supposed to go look for a bush doctor so that
they can cure me.” But Antonia had sought biomedical care first, instead
of looking for metaphysical intervention; that was why the hospital’s
treatment had been futile, she explained.

Now, “it’s too late,” she continued. “But I believe in the good Lord
so much. Move to move, I pray to he. I think if I could see, then all this
I wouldn’t see. You understand me? I see all of this. But I don’t think
about it that hard, though. . . . Tjust talk about it sometimes, not all the
time,” she said lightly. “Us humans, you know, we have to talk. Because
we know what’s wrong with us. But afterwards, I don’t worry about it.
Because I am not alone. I am not alone, Amy. Every day I see something
different. Every day, every day, every day.”

She described the images surrounding her as we spoke:* the room
was crowded with children—so many that she could not see the door.
“We call them the guardian angels,” she said. Dressed in baby blue or
pink, some of them were holding flowers. She spoke of other images she
had seen: saints in heavy wool robes, “pretty shine rods.” At times there
were only colors, a calming sea of blue or “white white, like new snow.”
Some days she saw the children get into a beautiful bus and travel away
into a river. Boats of food also floated down the river, never getting wet.
Once, she had dropped a tissue in the bathroom, and she saw Saint
Anthony illuminating it for her as she reached down in the dark. When
she wanted me to publish her full name in my book (though I haven’t
for other reasons), it was not what she called her “damaged eyes” she
had in mind but the powers they enabled. “The lady with the miracle.”

Antonia’s words reminded me of Jorge Luis Borges’s account of going
blind as an adult. He continued to see certain things and described being
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Retina angiograph showing risk of glaucoma linked to diabetes.

unable to sleep at night because of the intense colors surrounding him,
in his case usually a bluish mist. “The world of the blind is not the night
that people imagine,” he reported; actually, Borges could no longer see
the color black at all. He became fascinated by the work of other blind
artists: Homer, Milton, and James Joyce (for whom he titled a poem on
blindness, opening with the line: “Between dawn and dark lies the his-
tory of the world”). He ultimately came to call his condition “a style of
living.” “Blindness is a confinement, but also a liberation, a solitude
propitious to invention, a key and an algebra,” Borges wrote. “I have
lost the visible world, but now I am going to recover another.”*°

LAND TENURE (IS THIS LEGAL?)

Anthropologists have studied many complex aspects of Garifuna land
tenure: uxorilocal residence, patronymic nomenclature, matrifocality,
consanguinity. But from what I could understand, diabetes was actually
also playing a big role in land tenure. Many in villages who migrated to
the United States made a living by doing homecare for elderly white
Americans, then retired back to Belize without receiving that same lux-
ury. “Who will care for us?” one woman joked—a painful joke because
she had worked for decades as a hospice aid and could not afford one
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herself. “You know,” one resident told me once of Sagoun, “a lot of
people have to sell their house to pay the medical bills. Ninety percent
of them with diabetes. Somebody gets his foot cut, can’t do anything for
himself, needs the money. People make that part of the deal [with the
person who buys a property]: ‘Just let me live here until I die.””

Over the decades, the disturbing pattern accumulated. Many proper-
ties that Garifuna families would have much preferred to pass on to the
next generation were being sold to pay for chronic medical expenses in
general, and diabetes complications in particular. And most of the peo-
ple buying these lots of land were not Garifuna.’! Diagonally across one
PROPERTIES FOR SALE board, someone wrote in graffiti that could not
quite be erased:

1S THIS LEGAL?

These processes are part of what scholars have termed “the gentrifica-
tion of Belize,” reporting that approximately 8o percent of all the coastal
land in the entire country has been purchased by foreigners for the devel-
opment of resorts, condos, or vacation homes. “Rapid and uncontrolla-
ble development for residential and commercial purposes is an escalating
threat to Belize’s coastal zone,” Belizean environmental scientist Colin
Young has noted.*?> Over time, foreigners and entrepreneurs hoping for
“beachfront property” removed many intertidal mangrove thickets and
littoral forests at the edge of the Caribbean.’* Although technically ille-
gal, the practice was widely practiced over decades. The earth and soil
that mangrove roots once buffered continues to wash into the sea during
storms.** This afflicted landscape interacted with other bodily erosions.
They shared chronic plots, as Veena Das writes, “both in the sense of a
narrative plot and a plot (as in a plot of land) on which a story might
grow.”’’

The road leading into Sagoun was surrounded by tracts of farmland
in various stages of disuse. One could usually distinguish the active agri-
cultural plots by certain signs: a machete resting under a tarp that some-
one had draped between trees to create shade or the refurbished scare-
crow wearing a Cal Tech hoodie. The scattered farming still ongoing was
performed mostly by older people, less a source of sustenance than a
labor of love; no one I knew considered their own farms a commercial
enterprise. Tending plots was squeezed in around financially viable pur-
suits. A once diverse array of crops had now narrowed to starches, espe-
cially cassava, crucial for making the wafer-thin ereba bread required for
any ancestral ritual. Some suggest that patients with diabetes should eat
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certain preparations of cassava, as a lower-glucose and higher-vitamin
alternative to white rice or bleached wheat products like bread. But the
ancient staple had become something of a people’s delicacy, taking a bit
of extra work to acquire in a continuous supply and labor-intensive to
make because cassava contains trace amounts of cyanide that must be
removed during a lengthy process of grating, sifting, and draining
through serpentine basketry before baking.

Whole swathes of the land along the road were now marked by
uncultivated farms, the orange soil of waiting family plots tangled with
dry weeds. Passing vehicles kicked up clouds of dust from the gravelly
earth and damaged asphalt, powder crusting the low plants and pal-
metto trees with a coppery film that could sometimes completely obscure
any traces of green. Until a heavy rain rinsed this away again, the dust-
coated vegetation gave the vague impression of an elaborately wrought
antique or an old sepia photograph of living farmland.

Given these tensions, and how much community land was being lost to
outsiders, I thought that local residents were surprisingly kind—or at
least adhering patiently “to the terms of an ancient truce between inhabit-
ants of heavily touristed places and the people who pay to visit them,”¢
as Sharifa Rhodes-Pitts writes of gentrification elsewhere. Describing
other ways things might have been, Rhodes-Pitts adds: “But this is the
evidence of an unnatural history—it was not always this way, it came to
be that way for a reason.””” Trying to denaturalize how this diabetes-
producing landscape came to be, and for what reasons, I read more about
the history of land in the region as part of trying to grasp these changes.

While most of Belize has long been known for its dependence on
imported foods, Garinagu had been prolific farmers on Saint Vincent
and continued this lifeway upon their arrival in Belize.’® In 183 5, it was
reported that the “Caribs” of southern Belize (as the colonial authori-
ties of the time referred to Garifuna people) were “carrying on a con-
stant traffic by sea with Belize [City], in plantains, maize, poultry, etc.”*’
Observing coastal Garifuna communities across borders in the 1840s,
Ephraim Squier reported that “all along the coast, generally near the
mouths of various rivers, they have their establishments or towns . . .
well supplied with provisions, especially vegetables, which are culti-
vated with great care.”® In Belize, the Laws of Force Act in 1856 was
put in place to economically integrate and control this threatening pop-
ulation, which remained “largely independent, self-sufficient, and unin-
corporated into the colonial structure.” This act legally “provided un-
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equivocal recognition of the validity of location titles, [and] the Caribs’
provision grounds were not included.”¢! White settlers from the United
States and Europe were given “retroactive legitimacy” to the lands that
the Garinagu in Belize had been farming for fifty years.

The Crown surveyor at the time reported hoping “that we will by
this measure attract near Belize a valuable body of labourers.” Histo-
rian Nigel Bolland reads this as a move “to convert the Caribs from a
largely self-sufficient peasantry into a labor supply” for mahogany
extraction and “to work on the developing sugar estates in the south of
the colony.”®> When Confederate refugees from the United States
arrived in waves throughout the 1860s and 1870s, an additional special
discount on land was given for people “of Anglo Saxon origin” to try to
create an incentive for white settlers to choose Belize over Honduras or
Guatemala. In this era, the “nonwhite population—Maya, Caribs, and
Africans—who had pioneered agriculture in the colony . . . were either
denied titles to land altogether or had to pay twenty-five times as much
for Crown land as the white immigrants.”®® Meanwhile, in southern
parts of Belize, Wilk notes, “Garifuna (like the Mopan and Kekchi)
were given ‘reservations’ of land. . . . Over time it also justified a ‘hands
off’ policy. Hardly benign neglect, this meant that through the twentieth
century these communities were denied basic services including medical
care, roads, education, water, and sanitation.”®*

For a period of time when men began taking wage labor jobs and
increasingly living away, Garifuna women of the area continued farm-
ing plantains, cassava, and rice.* By 1983, Joseph Palacio observed
that, in addition to fish, bleached white flour and rice (part of a growing
reliance on unhealthy white starches purchased by the pound) were the
most important staples in the Garifuna village.®® Anthropologist Nancie
Gonzalez also noted the decline of herb and vegetable “kitchen gar-
dens” that used to be “ubiquitous” during her work in the Garifuna
town of Livingston, Guatemala, in 1965. She described how “biscuits,
tortillas, and pancakes with baking powder or soda, as well as coconut
bread made with refined white flour and yeast, are considered ‘typical’
Garifuna foods and figure prominently in everyday meals. Informants
believe their own people have always made them.”®’

Now that many people in Sagoun have hourly jobs (in town or at one
of the numerous local resorts), reliance on imported food continues to
grow. Tourism has become an important new way of earning money for
many families in villages. Yet as Louisiana native Natasha Trethewey
remarks of another Caribbean coastline: “Opportunities followed
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growth, but so did environmental havoc.”®® In the words of the Belize
National Garifuna Council:

The people are frustrated by the great difficulty they experience in securing
tenure for land. In addition there has been a lack of support for agricultural
and economic development efforts. As a result the ties to the land are weak-
ened as people are forced to migrate in search of alternatives. Far from
accepting some responsibility for the situation, the powers that be see this as
justification for depriving people of their land. ... virtually all the lands
immediately around [some] villages have been alienated and not necessarily
by the people themselves.

Absolutely no allowance has been made for village expansion let alone
development by the villagers themselves. The lands are nearly all in the
hands of outsiders who are attracted by the tourist potential of those areas
with the result that our lands are being sold abroad on the internet. Because
the foreign concept of land ownership differs from ours, our traditional
access to these lands is blocked as “no entry” and other signs are posted for
our attention. Apart from the fact that outsiders have an easier time in secur-
ing recognized ownership of our lands, not much regard is given to the envi-
ronmental and social impact that their development schemes may have on
the residents.®’

Many local people valued employment in tourism, but the growing
presence of foreign expats and retirees also generated ambivalence.
Unsurprisingly, along the stretches of Caribbean beach where white for-
eigners built multimillion-dollar mansions within sight of local shacks,
inequalities bred crime. Resort vans drove toward hotels advertised as
“paradise,” but on a nearby wall someone had graffitied the words
GHETTO LIFE. At one village bar where the majority of the clientele
tended to be North American and European expats, the hit folk song
“Just Another Gringo in Belize” always aroused impromptu sing-alongs.

It was interesting to see how this Spanish word circulated in an Eng-
lish-speaking place, because in this particular region I never heard the
word gringo used by anyone who wasn’t an expat. In Mopan Maya the
color white is sak, anciently associated with the cardinal direction of the
global north. In Yucatec Maya, another word for white people is satay,
which is related to a pre-Columbian Maya root word dating back to the
ancient hieroglyphics that meant “loss or destruction.” It can be used to
describe not only foreigners, but any living thing that is expected to die
out after a single generation.

In Belizean Kriol, white people can be called bukra or bakra from the
Efik and Ibo root word mbakara, which linguists believe comes from
Abon death cults, gradually evolving to mean “divide and conquer” in
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general and “white [plantation] master” or “slave hunter” specifically.
Interestingly for studies of race and nation, a Garifuna term for “white
person” actually is nation—ndsiun, from the Spanish nacién.”” When
Belizeans compliment the lightness of very pale skin, they usually refer to
its color not as white but “clear,” which I found doubly unnerving, as if
the person could see straight through you. But gringo ranked low on the
list of disquieting words for white foreigners that existed across Belize’s
many languages. Expats who referred to themselves this way frequently
seemed to treat the term with a wink, a joke they were in on—but (at
least in the particular places I worked) it was used almost exclusively by
white people in self-reference, an affectionate pet name for themselves.

At a few far edges of the new expat construction, you could see traces
where old trees had once been rooted. Watching it happen, it was hard
not to try imagining the landscape that used to be and other kinds of
lives it had supported. “Stumps don’t always die, but they no longer
thrive; the offshoots do the work of the tree,” André Aciman writes of
such edges. “Cut short, this might-have-been life didn’t necessary die or
wither; it just lingered there, always unlived and beckoning.””!

ON THE OTHER SIDE

When she moved from the house on the other side, Cresencia left her
medical records behind with Allison. The file contained hundreds of
papers charting the past five years of Cresencia’s search for medical help,
neatly stacked in an oversized yellow envelope of the type that hospitals
often use to jacket x-ray films. It held bureaucratic forms and slips of
paper in all colors and sizes, conflicting diagnoses and dappled MRI
images, and pharmaceutical prescriptions in many handwritings and var-
ious fonts and languages from countless doctors across over half a dozen
cities: Dangriga, Belize City, San Ignacio, Belmopan; Guatemala City and
Melchor across one border; Chetumal, Mexico, across the other.

One muggy afternoon, Cresencia called Allison and asked her to
bring the medical file over to her aunt’s house so that I could examine
its contents for this project. Sometimes I wondered whether Cresencia
had chosen to leave these critical documents behind when moving just
to break from the medical frustrations that their pages charted, at least
for a while. In addition to the disappointments that the file condensed
through its systematic documentation of so many hospital procedures,
ineffectual drugs, and fruitless recommendations, she had also saved the
receipts from all her mounting medical bills—records that together
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constituted an archive tallying precisely what years of bioscientific dis-
appointments had cost her. Or perhaps leaving the file “on the other
side” when she moved was instead a way of signaling an enduring tie,
as if all the ghostly x-rays and MRI images and inscrutable photographs
of her digestive organs represented some technical and intimate jigsaw
puzzle of herself that remained in Allison’s possession and might one
day be reassembled.

Biopolitical analyses often position clinic bureaucracies or medical
files as constitutive of a clinical gaze or related forms of control.”? But
these papers had been cut out of institutional archives and had an inti-
mate value, part of the material culture of her illness; Cresencia was liv-
ing her file. Looking through its pages was shocking. By the time we met,
she took Tylenol only occasionally to ease the pain of walking and some-
times drank the tart resin-colored juice of wild noni fruit. She told me
there was a time before when she used to take metformin pills and shoot
herself with various insulins, alternating the injection sites between her
arms, legs, and stomach. But somehow I had not really processed the
years of drug regimens and treatment experiments involved in her care
history until I saw their bureaucratic traces spread out all at once before
me. She had traveled to virtually every clinic in the country, both private
and public, and taken every antidiabetic drug on the national registry.
There was also an extraordinary amount of duplication in the file, since
Cresencia kept moving between doctors in search of one who could help
her. New specialists often unknowingly acted on the same hunch as their
predecessors—for example, she pointed out seven separate HIV tests in
her file spread over two years, as doctor after doctor insisted on checking
her status because she was so skinny. People who did not know Cresen-
cia often called her maaga, a Belizean Kriol word that comes from the
Scottish word meager and has historically meant something like “too
thin to be healthy”—a characteristic that in Belize subtly implies some
degree of social abandonment, since no one has fed you, and that today
often refers to AIDS, the cause of many deaths in her village.

I was surprised to see that doctors had variously interpreted Cresen-
cia’s diabetes as type 1 or type 2; later I began to gather clues about the
implications of this. One physician visiting Belize said that across many
countries, their team was seeing an increasing number of adults with
type 1 who were initially misdiagnosed with type 2. This was serious
news because someone with type 1 diabetes should not take certain
medications (such as glyburide pills) commonly prescribed for type 2.
Doing so can lead to serious systemic complications. A simple amino
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assay lab test could distinguish the difference—but with most people
getting diagnosed with glucose meters outside hospitals, type 2 is the
working default assumption.

In addition to the specter of side effects, there were also suspicions of
fake medicines. This reached nowhere near the scale of counterfeit
pharmaceuticals that Kris Peterson has tracked elsewhere,” but I heard
worries about uncertain quality in small moments in Belize. One doctor
in Belize City explained that he often saw generic metformin and glybu-
ride being sold in towns for prices that were “just too low. It’s not pos-
sible.” He worried that anything priced that cheaply might not have a
full dose of the listed ingredients.

The Belizean government had no laboratory to systematically test
suspect drugs, he said, though some of his colleagues were hoping to
establish a channel to mail samples to Jamaica for full chemical analy-
sis. Many such pills actually contain particles of Jamaica already: its
bedrock is a widespread source of calcium carbonate, quarried from a
particular geological strata that yields medical-grade limestone used as
a common pharmaceutical filler.

The fact that supposedly “inactive” pill ingredients can subtly interact
with active ones is another reason the same chemical compounds might
be experienced differently between brands or individuals. T didn’t hear
patients speak about the range of drug quality directly as much as implic-
itly navigate whether certain formulations “worked” or were “good pills.”
Antonia, for example, kept three kinds of metformin: one sent from a
niece in the United States, one acquired somehow from Mexico, and one
from the local clinic in Sagoun. The latter was her everyday medicine, for
when she felt fine. The one from Mexico was a higher dose, one thousand
milligrams, which she kept in a large Kool-Aid jar. The variety from the
United States was labeled as containing only eight hundred milligrams, but
she felt the pills were stronger. Trusting their efficacy most, she saved them
for days when her sugar was dangerously high, “when I need it to work.”

Yet taking “drugs for life” is a complicated thing, especially when lab
work was not always easy to access. Metformin can actually accelerate
kidney failure if kidney function is not carefully monitored. Some dialy-
sis patients later wondered if this had worsened their issues.

Insulin for type 2 was even more fraught. “Insulin is like a taboo to
them,” one internist in Belize City told me. “They say it makes your skin
fall off. People have advanced complications by the time they start on it,
and then they think the treatment is what makes them worse.” Yet insu-
lin is also one of the most risky drugs in existence. In the U.S., “studies
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have shown that the use of insulin has been associated with more medi-
cation errors than any other type or class of drug.””* This is especially
true in a context where people might sometimes go hungry and not have
a consistent routine of eating to gauge their dose by—or glucometer
access to carefully measure their blood sugar, numbers necessary to
titrate insulin according to an algorithm. Prescriptions were written for
people to take a certain number of units of insulin—in Cresencia’s case,
thirty-five units of NPH twice a day—but there were no additional
instructions about how to modulate their doses for days when food was
scarce and blood sugar might index an interval of hunger.

Insulin is powerful enough to kill a person in a single overdose; in
fact, caregivers have expressed concern because it can be virtually
impossible to tell accidental overdose from intentional suicide.” Nurse
Suzanne flat out refused to prescribe insulin for most type 2 anymore
and grew upset whenever reviving comatose patients, for whom insulin
had been prescribed elsewhere without follow-through for its safe use.
“I have seen a lot more comas from insulin than from diabetes in this
village,” she said. “Do you know what it’s like to think you might lose
a patient because of a drug you gave them?”7¢

The most frequent concern that I actually heard people express about
insulin, though, was the fear of “getting addicted.” Its accompanying
syringes didn’t help this rumor, but there was also more to the worry;
mobile clinics could be ephemeral in their care, with foreign teams of
nurses and doctors visiting for a few days during the year as part of
“medical mission” groups and then leaving again after dispensing a
supply of medication that would not last until they returned. Patients
paying out of pocket might run out of money, and even regional hospi-
tals could occasionally run out of certain supplies. “I don’t want to get
addicted to the medicine, because maybe sometimes you can’t find it,”
one Maya man with diabetes told me firmly. “My brother used to take
insulin though,” he added. “He is right over there.” The man gestured
toward a nearby tree. When I turned, I was expecting another wisp-
bearded mechanic to interview instead of a concrete tomb.

“We don’t like to take insulin,” Antonia said to me once, speaking in
the collective voice she usually reserved for explaining new Garifuna
vocabulary or some enigmatic bit of ritual. “It’s like shooting your
heart.”

It was the following fall when Cresencia first came to believe that
traveling to the United States was her only real hope of survival. “I tried
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to have a little thing, to raise some money last winter,” she told me.
Many Belizeans sought help for unaffordable medical expenses through
small fundraisers: selling plates of food to friends or strangers, climbing
from bus to bus holding collection jars plastered with pictures of intu-
bated loved ones in hospital beds, or telling their medical stories on the
radio or newspaper and concluding with bank routing numbers so that
well-wishers could send support directly. Even the Belize Diabetes Asso-
ciation sometimes fundraised by selling the very fried foods their pam-
phlets instructed members not to eat: conch fritters, johnnycakes.

But in the case of Cresencia’s makeshift fundraiser, a tragic and mun-
dane coincidence had occurred. It so happened that she had purchased
and prepared a huge quantity of food to sell on the very day a group of
famous cooks in the village had made their specialty dishes right down
the road. “A whole cooler full of barbeque chicken,” Cresencia said,
her voice cracking. She started to cry. “All my savings.” It all spoiled,
she said, again and again. “It all just spoiled.”

DR. SALDO

One morning in August, I met Cresencia and her Aunt Lisa on a refur-
bished school bus, and together we headed for Mexico. My skin stuck
to the pleather seat covers in the long hours of tropical heat, but Cres-
encia (who had made the trip many times before) was well prepared
with a pillow from home. She slept soundly against a half-open win-
dow. I knew we were getting close to the border when the land flattened
out into the limestone shelf topography I associated with the Yucatan:
parched shrubs, abrupt hills, chalky soil. The bus sped north past the
cement homes clustered around Orange Walk and continued through
Corozal, slowing at speed bumps where vendors were selling bottled
seaweed juice. The bus was decorated with a fluorescent reminder: MUY
AMIGO SERAS, PERO EL PASAJE LO PAGARAS.”’

Later, when the bus carried us into downtown Chetumal, the world
seemed to suddenly shift to a macroscale: throngs of people, wide roads
teaming with cars and SUVs, tall buildings (the highest structure in Belize
is still an ancient Maya pyramid), and endless traffic lights (nationwide,
at last count, Belize only had three). Many considered the sixteen-hour
round-trip journey to the border town Mexican shopping centers worth-
while because there were no international franchises or even corporate
food chains in Belize; the country’s population was just too small to
make such ventures profitable for global corporations. There had been
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two previous attempts to open fast-food places in Belize City, first a KFC
and later a Subway sandwich shop, but both had gone out of business
before the time of my research. This means that parts of Belize had some
of the highest rates of diabetes in the world without having a single cor-
porate fast-food chain. But can a country be “McDonaldized” without
even having a McDonald’s? I watched Cresencia and Lisa staring intently
out the window as our bus passed dozens of Mexican megastores, inter-
spersed with the massive parking lots of a Sam’s Club and an Office
Depot. “Welcome to the U.S.A.,” Lisa said.

That night, the three of us shared a windowless room in a small
downtown hotel named for a noncanonical saint. The cement blocks of
the room’s walls were painted yellow and decorated with the proprie-
tor’s oil painting of a nude woman who appeared to be a representation
of Teri Hatcher. You had to flush the toilet with a bucket, but the room
had a small TV. We took turns flipping through the five black-and-white
stations. It was too hot to sleep, and in any case the alarm on Cresen-
cia’s cell phone was set for 4:00 A.M. Same-day appointments at the
private clinic were on a first-come-first-served basis, so we piled into a
taxi while it was still dark, arriving before dawn to hold her place.

When we arrived at Clinica Zaragota, a security guard waved us into
an empty lobby bathed in a dim glow. We waited in a hallway with
glistening tiled floors for the first receptionist to arrive. After Lisa found
a coffee-vending machine on the way to the bathroom, we all drank cup
after tiny paper cup of heavily sugared café con leche. It helped curb the
hunger and exhaustion until we ran out of peso coins. After that we
waited more or less in silence.

The three of us dozed intermittently in our chairs as the clinic slowly
came to life. The pharmacist came in first and then a receptionist who
tentatively scheduled Cresencia for an appointment at an unspecified
hour. T collected several magazine-quality pamphlets on the services
offered at the private clinic, and Cresencia quietly pointed out each of
the diagnostic tests she had already had, which were listed by price
inside a glossy folio. She had told me before that these tests were sig-
nificantly cheaper in Chetumal than in Belize, offsetting the rather sub-
stantial cost of a hotel stay (twelve U.S. dollars) and fare (a total of
fourteen U.S. dollars each direction) for the three school buses it took to
reach Mexico.

As the clinic hallways began to fill with passing nurses, doctors, and
clusters of other waiting patients, Cresencia looked increasingly anx-
ious, fidgeting in her chair. Suddenly Lisa tapped her shoulder and ges-
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tured toward the door, relief visible on both their faces. I realized that
the middle-aged man she nodded toward must be Cresencia’s doctor
and that they had traveled hundreds of miles without knowing for cer-
tain whether he would even be working that day. “There he is,” Lisa
said. “Dr. Saldo.”

It was too early to laugh at her quick wit, although she and Cresencia
exchanged a wry smile. But since then I have thought often about the
nickname that Lisa invented for Cresencia’s private Mexican doctor as
we waited in the clinic that morning. Saldo was both a play on his first
name and a joke that cut to the heart of a deeper irony. Most English
speakers (like Cresencia and Lisa, and me for that matter) first encounter
the Spanish word saldo on ATM receipts or when buying phone credits,
so it has a certain popular association with money; one could loosely
> although if you look up balance in a Spanish
dictionary, it will most likely say balanza or equilibrio, words that cannot
be used to figure accounting. Saldo has no English equivalent that is quite
right, the sum of accounts left over after an exchange—a residue, a trace,
a remainder. I came to think of the great lengths Cresencia had gone to
seeking private medical care in Mexico in terms of this biting joke—the
thing that was left now after so many exchanges, the last residue of a
withdrawn medicine. It seemed fitting to keep Lisa’s dubbing of “Dr.
Saldo” as the pseudonym for Cresencia’s doctor here. Perhaps an English
translation could be something like Dr. Money or Dr. Remainder.

We had been waiting in the hallway for almost five hours by the time
a nurse called us into the doctor’s office. I was struck by how personal-
ized the desk looked, after so many months observing Cuban doctors in
Belizean clinics, who were not around long or consistently enough to
decorate. But Dr. Saldo had his own office and a cabinet filled with a vast
collection of backward-facing elephants made from crystal, ceramic, and
clay. He also had an array of pharmaceutical company paraphernalia
that I suddenly realized was missing from Belizean public hospitals; like
the McDonald’s or Office Depot, apparently the tiny country’s popula-
tion was simply not big or wealthy enough to make it a prime target
market for corporate saturation. Although we often think of drug com-
panies’ influence as potentially corrupting, I realized that the absence of
exploitation by cutting-edge Big Pharma and its generic competitors
could be a form of exclusion, too, and that access and rights to medical
treatments are increasingly bound up with therapeutic market forces
that were largely missing in Belize. But in Mexico, the doctor had an
enormous assortment of branded pharmaceutical posters, anatomical

translate it as “balance,’
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trinkets, alarm clocks, and snow globes, each etched with the name of a
blockbuster drug. Lipitor alone had furnished a sculpted photograph
holder, a statue of a Mayan temple with the name of the pharmaceutical
carved into the platform in faux ancient lettering, and a key hanger dec-
orated with metal etchings of a sun eclipsing the moon.

“How are you, Cresencia?” Dr. Saldo asked when we sat down in the
opulent cushioned chairs surrounding his desk. Later he examined her as
they talked, speaking some English, she some Spanish. Unsurprisingly,
her blood sugar was sky-high after a morning spent drinking sweetened
coffee in place of food. Instead of chiding her, he listened closely as she
spoke of her inability to keep down solid food over the past months and
recorded everything in a thick file detailing their previous visits together.
She had lost six pounds since her last visit. At one point Cresencia became
too choked up to speak, and with the moment feeling too charged for me
to ask her to explain her reaction, I searched her face and tried to under-
stand why she broke down into tears as we left his office: Was it the sud-
den promise that these new prescriptions and tests might finally help her?
Because she already suspected they wouldn’t? Because he remembered
her name? What would it mean risking to hope for a cure again?

Waiting for a school bus headed back to Belize, Lisa and I milled
around a labyrinthine market, both a little on edge, while Cresencia vom-
ited in a nearby bathroom. The market offered many things for sale, but
Lisa chose to speak of the colorful produce as we waited: seemingly end-
less tables of cilantro and other leafy greens and various shades of pep-
pers, carrots, and squashes. When Cresencia rejoined us, her eyes looking
bloodshot and still holding the prescriptions tight in her hand, this was
also her first comment. “Look at all the vegetables,” she marveled in a
slightly hoarse voice, and we climbed back onto a chicken bus headed for
the border for a return trip that would take until around midnight.

Outside the bus windows, the road began to change. There was no
time to stop for food after we crossed the border again. A lady with a
basket selling drinks stepped down the aisle. Many passengers bought
Cokes, hungry. I sipped mine and leaned against the metal of the school
bus, watching our reflections in the rectangles of glass. We looked like a
soda commercial.

GREAT WHITE HAZARDS

Seeing flourishing markets just across the border in Mexico helped me
separate out certain things I had noted in Belize but had taken to be
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characteristic of relative scarcity, rather than of limits specific to the
economy of a tiny nation. Yet like the pharmaceutical supplies and cor-
porate franchises, vegetables seemed to be circulating robustly in Chetu-
mal. Belize’s population was too tiny to function autonomously in the
same way as Mexico, a target market—and this appeared true for local
growers as well as global corporations. In the words of one guidebook:
“A walk through any Belizean market with its tiny piles of withered
produce (mostly onions, tomatoes, and potatoes), is an accurate repre-
sentation of the way in which such food is viewed here. . . . all too often
what you get is a starchy mass.””®

Richard Wilk has carefully examined this paradox in his ethnogra-
phy of food in Belize. He noted that foreign development NGOs and
consultants often try to “fix” the country’s historical reliance on
imported foods with technical interventions: training farmers, using soil
enhancers, teaching local people to grow British-style gardens that
quickly wash away in the tropical rains. These interventions repeatedly
fail to examine the actual market structures of a tiny nation that make
local food economies untenable. Wilk writes that such experts “are act-
ing as if Belize really has a national economy, like the USA or Germany,
so development is a matter of government making the right local deci-
sions. They treat Belize as if it were a country, a continent, a place with
its own economy. But Belize has always had an international economy,
its borders open to movements of people and capital. . . . All the impor-
tant decisions about Belize’s position in the global economy—even
today—are made outside the country.””’

Wilk describes the endless interventions and the NGO “technical
assistance” teams who have come to Belize trying to boost agriculture
without realizing “that the problems were structural and political, and
had nothing to do with the farmers, the climate, Belizean pasture
grasses, screwworms or vampire bats—all of which had been blamed at
one time or another.”®® “The problems that frustrated their efforts,” he
explains, “were simply not under their control. They cannot be solved
in Belize because they are part of global politics. No amount of TA
(technical assistance) for famers in Belize will change that.”*!

I thought of the bustling vegetable market in Mexico again the fol-
lowing week, when a nurse at the public clinic asked me to bring a sta-
pled packet of educational photocopies to Cresencia the next time I
visited her. A well-meaning retired U.S. nurse on vacation in Sagoun
had dropped off the informational packet about diabetes for her there,
after she and Cresencia had spoken in the village one day. I glanced
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quickly at the “Live Life! Scorecard” on the front page of the educa-
tional packet (“Healthy Living Made Fun and Easy!”) and thought to
myself what little equivalence it had to Cresencia’s world before slip-
ping it into my backpack. I didn’t know the tourist who had left it for
Cresencia or what their relationship might be, and assumed it might
represent some gesture of care even if its contents were not applicable to
actual realities.

When I pulled out the wilted photocopies later that week for Cresen-
cia, I expected her just to set the educational photocopies aside on a
corner of her bed and perhaps even make one of her wry jokes about the
irrelevance of their contents. But instead she grew quiet and spent sev-
eral minutes reading the pages closely. The cover page featured a long
list of daily meal necessities for diabetes, recommendations like “5 or
more servings of veggies (about 3 cups total)—best are any dark leafy
greens/lettuce, cabbage, broccoli, cauliflower, brussels sprouts, carrots,
sweet potatoes, onions, garlic, leeks, tomatoes, asparagus, red/orange/
yellow bell peppers.”

It is hard to convey how extravagant the list sounded in Stann Creek,
where out of this list only tomatoes and onions would be sold at the
average grocery store. About two-thirds of these items would have to be
imported from Mexico and therefore would be a notable expense for
someone struggling to make ends meet to eat one serving a day—let
alone five. But watching Cresencia’s face change, I realized that the pam-
phlet’s breezy advice, given out of context, was something more than the
ineffectual but harmless gesture of care I had mistaken it for. Making her
fight for life sound so easy was not empowering; it was devastating. “No
sweet beverages,” the photocopies advised of her daily breakfast. “NO
Great White Hazards—white flour products, white rice, white potatoes,
or excess sugar.” I realized that the prohibited categories were virtually
a list of the staple foods available in the village. Looking up from the
educational photocopies with a distant expression, Cresencia told me
that sometimes the pain was so bad that she wanted to die.

That well-meaning nutritional advice was not just an isolated inci-
dent but part of a larger countrywide trend in scattered, ephemeral, and
haphazard foreign education about diabetes. “Health development”
spring trips had become wildly popular throughout Belize, as teams of
university students, church groups, nurses, and other foreigners with
good intentions (often untrained) visited for a few days and provided
medical screening, education, or treatment to people in rural Belizean
villages. In 2011, anthropologist Christian Vannier accompanied one
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such university team on its spring break trip to examine their visit’s
long-term impact and ethical implications. “In addition to our trip,
there was a different university running the same medical tourism trip
directly before and directly after us,” Vannier reported. He described
going to a remote village for chronic disease screening only to find they
were the second team to offer diabetes education there that week.

“In fact, some NewHealth staff joked that during the spring and sum-
mer they worked ten to twelve hours per day with no days off due to the
sheer amount of U.S.-based universities coming to Belize and setting up
health screenings or clinics for diabetes and hypertension,” explained
Vannier.®? One doctor coordinating such a trip worried that “dol[ing]
out these medications with only a modicum of information or education
represented a significant breach of medical ethics and an extremely
unsustainable method of chronic disease control.” Yet the same doctor
also noted: “The trip is going to happen every year. . .. It’s simply too
popular and the medical school views it as a feather in their cap.”$3

In following the university team, Vannier discovered a troubling para-
dox: “Though many patients did not have a relationship with a local
doctor or hospital, many demonstrated an extensive knowledge of the
chronic disease with which they lived. Individuals knew the causes,
symptoms, consequences, and treatments of diabetes and hypertension.”
Visiting groups often assumed that more knowledge would lead to
“empowered” health decisions, but instead “patients demonstrated an
extremely negative view regarding their overall physical health and men-
tal well-being. The medical doctors were surprised. Strong knowledge
[about] the disease and its treatments and strong beliefs in the manage-
ment and even curing of disease should lead to greater beliefs in overall
health and well-being.”* Yet these high levels of education for diabetes
and hypertension (instilled in part by the ephemeral visits of these teams)
were associated with people feeling more fatalistic and depressed.

The correlation between disease education and increased despair
seemed less paradoxical when I thought back on the educational pam-
phlet that Cresencia read that afternoon. The university team in Vanni-
er’s account did not inquire whether local people would have consistent
access to the high-quality monitoring tools, therapies, and lifesaving
diets they were being educated about needing so badly. Cresencia flipped
back to the first page of the stapled packet, which featured a calendar
grid with small boxes for each day of the week. Meant for patients to
mark off the number of days they were able to stick to its listed recom-
mendations, the chart in this context instead felt like a checklist of
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absences: foods that would require considerable money and effort to
consistently acquire for five servings a day in Belize. This information
about diabetes came from a world where the luxuries of varied foods
and infinite patient choices were taken for granted.

One doctor from the U.S. recently stated that during the week he
planned to spend in Belize, his mission would be to teach local people
that “diabetes is not my doctor’s responsibility, it is my responsibility,”
a mantra that many foreign teams thought it was their purview to
impart. Yet Cresencia did not need “to be educated” that her health was
her responsibility; from what I could understand, she knew that acutely
after the state had given her up for dead. By that time, I thought her
central struggle was living with the weight of that knowledge. Perhaps
being told, once again, that changing the course of her sickness would
be so easy if she just individually complied with a list of impossible
demands only underscored the more bitter ironies of her life, because
Cresencia again repeated the statement to which I found myself unable
to respond: for a second time, she told me that sometimes she wanted to
die, just to stop the pain.

Everything I could think of to say in reply felt cheap as she cried.
Cresencia gave the educational photocopies back to me and told me she
was hungry. She asked if I would buy her a creole bun (a dense Belizean
comfort bread made from coconut milk and white flour). “I refer to
these white carbs as the ‘Great White Hazard,”” read the educational
pamphlet in Cresencia’s hands. “These foods have a very high glycemic
index (GI) which means they are rapidly digested and quickly enter
your bloodstream as a surge of glucose (blood sugar).”

In that moment, it felt like the “Great White Hazards” referred not
only to the lone available meal options but also to the many white for-
eigners shaping this story: the tourist nurse whose educational packet
brought Cresencia face-to-face with a world of life-giving choices una-
vailable to her; all the fragmented and ephemeral diabetes education
that in the end could not offer her livable solutions; the colonial machi-
nations that had carved Belize into a tiny nation completely dependent
on imported foods in the first place; the long history of political dispos-
session in Sagoun, in which tourism often felt like the latest permuta-
tion and which came from a world I too was so uncomfortably and
obviously a part of. I think Cresencia sensed my hesitation because she
added: “Please, I'’ll be able to sleep if I eat creole bread or honey bun.”
She looked down. “My body calls for it. Something sweet.” Without
effective medicine, sugar itself had become her palliative care.
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HEALTHY LIVING MADE FUN AND EASY!

By the time Cresencia handed the paper back to me, it felt like a respon-
sibility. So one day, I brought “Healthy Living Made Fun and Easy!” to
the open-air weekend market and adjacent grocery complex in town. I
wanted to document precisely how much it would cost to actually fol-
low the pamphlet’s outlined advice in southern Belize. By that point, it
was no surprise to chart its many misfits. For example, some of the fresh
vegetables and produce that the packet recommended only came in cans
in Dangriga or did not exist in Belize at all: asparagus could be pur-
chased for eleven dollars a Del Monte can, but cherries were not avail-
able for any price—they do not grow locally and are not imported.
Cassava and other root crops were sold everywhere in market stalls, but
the pamphlet omitted these crucial staples of local diets from its advice
entirely.

Of the recommended fruits and vegetables that I did find for sale in
the Dangriga market, many were imported from Mexico. But there
were also bags of insecticide-clouded red grapes still bearing “Made in
the U.S.A.” stickers that sourced them from California, as well as tiny
green apples labeled as grown in Canada. Such produce was thus being
sold in the Belize market at North American prices or higher to make up
for the shipping costs—not to mention the issue of the carbon footprint
of these food miles, or the irony that the produce was most likely being
picked by Central Americans who had immigrated to California for
work, only to be sold back to such laborers’ home countries for sale.®’ I
made a chart of the basic arithmetic. It cost nearly three times as much
per item to buy food from the diabetes nutrition pamphlet’s “recom-
mended items” list as it did from the “forbidden foods” list.*

This situation is challenging for institutions as well as individuals. I
remember talking with Cresencia in the hospital one day when she was
served a plate of white rice and a banana for lunch. “You told me not
to eat bananas or white rice,” Cresencia said to the nurse who handed
her the tray. But that was what the hospital—like many households—
could afford that day on an overstretched budget. “Try to only eat two
spoons, love,” the nurse said gently.

The day after returning from Mexico, I saw Igemeri on the bus, dressed
head to toe in a transcendental shade of white. He asked how Cresencia
was doing, so I related the news she had told us to share from Chetu-
mal: The doctor believed that her diabetes was probably triggered only
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as a secondary complication or chronic comorbidity, which likely
masked some more serious pathology with its easily discernible symp-
toms of high blood sugar.

“Sounds like Artelio was onto something,” Igemeri said casually.

Ever since our return from Mexico, Cresencia had begun preparing in
a curious way for her trip to the United States to get the diagnostic tests
that the doctor said she needed. With her savings gone and her relatives
living in different U.S. cities unwilling or unable to send money, Cresen-
cia had no way to actually get there. While her Aunt Lisa focused on
writing letters to Ministry of Health officials asking for assistance to get
the unaffordable tests locally subsidized, Cresencia had begun the proc-
ess of packing. She bought a few pieces of clothing in Dangriga, a yellow
T-shirt and several pairs of new socks, since she reasoned that it might be
too cold wherever she was sent to wear “slippers” (the Belizean term for
flip-flops), as was her habit. Although her preparations were concrete,
the whole thing increasingly unsettled me—a reminder that whether or
not it was to the United States, she would be traveling somewhere soon.

So during the last month of my research, I helped Cresencia prepare
an application file through a local regional hospital to leave Belize for
medical help abroad. It was a terribly uneasy role. A local nurse had
first mentioned the group, a small NGO that chooses certain emergency
cases from Belize for intervention. Their group usually first tried to sup-
port local caregivers by providing consultation with U.S. specialists
through a Skype-style telemedicine interface, but often later brought
patients to hospitals in Florida or Texas for treatment. Application was
Cresencia’s own word; local administrators who were involved in selec-
tion called the process “preparing her case for presentation,” as if this
was just an e-version of medical rounds, but Cresencia’s term is closer
to the truth: the NGO gatekeepers were forced to triage for the limited
number of spots, usually giving preference to children and people with
more exotic diseases.

I wrote up Cresencia’s file in clinical detail, replete with terms of the
sort I imagined biomedical doctors favored (“Psycho-Social Factors”),
trying to capture the urgency. A local administrator had already warned
me that a case of diabetes was not likely to be chosen. Cresencia and I
agreed that a focus on the worst she had suffered might be an effective
tool for the application, so in the file’s overview I described her with
words like “wasting” and made many strategic omissions from her
complex history of care seeking, focusing on aspects that I thought the
reviewing doctors might associate with a “good patient.”
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Yet once the file was assembled, seeing herself cast in this image
seemed to hurt her feelings profoundly; the thought of herself as a help-
less object of pity had not previously occurred to her. In our conversa-
tions together, Cresencia focused most often on her miraculous healing,
which she viewed as a defining moment that showed her ancestors’ and
community’s attentive care for her during a moment of crisis. She was
concerned that I had left out this key event, a source of great pride and
dignity, from the application description.

Worried that religious healing rituals might brand her as “noncom-
pliant” in the eyes of medical doctors, I instead emphasized only para-
lyzing resource limitations and the complexity of her disease (while
squirming with each narrative choice I made about how our existing
asymmetries were getting tangled in the enigmatic domains that Erica
Caple James calls “bureaucraft”).’” I think Cresencia became worried
that my other descriptions of her life would be written in that pitiable
image too, because our relationship never felt quite the same afterward.
But quietly, she asked me to submit the application and helped me
choose a particularly unflattering photograph of herself to submit with
the file (“this ugly one”) that showed bald spots where her hair had
fallen out in tufts, patches that she normally disguised with zigzag
braids. Then there was nothing to do but wait.

“Sorrow wears and uses us but we wear and use it too,” Henry James
once wrote.58

STRADDLING

The following weeks found Cresencia “kicking up dust” again, pos-
sessed for a third time by Artelio. “Same old, same old,” she told me
later with a short laugh. Whenever she felt faint after that point, she
bathed in clear rum again and treated her rapidly swelling limbs with
Florida water (a spiritual preparation common enough to be purchased
at any local grocery store). Although her bottle of Florida water was
stamped with a red filigreed image of conquistador Ponce de Le6n, its
label made me think instead of the Miami hospitals she still waited to
hear back from, and all of globalized medicine’s life-giving fountains
that seemed to slip continuously in and out of her reach.

Cresencia was not the only one in the village who had attracted the
attention of discontented ancestors that summer. Others included a
young boy who had abruptly lost his vision, which returned after pre-
liminary placations, as well as a “stiff-necked” old man who did not
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believe in “that culture thing,” for which the spirits had punished him
with repeated trance states characterized by loss of speech until bathed
with amuniadabani cassava water. This series of otherworldly illnesses
cumulatively signaled a deeper problem in the extended family line, and
so in the late summer a chugi was planned, a briefer and smaller-scale
version of the famous Garifuna diigii. (Joseph Palacio emphasizes the
two rituals’ shared elements by translating them into English as “feed-
ing the dead” and “feasting the dead,” respectively.)®

I was surprised that Cresencia was not at the chugi when we arrived.
I attended that night with Jo instead because she had loaned me a dress
for the occasion. The offering spread inside the ancestral temple was
mostly an expanded version of other ritual tables I had seen, with a few
additions: enormous whole crabs with densely bristled claws and a sac-
rificed pig with its ears accentuated by charring, the quartered section
of its roasted head shining in the light of a Saint Jude votive. Many men
were away for work elsewhere, so older women sang the male a cap-
pella offering songs. A few men mulled about outside, but Jo explained
to me that most of those present could not assist in singing the male
arumahani songs, having forgotten the lyrics. They occupied themselves
by taking pictures of the ritual’s highlights with their iPhones to send to
absent relatives. Igemeri translated bits of the songs for me: “This is the
debt that has been owed to the ancestors for a very long time,” he said.
“It is so long overdue.” Others resembled refrains I had read in old

books:

Our journey has been sad, my grandchild.

We have been searching for our grandchildren.
We have been crossing the deep ocean.

For our descendants are far away.”

The air was filled with the sweet incense of termite nests picked from
trees and burned, shrouding the ancestral house in smoke to protect it
from unwanted spirits. Later, when the mali started, I sat on a bench
inside the ancestral temple during the dance that months ago had healed
Cresencia. It was true that the drums sounded like a heartbeat.”* There
were swathes of pink and yellow fabric hanging in the corners of the
room, which Igemeri told me represented the flags of Saint Vincent,
flags of families. A few women started collapsing into the arms of sway-
ing family members, possessed by spirits. Once in a while someone
would call out, resisting the spirit who tried to possess them, and their
foreheads were smoothed with clear rum. Wearing instruments hanging
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from their necks, the drummers would pivot at certain points and turn
back toward the rows of dancers, and the canon (who was also a noted
scholar and Anglican priest) called out the names of the dead from a
stapled handwritten list. Afterward the crowd resumed their swaying
motion, singing in response and waving white aburagiilei “fans” above
their heads. In addition to the counterclockwise circles, sometimes the
drummers would lead the crowd straight toward one of the four direc-
tions, calling on the west, south, east, and north as they continued read-
ing the names of ancestors. During Foster’s fieldwork in the seventies,
people remembered when a grave-shaped hump of dirt used to be
formed in the center of the earthen temple floor.”? I thought of this when
I saw the women’s unusual dancing, performed with rhythmic mashing
steps. Taylor noted that some did not describe such stamping footsteps
as dancing; rather, “they trod down the grave with their feet.”*

The motion of so many bodies filled the temple with an electric
energy that became too intense for me, and I moved back out to the
beach. The lagoon had flooded the previous morning, spilling a tide of
murky water into the sea—but for some reason, the muddy brown had
not mingled with the Caribbean blue in the distance, and the water had
separated into two bands of color. People suspected this was due to the
real estate developers’ latest boom, as outsiders kept trying to build on
more precarious land by filling in the adjacent swamp with sand, often
further amplifying serious erosion in the course of projects meant to
extend the beach for expats’ vacation homes. I stared out at the two-
colored seawater, by then hidden by night.

Evelyn, whose father with diabetes I had visited until his death the
previous winter, approached me on the beach and handed me a cala-
bash of something to drink. I thought of the many afternoons watching
her father, Francisco, get his blood glucose checked, and recalled the
stereo music and yellow light at his “ninth-night” beluria (which Taylor
translates more festively as a “farewell party” for the spirit of the
dead).”* “Homemade coffee,” Evelyn said as I took a sip of the warm
liquid. “Made from burnt rice.” But it tasted like sugar.

Sometime after midnight, Cresencia arrived. She looked unwell, and
someone set up a folding bed for her close to the water. A while later I
approached the tideline where she leaned on a pillow a few yards from
the lapping waves, but she seemed tired of talking. I asked her how she
was feeling. Cresencia glanced at me with a smile that looked tired and
then tilted her chin toward the horizon, as if the answer to my question
floated over the sea somewhere, times and places waiting to be invoked
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again: the many borders that she crossed seeking help; Artelio and all
the ancestors who looked on; the disconnected x-ray envelope of drug
prescriptions and diagnoses from all the doctors who had tried and
failed to help her; Allison, alone now in the home they had shared; the
fallow fields once farmed by her ancestors, marked by the hardship they
had also borne; the two sons who had died from her; the exposures as
present and ghostly as her kin; songs of the women who gathered to
meet her ambulance under a mango tree; whosever initials were tat-
tooed on her wrist. Or more likely she was thinking of something else
totally, beyond anything she wanted me to guess or know.

In many ways, the form of diabetes that Cresencia struggled with was
highly unusual and more complex than an average case because of the
apparent underlying cause that always seemed just on the verge of being
diagnosed. Yet many of the difficulties and realities she faced seemed to
me like exaggerated versions of the issues shared by many of those living
with diabetes in Belize. The disease never has a cure, and there was
chronic uncertainty in a biomedical system that looked navigable on
paper but often felt strained in practice, where one might reach for but
could not rely on the ephemeral nature of foreign intervention and med-
ical technologies. With powerful drugs often (but not always) available
for ingestion and with little continuity in infrastructure, patients like
Cresencia were often left to discern the efficacy and side effects of drugs
on their own, risks thoughtfully weighed against the cost of changing the
habits that vitally supported them. High-glucose food often serves as the
lifeblood that sustains kin ties in Belize; for many Garinagu, this cuts
across the worlds of both the living and the dead.

Some say that during such rituals, the rafters of the ancestral temple
fill with a range of spirits. There are some that assume capricious shapes,
but more concerning are those more attentive and demanding, the dead.
That night, I looked up at the smoke curling in the hollows of the high
thatched roof. The palmetto rafters of the ancestral temple were hung
with pale bands of cotton—“fans” that people had tied there as the
night wore on, the last traces of dancing a mali like the one that had
revived Cresencia under the mango tree. Some knots had come undone
in the ocean wind, strips of cloth that fell to the ground. The remaining
ties of white fabric flapped like bandages against the rafters.

As Joseph Palacio recently said of the changing economies, emerging
tensions, and sale of lands among the Garifuna in Belize: “These are
issues that confront any group of people who are caught between two
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distinct and disjointed worlds. For us they are coastal Central America
and inner city United States.”® Cresencia used to make me think of
Turner’s idea of limen, the figure on the threshold. But whenever I
thought she had been “reintegrated” into another collective or category,
it seemed that in the next moment I turned around and there she was:
back on another threshold. In the end, perhaps Cresencia was less like
a chronic limen than someone who embodies the original meaning of
the word diabetes—“one who straddles.” Etymologically, this ancient
Greek root comes from the literal stance that people with diabetes often
endured from the frequent urination that is a characteristic symptom of
their disease.”® Yet today, this linguistic root still cuts to the quick of the
layered meanings at stake for many people with diabetes in Belize who
are, in a very real sense, straddling multiple worlds. Many live between
scarcity and excess; between phone calls and cardboard barrels sent
from New York and Los Angeles, appointments and cities and various
medicines; between foreign encroachment and pollution of their lands
that continuously displace them anew, and profound ancestral and
community ties that bind them back again through the very foods that
biomedical advice discourages them from eating. People in this setting
live with a disease that is both born of their chronic halfway condition
and uneasily managed there: “those who straddle.”

As Cresencia stared toward the sea, her eyes looked at once attentive
and far away. Boats can also represent coffins in Garifuna symbolism,””
I recalled in the night. At the time, I was still feeling unsettled by her
request a few weeks before when she had suddenly asked if I would take
her picture—“a nice one”—as I was halfway out the door. The unchar-
acteristic invitation had seemed directly linked to her comments about
the proximity of death. I felt an emptiness in my chest as I pulled the
camera out of my backpack.

The look that passed between us in that moment is hard to describe:
the charged exchange of being two young women sitting there in a
wooden room with all our asymmetrical life chances so palpable, and
yet I couldn’t stop what was about to happen to her any more than she
could. She had taken several pictures of me earlier with the camera on
her flip phone, which rested on a pile of folded laundry. Later I tried to
hope that the images we made of each other might be another part of
some trace left at the “boundary between absence and presence.””® But
at the time, really I just thought that the only thing more disturbing
than taking her picture would have been not taking her picture.
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Cresencia (1976—2012).

Through the window, trees faded into glare and ocean. She removed
her glasses and looked at me expectantly, her expression calm but
posture tense. “I'm ready,” she said.

(I wasn’t.)

“Take it before I start to smile.”



Crénica Two: Insula

Technology, Policy, and Other Units
of Jordan’s Isolations

Every science has a beginning but no end.

—Anton Chekhov, Love and Other Stories

Historian Michael Bliss’s The Discovery of Insulin moves with the pace
of a science adventure story: two young men, Frederick Banting and
Charles Best, toiling through a sweltering summer in 1921 in a labora-
tory at the University of Toronto, incidentally killing dozens of dogs as
they removed parts of the animals’ organs in complex surgeries focused
on the pancreas. They sliced open and stitched up brown-and-white
short-haired terriers, stray dogs they found or bought on the street, a
few cats and rabbits, surplus organ meats from butcher shops, and calf
fetuses from slaughterhouses. The experiments they conducted essen-
tially explored one basic, urgent premise—that something in the pan-
creatic secretions seemed to control blood sugar.

One dog, Number 92, lived for more than three weeks after Banting
and Best gave it severe diabetes by removing its pancreas. A control dog
receiving no treatment after this same procedure died quickly from sky-
rocketing blood sugar, but Number 92 lived beyond all expectations,
surviving on improvised injections of an extract from the pancreas’s
islet cells to control its blood sugar. The dog, a yellow collie, came to be
loved as a laboratory pet; they named her Marjorie, and Dr. Banting
wept when she died. Best and Banting called the serum that kept her
alive for that time Isletin.!

In 1923, a fellow doctor wrote to a Toronto newspaper to gush about
the serum’s breakthrough: “No one need die today who is suffering
from diabetes.”?

139
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TYPE WHAT?

I thought about this dramatic narration of insulin’s history in 2010, as I
stepped off the repurposed school bus in the bright morning. The hospi-
tal stood on the edge of Dangriga, far from where the river meets the sea.
Ijogged across the highway and toward the hospital’s entrance as part of
my usual interview circuit that year, beginning the research day by ask-
ing if any patients with diabetes wanted to talk with me. The hospital’s
entryway usually smelled of freshly cut grass. It was roughly ninety years
after Banting and Best’s insulin first kept a patient alive. But in the morn-
ing bustle of Belize’s regional hospital, that expanse of years and decades
since insulin’s development—now going on an entire century—seemed
swallowed by other numbers.

When we met for the first time, I couldn’t decide if Jordan looked
stoic or just bored. “Insulin or no insulin . . .” That was one of the first
things he said to me. Jordan paused, and I got the feeling he didn’t know
how to communicate what growing up between those terms was like
any more than I knew how to ask. Vaguely: “It costs.”

He must have felt at least as strangely audited as I did with all the
other patients in the long open room. Their occasional flickering glances
conveyed that our hesitant interview was a disappointing replacement
for the lack of television. I wrote Jordan’s words dutifully in my spiral
notebook without really understanding. I hadn’t yet learned to read
certain bodily signs that a doctor would have recognized immediately—
suggesting the particular erosions etched on a person by discontinuous
or missing insulin. Jordan was wearing a diaper. His bloated ankles and
feet indicated that his kidneys were unable to regulate fluid levels. He
was nearly blind at age twenty-one, signaling microvascular capillaries
worn out by years of high blood sugar. I saw but didn’t fully understand
Jordan’s sunken collarbone planes, or the diabetic ulcers along his gaunt
legs. It appeared his hair had fallen out only recently, with a full shape
kept by the few tufts that remained.

Before insulin was discovered, doctors called a slow, shriveling-up
death from severe diabetes “inanition”—to become inanimate, a proc-
ess somewhere between atrophying and ossifying. Seeing it happen over
time, you could understand why someone might think the condition
required its own verb.

Yet while diabetes seemed to be freezing Jordan’s body, our first con-
versation was mostly about the mechanics of motion. He wanted to
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become a pilot and had worked at a garage—cars being the next best
things to airplanes—while going to technical school for specialized
training in engine repair. This energetic tinkering with broken systems
seemed an obvious extension of his bodily and existential struggle. Yet
as we spoke about such used vehicles—and the garage job Jordan had
lost when no longer able to hide that he was going blind and becoming
too weak to lift tools or tires—his voice kept slipping between registers
and tenses, the alternating ambitions and frustrations of someone who
has dreams but suspects they will not come to pass.

Was that why he wanted to talk with a stranger like me? Jordan said
that he hoped our conversation that day would be the first in a series of
visits. Yet it often felt like I was asking the wrong questions. For exam-
ple, at one point I had blundered and asked whether Jordan had an
insulin pump, coming as I did from a country where this is a basic
option for many people with type 1. The majority of people with type 1
who wear these devices, sometimes referred to as “pumpers,” can
expect to live a long and full life. Such machines connect the wearer’s
body with a beeper-like box holding insulin in a reservoir. Small enough
to be clipped on a belt or tucked in a pocket, they are connected to the
blood through a vein-like plastic tube called a cannula, which is inserted
under the skin for continuous subcutaneous insulin injection. In coun-
tries where pumping is prevalent, these pumps can be programmed to
deliver doses in tailored intervals—in calibrated bursts or in slow, steady
drips—depending on habits, blood sugar, and foods eaten. New models
often come equipped with features such as micro-dose calculators and
computer interfaces with blood sugar levels in real time. Some even
have the ability to automatically deliver insulin based on the results and
custom alarms from continuous blood glucose monitors. But Jordan
explained that he didn’t have an insulin pump or continuous glucose
monitoring because you couldn’t get either device in Belize. Only people
able to travel out of the country might have access to the larger infra-
structures necessary to set up and maintain such intricate machines.

I felt ashamed for making him explain this out loud and groped for a
question that would not elicit such terrible patience.

“So, what kind of diabetes do you have?” I asked, to fill a lull. It was
a kind of placeholder question—one I thought we both already knew
the answer to, but that might open into a more interesting discussion.
Yet Jordan surprised me again.

“I don’t know,” he said.
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ISLANDS AND EMPIRE

The word insulin comes from the Latin insula, meaning “island.” This
crucial hormone is produced in the human body by archipelagos of cells
in the pancreas, floating among other cells that produce digestive
enzymes. The unique clusters are named for a nineteenth-century Ger-
man medical student, Paul Langerhans, who described in his disserta-
tion the microscopic cell groups that came to be known as islands of
Langerhans. Medical textbooks now more often label this part of the
pancreas as the islets of Langerhans, islet sounding suitably technoana-
tomical but still meaning “tiny island.” These islands contain four kinds
of cells—alpha, beta, delta, and ¢, which talk to each other—though
beta cells are the most plentiful.

Type 1 diabetes occurs when the islets’ beta cells stop producing insu-
lin—the peptide hormone that allows glucose to enter cells, thereby regu-
lating and stabilizing levels of sugar in the blood. No one fully understands
the genesis of damages that cause the islet cells to malfunction this way,
though there are abundant puzzle-piece insights and theories of exposure:
viral triggers, various stressors, genetic inheritance, pollution, and climate,
among others. But anyone with type 1 needs insulin injections several
times a day, every day of their lives, to survive. This form of diabetes is an
autoimmune condition that sets in quickly, classically manifesting during
childhood or adolescence. Like other autoimmune diseases, rates of type T
diabetes are now skyrocketing worldwide.?

Type 2 diabetes takes longer to set in. It occurs when someone’s pan-
creas used to produce enough insulin, but this function has slowly tapered
off due to cellular stressors that accumulate from insulin resistance. A
pattern of consuming high-carbohydrate food is the best-understood fac-
tor that can cause this effect, linking type 2 to industrial food systems and
imbalanced nutrition, among other factors and exposures. Depending on
long-term treatment and circumstances in type 2, the body’s ability to
produce insulin might become so impaired that pills and diet aren’t
enough, and insulin injections eventually become necessary.

It had taken me awhile to memorize diabetes’s multiple variations
before beginning this work, and at first I was puzzled when people like
Jordan told me that they did not know what kind of diabetes they had.
Some patients would answer readily when I asked about type 1 or type
2—but a significant number of people like Jordan also raised their eye-
brows in impatience or confusion at the question or would clarify
“sugar diabetes” when pressed on the question of “what kind.” Even
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doctors at times have difficulty distinguishing the difference between
type 1 and type 2 as they appear in the clinic*—like Cresencia, who
lived for years not knowing which type she had.

Anthropologist Melanie Rock has critiqued the politics inherent in
hammering down the many diseases that diabetes can represent into
two neat types, terming the whole classification process “commensurat-
ing bodies of unequal experience.”’ But I faced her questions of catego-
rization from the opposite direction. I had intended to focus on type 2
diabetes, but local realities made me face the meaningful loosening of
these labels at the level of actual lives: sugar diabetes, type unknown.
Where did this dissolution of diabetes typologies come from, and how
was it being inhabited?

Jordan told me that his mother had also lived with diabetes, dying
from it in her thirties. Given this fact and his very young age at onset, |
felt reasonably sure that Jordan had type 1. (Perhaps it was MODY, the
rare variation most likely to be passed genetically? Did it even matter?)
Yet over time, I came to see the lived murkiness between type 1 and type
2 in Belize as itself an ethnographic finding with meaningful implica-
tions. International media and public policy framings of diabetes writ
large often implicitly draw on assumptions and imaginations about type
2. This includes forms of shaming (emphasizing that individuals with
diabetes were simply personally responsible for their own health out-
comes) that often fit poorly enough with type 2 but can be bizarrely
incongruent when applied to type 1—as if patients and their families
alone were morally and practically responsible for their own conditions
and treatment. People with type 1 in Belize—by definition depending
on treatment each day to survive—relied on technology in a way that
only amplified broader struggles to reckon accountability amid medical
shortages. Yet these negotiations were, in truth, part of managing any
diabetes on the margins of an overstretched care system, and difficulty
consistently accessing insulin regimens and glucometers day in and day
out was also part of type 2 for many people. These kinds of struggles
show how, as Claire Wendland argues, “technologies can be potent
actors even when they are materially absent.”®

But how do you research the anthropology of an absence—whether
of a partially missing treatment regimen or the absent lives it can imply?
Stereotypes about diabetes often come alive in the blanks of missing
knowledge, eclipsing actual patients with caricatures: the type 2 obese
noncompliant patient; or the unfortunate type 1 child who can be saved
by science, able to manage with enough hard work. In Belize, these
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oversimplified tropes at times seemed animated in reality by social
expectations of them, as patients moved in and out of various preset
roles amid a complex cast of local characters. Nurse Norma often man-
aged to acquire NovoLog insulin pens from a relative with diabetes in
the United States (she disliked the messiness of syringes). Sometimes she
arranged for Jordan to stay an extra day if there was a free bed in the
hospital, which meant he could get an extra meal when he was hungry.
There was no practicing endocrinologist in the public system during
that time, so the homesick Cuban doctors on rotation learned more
than they probably ever wanted to know about diabetes, simply from
the sheer concentration of patients they tended. Many doctors focused
on inspirational moments, recounting over and over such stories as the
loving father who bought insulin by the crate for his three kids blind
from type 1, or the diabetes camps for type 1 patients that had started
being held in Belize City, where children were taught to use needles and
families thickened their support networks.

In this, I saw hopeful stories move across the horizon and circuits of
family care taking shape around childhood diabetes in Belize. But I also
observed how the fragility of these forms excluded someone like Jor-
dan, without a savvy parent to advocate for him. His story dramatizes
the worst that patients are up against. (Happily, most children in Belize
today have a much easier time managing than he had—in addition to
the Ministry of Health’s ongoing efforts, a group called InsulingLife has
now partnered with the Belize Diabetes Association to try to enable
fuller access.) But as a marginal figure in childhood awkwardly coming
into adulthood, Jordan’s experiences at this system’s edges also show
the spectrum of unequal global realities in which limits are lived out.

In 20710, the in-patient wards were well cared for, but not new. Its
corridors reminded me of a story I’d read where “the hospital seemed
both futuristic and worn-out, like an old starship.”” One afternoon I
returned to the hospital and found Jordan’s usual spot in the room occu-
pied by another patient. He was a banana plantation manager, young
and recently revived from a coma. I wondered where Jordan had gone
but chatted politely for awhile with his successor, who had just found
out that morning he had type 1 diabetes. He was nervous to tell his wife.

On the way out, I saw a row of patients waiting in the hallway for
appointments with a team visiting from Texas that specialized in eye sur-
gery to correct diabetic retinopathy. Some patients even had their diabe-
tes diagnosed by the eye care program, which was mixed news: it meant
the eye care program provided a strong safety net, but it also signaled that
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primary care had missed detecting these patients’ diabetes at some earlier
point, before their complications had progressed to blindness.

In the office, a worried-looking hospital administrator dedicated her-
self to calling around, hoping to find some anesthesia for the day’s sur-
geries. One Jehovah’s Witness began to pray loudly, sharing sobering
pamphlets illustrated by pools of fire with others waiting on the bench.
It was easy to tell who was expecting surgery by the purple Xs drawn in
marker over one or both eyelids. Since Jordan was also going blind
from lack of insulin, I wondered how the patients waiting on the bench
had been selected. I talked with several of the women with diabetes who
were waiting for surgery but also watched for Nurse Norma or another
staff member passing through who might be able to tell me what had
happened to Jordan.

It was weeks before I heard the news of what had unfolded: he had
been returned to the hospital again a few weeks after our last interview.
It was a March day when he had been brought in for the final time,
drifting in and out of a coma. Jordan’s stepfamily had come for this last
trip to the hospital but not for the dozens or hundreds of visits that had
preceded it. This upset the nurses who had been caring for him all along,
who viewed it as an unearned closure on a fate that their neglect had
played a role in accelerating.

Norma said that on the last day, Jordan was talking to his mother’s
spirit. He opened his eyes at one point and saw a woman standing by the
door. He asked for two glasses of water. Somewhere in them were the last
drops that Jordan would ever take into his fluid-swollen body. He died
after drinking the two glasses of tap water. A long dying process often
ends in aspiration; trying to wrap my mind around it, I imagined some-
thing like drowning. But ketoacidosis is actually not characterized by the
excess or lack of fluid; it just looks like that from the outside because the
swelling signals it’s misdistributed—fluid pulled out of organs and into
intercellular spaces, and into the blood.

As if searching for some proxy closure, one morning I went to find
his grave near the sea: past the bridge over fishing scales and pelicans
too heavy for the electric line, shops selling Nollywood DVDs and
bright clothes from India, an old man sketching in charcoal sailboats of
a kind that no longer exist. The cement archway leading into the cem-
etery read GARDEN OF GETHSEMANE in gothic script. Sinewy grass grew
straight up to the sea. I searched through row after row of aboveground
tombs, some brightly painted and adorned with offerings: ceramic mugs
or glass bottles holding rum for the dead and wreathes with purple and
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Five Decades. Rosary made of insulin syringe and diabetic medications.

black crepe-paper petals. Jordan’s mother was probably interred there
too, but I couldn’t find her name either. I finally gave up looking and
paused under a palm tree with ragged fronds. As a tiny Maya Air prop
plane drifted over the sea, I recalled Jordan’s dream of becoming a pilot.

I kept wondering to myself how I did not realize that Jordan was
about to die, at least not consciously. I knew he was very sick; I knew
some people my age or younger died from diabetes. But this person in
front of me talking about gearshifts? It just didn’t make sense in my
mind. I used to think that the platitudes of our strained conversations
might fall away in time. But that was all there would be now.

How does a medical cliché at times get sustained, resuscitated, lived
out? I slowly and belatedly began paying closer attention to the artifacts
that Jordan’s life had left behind and the overwhelming complexity of
his condition’ material culture. Maybe that happens when someone
dies: adjacent objects become supercharged with meaning, scraps and
partial traces some kind of clues to interactions you never got to have
and things you realize you forgot to ask and will never know.

Five years later, I sat paging through files in a New York archive
where some of the early exchanges between insulin’s discoverers, early
prescribing physicians, and its first distributor (Eli Lilly) are stored in
boxes. Many of the images have been displayed in museum exhibits,
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such as the New York Historical Society’s 2011 “Breakthrough: The
Dramatic Story of the Discovery of Insulin.” Banting and Best sold the
first insulin patent to the University of Toronto in 1923 for a dollar, in
hopes of making it publicly accessible, and Eli Lilly had been granted
first pharmaceutical distribution rights in the United States.® T leafed
through folders of old news headlines and series of before and after
images of patients injecting themselves in the thighs. Did Jordan live in
the before or in the after of this science?

On colonial maps, the territory of British Honduras was drawn as
British inseln, even though Belize is part of Central America’s mainland.
Colonies were already conceptually rendered as islands, in the logics
where remote islands have often been central to the formation of “net-
worked empires.”” Meanwhile, Spanish maps like Insulae Americana did
not depict Belize at all, drawing its land as open ocean. In this geography,
who can say for sure that diabetes is a new issue in the Caribbean? While
the history of insulin is canonically told as a history of the white children
who received it, it is possible that a large part of this imbalance is because
type 1 was primarily diagnosed among this population. No one can pro-
vide a global map of type 1 prevalence even today—and certainly not in
1921. As William Julius Wilson observes, imagined geographies of “isola-
tion” can reflect exclusions actively produced at the nexus of societal
forces—frequently in the very areas deeply interconnected to global mar-
kets.!® With even erasures so often obscured in histories of normalized
injury, Derek Walcott once wrote from another corner of the Caribbean:
“Every island is an effort of memory.”"!

Insula is also the etymological root of the word insulate: to make like
an island, to protect something or someone through a layer of substance
or distance. This place was an island in more than one sense, I thought
as I sat in New York City that day. Certain standards of care had
become so normalized in affluent contexts that it was easy to imagine
this heartening history of insulin as a global narrative. The museum ver-
sions of this history focused heavily on where the story of insulin began
but often said little or nothing about where it went globally. People like
Jordan fell somewhere far outside this history’s purview, missing char-
acters only present as part of “what moves in the margin.”!?

Yet the discovery of insulin changed their lives profoundly as well,
because it transformed people’s expectations of those living with the
condition. Everyone’s idea of diabetes suddenly “metamorphosed,” as
Boston physician Elliot Joslin wrote of insulin’s potential: “This limpid
liquid injected under the skin twice a day can metamorphose a frail
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baby, child, adult, or old man or woman to their nearly normal coun-
terparts.”'® Yet whether the drug that promised this new bodily trans-
formation was actually available twice a day—how, and to whom, and
what the compromises of “nearly normal” mean in reality across une-
ven social and medical geographies—is another question entirely.

Insula also refers to a puzzling bit of our emotional anatomy. Once
“assigned to the brain’s netherworld,” an article in the New York Times
noted: “According to neuroscientists who study it, the insula is a long-
neglected brain region that has emerged as crucial to understanding
what it feels like to be human.”

It helps give rise to moral intuition, empathy and the capacity to respond
emotionally to music. . . . the insula “lights up” in brain scans when people
crave drugs, feel pain, anticipate pain, empathize with others, listen to jokes,
see disgust on someone’s face, are shunned in social settings. . . .

It is in the frontal insula ... that simple body states or sensations [like
hunger, temperature, touch] are recast as social emotions. . . . Intensely emo-
tional moments can affect our sense of time. It may stand still, and that may
be happening in the insula, a crossroads of time and desire. . . .

The frontal insula is where people sense love and hate, gratitude and
resentment, self-confidence and embarrassment, trust and distrust, empathy
and contempt, approval and disdain, pride and humiliation, truthfulness and
deception, atonement and guilt.'*

These associations are always in the back of my mind when I read
about cutting-edge breakthroughs in diabetes research, coming largely
from North American and European laboratories. There’s a steady
stream of headlines: the promise of a bionic pancreas; news of islet
transplants; a variety of insulin marketed for dogs, cats, and rabbits
with diabetes that have fed too long on hyperprocessed American pet
food; cute pancreas-shaped stuffed pillows and necklaces; an amazing
variety of monitoring gadgets, iPhone apps, and care devices being
invented by some with diabetes who call themselves “d-tech heads.” 1
always feel a mix of emotions when bumping into such news items,
because I am often moved to see how community participation in such
ingenuity can become part of sustaining dignified life with a chronic
condition. But it can be simultaneously unsettling when the ways some
cutting-edge devices get taken up by industries would strike many peo-
ple in poorer parts of the world as more reminiscent of salubrious toys,
flourishing in the same epoch when many people with diabetes are still
struggling to obtain a century-old drug. Staring at the arrow-straight
time line of diabetes science, I tried to imagine what geometry would be
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needed to chart the ways those same discoveries actually reached most
of the world.

GLOBAL POLICY GAPS

Since much of the current literature describing the global diabetes epi-
demic actually focuses on type 2, it is worth pausing to sketch out some
basics about the global picture of type 1. Current estimates state that
over five hundred million people live with diabetes worldwide, and
roughly 5-10 percent of them are thought to have type 1.’ But these
numbers are really all just best guesses. They suggest certain global
imbalances: for example, statistics show there are many more people
known to be living with type 1 diabetes in wealthy countries (like Nor-
way, where an estimated thirty-six per one hundred thousand people
are diagnosed each year) than there are in poorer ones (like Peru, where
two per one hundred thousand are diagnosed each year).

Yet these broad-stroke portraits themselves raise unsettling ques-
tions. It’s unclear to what degree this hugely uneven distribution of type
1 is due to humankind’s inescapable roulette of genetic and environ-
mental risk factors, or to what extent these uneven counts suggest that
children born with type 1 diabetes in poorer nations tend to die before
they are ever diagnosed or counted. Many symptoms of seriously
untreated diabetes—lethargy, fevers, weight loss, seizures, comas—are
easily confused with malaria and other high-profile infectious diseases
(the usual targets of multimillion-dollar global health campaigns
favored by celebrities and donors), meaning that cryptic deaths in poor
regions of the world often get tallied according to the cause du jour.

Such global health policy omissions have a history at least as old as
insulin itself. In 1924, almost immediately after mass production of
insulin began, the Rockefeller Institute initiated a program in which
select hospitals in the United States and Canada offered insulin supplies
to patients who otherwise could not afford the new drug. “This is the
greatest philanthropic plum of the generation waiting to fall into your
hands, and I want you to have the benefit of it,” the Rockefeller Foun-
dation’s Frederick Gates—who himself lived with type 1—enthused to
John D. Rockefeller in support of the program. “New Serum Dooms an
Age-Old Curse,” read a headline in the Evening Telegram.

Yet in the same archival folder as these clippings I encountered a
cache of 1920s letters from people around the world—Mexico, Costa
Rica, India, Norway, France, Spain, Hungary, Brazil—describing in
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desperate longhand their symptoms of diabetes or those of loved ones,
saying that they had somehow heard about insulin and pleading for
access to it. T also found the standard reply to such requests: “[The Rock-
efeller’s insulin provision] activities, however, have not gone beyond this
country.”!®

At the time, the dynasty’s global health arm—the Rockefeller Foun-
dation, which administered its International Health Division—was
aggressively promoting numerous programs in remote corners of the
world: malaria, yellow fever, tuberculosis, and its hookworm eradica-
tion campaign. Why was insulin deemed worthy of support in North
America but not in other countries, when there was clearly demand for
it everywhere?

In stark contrast to the pleading letters for insulin pouring in from
around the world, the Rockefeller hookworm eradication campaign
inspired markedly mixed sentiments—including in the part of Belize
where Jordan was later born: “In southern districts, where most of the
people are Caribs, it was found almost impossible to get them either to
come up for examination or to construct privies,” exclaimed one Rock-
efeller report. Some Belizeans were so resistant to the campaign that the
colonial government of British Honduras passed the Hookworm Ordi-
nance, stating that any person “without reasonable excuse” for with-
holding their excrement from the Rockefeller staff could be detained in
jail “as the Court orders until a sample of his feces is obtained.”"” In
short, hookworm testing and pharmaceutical treatment were at times
being forced on people who actively resisted them, even at the risk of
imprisonment. Meanwhile, with diabetes, desperate pleas for insulin
therapies were arriving from around the world, without institutional rec-
ognition of any medical necessity outside the United States and Canada.

This strand of thinking persists even today. An infectious disease like
hookworm is considered a pressing international priority, a “tropical”
disease of poor populations and nations. But the global rise of diabetes
(even when spreading much faster than infectious diseases like hookworm)
has been framed as a different class of disease: a condition of individual
responsibility—personally tragic but not collectively urgent to address as
a society, or under any institution’s ethical mandate in particular.

Uneven responses like these are spliced throughout global health
archives of the past century, becoming difficult to ignore even when try-
ing to conduct contemporary research on other topics. Just before com-
ing to Belize in 2009, for example, I found myself doing some brief
comparative research about guinea worm eradication and diabetes in
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Northern Ghana’s capital of Tamale—a lively city echoing with prayer
calls and dense with bicycles and affable goats, surrounded by expanses
of West African red-earth savannah. I will never forget the morning
when I started off observing the bustling program office for guinea
worm eradication. Inside the office, several dozen campaign staff, Gha-
naian Ministry of Health officials on laptops, and Carter Center con-
sultants were debating how best to locate a woman with guinea worm
who had run away to avoid treatment. Guinea worm hurts for several
days but doesn’t kill, though it appears grotesque to foreigners who are
not accustomed to seeing three-foot-long parasites. These worms have
been the target of major U.S.-driven eradication efforts for several dec-
ades. Later that same morning, I traveled a few minutes across town to
the public hospital’s weekly diabetes clinic for the Northern Region,
where more than thirty patients waited outside for hours for a doctor
who never arrived.

I waited awkwardly with them on the wooden benches of the hospital
courtyard until they were finally sent home for the day. My collaborator
in Tamale, Emmanuel, translated from Dagbani, and I took notes as
people who wanted to talk approached me to describe their routines liv-
ing with diabetes in a region where over half the rural population sur-
vives on less than a dollar a day. Several people described walking dirt
paths by lantern light from their far-flung villages or crossing rivers by
canoe to reach a road that would lead to the hospital by dawn. As was
clinic policy, the first thirty patients who arrived at the Friday diabetes
clinic were handed ticket-like numbers, and the rest were sent home until
the following week. “I am number seventeen,” offered the young woman
next to me. She had arrived by #ro-#ro around 4:00 A.M. to hold a place.

When I met with the government doctor the next week, he explained
he had been called away on another emergency. He spoke about the dif-
ficulty of being the only doctor assigned to treat diabetes in a region of
1.8 million people, and only on Friday mornings. “I am one man,” he
said. “It is just me.” He told me the weekly clinic felt much different than
when it first opened; many of their original patients had already died.

Outside his office door, a man with no legs was being carried toward
us on the shoulders of two young men in lieu of a wheelchair. “We used
to have dozens of children with type 1 diabetes here,” the physician
said, but there were frequent interruptions in the region’s insulin sup-
ply. The emotional labor of triaging insulin often fell to pharmacists,
who had to decide which of the prescriptions they would actually fill
with the very limited supply. Children first. “They used to come every
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Friday. But many of them lived in the villages. We lost them; they died,
one by one. They are all gone now.”

“What about the Salifu girl?” asked his assistant, an attentive man in
a long robe who had worked at the diabetes clinic since it first opened
years ago. “We haven’t heard anything since she went back to Kam-
pong.” The doctor nodded and smiled faintly in recognition. “That’s
right, we do have one left. Her name was Safia.”

Neglected tropical disease philanthropy and global health aid become
a different picture when thinking of these comparative scenes (the same
city’s gutted public diabetes clinic versus its bustling guinea worm eradi-
cation program office, and countless other places like them) as cotermi-
nous realities, drawing from the same limited pool of healthcare workers
and monies spliced into vertical programs.

An ocean away, these encounters nonetheless helped me understand
that what T was seeing in Belize was part of a longtime worldwide prob-
lem. Patients, families, and other caregivers alike were struggling to
achieve diabetes treatment regimens in overstrained health systems
where neither type 1 nor type 2 diabetes has historically been consid-
ered high priority by foreign institutions or international communities.
As is the case in most postcolonial countries, Belize’s health system has
been deeply contoured by an “alphabet soup” of acronyms belonging to
foreign NGOs, where piecemeal funding over the past century has inev-
itably come with certain priorities and strings attached.

But during the second year of my fieldwork, I saw part of a major
effort to change this storyline: the rollout of a new National Health
Insurance program to three of the country’s six districts, Belize’s aim to
extend primary health services and a basic drug formulary to people in
half the country—including insulin for those with diabetes. The hope
was that this would be the pilot phase leading to an extension of the
program to the entire country. But funding has been strained (largely
due to Belize’s struggles with serious international debt, following struc-
tural adjustment).'® Some said it was possible the national insurance
program may even scale back in the future rather than expand. When I
last visited Belize in 2019, the local hospital was again out of insulin.

As in many countries, receiving a diagnosis of diabetes in Belize does
not automatically translate into inclusion in national statistics. In Belize,
there was no statistical information available on the prevalence of type
1 diabetes at the time of my research and no specialized state program
or policy yet to support children with the condition. When I interviewed
the charismatic president of the Belize Diabetes Association in 20710, he
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spoke about his dream of building programs to bring together local
families dealing with type 1. “They are usually okay if their parents are
involved,” he said carefully, when I asked. “But it would be good to
have some support. We could at least get a registry of their names, of the
children who have it. So we will know.”

OTHER ORPHANS

“AIDS orphan” is a well-known category of vulnerability in bureauc-
racy and activism, but there is no such thing as a “diabetes orphan” on
paper or in global health policy. So when Jordan’s mother died from
diabetes shortly after he turned three, that left him living in a role that
lacked a recognized name.

Social scientists write a lot about the power of labels:!’ the reductions
and politics that they inevitably entail and what it’s like for people to
inhabit them. In Belize I met several young adults like Jordan who had
grown up without one or both parents (the flexible definition often used to
classify AIDS orphans), and I found myself wrestling with questions of
how their life experiences were shaped by nonexistent techno-bureaucratic
categories. Yet there was Jordan, and his stories.

His mother’s name was Tessa. She’d risked a lot to have him: “The
ultimate complication of type 1 diabetes in combination with pregnancy is
maternal death.”? It was once considered essentially fatal for women with
type 1 diabetes to have children. Even today, having diabetes prior to
pregnancy is still “a major risk factor for spontaneous abortions and con-
genital malformations”?'—although this risk to the fetus drops to very
low in a context where excellent blood sugar control is maintained by
using insulin analogs (such as lispro and aspart, more often called Hum-
alog and Novolog).?> Neonatal growth often occurs during intense bursts,
causing unexpected dips and spikes in the mother’s sugar, part of why one
study found that “the mortality of type 1 diabetic mothers was 109 times
greater than in the general population.”?’

Analog treatments, now standard care in some places, were not easily
available through the public system in southern Belize, where simply
keeping a mother with diabetes supplied with basic insulin injections or
access to a working glucometer constituted a meaningful accomplish-
ment. Many experts recommend that pregnant women with diabetes
follow an involved regimen: “Pre-conception counseling, carbohydrate
counting, use of insulin analogues, continuous subcutaneous insulin infu-
sion (insulin pump) therapy and real-time continuous glucose monitoring
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with alarms for low glucose values.”?* I imagine that this list would make
most caregivers working in small towns or rural villages in Central Amer-
ica want to toss up their hands and laugh helplessly even today, let alone
back in the 1980s, when Tessa was pregnant with Jordan.

The dangers of type 1 during pregnancy are greatly increased by not
having access to tools like glucometers. Maternal death can be caused
by ketoacidosis in cases where high blood sugar goes untreated—but in
contexts of partial medical availability, maternal death is more often
caused by blood sugar that crashes too low to sustain life. This puts
mothers in a double bind, since “tight metabolic control of diabetes
during pregnancy that is mandatory for the normal development of the
fetus may expose the mother to life-threatening hypoglycemia”*—in
other words, the more carefully a mother tries to control her blood
sugar for the sake of her baby, the more she puts herself at risk for a
potentially fatal hypoglycemic episode, particularly while sleeping. This
risk peaks at night and can result in so-called dead-in-bed syndrome,
which researchers estimate accounts for 6 percent of deaths in people
with type 1 under the age of forty.?

Despite severe diabetes complications and incomplete medical
resources, Tessa managed to survive pregnancy and give birth to Jor-
dan. She lived for several years afterward. What it took for her to man-
age this double feat, I can only guess. Yet given all the mother-to-child
risks that scientists are now examining during mothers’ deliveries, it is
striking how childbirth with diabetes contrasts with HIV/AIDS.

Obviously, as a classic infectious disease, HIV/AIDS transmission
works through very different biological mechanisms than diabetes risk.
But medical care during pregnancy is crucial for both conditions.
Antiretroviral drugs (ARVs) are now provided nearly worldwide for
both parents and children with HIV/AIDS—however imperfectly such a
program might function, even extremely poor countries at least have
one. Yet there has not been analogous global consciousness or policy
supporting diabetes. I struggled to understand why providing ARVs to
a pregnant mother or recent orphan with HIV/AIDS is perceived as an
automatic “ethical imperative,” but ensuring drug provisions for a
mother or child who will die without insulin is not.

In The Republic of Therapy, anthropologist Vinh-Kim Nguyen
describes the advent of new HIV/AIDS drugs (known as HAART, or
highly active antiretroviral therapy) with an analogy that perhaps acci-
dentally underscores this comparison: “HAART marked the advent of a
therapeutic revolution akin to the discovery of insulin for the treatment
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of diabetes. An illness that was previously fatal, in most cases, within a
few years of diagnosis, is now treatable and has been transformed as a
result into a chronic condition.”?” Yet perplexingly, these drugs to treat
HIV/AIDS have quickly become more accessible in many poor countries
than the consistent supplies of insulin they have been likened to—even
though the suite of HAART drugs only began development in the 1990s,
and insulin therapy will soon celebrate its centennial birthday.

Something besides pharmacological breakthroughs alone shapes the
drastic differences in global availability of seemingly comparable thera-
pies, returning us to the imaginations driving “political will” and social
movements in global health politics.

However interventions are prioritized on paper—often with an
emphasis on AIDS, malaria, and tuberculosis, contagious conditions
often referred to as the “Big Three”—coexisting conditions can rarely
be so neatly pulled apart in practice. For example, the immunological
toll of having any kind of diabetes can make patients nearly twice as
susceptible to malaria and three times as likely to acquire TB. Patients
who have diabetes are often less responsive to TB treatment drugs,
which (like many pharmaceutical treatments for infectious conditions)
can wreak havoc on blood sugar for people with diabetes.?® Likewise,
drugs to treat HIV/AIDS can actually cause insulin resistance and dia-
betes in up to 25 percent of patients—a poorly understood side effect
now creating painful iatrogenic ricochets in many countries where AIDS
medications are finally accessible. The availability of ARVs is due in
large part to major international relief efforts. But these same programs
do not supply insulin to HIV/AIDS patients who develop diabetes from
their ARVs. “We are getting to the point now that more and more of
our AIDS patients actually die of diabetes,” one doctor told me.

I met several patients who lived with both AIDS and diabetes in
Belize. One man named Raul said he thought his diabetes first started
after he resorted to taking expired ARVs when no other regimen was
available. Another man with both AIDS and diabetes named Sammy
asked me to return the following day for an interview because he was
having trouble breathing at the time. I returned the next day to hear the
numbing news that Sammy had died unexpectedly during the night,
wearing a pair of pajamas that said over and over in tiny font Who
wears the pants? He was thirty-six years old. It was the first time I had
met somebody on the day they died, and I felt unnerved by the Cuban
doctor’s exhausted laughter as he told me that his patient’s cause of
death was “unknown” and that he was having trouble filling out the
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paperwork. Comorbid diseases and treatments might be separated into
vertical treatment programs, but people live and die in their unparsed
entanglements.

The story of comorbidities can be dizzyingly untrackable even within
an individual patient body, but their details become even more compli-
cated when trying to understand how coexisting infectious and chronic
conditions interface within families. I began thinking about these rela-
tional knots during conversations with a bubbly young AIDS patient
named Sadie, who was also in her twenties then, just a few years older
than me. She had an easy laugh and impeccable cursive handwriting
with tiny spheres dotting each 7, honed during her time spent on a 4-H
scholarship program in Belmopan. As we got to know each other, she
began writing little essays to give to me, explaining that she hoped I
might be a conduit to people elsewhere who might find them interest-
ing. She filled an entire notebook with longhand letters and word games
and had her aunt bring it to me before I went home. Sadie called this
being “pen pals” with me, although we lived just minutes apart at the
time. It strikes me only now that this is the first time I am writing back.

Sadie was unable to get a steady job—in part because she couldn’t
breathe some days, in part because of the stigma shadowing Aidsi (the
Garifuna term for HIV/AIDS) there—and she survived largely through
the generosity of her aunts, who often shared food with her. Yet this left
Sadie in a perpetual state of indebtedness that had to be delicately man-
aged, an obligation that weighed on her mind. She owned no stove or
refrigerator, so in order to prepare food, she had to make use of her
aunts’ kitchen. Eking by on a few coins’ worth of personal groceries
each day therefore became impossible because if you want to prepare a
meal on another person’s stove, using their fuel, in their kitchen, after
they had many times shared food with you, then you had to make
enough to offer the whole household—eight or nine people in all. So
oftentimes Sadie would skip meals because she couldn’t cook for herself
if she wasn’t able to share. Other times she would save enough to buy
the cheapest foods she could to stretch for a large group, 1-2-3 oil with
white flour or white rice bought by the pound.

“But my sugar is good,” Sadie would reassure me with a smile. She
liked to have it checked, though casually sticking her finger to draw
blood at home (the way many around the world use a glucometer at
home, without gloves or biohazard supplies) was not advisable with
AIDS. She often asked about my diabetes research; Sadie’s mother
underwent a harrowing leg amputation because of diabetes and after-
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ward had “given up” Sadie because she felt unable to care for her chil-
dren. Because it had taken her mother out of the picture (leaving Sadie
with the sense of being a partial orphan when she left home alone at a
young age, she said), diabetes loomed large in her mind alongside the
work of living with AIDS. Sadie wrote in a note dated July 2o10:

The other illness killing much faster than H.I.LV./A.LD.S. [are] illness like
Diabetes, Cancer, Heart Disease and Asthma . . . illnesses that all
bring weight loss, and also living questions with unsure answers.

That is why I not only consider H.I.V./A.LLD.S. as Human Immune Virus
Acquired Immune Deficiency Syndrome, I also consider it as being

H uman—what we all are
I ntimacy—closeness with our loved ones and society
V ouch—giving assurance or guarantee

A biogenist—believing in the spontaneous generation of life
I ntercede—to plead on behalf of another

D efensive—resistant to criticism

S urvivor—to remain alive or in existence

Sadie had become accustomed to being branded in hospitals with
acronyms that she found somewhat alienating, such as PLWA (an abbre-
viation that amused us both for being the same number of syllables as
just saying “person living with AIDS”). T found her fascination with
acrostics oddly meaningful, as if opening back up what Stanley Cavell
once called the “non-speak or moon talk of acronyms.”?’ Sadie was
inventing alternative definitions, spinning the acronyms’ rows of capital
initials into something less like predetermined labels and more like alge-
bra, equations full of unfixed variables. And where, I wondered, did she
come up with Abiogenist as a substitution for the A in AIDS? T was not
paying enough attention on the day she gave this text to me, and the
enigmatic replacement slipped my notice until much later when I was
back home reading her work more closely. It was only then that I finally
noticed the wild-card term but barely recalled its meaning myself. The
defunct theory of spontaneous generation stirred only vague memories
for me of being a teenager in science class and learning about experi-
ments in seventeenth-century glass jars; or biopoiesis theories, about
how life sparked at the beginning of the world. But what did being an
“Abiogenist” actually mean to Sadie, as she recast her condition in this
spontaneous paradigm? Is that what it feels like sometimes to be any
sort of orphan, trying to spark life from an interrupted generation? Did
abiogenesis resonate with the feeling of trying to produce daily existence
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An acrostic from Sadie’s book,
“Don’t Feel It to Know It.”

(let alone hope) against the dead matter of a chronic illness? Or was she
evoking something else entirely? She wrote:

G rief you’ll leave behind and all its

R esponsibilities and

A nger—that being

V iolence among our family instead of
E quality

Like Jordan, Sadie’s words cryptically shuttled back and forth across
the dense constellations (whether recognized in policy or not) between
parents and children, as well as between diabetes and other coexisting
conditions like AIDS. “Don’t Feel It to Know It,” Sadie wrote elegantly
on her notebook’s title page. Its handwritten pages were filled with
terms nested with other terms in blue and black ink, her work of rede-
fining and making legible the weight of things between lines, and page
after page of acrostics that read like puzzles she could decipher but not
resolve.

The end that Sadie foresaw when she wrote the acrostic pictured
above did not occur for another three years, during the months of win-
ter wind that people call “kite season,” while she was imprisoned for an
alleged drug possession charge. She called me before she went to prison
and told me that she was going to die in there; at a total loss to respond,
I found myself returning that night to her notebook. Yet her constant
reworking of death’s terms had extended deliberately beyond its pages.

She explained to me that one morning, when she was pregnant in the
hospital, her roommate died in the bed next to her. Sadie recalled seeing
the young woman’s spirit fly out the window, and this made her think.
When her son was born shortly afterward, she learned that he was HIV
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negative and decided to name him Wasani, a Garifuna word meaning
“our child.” Tts plural possessive, alive with love and pain, mapped a
plan that signaled an intimate sacrifice Sadie would make, as she tied
her baby immediately to a larger family collective. He was taken by car-
ing aunts to be raised in Belize City, over a hundred miles away from
the place where Sadie and I later spent afternoons talking in her lonely
shack. The tiny structure was rickety and stiflingly hot, with no electric-
ity or water. When I returned in 2014 several months after Sadie’s death,
it had not been converted into a new dwelling place, but instead got
refashioned as a kiosk where passing tourists could stop to rent flippers
and snorkels.

But during the time when she made that small place her home, Sadie
spoke about her kids constantly. She was extravagantly proud from
afar and wished—sometimes on the verge of tears—that she could visit
them more often. It was in turn both comforting and excruciating to
observe her children beginning to view other kin as their mothers. But
she wanted to somehow keep distant enough to protect her kids from
being irreparably shattered by her death, which she correctly under-
stood was soon coming. Sadie was twenty-nine years old when she told
me that she had designed things this way by inventing a different cate-
gory of chance for her son, as if reworking the misrecognitions of
bureaucracy by trying out a new label of the most intimate sort. “Our
child” had never really been hers. Therefore, he could never be orphaned.

UNSTEADY UNITS

A “unit” of insulin began as an odd measurement: it was the precise
liquid dose that would induce low blood sugar in a fasting rabbit.3® This
invented metric caused significant confusion in the early days of drug
development because there were sizable differences between the plump
four-pound bunnies used for insulin testing in 1920s Toronto (where
the Canadian team that discovered insulin was based) and the lean two-
pound rabbits in the laboratories in Indianapolis (where Eli Lilly, the
U.S. pharmaceutical company licensed to mass-produce insulin, was
headquartered).’!

Establishing a uniform international rabbit size was only the first
step on the road to standardizing marketable insulin, which at first
could vary dangerously from batch to batch. The whole process was
particularly complex because each drop of insulin injected into some-
one’s stomach or thigh first had to be literally extracted from the
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pancreas of another creature. Until scientists figured out how to synthe-
size insulin in laboratories in the early 1960s, the drug companies man-
ufacturing insulin inevitably created their products from vats of bloody
animal pancreases in their factories’ production lines, requiring over
two tons of pig parts to extract eight ounces of insulin.??

Not just farms but also oceans are teaming with insulin, although it
is inconveniently located inside the pancreases of swimming fish. John
Macleod, the seasoned Scottish professor who would controversially
come to share the Nobel Prize for insulin’s discovery with Banting, envi-
sioned harvesting the necessary islets from monkfish and stingray-like
skates. One summer, his students paid a team of children to travel on an
Atlantic trawler with the National Fish Company for the purpose of
bottling the fish’s pancreatic tissue, but they soon “learned that it was
impossible to gather islets of Langerhans as fast as the fisherman gutted
one catch of cod and washed the mess overboard.”?® For a brief time
before World War II, Japanese scientists also extracted insulin from
whales. Various other animal sources in vogue in their day have included
pigs, clams, and water buffalo. Sensitivities to these animals could thus
cause welts and other allergic reactions; for instance, Nurse Norma
once recounted to me the experience of going into a coma in Belize from
pork insulin, which was how she first learned she was allergic to pigs
and switched back to beef-derived injections.

Another of the top experts of the 1920s, Bert Collip, contributed
tremendously to stabilizing insulin’s preliminary formula by adding
alcohol, becoming part of the history-making Canadian team alongside
doctors Banting, Best, and Macleod. But Collip later tarnished the bril-
liant reputation he had earned as part of Banting’s team by erroneously
announcing in Nature that he had discovered an insulin-like substance
in green onions and potato peels.’* These scientists’ extensive searches
for sources of insulin throughout nature’s diversity of plants and ani-
mals also contributed to refining its formulas and mechanisms—such as
when it was discovered that insulin’s action could be slowed down and
made “long-acting” by mixing it with fish sperm, regulating the absorp-
tion of its proteins.

“Insulin, which is both a hormone and protein, is a balled-up string
of chemicals called amino acids.”? Each batch is made by living
organisms—which is what makes insulin a “biologic”—one of the few
major modern drugs that cannot be made into a pill (though many
attempts remain underway). Its amino acid chains break down in the
human digestive system, which is why insulin is useless if swallowed
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and still must be injected by needle or intravenously under the skin to
be effective. The entire history of insulin extraction therefore would
not have been possible if another milestone in medical history had not
preceded it—the hypodermic syringe, dating back to the 1850s but
constantly evolving, from heavy glass and stainless steel to plastic and
rubber varieties like today’s specialized insulin syringes, standardized
in 1949 to be uniquely marked in units of one-hundredth of one mil-
liliter. Most insulin syringes today are disposable, made for one-time
use, but they get reused constantly in homes across the world (includ-
ing in Belize). Insulin syringes” highly specialized units could also cre-
ate confusion of their own: I once observed a home visit where some-
one had acquired a syringe marked in centiliters and almost used its
numbers to administer the prescribed insulin units to her father, which
would have resulted in a potentially lethal overdose. From time to
time, pharmaceutical companies have also tried to market an inhala-
ble kind of insulin, misting through a plastic-tubing apparatus that
resembles some component of a college sophomore’s novelty bong.
Relying on perfectly healthy lungs, it is known for uneven dosing.

A basic difficulty in calibrating doses comes from the body’s constant
and intricate flux in its oscillating methods for delivering insulin, so
pharmaceutical replication of the process requires an elaborate variety
of offerings. In 1951, a molecular biologist finally discerned the struc-
ture of bovine insulin (just three amino acid residues different from
human insulin), and the gene that made insulin was later located at the
top of chromosome 11. The subsequent research breakthroughs that
followed meant that each dose no longer needed to be extracted from
an animal; soon, various formulas of synthetic human insulin could be
made in the laboratory. By the late seventies, researchers announced
they had managed to produce human insulin by splicing a rat gene into
E. coli bacteria. Within five years, Eli Lilly brought genetically engi-
neered insulin to market.

This paved the way for later biosynthetic recombinant insulin brands
that have since become the norm. The production of Humulin, for
instance, involves thawing a tube of E. coli from a “master cell bank”
that was frozen in the 1980s, feeding the bacteria sugar and antibiotics
as it doubles every twenty minutes in enormous tanks called fermenters,
and then triggering the bacteria to produce insulin that soon gets har-
vested in a many-staged process (including being purified in electrified
columns and getting turned into stable crystallized powder).** Other
biotech fields have dabbled with experimental techniques such as
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biofarming, in which human genes are spliced into yellow-blossoming
safflower plants and grown in fields as “prairie insulin.”

Today, the average pharmacy in the U.S. will carry at least a dozen
insulin varieties, each with its own peaks and valleys of efficacy: fast-
acting bolus insulin to be taken with meals; slow and steady basal insu-
lin to provide healthy background levels of glucose management; cloudy
“intermediate-acting” NPH insulin, invented by European biochemists
at Nordisk who toyed with crystalline zinc molecules in existing formu-
las; and a growing multiplicity of premixed bolus and basal blends such
as Novolin 70/30 or Humalog 75/25, which require less finely cali-
brated precision and provide built-in convenience in the form of fewer
injections. Some insulins (including Humalog) have a smell reminiscent
of scotch and Band-Aids because of the cresol that helps preserve their
stability. This scent was almost undetectable to me but was pungent
with memory for some everyday injectors.’”

In practice, even the most basic taxonomy of insulin often gets very
loosely adapted in poorer countries. Some private pharmacies in Belize
chose not to stock insulin at all because it was easy to fatally overdose
if people did not have proper access to glucometers, and they did not
want to risk the responsibility. Government posts, meanwhile, pre-
scribed insulin widely—but at times had to change patients’ regimens
from visit to visit, depending in part on what was in stock at the
time.

Some patients learned to be flexible and creative in taking the kinds of
insulin available to them. For example, some days only Novolin would
be found locally. Maybe you would forget the name of the exact type of
insulin you usually take (something I observed frequently), and no one
would be able to locate its paper trail, especially if you had gotten it from
another clinic or country or mission group. Or perhaps that kind
wouldn’t be available at a new place where you were receiving care or
wouldn’t be familiar to the caregiver there—situations that were usually
negotiated by the doctor prescribing a 70/30 insulin formula, reckoned
the safest bet. But all the numbers could be hard to keep track of—at
times, people went home confused at the differing doses prescribed to
them from various places as types of insulin changed, bringing new doses
to memorize and daily regimens to reshulffle.

Yet beyond issues of differing units, the number attached to insulin
that concerned Jordan most of all was its price. This began to change
toward the end of his life, but when he was growing up there was no
state program to provide affordable insulin to children with diabetes.
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Family members occasionally bought him a vial out of pocket, or he
might receive one sporadically from a nurse at the hospital or through
someone’s kindness, but this did not amount to anything like a constant
supply. Jordan—and, I suspect, many other people like him living with
type 1 diabetes in the world’s margins—followed no consistent medical
protocol over time. He took the insulin he could access as it became
available to him, a regimen patched together from mismatched bolus
and basal injections and missing doses. It only cost about ten dollars a
bottle when he was a teenager, still often out of reach for a struggling
family or entrepreneurial youth.

What I can tell you about Jordan at times feels generic, but the drug
that shaped his story still is not. As historian Jeremy Greene and Kevin
Riggs explore in their essay “Why Is There No Generic Insulin?”3® this
long series of formula evolutions and updated patents are key factors in
the persistent issue of what some have called “insulin sticker shock.”3’
Insulin prices vary hugely for people depending on their resident coun-
try and insurance plans, and several pharmaceutical companies have
made efforts to lower pricing in poor countries, but some prices are
actually currently rising for a complex mix of reasons.*’

Some attribute these price hikes to the fact that key formulas are
about to come out of patent, so companies are trying to make what addi-
tional profit they can before generics flood the market;*' others say that
corporations rely on insulin as their “golden goose” during times when
other drugs fail to create their anticipated market splash and have coor-
dinated “shadow pricing” schemes to raise prices in unison, techniques
that Jose Gomez-Marquez charts in “Insulinomics.”* In 2019, the price
of insulin in U.S. contexts reached costs for some people of more than
one thousand dollars per vial, leaving a growing number of patients also
unable to afford basic access.* Grieving family members placed card-
board tombstones on the steps in front of the U.S. drug companies that
make insulin, as tributes to loved ones who have died without it. When
I saw the photos, I found myself imagining a version of their cardboard
cemetery that captured the scale and duration of how widely “Living
with Type 1 Diabetes When You Can’t Afford Insulin”** has been hap-
pening in the world. Of the countries included in a recent survey, insulin
cost the most (in relation to average incomes) for patients in Zambia.*

The social relations inflected by insulin’s highly variable costs gener-
ate different personal expectations and legal norms: for example, Cali-
fornia courts once ruled that U.S. parents whose child died from insuf-
ficient insulin treatment were accountable for second-degree murder.*
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More recently, some are trying to sue companies over unaffordable
insulin, dramatizing a global issue of pricing. A study in India tracked
the actual cost to families for treating type 1 diabetes in a context
of poverty. It found that the cost of treatment for a single type 1 patient
was 16-23 percent of a family’s total income, depending on whether
or not the child had to be hospitalized. In lower-income groups in
India, this figure was significantly higher: it cost 59 percent of an entire
family’s annual income to buy insulin for a single type 1 outpatient*’—
more than half a struggling household’s money for food, rent, and
clothes for the entire family. Although these figures obviously shift a
bit from country to country, they begin to show the impossible choices
that many poor families face. Such quandaries raise the question of
how family units—like insulin units and hospital units—collide and
compound.

Trying to understand how these numerous elements had come
together and inflected each other in Jordan’s specific trajectory, one day
I took a bus to his village.

Jordan had described to me, in almost obsessive detail, the stretch of
road that led there. Sometimes he couldn’t tell whether his blood sugar
was very high or too low, but he could sense the feeling of disequilib-
rium that signaled he urgently needed to go to the hospital—dizzy,
sweaty, itchy, thirsty, nauseous, and shaky, with flickering vision that
could signal he was beginning to hallucinate—and Jordan knew that if
he was unlucky, the trip might take more than a day on foot. I can only
picture him as I knew him later, walking along the side of the road time
and again over the years, with determined steps and uneven gait, wear-
ing an ill-fitting polo shirt billowing on his thin frame.

He recalled counting things to make the time go faster as he walked
along the sun-scorched highway trying to hitchhike: the number of cars
that passed him as he walked or the exact tally of buses that might or
might not allow him a free lift to the hospital out of charity on days
when his former school principal (who had often dipped into her own
pockets to help him) wasn’t able to give him a few dollars for the
fare.

Myself, I traveled Jordan’s well-tread route in fast-forward, on board
the public line of a repurposed American elementary school bus with
the S and the H scratched off its original labeling (the “coor Bus™). The
driver told me that we had reached Zericote village, and I stepped down
onto the highway near a stretch of empty-looking fields. I thought
uneasily of the women who had been attacked or killed in recent years
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along this road: a Guatemalan mother; a British medical student; a
woman from the United States riding a bicycle; the Belizean woman
whose body Nurse Suzanne was recently called to tend to after her
son was found holding her in the high grasses, unable to speak after
witnessing her rape and murder. The same kindly principal who had
helped Jordan became his stopgap caregiver, too. My heartbeat quick-
ened as I walked through weeds toward the low buildings far ahead,
which T hoped and doubted made it appear that I knew what I was
doing there.

The wooden houses on stilts on the edge of the village looked like
sinking ships or tiny arcs in a permanent state of readiness for the next
storm. I knew Jordan was not there but kept thinking I saw him any-
way. As I walked deeper into the community’s center, there were also
active signs of construction: piles of cement blocks, metal rods jutting
out of concrete foundations—meaning that many houses contained
both an actual architecture and a phantom rebar superstructure outlin-
ing the contours of what someone hoped it might grow to be.

Zericote’s land also had a reputation for swarming with yellow-
specked “doctor flies,” so named for their painful needle-sharp bite,
which feels like getting an injection. I stopped at a tiny grocery shop with
an old rocking chair on the porch. They sold flour, rice, brown sugar, and
white sugar from four round trash cans next to an old-fashioned double
scale. The prices were listed on a black slate board hanging from the ceil-
ing, along with the chalked prices for a few other staples sold by the
pound: lard, pigtail, beans, salt, onions, and butter (lard cost only half as
much as butter). When I left the store, some young children outside said
they would show me where to go.

We walked past very old women playing bingo under a tree, arrang-
ing scallop-edged Belizean pennies on their boards; past a home with
peeling paint and a battered sign that said PosT OFFICE. Men called
“Spanish” by local Kriol residents (mostly from Guatemala and Hon-
duras) rode past in the back of packed trucks, headed to nearby citrus
plantations—where fruits were grown and then quickly boiled down to
concentrate for exported juices, making the air smell sweetly of grape-
fruit and oranges.

Walking through the unfamiliar terrain, I felt anxious at the thought
of meeting the people who somehow both had and hadn’t been Jordan’s
family—unsure what I was really looking for, but hoping that another
perspective might help fill out some larger story that was already miss-
ing too many pieces. “Is this their house?” I asked the child leading me
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along when we paused in front of a shack on the dirt road, but the little
girl with seashells looped into her hair only giggled.

The children who led me there scattered at the sounds of footsteps
across floorboards. I was alone on the porch when the door swung open.

MANY MACHINES

Somewhere in Belize, the electronic glucometer that Jordan once
received must still exist in some form—perhaps used each morning to
measure another teenager’s blood sugar; or forgotten on a kitchen shelf,
awaiting a replacement batch of digital test strips; or reduced to a
charred lump of microchip-studded plastic buried in the region’s land-
fill, which perpetually smoldered on the edge of the highway, emitting
uncannily colored flames and chemical-smelling smoke.

By the time I interviewed people years later, no one could remember
the exact make or model of Jordan’s first glucose machine—some said it
was an Accu-Chek, others a OneTouch. But everyone remembered the
woman who gave it to him, his mother’s friend. “I call her mom,” Jor-
dan told me of Lorel, who by then was working in Chicago. But at first,
I knew Lorel only through the medical artifacts she had provided, par-
ticularly the glucometer.

Glucometers are integral to this story because they play a vital role in
carefully dosing insulin. Since proper doses depend in part on how high
or low blood sugar is to begin with, it matters to have relatively consist-
ent ways to gauge that starting point. This was particularly important
in a context where many people didn’t have access to other common
blood sugar tests, such as hemoglobin A1c measures, which gauge a
person’s three-month average glucose level to give a sense of how stable
things look over time. Another missing gauge is continuous glucose
monitoring, which consists of a filament inserted into bodily fluids
under the skin, the sensor kept in place with a medical-grade adhesive
sticker, often on the stomach or upper arms. It communicates informa-
tion about the wearer’s blood sugar levels to a monitoring unit, via
radio waves. This creates metrics that will sound an alarm about highs
or lows (the main reason users wear them), but in turn must be cali-
brated against a glucometer’s finger-stick measures twice a day. While
the circulation of glucose meters anywhere inevitably involves the
meaningful rituals of people learning to measure and monitor their own
bodies, there was also something more than textbook “biomedicaliza-
tion” logic at play in the unruly ways these technologies mattered and
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moved. The machines’ own chemistry became part of what structured
their users’ stories.

Early glucometers like the 1972 Eyetone had to be carried in what
resembled a suitcase and plugged into the wall. From what I am able to
reconstruct, most struggling patients in the era of Jordan’s mother would
not have had access to this first generation of machines in domestic set-
tings at all—for a huge variety of reasons, including the fact that most
villages in southern Belize were not connected to the electrical grid until
several decades afterward. These bulky machines detected glucose levels
in blood using reflected light, captured by a photoelectric cell that trans-
lated shades of blue color into a numerical readout using a swinging
needle. Engineer Anton “Tom” Clemens at Ames Company (now part of
Bayer) developed the first model that worked this way, which hit mar-
kets in 1970. Clemens later recalled the way most physicians initially
balked at the idea that patients could safely perform blood testing at
home, believing these machines required the expertise of a doctor’s office
or emergency room. According to a long trail of wary publications over
the ensuing decade, North American and European medical establish-
ments at the time heartily opposed the idea of patients self-monitoring
their own blood glucose. Many considered it risky amateurship and “a
dangerous practice.”*

But the increasingly popular meters became more and more user-
friendly over the years, and soon there was a flooded market filled with
competing technologies spanning North America, Europe, and Asia.
Corporate one-upmanship in the quest for new patents made machines
increasingly easier to read, less expensive, smaller in size, and more
accurate to use at home. Requiring larger drops of blood at first, many
worked with a menacing-looking finger-stick apparatus, recalled by
some patients as “the guillotine.” One odd generation of meters, such
as Boehringer Mannheim’s Reflomax, sold in the harvest-orange hue
that characterized many other fashionable appliances in the seventies,
had a dial covered with tick marks like the padlock on an old gym
locker. In 1980, the Dextrometer had the first digital display. A later
generation of models instead had small screens and buttons, resembling
credit card swipe machines used at cash registers (including the Reflolux,
which later became the popular Accu-Chek series). Interestingly,
Glucometer was originally the name for another model that Ames intro-
duced in collaboration with a Japanese company called Kyoto Daiichi,
but the easy-to-use machine’s catchy name became so popular over time
that it is now often used as a generic term for any glucose meter.*
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Although they share the same general name, each glucometer can use
only the strips specifically designed not just for the brand but for the
model—meaning that you must pay attention not only to whether your
device is made by Abbott or Bayer or Nova or Sanofi-Aventis but also
to additional micro-specifications. For example, if you acquired an
Accu-Chek glucose meter (made by Roche), is it an Accu-Chek Aviva or
an Accu-Chek Nano or an Accu-Chek Compact? A Compact or a Com-
pact Plus? Missing any of these details could mean your savings are
spent on a jar of strips that will not work.*°

Glucometers’ role today in frontline diagnosis also hinges on a
painful irony: such measures help to make visible an enormous popu-
lation of people living with diabetes in contexts of poverty, many of
whom cannot consistently access the same meters vital for day-to-day
care. In Belize in 2010, glucometers—some purchased at grocery
stores or local clinics, others acquired from visiting care groups or
sent by relatives in the United States or elsewhere abroad—were priced
around fifty to one hundred dollars. Some corporations even provided
the devices for free if you bought enough test strips, which are the
truly expensive component of this system. Prices for the test strips are
declining today, but in 2010 they went for around fifty to seventy dol-
lars per jar of fifty strips (which would last less than a month for
someone testing twice a day, but were often stretched much further by
people trying to make supplies last). A thriving gray market flourishes
around them even in the national contexts they are specifically
designed for,’' a problem reflected in suspect website sales or sign-
boards like CASH FOR DIABETIC TEST STRIPS posted along U.S. road-
ways.’? According to a CNN report, in 2012 diabetes test strips
became the number one most frequently stolen item in the United
States, surpassing alcohol and cigarettes—and raising disturbing ques-
tions about the systems in place when a top target of criminalized theft
is entwined with health-seeking behavior.>

I saw countless machines that were unusable or broken. For those
who could acquire them, these devices commonly indexed the generos-
ity of relatives abroad or served as artifacts of transient philanthropic
interventions—networks difficult to sustain day in and out. I encoun-
tered malfunctioning meters with elaborate features such as Bluetooth
compatibility, on the shelves of homes without electricity, artifacts of
vast gaps between the contexts these machines’ designers envisioned
and the places where they have become necessary. Patients stored their
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devices on kitchen shelves or carried them in weathered plastic bags,
looking for ways to repair them. People’s bodies and devices often
seemed to be wearing out together.

Although glucometers can seem like the closest thing there is to a
“solution in a box” for global diabetes management,** their upkeep
entails engaging a transnational supply line of expensive, complex parts.
While portable, these devices require intricate socio-technical networks
of specific components to maintain: codes and calibrating fluid; lancets
to draw blood from fingertips (some people substituted safety pins or
sewing needles); and lithium and other specialized imported batteries,
shaped like small coins.

Managing these messy assemblages often became a family affair. Cer-
tain models left people “recoding” their machine’s time stamp, which
might allow recently expired strips to come back into circulation. Many
said a jar that expired a day or two ago could still work just as well, but
no one knew exactly when a strip was too far expired to be worth con-
sulting: a month? a year? Of course, drawing such lines returns to much
larger questions about glucose meters: How bad is less than ideal care—
and how are people navigating its risks against the dangers of no care?
I wasn’t sure what the ethics of expiry backdating were in practice, but
saw many cases when refusing to fiddle with a meter would have meant
no way to test at all.

But even when a glucose meter wasn’t working, people often kept
these little machines in prominent places. Signifying more than frag-
mentation alone, such devices inevitably are also (as Sherry Turkle
writes) “things we think with”*—reflecting logics of the places
where they originated, to be sure, but also shaping what social inter-
actions and ethical exchanges were possible between people on the
ground. They were artifacts of care and intentions over time, perhaps
waiting to be replenished by a new visitor or returning intervention.
Sometimes people were able to have relatives use their own health
insurance to cover the test strips and send them by mail, although
this strategy was just as likely to result in a new machine. Through
these networks, even poorer households might accumulate one or
two unusable glucometers. These circulated in intimate economies
of their own, traded and loaned. Strips might also be resold or scav-
enged for the slivers of gold and precious metals their electrodes
contain, part of what makes them so expensive. Or so I had believed,
until I read a New York Times article about glucometer gray markets
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Testing strips for a variety of glucometer models.

in 2019 estimating that they only cost around ten cents each to
print.>¢

I heard a story, perhaps an aspirational fiction, about the early days
of diabetic test strips: There were two major competing companies
shaping design when the first glucometer machines came out, one in
England and another in Germany. A top employee of the British com-
pany described a proposal for an open machine that would read either
company’s strip. He called their German counterpart with a proposal to
coordinate. According to his recollections, the German company turned
down the idea and did not want their strips read by any but their own
machines.’” Hundreds of incompatible strips circulate today in this
multibillion-dollar global industry.

While this structural premise has persisted over many decades, the
machines themselves have changed constantly. Today, many meters’
digital memory banks function like little computers and are designed to
graph the glucose highs and lows of their owners—programming that
by default assumes the machine’s user is one individual person, who has
a laptop or iPhone to collect and centralize the glucometer’s data. Some
machines like the Contour Didget even synchronize with Nintendo
video game consoles.

But in Belize, many glucose meters had no parent devices to report
back to for data collating. If readings could be downloaded to a base
station somewhere, their graphs would often compile something differ-
ent than a single person’s fluctuating blood sugar over time. There
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would instead be the stop-and-start counts of barters and home visits,
frequently charting not individual biologies but other kinds of exchanges
and bodies: survey routes, mobile clinics, or sharing among families and
neighbors.

Instead of a linear time line of breakthroughs, perhaps glucometers
in that context could be better said to occupy a horizon where “things
jump into relation but remain unglued.”*® Some scenes from Belize I
remember like still-life images: The man who cut his test strips in half
with a fishing knife, hoping to stretch the expensive jar twice as far, not
realizing he was irreparably mangling the computerized microchips he
had saved for a month to buy. A well-heeled couple in Dangriga who
invited me over before breakfast one day to see how they test each
other every morning: tissues pressed to their bleeding fingertips, him
pouring grapefruit juice afterward as she laughed, still wearing her
nightgown. They had enough savings and connections to acquire four
different brands of glucose meters and could usually find matching
strips available for at least one of them in Belize at any given time. One
Maya shrimp farmer had received a FreeStyle machine from a “mission
trip” medical group from Arkansas during their visit to Belize and
could not acquire replacement strips for the meter anywhere in Belize
or Guatemala. I hesitantly agreed to bring a replacement vial during
one trip back to Pennsylvania—unavailable at CVS but finally located
at Walgreen’s. They sold for seventy dollars, which felt both too expen-
sive not to strain our relationship and completely insufficient (since it
was only a thirty-day supply anyway, thus perpetuating her initial
problem). But the dilemma turned out to be moot: it ended up that she
had a FreeStyle Lite, not an original FreeStyle, so even after I made the
long trip down miles of dusty backcountry roads in a borrowed pickup
truck, the butterfly-embossed strips didn’t work on her machine.
Another woman’s glucose meter had been mailed from a donor in Eng-
land, its replacement blood test strips sent as gifts but subject to heavy
taxes at the post office. She had since become uncannily adept at mul-
tiplying any number by eighteen—the factor necessary to convert a
European machine’s readings (in mmol/l) to units of the Americas (in
mg/dL) favored in Belize, an equation specific to the molecular weight
of glucose.

Looking back, I wished I had counted all the broken mechanisms for
counting. The devices showed how people with diabetes were living with
fragments of care, and the labor it took to transform these incoming
devices into something besides a nonsystem. They indexed much more
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than blood sugar. The stakes could be low or high: at its most extreme,
not being able to test one’s glucose could lead to miscalculating a dose of
insulin. The comas caused by this so-called bottoming out could strongly
resemble stroke symptoms and were common enough in Belize that one
nurse I knew refused to prescribe insulin for type 2 at all, after seeing it
cause numerous overdose “hypos” and deaths. In this way, glucometers
at times also become part of charged mediations that occur whenever
caregivers try to determine which patients could safely manage insulin.

Though glucometers at times reproduced global fragmentation, they
could also become part of unlikely communication—such as the time
no one could talk with an older patient with diabetes who had come to
the hospital alone, speaking only Kekchi Maya. He wanted to leave and
could not understand the Cuban doctor who was trying to convey in
Spanish and then English that lab reports showed his sugar was still
high. Finally, a Nigerian nurse was summoned to stick the Kekchi
patient’s finger and squeeze out a drop of blood onto the glucometer
strip, so the screen could be held for him to see his count in context. As
framed by the machine (the only translator available), his glucose was a
language we could all understand. The patient nodded solemnly when
he saw the number and lay back in bed.

Or consider what glucometer checks meant for Nancy, whose diabe-
tes led to a doctor missing her renal cancer for several years, until it was
badly metastasized. A mother in her fifties, Nancy’s comorbidity with
diabetes made her treatment particularly difficult—both chemo and
kidney damage superadded to diabetes meant her blood sugar was con-
stantly spiking, and her body was suddenly responding to her usual
diabetes pills in unpredictable ways. On the day we had arranged for an
interview at the country’s first cancer center, which happened to be her
birthday (her family surprised her with cake a day early to make sure
she could keep it down), Nancy went into terrifying convulsions during
chemo—perhaps some drug interaction with her diabetes pharmaceuti-
cals, she would later speculate. She stopped breathing, her whole body
jerking in wide arcs of motion. Following terse directions that the nurse
called out, I sprinted from an adjacent building with an oxygen tank
and pushed it with shaking legs down a seemingly endless hallway. The
nurse grabbed the oxygen from me in the doorway of the room and
expertly tended to Nancy until she stopped rocking wildly back and
forth in the chemo chair, steadily smoothing her hair when it was over.

Rattled, I thought it might be better to postpone our exchange, but
Nancy summoned me later and said she wanted to talk. During the inter-
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view it was hard not to think of the image of her seizing in the very same
chair, everything fine again but crisis hovering just offstage. But maybe
that was part of why she wanted to talk right then and pass the time on
that slow drip; she never looked over at the needle taped in her arm, so
I tried not to look at it either. Most of our conversation sidestepped can-
cer and the tests and the other doctors who had missed it for all those
years, focusing instead on her doting family and her glucometer. She had
a OneTouch that came with a little stapled workbook, lined with calen-
dars, to write down five glucose counts each day. It was the only such
book that I ever saw in Belize, filled out fastidiously with printed num-
bers in pencil and pen. Unlike malignancy, when it came to blood sugar,
Nancy and her husband could follow along, incremental tallies indexing
each step of her body’s gains and losses. Nancy called the worn glucom-
eter pamphlet her “little book of history,” as if keeping herself in time.

Nancy had stage four cancer; Jordan would have had stage four dia-
betes by the time we met, if that had existed (no matter how serious
complications become, it isn’t biomedically recognized practice to label
“stages” of diabetes). It was another uninvented category of person that
Jordan could not be. So there was no palliation toward the end of his
life, despite the serious pain, only basic diabetes treatments that contin-
ued moving in and out of his reach. His meters circulated in intimate
exchanges and leaking economies: pawned for food, only to be bought
back; once stolen by an aunt, allegedly in exchange for unpaid rent;
later replenished by Lorel, who promised to send replacement parts
from Chicago. The machine’s metrics also gauged her present absence.

One night, shortly after I had contacted Lorel’s sister in Dangriga
and left my phone number, I received a call on my Belize cell phone
from an unfamiliar U.S. area code. It was Lorel, calling me from Chi-
cago. | barely had time to explain my project and go through my
rehearsed request for a phone interview before she began talking, as if
the story had been pent up and waiting to pour out. “Let me tell you
something,” she said. “This was a case of pure neglect.” She described
seeing Jordan one afternoon in front of a game room by the river in
Dangriga years ago. For some reason, the gangly teenager looked famil-
iar to her. He had been born with an ear tucked in on one side, perhaps
due to the effects of sugar in the womb. “To me, I know this child from
somewhere,” Lorel said. Following her instinct, she stopped to ask his
name and learned he was the son of her best friend, Tessa, who had died
over a decade earlier. Lorel asked if he needed anything. “Jordan told
me, ‘I'm hungry.””
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Lorel’s voice started to break over the phone. “He was shivering, like
in snow.”

Suddenly, there was a new character on the scene—offering last-ditch
love, trying to undo neglect, buying time. Lorel reported that at first she
had tried talking to Jordan’s stepfamily, even offering them money for a
time and paying a high rent for Jordan’s little shack in Zericote.

“His aunt promised to take care of him, then sold his diabetes
machine,” Lorel said of the glucometer she had bought for Jordan. “I
tried to get him back.” Alongside hospital appointments, she had taken
him to a private clinic in Dangriga run by a charismatic Nigerian physi-
cian, who combined evangelical prayer with his medical practice. “With
the diabetes, he was so far gone. When I found Jordan he was skin
and bones,” Lorel recalled. By then, the glucometer that she gave him
was only precisely quantifying damages that they didn’t know how to
stop.

Increasing numbers of people share these struggles. The global explo-
sion of type 1 diabetes (now on the rise nearly as fast as type 2) raises
questions about the factors contributing to its increased prevalence.
The good news is that this increase might be partially attributed to the
heartening fact that more people with type 1 are living healthily into
adulthood and having children themselves. However, studies show
that the children of people with diabetes—even in resource-rich medical
systems—may have a slightly increased chance of getting the disease (a
2 percent risk, higher than the general population’s risk of 1 percent).

What do these figures look like in more unevenly resourced contexts?
There is virtually no real data on this topic. But it is known that when
a mother receives incomplete medical care during her pregnancy and
experiences badly fluctuating blood sugar over those crucial months or
during delivery, it significantly increases the chance her child will also
later develop diabetes, making intergenerational risk much steeper than
it needs to be. Stretched-thin primary care, in other words, is not just
treating type I in poverty—it is also a key contributor to its rising man-
ifestations. And similar to type 2, an abundance of population studies
suggest that the uptick in type 1 is also exacerbated by exposure to pes-
ticide runoff from agriculture and other synthetic chemicals and pollu-
tion in our food, air, and waterways. In light of these escalating risk
factors, the name “diabetes machine” that Lorel used for Jordan’s glu-
cose meter made me think back to Sarah’s words and about how much
of the world seems to be becoming a “sugar machine,” requiring many
other machines to survive.
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Yet the minute I started to wax philosophical, Lorel pulled me back
to the minutiae of daily care, where the routine struggles of Jordan’s
life had been borne out. “Sometimes I would go on my bicycle to take
him some oatmeal,” she said. “He was my baby.” She felt torn that she
had to return to Chicago for work. The money she earned from home
nursing in U.S. eldercare was the reason she was able to support Jordan,
but distance fractures too. “If I didn’t have to go back to the States,
maybe he would still be alive today,” she said, her voice growing soft.
“I tried to leave everything for Jordan. I bought him all this food before
I go. And new sneakers.”

“In your documentary,” Lorel repeated, “it was a case of pure
neglect, you have to put that. But . . .” her voice wavered. “Maybe you
could go see the barrel of groceries I send for him. My sister Jessica has
it in Dangriga.” For some reason, that image of the cardboard barrel
with nowhere to be delivered made us both break down. Never before
or since have I had the experience of being on the phone with an abso-
lute stranger and both of us bursting into tears, which says something
about how few places existed for Lorel to channel mourning for a death
like Jordan’s. Her absence as she worked in Chicago “to save some-
thing” to send home for him was simultaneously a tie and a disconnect,
a caring relation and a break in care. In the United States, dialysis and
kidney transplants—treatment options unavailable to Jordan in Belize
but flat-out necessary to continue his life—have been legally provided
by the federal government since 1972, as part of Medicare.’” But the
products Lorel purchased in Chicago to fill the barrel for Jordan (a new
Accu-Chek machine, matching test strips, and diapers) were the only
pieces of the healthcare infrastructure it was possible to export.

The ancient Greeks once considered diabetes to be “a melting down
of the flesh and limbs into urine,” according to third-century medical
chronicler Aretaeus the Cappadocian. He described the humiliating
dilemmas often caused by diabetes’s kidney damage and resulting urina-
tion issues: “How can shame become more potent than pain?” For a
young man struggling with self-consciousness of all kinds, the loss of
urinary control is perhaps the most anxiety-producing aspect of living
with advanced complications of diabetes. Lorel explained that for years,
Jordan tried to avoid the daily embarrassment of wearing bulky dia-
pers. This usually made his condition less immediately noticeable but
also introduced new fallibilities. Once, he could not hold it on a taxi
ride home from the hospital, and the taxi driver jeered at Jordan with a
string of emasculating insults when he saw the vehicle’s wet upholstery.
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Lorel found Jordan crying at home in humiliated silence, unable to hide
his shame. Furious, Lorel got on her bicycle and searched the streets of
Dangriga until she found the taxi driver. “I yelled at him. ‘Have com-
passion,’ I said. ‘Don’t you see?’”

Since talking with Lorel across the odd telephone reversal of me in
her country and her in mine, I have often thought of the question she
posed. What does it take to see? To make sense of what we are seeing?
To know what can’t be seen?

When glucose is high, a person’s urine can leave behind a subtly vis-
ible powder of sugar, like a crystalline white dust. In fact, earlier glucose
tests had been based on precisely such traces. Some of the first known
technoscientific testing for diabetes was conducted with urine and bits
of sheep’s wool dipped in stannous chloride chemicals, which turned
black to indicate the presence of sugar. Urine tests using paper steeped
in alkaline indigo carmine were in vogue by 1883, when Bedside Urine
Testing was published in England. The messy material culture of boiling
your own urine was finally replaced in the 1940s by an Ames urine
dipstick test for sugar, the Clinitest. Based on the major breakthroughs
of dry-reagent chemistry (the technology behind litmus paper), this new
type of urine testing later helped to inspire Dextrostix, the first blood
glucose testing strips.

These older urine dipstick tests are now part of a new global contro-
versy. Today’s blood glucose machines are far more accurate than urine
tests because they provide real-time blood glucose levels, whereas urine
(by the time it’s expelled) reflects the body’s state several hours before.
This, along with other limits in precision, now makes blood glucose
meters a basic standard of care for home testing in affluent contexts.
But in recognition that maintaining a working glucometer at home
remains utterly out of reach for many patients in huge areas of the
world, one of the International Diabetes Federation’s (IDF) important
policy and patient advocacy steps was to issue a position statement
on glucose testing access. It boldly supported the use of urine testing
at home for people with diabetes who cannot afford personal blood
glucose meters. This official position statement on urine glucose testing
was publicly issued by the IDF in 2005. The three-page document reads,
in part:

Before the advent of blood glucose monitoring in the 1970s, urine glucose

monitoring was universally used, with many people able to maintain good

control. Blood glucose monitoring has now replaced urine monitoring
in resource-rich settings. However, insistence on blood glucose monitoring
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in economically disadvantaged settings could result in no monitoring at

all. ...

+ Urine glucose monitoring should continue to be available throughout
the world.

+  Education about its role and appropriate use should be part of
essential education about diabetes for healthcare professionals and
governments.

It can be used separately to, or in conjunction with, blood glucose
monitoring in particular circumstances and settings.

+ It should continue to be included on the World Health Organization
Essential Drugs List.

+  The major promotion by industry of blood glucose monitoring
should not result in the appropriate role of urine glucose monitoring
being underestimated.

+  As long as results are interpreted correctly, and limitations under-
stood, it provides valuable information in persons with type 2
diabetes treated by diet or diet and tablets, in people with type 2 who
use insulin, and in people with type 1 diabetes who cannot afford
blood glucose testing. . . .

+ Because it is significantly cheaper than blood glucose monitoring,
it has a very important role to play in settings where blood
glucose monitoring is not accessible due to cost, or where blood
glucose monitoring can only be done relatively infrequently.

This occurs in some situations in both developing and developed
countries.

+ Its use should be determined by the individual healthcare profes-
sional in conjunction with the person with diabetes, taking into
account all circumstances.®

The IDF confirmed to me in 2017 that they had not updated this state-
ment, though it is not widely publicized. Perhaps this relates to diplomatic
negotiations with glucometer manufacturers, key players in diabetes pol-
icy arenas today. Yet controversies about digital glucometer machines ver-
sus urine testing are also tangled up in much larger debates in global health
ethics: When is outdated basic technology a stopgap measure for prag-
matically addressing inequality in the meantime, and when does it risk
normalizing complacency with unequal standards of care? When can the
donor visions at work in the name of corporate social responsibility
become a mutually beneficial situation, even if vested interests do not eas-
ily align? Are there even any other options left for shifting the current
system except from the inside? We are all caught amid so many machines.

Ultimately, in Belize at least, health workers I knew did not recom-
mend urine dipstick tests for diabetes homecare because they weren’t
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considered best practice. But the stark reality persisted: poorer patients
often had no way to test their sugar at home at all. Once, at a local
clinic, T asked how they dealt with this quandary and was surprised to
find out that this simple alternative glucose test—costing pennies instead
of dollars and requiring no machine—had been right there on the clinic
shelves all along. It turned out that the same urine dipsticks used to
check for infections measured not only leukocytes but also a row of
other indicators, including nitrates, albumin protein, bilirubin, uro-
bilinogen, pH levels, and—most important for people with diabetes—
glucose and ketones, present in urine only when the body is off-balance.
There were numerous cardboard boxes filled with urine test strip jars in
storage, a visiting nurse added; it was one of the few things they easily
kept in stock. She invited me to take a look. For a moment it felt like
some sort of clue to alterative indices, which I suppose I was searching
for at the time, trying to find a plot through the senselessness and pre-
dictability of Jordan’s fate. “Intended for use in the U.S.A.,” read the
bottle’s evasive label.

What would it have meant for Jordan to have had these outmoded
(but actually available) urine tests at home every day during the many
years he was growing up without a glucometer? I pried off the jar’s plas-
tic lid and examined its contents, but they yielded no easy answers
either; just little strips of rainbow-colored patches, paper bands expir-
ing in a jar.

THE LIFE OF MUERTE

“Jordan made history,” his stepmother, Agnes, told me with a smile.

I had not expected the woman who answered the door and found me
on the porch that day in Zericote to extend such hospitality, but to my
surprise she readily agreed to participate in an interview for my research,
saying that Jordan had told her about working with me. She led me past
her outdoor fire hearth and a hand-crank press for making coconut oil
and up the wooden steps of another raised plank-board house. I found
myself sitting next to Agnes in a small kitchen belonging to a wiry old
woman, who told me to call her Aunt Lil. The kitchen’s plywood shelves
were lined with repurposed jars. Its bright wooden shutters were tied
back with string, revealing jackfruit and tamarind trees. The two women
spoke about Jordan with no detectable sense of tragedy, in a tone more
like the mythic flavor of a tall tale. This made it at once very easy and
very difficult to talk with them.
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“Once, his blood sugar was over 1,000, and he was walking around.
The doctors told us, we don’t know how this was possible. He made
history, fi true.” Lil laughed in assent, nodding at the memory. They
handed me a copy of the paper from Jordan’s funeral, which Lorel had
sent money from Chicago to pay for. “Jordan (aka Muerte), 1989~
2010,” the program read. That was how I first learned that everyone
had called Jordan by the nickname Muerte since he was a young teen-
ager. In a place where Spanish was the third language, this was perhaps
several degrees more polite than just calling him Death or Dead.®!

“He is now flying God’s Plane in Heaven,” the paper said, next to a
reading from Ecclesiastes 11. I looked it up later: Rejoice, O young
man, in thy youth; and let thy beart cheer thee in the days of thy youth,
and walk in the ways of thine heart, and in the sight of thine eyes: but
know thou, that for all these things God will bring thee into judgment.
The Xerox featured a blurry close-up photo. In the image, Jordan’s gaze
is level, his eyebrows slightly raised. It is difficult to say whether his
expression is stoic, skeptical, or some other countenance of waiting.

“Jordan was not careful,” Agnes repeated as I held the photocopy—
never careful about what he ate, even when he didn’t have medication
to cover it. Before insulin’s discovery, a so-called starvation diet was
considered the best possible treatment to prolong life for children and
teenagers with type 1 diabetes who otherwise would be poisoned by the
carbohydrates in their food. It seemed this was related to what Agnes
alluded to, in suggesting that Jordan was not “careful” by eating during
times he did not have insulin coverage. “He take insulin sometimes,”
she added, the present tense of Kriol verbs haunting the stories of fore-
closures they animated. She reported that Jordan continuously ate all
the worst things: “He would save his coins to get biscuit, even mango.”
Depending on their location, fruits from some of the region’s plentiful
mango trees were at times considered common property—but this read-
ily shared and accessible source of filling food was very high in sugar.®?
Lil and Agnes both affirmed that by the time he became a teenager,
Jordan was constantly passing out from the increasing complications of
his uncontrolled diabetes.

Studying the “enculturation” of another chronic condition, anthro-
pologist Duana Fullwiley “found that people’s ability to make-do with
scant biomedical palliatives functionally filled a resource gap.”® In the
face of lacking technologies, Fullwiley observed how sickle cell patients
in Senegal “find ways to get by with its chronic reality,” manipulating
bodily thresholds with a wide range of substances that come to stand in
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as medications, such as coffee, sugar, and water.** Sidney Mintz likewise
emphasized the potential for using energy-giving substances for interven-
tion when he reframed sugar, chocolate, and caffeine as “soft drugs.”®
During the years that Jordan spent stretching his insulin doses—or trying
to survive until another dose could be obtained—cheap foods also
became for him a way of “manipulating bodily thresholds.”

“Jordan is always buying Ideal,” Agnes told me of the dirt-cheap
freezer pops, locally made of bright-colored frozen sugar water in a
plastic tube or sandwich bag. Zericote village had several grocery shops
with freezer and refrigeration chests. These community grocery shops
are incidentally the very places where Partners in Health recommends
that people with diabetes like Jordan, too poor to own a refrigerator at
home, might consider storing their insulin alongside the ubiquitous cans
of soda—bottled sugars and the bottled hormones needed to metabolize
them chilled side by side. At around five U.S. cents, Ideals are perhaps
the cheapest food available at an average grocery store. Because the
liquid is frozen solid, it feels like eating food. Although adults with dia-
betes living in poverty were more likely to endure skipped meals by
drinking sweetened coffee, Jordan became sick with diabetes as a young
child. His “soft drug” of choice was popsicles.

People with uncontrolled diabetes sometimes told me that I could not
understand what their cravings for sugar felt like. “Like you need it. You
can’t think, you can’t think about other things.” “Your body calls for the
sweet.” “Like you can’t keep going if you can’t find it.” Yet these sensa-
tions are not necessarily correlated with diabetes if it’s being managed;
such extreme cravings are associated with untreated forms of the disease.
Insulin (the hormone that people with type 1 diabetes cannot produce) is
what allows the body’s cells to actually use the glucose you ingest. This
means that without insulin, your cells are starving for sugar, no matter
how much food you have already eaten—the body has no way to access it.

Without glucose, cells in the body face death.®® The brain receives
signals that something must be eaten immediately, and concentrated
“simple sugars” require the least processing time for the body to access
in a state of crisis. Taking this into consideration, perhaps Jordan’s
habit of eating sweet, cheap food begins to appear less like a self-
destructive paradox and more like twin faces of a single coin tossed up
to fate: sugar as deadly risk; sugar as attempted release, in the absence
of other medicine.

As they related fragments of all this to me, Agnes and Lil were not
the callous people I had imagined from my conversations with Jordan.
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They joked with me, fed me fruit, handed me babies to hold in rooms
bustling with young children, and generally seemed to care more than
I thought they would—enough to talk with a stranger about Jordan,
as if they had been waiting to say out loud just what had happened.
Yet at the same time, their focus on Jordan’s noncompliance with spe-
cialized diets and inaccessible medication was so pronounced that I
found myself grappling with what that plotline meant to them. Jodo
Biehl has described how “the overburdened family” is today “increas-
ingly the medical agent of the state. Illness becomes the ground on
which experimentation and breaks in intimate household relations
can occur. Families can dispose of their unwanted and unproductive
members, sometimes without sanction, on the basis of individuals’
noncompliance with their treatment protocols.”®” In Zericote, Jor-
dan’s young age when he lived among this fragile network of stepkin
almost caricatures the problem with the notion of “noncompliance”—
as if a child’s choices were his alone, rather than shaped at the nexus
of many state, global, and family structures.

Yet the unstable texture of Lil’s and Agnes’s comments constantly
seemed to escape the framework of false consciousness that many schol-
ars turn to in interpreting moments of family tension—most famously in
Nancy Scheper-Hughes’s explanation of ruptures in family care and let-
ting die among “angel babies” in Brazil. For all her powerful ethnogra-
phy, this particular interpretive tag has never felt fully convincing to me.
The Marxist diagnosis of false consciousness can seem to imply a kind of
moral vacating instead of conflicted micro-practices entailed in making
relations go numb, sometimes only to later be revived. Sitting in stifling
kitchens as I visited Zericote numerous times throughout that year, I
found myself considering the kinds of storytelling and uneasy choices
within these breaks from a different direction, grappling with how Jor-
dan’s “living death” took constant labor to normalize in this world.

Disregard also requires maintenance. Rather than a “suspension of
the ethical,”®® the deferrals that Agnes and Lil kept narrating were more
like the innermost capillaries of some overstrained system in which par-
ticipants grappled all too accurately with how lives were valued by
external markets. Their accounts suggested how finite stores of care had
slowly been hollowed out or replenished over time.

Instead of Engels’s master switch of false consciousness, then, I
found myself returning instead to Edward Evans-Pritchard’s famous
ethnographic questions stemming from divergent theories of causality:*’
How did different actors tell stories of cause and effect not by narrating
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how a thing happened but why? Could these various starting points
help to better unfurl distinct social logics and ethical fabrics, which
might be better reckoned without starting from the premise that they
were false? After all, everyone agreed that Jordan died from complica-
tions of his diabetes—that he had eaten foods he should not have eaten,
that he did not have a regular supply of insulin. But why those things
happened—that was the question up for grabs, and it inflected the
moments we narrated to each other with undertones of responsibility
and deflection.

Before 1 left that day, Agnes gestured toward one last place where
Jordan had been found unconscious, in an adjacent wooden house.
That time, she said, it was the middle of the afternoon when they found
him. He had fallen still clutching a package of crackers, and there was
a putrid-sweet alcoholic scent on his breath. “Drunk,” she said, sound-
ing angry now. He must have friends and money they did not know
about, she added, and gone out drinking rum with them. Lil agreed,
shaking her head in disapproval: the smell on his breath was strong.

I suppose it’s not impossible that Jordan was drunk; I have no way to
know for sure. But certainly, there are other probable explanations for
these symptoms. In diabetes, one of the body’s most acute states of emer-
gency is called ketoacidosis. It can cause coma and death. This state is
the leading cause of injuries and mortalities among young people with
diabetes. It shares many possible symptoms with other conditions—
semiconsciousness, nausea and vomiting, difficult breathing—but has
one unique telltale sign: a sweet, alcohol-like scent on the breath, a smell
reminiscent of rotten fruit or cheap schnapps. In contexts of poverty,
ketoacidosis is most often caused by missing doses of insulin.

This life-threatening state occurs in conjunction with extremely high
blood sugar. Yet it signals cells starving for sugar, unable to use the glucose
already consumed due to insulin deficiency. Searching for other sources of
energy to keep its cells from dying, the body instead begins breaking down
muscle tissues and taking apart the carbon skeletons of the amino acids
they contain, in order to release the emergency energy stores they hold.
This is one face of catabolic metabolism, or catabolism—the breakdown.
Some of these amino acids are glucogenic, meaning they can be converted
to glucose and allow the body to keep going. Yet catabolizing a muscle
means releasing all of the chemicals it contains, including those that aren’t
useful. Some amino acids are ketogenic, meaning they turn into ketones,
which can be toxic at high levels. In biochemistry, this energy-or-poison
difference is known as each amino acid’s “metabolic fate.”
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Instead of life-sustaining glucose, the ketogenic amino acids yield
harsh acetyl compounds (related to acetone, the nail-polish removing
solvent). This causes the fruity alcohol smell of “acetone breath” during
ketoacidosis. The major causes of death from diabetic ketoacidosis
include collapse of the circulatory system, erratic potassium levels, infec-
tion, and swelling in the brain—potentially causing major organ damage
for patients who survive, including neuron injuries and mental deficits.
Though a relatively minor pathway, each amino acid’s distinct role in this
molecular breakdown has been charted, which I found in one text labeled
like a chemist’s dramatic poem: “The Fate of Carbon Skeletons.””?

When it was time to catch the bus back, Agnes offered to walk me to
the highway. “It’s like Jordan is in Dangriga. That’s how I feel,” she
said. A tall man approached on a child’s bicycle to ask her who I was.
Agnes introduced me as Jordan’s girlfriend. There was some unkindness
in this joke, I thought as they laughed, but also an eerie intimacy:
according to what Agnes told me as we continued down the dirt path, I
was the first “girlfriend” Jordan ever had.

I stood there wondering whether Jordan’s last coma felt different
than all the other times he had slipped into unconsciousness. Maybe it
felt like familiar dark, or he dreamed of flying an airplane. I have heard
you can learn to sink into a ketoacidosis sugar high, a feeling I imagined
like the creepy sensorium of Sixto Rodriguez’s seventies song “Sugar
Man”: You're the answer that makes my question disappear.

White ashes drifted down from the sky. Probably someone burning
cardboard boxes, Agnes said. The disintegrating flakes looked surreally
like snow falling through the heat.

I often think back to conversations with Jordan in 2010: both partly
still kids in our twenties, talking about continuous glucose monitors and
insulin pumps that existed in other places—never even mentioning the
colossally warped inequalities behind the realities we compared, only
their results surfacing in the details of the highly different technologies
available in our respective worlds. But our tone during those interviews
was almost absurdly casual, and so much lurked behind what was about
to happen to him: global health bureaucracies that somehow blotted out
the medical support and political advocacy available for other diseases;
broken instruments of counting that linked together missing categories
and metrics of various sorts; a local community’s precarious labor of sus-
taining his social death; the hope that Jordan and his adoptive mothers
held out of undoing it; and the highly specific technologies and machines
that were part of extending (one measure at a time) the life that was left.
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Portrait of Jordan as a Teenager, in Broken Glucometer Parts, by James Young.

From this perspective, the history of insulin or glucometers—like any
other science—was not just one of breakthroughs; there were many
kinds of breaks. Amid interfacing stories—specters of his lost mother,
Tessa; phone calls from faraway Lorel and edgy interviews with his
stepfamily; and all the persistent comorbidities and fleeting characters
and distant technological inventions bound up in his fate—I realize that
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Jordan himself was a person I would never know that well. Really, I
only knew him in islets, little archipelagos of connection. But maybe
that is not so uncommon between people in the world.

DESIGN ARCHIPELAGOS

At a 2010 meeting of the Belize National Diabetes Association in Belize
City, I counted cardboard boxes on a folding table, with compartments
inside for nesting fragile things. The boxes held rows of glucometers. I
made the trip from Dangriga to learn what was happening in the central
branch of the country’s most active patient support group. The glucose
machines being distributed for free that day were donated by the Miami
branch of the Belize Diabetes Association, and strips for them—more
expensive than the machines themselves—had been donated by the
Belizean Diabetes Association of New York. Its members knew how
such objects at times become remote outposts of care, across the uneven
terrains some anthropologists have called “medical archipelagos.””!

Since 2010, the cost of glucometers has finally decreased signifi-
cantly. But the larger design quandaries remain: norms of “black box”
design make delivery-oriented collaborations unnecessarily costly and
prone to breakdowns. Historians of science commonly point to the way
a tense politics of assigning responsibility gets materialized “between
value-neutral technologies and the value-laden choices that determine
how they are used.””> These divisions develop sharper edges when set in
global perspective: Observing devices being used in places where they
broke down in such predictable ways, one had to ask: Were these tech-
nologies really so “value neutral”? From the lack of generic insulin per-
sisting nearly a century after its discovery, to the built-in complexity
and high price of glucose meter strips that could only be used with
brand-matched machines, it often felt like inequalities were built right
into these therapeutics. What might it look like if diabetes care tech-
nologies were designed, as well as distributed, with contexts like Jor-
dan’s in mind—for example, a method of blood sugar management
engineered specifically to be functional and repairable in the parts of the
world where most people with diabetes actually live today?”3

Some scholars have envisioned a productive “open source anarchy”
at work in arenas of global health governance—hoping that private
organizations and public institutions alike would collaboratively
contribute to building health networks and catalyzing competition to
drive technological innovation.” But the case of brand-matched strips
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and proprietary glucometer parts for global diabetes care seems more
representative of what Ruha Benjamin calls “discriminatory design,”
technologies with foreseeable injustices built in.”* And like many forms
of discrimination, taken-for-granted norms and complacencies that
exclude certain populations from access can produce worrisome effects
without being deliberately unjust.

What is “best care” for whom? From whose perspective do we assess
what a “better” technology is?”® The glucometer’s historical emergence
in high-income contexts sets the stage for certain kinds of innovation
being constrained around industrial players’ concerns with retaining
control of lucrative markets. It is an uncomfortable truth that global
access to decades-old standards of basic care for diabetes treatment
remains fragile enough to become life-threatening for many patients
like Jordan—not just despite ongoing advances in diabetes technolo-
gies, but at least partially because of them.

As Madeleine Akrich observes in her classic essay “The De-Scription
of Technical Objects,” it is often “only in the confrontation between the
real user and the projected user [that| the importance of . . . the differ-
ence between the two [comes] to light,” taking ethnographic work to
“follow the device as it moves into countries that are culturally or his-
torically distant from its place of origin.””” But when unequal design
problems are identified, what happens next?

Glucose meters stand out as a boundary case example of technologi-
cal design that has not been transformed by recent enthusiasm around
other point-of-care diagnostics.”® Why have affordable, portable tests
been developed and manufactured for human African trypanosomiasis
but not for blood glucose? What would it take to think about tinkering
on the level of equitable design—crafting technologies to maximize
robust access that include the majority of people who now need them to
survive? As Akrich notes, when lived histories and “processes involved
in building up the technical objects are concealed,” it can easily short-
circuit our imaginations of devices’ alternative forms. “The causal links
they establish are naturalized. There was, or so it seems, never any pos-
sibility that it could have been otherwise.””

COUNTING

Trying to give a thicker historical context to the social and medical puz-
zles T observed kept leading back through the infinity loops of interlac-
ing questions that so many observers have faced: What “counts,” and
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how are various scales of counting and accounting bound up with each
other?®® In Belize, glucose machines were just one nexus where metrics
were electrified. Counting on the molecular level when meters measured
light or electrochemical charges in blood became part of what shaped
statistical currents on an epidemiological level and even helped animate
the forms of moral accounting taking place in a hospital unit’s triage
or a stepfamily’s rural home. These different modes of counting and
accounting were each interconnected without being reducible to each
other, numerologies bound up with global flows of medicine.

Even with better global numbers of diabetes cases now becoming vis-
ible, the issue often continues to be profoundly misrecognized. I once
heard an Ivy League economist suggest that a particularly promising
policy approach to the world’s diabetes epidemic would be raising the
price of glucose test strips (via higher taxes) so that poor people with
diabetes “thought more carefully first” about what they were eating,
knowing it would be difficult to test their sugar afterward. We had all
just listened to a public health talk about death counts from diabetes
escalating in contexts of scarcity. At the time, I was too taken aback to
speak. The weight of our privileged surroundings in that moment seared
itself into my mind: a well-appointed U.S. conference room full of white
social scientists, using database statistics to discuss the assumed behav-
ioral responses of imaginary nonwhite (and eminently misbehavior-
prone) poor people to hypothetical policy scenarios. Everyone sat
around the climate-controlled room over an opulent lunch platter
arrayed with roasted vegetables—as if the entire world looked like this,
covered with catered plates of organic grilled vegetables! And I thought
of Lorel’s question to the taxi driver: Don’t you see?

In the future, some researchers predict, people will be able to wear glu-
cometers like watches. Equipped with tiny microneedles and infrared sen-
sors, they could tell us our blood sugar the way clocks tell time. I thought
about this when I found an old glucometer in a storage box from my
fieldwork. A Belizean nurse had given it to me when their clinic switched
brands. Like most machines, it automatically stores hundreds of readings
in its digital memory, even if they have nowhere to be downloaded. Dated
now, the machine tells times already past, like some relic or last vessel.

I flipped through, wondering if one of the counts might be Jordan’s
reading. Amid dozens of numbers, each indexing some day and real
person, a clinical encounter ending in anxiety or relief, there was also
the familiar sight of scattered letters—Err for error or Hi for danger-
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ously high sugars over 6oo—and I thought of Cresencia’s little joke to
herself. She’s long gone now, interred in a family tomb labeled with only
her mother’s name. Her cousin Sadie, whose birthday would have been
tomorrow on the day I type this sentence, was the one who told me the
news, and then she died in her thirties too. Both made it over a decade
longer than Jordan, whose grave I still couldn’t find the last time I went
back with a handful of red bells that wilted later on the dashboard.

But I felt closer to them bumping into the old meter than I did at the
edge of the cemetery where they were unlocatable—perhaps the glucom-
eter remembered Jordan too. I was not even sure whose blood was once
measured through the electrical current of the machine in my hands, but
found myself handling it like the planchette of an Ouija board. It was
also a fragile archive of sorts, both anonymous and personal—one that
required contextualization, but told a very different story of diabetes sci-
ence than the one cataloged in North American history of medicine
archives or European museum exhibits. For a moment, the monitor’s
digital screen even read like the remainders of a message, as if we might
squeeze a few final words into a conversation that ended without
answers.

"REEDGH,J, l!l(e: N

Hello.



Croénica Three: Generations

Approaching “Biologies of History”
with Arreini and Guillerma

Did I know anything about diabetes? Not much, I replied,
but my maternal grandfather had died of diabetes. . . .
Hearing this, the commendatore became more attentive
and his eyes smaller: I realized later that, since the tendency
to diabetes is hereditary, it would not have displeased him to
have at his disposal an authentic diabetic, of a basically
human race, on whom he could test certain of his ideas and

preparations.

—Primo Levi, Periodic Table

“He said, how are you still alive?” Arreini’s expression was both amused
and proud as she recounted to me the doctor’s words when he first diag-
nosed her condition. Her blood sugar that day had been “six change,”
over 600. “But I survive,” she smiled mysteriously. The threadbare silk
purse in her hands was filled with old prescriptions and forgotten pills,
her own archive of illnesses and healings gone by. Arreini shuffled
through expired packets, pointing out the baggies of medicines she was
currently taking: metformin and glyburide for diabetes, captopril for
hypertension. There were new pills in a small brown paper sack from
her most recent trip to the regional hospital, when she had gone to seek
treatment for the diabetic ulcer on her foot: a tiny ziplock bag of white
pills called piriton, a foil card of acetaminophen tablets for the pain,
and a large box of antibiotic pills called tro-amoxiclav, too large to
swallow without first cutting each in half with a fishing knife.

But weeks had already turned into months, and the pills had not been
enough: the wound on Arreini’s foot continued seeping and “jamming,”

189
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her name for the most intense pulsations of pain. She had tried every
medicine she knew, techniques learned in a lifetime spent healing others.
Now more than eighty years old, Arreini had lived her entire life as a
legendary healer and certified midwife. Yet in her plastic pail filled with
bundled leaves, bark, and clusters of herbal medicines—cloves in a
withered but fragrant plastic baggie, Billy Webb bitters, balsamo, a bot-
tle of blackened seedpods purchased in Guatemala, coiled bits of con-
tribu vine she picked herself, a shaker of oregano manufactured by
McCormick’s—there was nothing that could mend the hurt skin. She
had tried a topical oil treatment like her mother had once used on her
grandmother’s feet back in Honduras; it had helped, but not enough.

Likewise with the boiled guava leaves to control the infection (helpful
but not fully curative, like the hospital’s antibiotics) and an experimental
mixture of herbs that she had prepared in a base of rum, stored in a
cherry juice bottle. “My mother didn’t have this disease,” she said by
way of explanation for her rare uncertainty about treatments. Nearly all
of Arreini’s medical practices had been learned from her mother, who
had also been a midwife and nurse. As a condition that only emerged as
an epidemic within her generation, diabetes fits uneasily into a Garifuna
system of herbal knowledge passed through generations.

Seven years ago, Arreini told me, she had been able to contain a
similar ulcer by creating an herbal medicine and injecting it into her
foot with a syringe. All the skin had peeled off, and afterward she was
healed. “But now this diabetes has come,” she said. “Now, this foot. It’s
black again.” I could tell she was expecting some reaction from me, but
I wasn’t sure what.

“Did you hear me? It’s black.”

I looked up from where T was kneeling on the beach, trying to light
the fire she had asked me to start, with the familiar feeling that Arreini
was trying to tell me something I did not really understand. She doused
the dried coconut husks in the fire pile with more kerosene from an old
plastic water bottle and waited with sharp eyes for me to try again. But
I have always moved gingerly when handling matches, and I struck the
box too cautiously for the flame to hold against the wind from the sea.
She grabbed the packet of matches out of my hands and muttered in
frustration, a characteristic rebuke that was both her trademark gruff-
ness and the hard-won right of very old women. But it still upset me that
night because it was the end of a long day, among many. The night
before, I had fallen asleep facedown on my keyboard while trying to type
notes. At the time, I was spending full days observing at clinics or visiting
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people at home, then coming back to sit around eating dinner and doing
errands until long after dark with this renowned village midwife. Those
evenings that passed talking with Arreini were perhaps my favorite
moments of fieldwork, but decoding her cryptic references and free-
wheeling English was not easy, especially when her temper ran short.

Maybe Arreini realized that her sharp tone had hit a nerve, because
after the coconut husks began smoldering and her day’s trash of peels
and crumpled papers were going up in flames on the sand, she patted the
bench next to her. “And thing done,” she said soothingly. No matter
what language she had been speaking, this was the English refrain that
usually marked the end of a tense moment, all absolved. “Come, my
beloved.” T got up from where I was kneeling and joined her, stepping
carefully past her foot. We sat together in the shadows under her stilted
house and watched it get dark over the sea. She pulled a cigar and a
kitchen knife wrapped in masking tape from her apron, slicing off a stub
of tobacco to light in her pipe. “Time is passing, my darling.” She asked
me to bring gauze so that she could bandage the ulcer without dedicating
mornings to the careful midwife’s art of sterilizing her own cotton.

Like Arreini, the majority of her family now had diabetes: her hus-
band, who for decades had lived in the United States, and some seven of
the thirteen children she had raised between his sporadic visits home.
Even a number of her grandchildren now had diabetes, the disease
seeming to advance at younger and younger ages.

In an interview I had conducted at the hospital, one of the Cuban doc-
tors voiced his theory of why Garifuna patients were statistically at
greater risk for diabetes: “Did you know they are Black and [American]
Indian? Double risk.” T heard similar explanations countless times during
my research. Such “ethnic” labels draw on the sort of naturalized catego-
rizations that have been forcefully critiqued by anthropologists as part of
the “genetic reinscription of race”! in diabetes research.? Yet “there is at
present no consistent evidence to suggest that minority populations are
especially genetically susceptible” to type 2 diabetes.’ For more than fifty
years, genetic research searching for a race-linked “cause” of diabetes has
been unable to conclusively identify such an inherent gene.* Instead, dia-
betes has become emblematic of the more troubling “racializing narra-
tives” in genetic research. Such repackaging of race, Anthony Ryan
Hatch cautions, can “revive naturalist thinking about racial groups, and
ultimately obscure our vision about how racism transforms and seeks to
profit from bodies.”® It also can resurrect forms of “biological determin-
ism”” embedded deep in the interpretive problems of how historical time
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can go unexamined in genetic medicine, as historian Keith Wailoo and
colleagues suggest with their title Genetics and the Unsettled Past.®

I saw my work with Arreini as an alternate way of attending to the
emergence of diabetes from an “unsettled past.” In her practices and
accounting, Arreini kept calling attention to dimensions of uneven risk
that genetics and other bodily sciences leave out, citing family and com-
munity histories across deep time as fundamental to understanding and
treating diabetic injuries. The margins of survival made possible by
these therapeutic techniques were sourced in the collective forces of the
ancestors, places, and materials that she summoned across generations.

Between family and science, the term generations holds causalities
and origins in tension: it can imply newly produced energy, or a long
perpetuation with histories past and ahead.” It comes from the Latin
root generare—from genus, meaning race. And like the kin Arreini kept
evoking across the centuries, notions of race also have potent afterlives.

SCIENTIFIC RACISM: LINEAGES

The species of “spontaneous” sugarcane pictured in this chapter was
classified and mounted by the legendary botanist Carl Linnaeus. He
named it Saccharum spontaneum, in distinction to officinarum, the spe-
cies of cultivated sugar quickly spreading throughout the Caribbean at
the time he was becoming known for his taxonomies. Linnaeus had
affixed the sugar plant with glue made from the scales of a Carolina
bowfish, now a preserved holotype I once uneasily held in a basement
vault within the Linnean Society of London. Founded in 1788, it is the
oldest biological society in the world.

Sugarcane’s scientific classification had unfolded alongside—even
conjoined with—the historical records that I had traveled to the Lin-
nean Society archives to study. In the late 1700s, scientists whose work
would be assembled there had also become interested in studying and
delineating “Black” from “Yellow” Caribs on Saint Vincent, the lost
ancestral home of Garifuna people like Arreini—which is how colonial
documents administering the Garifuna exile from their homeland came
to be housed in the Linnean Society building. Samples of sugar “types”
like these were among the crops grown on the British plantations into
which Garifuna ancestral territory was divvied, after the scientific labe-
ling of human racial “types” helped to rationalize this colonial plunder.

Anthropologist Jonathan Marks noted of Linnaeus “what is probably
his most significant contribution to modern life: the idea that groups of
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people can be regarded as naturally distinct taxonomic entities, or sub-
species, in the same fashion as species, genera and higher categories.”"?
In Systema Naturae, Linnaeus infamously classified four subspecies of
humans. He characterized white Europeans (Europaeus albus) as a spe-
cies that was optimistic, ruddy, muscular, gentle, inventive, and gov-
erned by laws. They were “sanguine”—with the healthiest humors and
balanced red blood. Everyone else, he theorized, had imbalanced blood
and disordered bodily fluids. He labeled each “type”: Red Americans
(Americanus rubescens) he described as choleric, stubborn, and free,
with an excess of bile. Brown and Yellow Asians (Asiaticus fuscus and
Asiaticus luridus) were classified by Linnaeus as stiff, severe, and prone
to strong opinions. Meanwhile, Linnaeus invented the label Black Afri-
cans (Africanus niger) to classify the group he deemed indolent and gov-
erned by caprice, casting this supposed subtype of human as prone to
excess phlegm and known for women producing too much breast milk.!!

Today, Linnaeus’s taxonomy proposing that skin colors mark differ-
ent human subgroups is remembered by many people as a profoundly
troubling example of scientific racism. It further codified colonial
notions of race that fed into atrocities and violence of all kinds. And yet,
searching for biologically inherent differences linked to bodily fluid and
categories of race is still a primary way that metabolic disorders are
often studied today.

Historian Dorothy Roberts explores how “the racial concept of dis-
ease” actually long preceded ideas of genes and genetic determinism.'?
She traces the warped medical theories of influential physicians such as
Dr. Samuel Cartwright (b. 1793), who argued that due to the inborn
disordered biologies of African constitutions, the daily exercise pro-
vided by slavery held important health benefits for African people. His
research attributed sluggish blood circulation and reduced organ capac-
ities to people with dark skin, providing a bolstering scientific and
moral rationale for imputing that enslaved people naturally needed less
food and physically required the exertions of plantation labor. This cast
slavery as a corrective medical solution." In a sense, the New World’s
racial orders were partly built and sustained by such rationalizing theo-
ries of what later came to be called cardiometabolic disorders.

Biological concepts from various eras, however misguided, profoundly
shape the material components of our present.!* This is a key insight
offered by historian of science Hannah Landecker, who argues for focusing
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Specimen of wild sugar, mounted and classified by Carl Linnaeus as the separate species
Saccharum spontaneum (spontaneous sugar) in his taxonomy.

not only on the history of biology but also on the “biology of history”: the
way actual biologies become altered by ongoing practices and interven-
tions over time, which were in turn shaped by past theories of biology.
This framework suggests a series of disturbing questions in the after-
math of past biological labels, when it comes to reading blood sugar
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“beside itself.”'* Colonial sciences and medical explanations helped to
produce and rationalize terrible histories of dispossession, often prem-
ised on theories of racial difference that framed certain populations as
inherently dysfunctional. These events caused trauma of many kinds, in
systems and psyches as well as bodies.

Today, new sciences have come into being to study the bodily implica-
tions of stress and trauma in relation to uneven risk for chronic condi-
tions like diabetes. Yet this is one of the deepest paradoxes of “the
biology of history”—its material effects are mostly only legible through
more biology, still being produced in today’s history and its blindspots.
New and old paradigms of biosciences thus need to be carefully consid-
ered in relation to each other, Roberts adds, if new biosocial research
projects are to avoid reproducing the inequalities that this work aims to
describe or even redress: “Without this scrutiny of its assumptions, meth-
ods, and indeed, its values, the new biosocial science—like the old—risks
reinforcing, rather than contesting, today’s unjust social order.”®

While anthropologists’ traditional work once focused on under-
standing “etic” versus “emic” perspectives, I found myself struggling
most of all to keep up with the “omic.” From epigenomics to metabo-
lomics and from the “methylome” to the “exposome,” a raft of bio-
logical news and scientific controversy was coming to light during the
time of my research. Some of it promised to perhaps reconfigure how
diabetes risk is understood—Ilaboratory perspectives that triangulated
my ethnographic observations into different constellations of meaning.
I scrambled to keep up with these critical debates as they exploded onto
the scene of diabetes research, and at times reopened the realities I
observed in everyday life to fresh multidimensional interpretations.

These medical and scientific studies often expanded the concepts 1
was thinking with in Belize, but they just as frequently perplexed me as
critical objects unto themselves. They suggested incredible stories of
injured molecules and new ways of tracing bodily strains and recoveries
across generations—yet laboratory biology theorized into social models
can also quickly animate its own abstractions. In particular, the very
data that promised to persuasively provide evidence for the possible
bodily tolls of inequalities were often taking place in laboratories totally
removed from what those inequalities might actually look like in real
life. This placed such social contexts (ostensibly, the very point of this
research) at once squarely at the center of these debates and largely
outside the thinkable scope of intervention, which became molecular-
ized in turn as a search for therapy and drug targets.
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Learning from Arreini and her family kept reminding me of all that
gets muted when researchers focus on cells and molecules alone. In addi-
tion to places of knowledge production and clinical care like laboratories
and hospitals, there were material traces of bygone biological theories in
the living worlds around us. Thinking of these interstitial spaces as also
part of “biologies of history,” I started to see how life forms rearranged
by past sciences remained legible, touched by historical events and still
present far beyond genetic and epigenetic lenses alone: in rearranged
plants and seeds and food systems, access to both synthetic and herbal
medicines, changing weather patterns, dispossessed lands, and lost fam-
ily members, as well as in the travails of bodies and families trying to
heal against histories of violence and their legacies today.

Social and medical scientists have unwanted ancestors in such colonial
stories. In 1785, a Scottish medical surgeon named Alexander Anderson
was dispatched to Saint Vincent to observe and record the people and
landscape. “What renders the natural history of Saint Vincent more
interesting and curious than that of any other West India island,” he
wrote from what was then the Garifuna homeland, “is its being long the
residence of a singular tribe of men nowhere else known (the Black Car-
ribs [sic]), whose history, manner of gaining possession of greater part
of the country, modes of life and manners are at this time but little
known in Great Britain.”!”

A natural historian in the days before social sciences and biological
sciences were framed as separate fields, Anderson’s taxonomies destined
for the Linnean Society at times became a double classificatory schema—
in some cases he would note both the species of plant being cataloged,
and his designation for the type of human from whom he had learned
that herbal knowledge. Anderson’s post as director of the hospital
botanical garden on the British-controlled edge of Saint Vincent may
sound relatively innocuous at first, but the outside envelopes of his cor-
respondence from the Crown stated his position more bluntly: he was
there under the aegis of the War Office.

After most of the Native inhabitants of Saint Vincent whom the
Europeans had labeled “Yellow Caribs” had been killed or displaced,
British administration declared they had once been the “original and
lawful owners of the land.”'® They argued that the Black Caribs, in
contrast, were by their reckoning not Indigenous enough to qualify for
land rights—an attempt to put into question their ancestral claim to
their homeland.
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There was thus a heavy political undercurrent to any human taxono-
mies created in this context, as Julie Chun Kim explains: “Anderson
worked to subject the Saint Vincent Caribs to regimes of classification
that would render them into two completely distinct races.” He sought
biological samples from Carib bodies as part of this project, searching
for examples of the “Craniums of the Yellow Caribs, or Aborigenes.”
The collection endeavor was complicated by the fact, he wrote, that
“Caribs considered ‘any attempt to disturb the ashes of their Ancestors
... as the greatest of crimes,”” though “Anderson went forward with
the violation of their burial sites.”*

Anderson would write later that his goal in such collection projects
and his efforts to systemize a natural history of the island’s Black Caribs
had a motivating aim: “to exculpate the English inhabitants from inhu-
manity or tyranny . . . as to ordering [Garifuna people’s] total expulsion
from the island ... and to do away with similar charges against His
Majesty’s ministers in sanctioning their extermination.”?

Given histories of science and medicine like these, it is little wonder that
some descendants from harmed groups remain cautious of certain sci-
ence and medicine made around sugar these many generations later—
even when its treatments become necessary for survival. Navigating this
tension is one way to think about Arreini’s care work in what follows.

HOUSEKEEPING

When I arrived one morning with the gauze she had requested, Arreini’s
yard was filled with people T did not recognize. It was Good Friday. A
procession walked down the road, led by a man in sneakers and a fish-
ing cap carrying a cross over one shoulder, enacting the Stations of the
Cross. Several dozen people followed behind, singing hymns, dressed in
the funeral colors of black and white. Arreini, who was soaking beans
in a bucket and grating coconut, disapproved that more of the village
was not in attendance: “What are they doing, this young generation?”
Her grandson Sheldon looked up from where he was tinkering with the
oven in the corner of her kitchen, repairing the aged appliance so that
Arreini could bake a cake. He wiped his forehead with a hammer in his
hand.

“They are just living,” he said.

As we sat on the porch I began speaking with Guillerma, one of Arrei-
ni’s daughters. She looked much younger than fifty-eight. Carefully
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adjusting the gold and red turban wrapped high around her head, Guill-
erma stretched in the hammock and said that she wanted to walk in the
Easter procession but felt too sick because of her diabetes. “My stomach
is hurting me. I feel better after I vomit,” she said. “But I hate to throw
up.” She had ten children and some thirty grandchildren, a few of whom
she pointed out to me in the bustling yard below: a girl on the beach,
another plaiting the hair of her grandson Kevin. “They are cooking for
me now, early,” Guillerma said, gesturing toward the women slicing
chicken and pressing biscuits with forks. “Because of my diabetes, they
know that when I have to eat, I can’t wait.”

Guillerma told me that she lived in “the city” now (there was no need
to specify which city because Belize City is the only city in Belize). When
Arreini had visited there to receive IV antibiotics at the hospital, a
young teenager had been shot on the street in front of their house:
“Muerto upon Muerto,” Arreini said. “Fock!” Guillerma’s husband
tragically died there too, around the time she was pregnant with their
tenth child. “The sugar started,” she said, not long after, and never went
away. Guillerma said that her main memory of that time was trying to
answer her littlest children’s questions. Arreini came right away and
lived with them for a long while. Guillerma recalled, “The kids keep
asking when he is coming home. We just have to hold them. Cherish
them and show them love . . . a whole lot of love.”

As the years went on, Guillerma said she tried everything for her
sugar—pills, insulin, diet—but bodily wear accrued, especially during
the time she spent working long hours as a home caregiver to the elderly
in Chicago. The cold winds became unbearable as she grew sicker. She
missed her kids. After more than a decade away, Guillerma came home
to Belize City. But the cost of dialysis in Belize was far outside the realm
of possibility for most, 680 U.S. dollars for one week of three sessions.
Guillerma looked so full of vitality that it took time for what she was
telling me to sink in. As long as dialysis remained impossible, she said
the doctors didn’t think she had much longer.

I stayed until after dark to help with the baking: creole buns, two of
which I was given to take home in a plastic bag fogged with warmth,
and the cassava cake, which I was not invited to taste. Arreini asked me
to come back in the morning, “so you can see how we do things.” The
next day was Holy Saturday; I heard humming when approaching her
kitchen and saw the family holding hands in a circle through an open
door in the distance. “She’s been dreaming,” one grandson’s girlfriend
told me. From bits of our conversation that day, I pieced together that
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Arreini had been having dreams of her mother and that this ritual was
an offering for her dfurugu—a person’s spirit double, which can travel
and be hungry or thirsty both during life and after death. These are said
to be light or heavy. In matters of the spirit world, it is much better to
be heavy, which is more like strong energy or bandwidth than corpu-
lence. The food for her would be buried in the sand.

Since the girlfriends of family members were not in the back house, I
waited with them for an invitation. Kevin tapped me on the shoulder
after awhile and brought me back to the “thatch kitchen,” which stood
adjacent to her cement kitchen and looked like a smaller version of an
ancestral house. Inside was a living museum of family artifacts and fur-
niture: long serpentine cassava strainers threaded through the rafters, a
cracked machete sheath, old blackened pots and metal bowls. Arreini
had me sit on one of three plastic chairs near the door. There was a
small altar in the middle of the room, with heaping plates of food: rice
and beans with plantains, the cassava cake, and huge pieces of creole
bread. Lined up in front of the altar sat an array of plastic or glass bot-
tles, each partially full, with caps unscrewed but a small tuft of cotton
stuffed in the top. Some younger spirits now request Coca-Cola or pro-
cessed foods in the rituals honoring them, reflecting the tastes they
favored in life, but the older generation of spirits still prefer homemade
beverages. Arreini instructed various grandchildren to sip from a carved
wooden bowl of cassava wine as they helped to clean up and bring in
two huge drums. Her grandson picked up the wax pooled into the sand,
and Arreini turned to me. “Everything is okay now, thank God.” She
nodded. “Thanksgiving for my mom. The candle burnfed] good. The
smoke went like this.” She twirled her index finger. “She is happy.”

Kevin and Arreini played drums together for awhile, hers in the lead.
There were three pieces of wire stretched across the top of the drum’s
tight peccary skin that had a tune of their own, and Arreini played the
metal strings like a separate instrument. “Gran raised me since I was
four,” her grandson told me as he kept a segunda bass rhythm. “My
mother brought me into this world and then she was gone. I love her
like my mom. She’s my mom,” he repeated of Arreini. A small cluster of
family gathered as they played. Guillerma leaned against the altar, pick-
ing up her grandmother’s old pipe in her hand, and then as her mother
sang she stood to do a dance that looked like a slow strut, her elbows
lifted high. She started singing too, shaking her voice like her mother’s,
and knew all the words—an abaimahani song usually composed in
dreams, often about sickness and death, at times becoming “verbal
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memorials”?! passed down in families. Her health too tenuous to dance
for very long, soon Guillerma handed the pipe back to her mother.
Arreini told me that she would light the pipe later and leave it in the
sand for her mom. “Everything is okay,” Arreini repeated later, draping
a pair of denim pants over the drum. I understood the offerings for her
mother as the strengthening of kin ties for the family’s protection in
general, with a petition for Guillerma specifically—“a patience for the
possible,”?? trying to stretch time at the limits of care until another way
might open. Arreini picked up an ancient-looking cauldron filled with
burned leaves, their carbonized shapes intact in the ash. “Herbs for my
mom,” she explained—at the edge of death, offering to the dead. She
knew what medicine they needed.

There was a bottle of anise rum, her mother’s favorite drink, at the
base of the altar, next to a Sprite bottle filled with holy water. T was
surprised when Arreini poured me a tall glass of the strong, clear rum.
“Come, let’s finish it off,” she said. Its taste reminded me of a harsh
sambuca. There were two spirals of silver hair sticking out from under
her old fishing hat, which looked like it had once been repaired with
white string only to unravel again, its sutures now stretching decora-
tively across gaping holes. She wore a red bandana tied tightly under the
hat, patterned with paisley and tiny white skulls. Everyone in the stream
of visitors trickling in for the Easter holiday weekend called her “mom”
so often that I lost all track of when this was literal. Arreini was close to
many of her “grans” and “great-grans.” Another woman whom Arreini
and her mother had raised together also came to visit and recalled her
mom’s words: “After I'm dead, I'll come for you.” They laughed
together, the threat revealing great intimacy.

Instead of her ubiquitous fictive kin term of “my daughter,” Arreini
sometimes called me “my husband.” I was unsettled by the playfully
serious term, which in her case implied intervals of great disconnection
and distance. But it was true that after being around every night for a
short while, sharing meals and spending time with her, like her husband
I would leave the village and go away for years on end.

Arreini lit her mother’s pipe again, and its smoke filled the night air. It
was probably because I felt drunk after splitting the bottle of her mother’s
anise rum, but I was distracted by how much the droplets actually looked
like tears as she blotted her foot with a tissue. I did not realize until many
years later that Arreini’s condition had a very particular name: Charcot
foot, one of the most complicated of all diabetic foot conditions, requir-
ing treatment so intricate that entire multidisciplinary textbooks are
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dedicated to its care. Charcot involves nearly every bodily system, and
hence the likelihood of keeping a limb increases when specialists from
each subfield work together, including hematology, orthopedics, endocri-
nology, podiatry, and vascular surgery. Before ulceration with Charcot,
something called “rocker bottom™ and associated breakdown and dislo-
cation of the bone structure happens first. If this is not treated, it can lead
to a situation like Arreini’s known as a “volcanic crater,” mottled at the
edges but with many deeper changes inside. A general practitioner in
many places across the Caribbean facing such a wound alone often would
recommend amputation. This was indeed the course of treatment that
one physician had suggested for Arreini. “Not yet,” she had told him.

Sometimes our bodies recall things that we don’t. This is the premise
behind studies in “metabolic memory”—a technical term for the lasting
effects on the vascular system when treatment arrives late, making
recovery from an ulcer or other diabetic complications more difficult.?®
It describes how blood capillaries previously worn by sugar contain
forms of cellular memory about strains, its mechanisms only partly leg-
ible to science. This idea of metabolic memory felt larger than its strict
definition as I sat with Arreini.

There were careful patches covering everything in Arreini’s house:
holes in shirts repaired with pretty bits of fruit-patterned fabric, red-
and-white checkered dish towels of the sort most people would simply
have thrown away rather than painstakingly mend, slivers of various
materials between flowers on her kitchen tablecloth, the repeatedly
patched and repatched pockets of her bulging apron, in which she kept
certain medical and kitchen supplies. There was a sense in which Arreini
lived her life as a patch on a larger health system, working in the holes
of care. She had never lost a baby in all her years as a midwife, she often
repeated, and was famous for her expertise in listening for infant pul-
monary infections (which she referred to the national hospital upon
detecting: “You have that certificate of human life. You have to take
care”). Against this backdrop, the day’s gathering and the scrap of
gauze she applied to the ulcer on her foot both looked like swathes of
her careful preventative work.

It would be easy to think of mundane scenes like this—daily care for
maintenance—as occurring somewhere far from metabolic science.
Hannah Landecker argues that such assumptions are an additional part
of how key metabolic mechanisms went so long without being acknowl-
edged by most experts. In cellular biology, just as in social life, she
notes, “the (extremely gendered) separation of the ‘housekeeping’ from
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the ‘executive’ functions of the cell” was part of why DNA was viewed
for so long as the only important part of human genetics, while the cru-
cial regulatory function by epigenetic processes was overlooked. In her
view, such a gendered conception of work “probably has something to
do with the difficulty of seeing metabolic activities as complex gene
regulatory activities.”?* This represents a major divergence from DNA-
centered paradigms of biology, to the point that some scientists had
difficulty believing their own evidence at first. Moshe Szyf, the well-
known molecular biologist and geneticist who conducted some notable
laboratory experiments in this area of epigenetics in the early 1990s,
would later remember his breakthrough conversation with collabora-
tors like this: “The longer we talked, the more I realized that maternal
care just might be capable of causing changes in DNA methylation, as
crazy as that sounded.” Szyf would later recall of their early research on
how senses of safety get embodied: “It sounded like voodoo at first.”?

TRANS-PLANTATION

One of the pasts evoked by Arreini’s ritual was not a person but a place:
Saint Vincent, the dispossessed Garifuna stronghold where spirits like
her mother’s were said to reside in eternity. I turned to archival records
to read more about this land that kept being called into memory and its
present absence in this “biology of history.”

By the late eighteenth century, most of the Caribbean islands were
said to appear “polished smooth” with sugar plantations, since nearly
all forests had been burned to clear cane fields and to supply fuel for
distilling the cane.?* Against this backdrop, the Garifuna’s verdant
homeland presented a sharp contrast: “a picturesque and fertile island,
and very healthy,” with the towering volcano Mount Soufriere visible
for miles. “The ground seems overloaded with plants, which have barely
room enough for their development. The trunks of the older trees are
everywhere covered with a thick drapery of ferns, mosses, and orchide-
ous plants. . . . rivulets of the purest water urge their meandering course
through the brushwood,”?” wrote one colonial observer of Saint Vin-
cent’s forests.

Key parts of the island had early been protected by what colonial
forces called its Indigenous inhabitants’ “poison arrow curtain,” volleys
of blades hewn from sharpened tortoise shell and the spines of predator
fish, tipped in local toxins so potent that European forces began collect-
ing them for pharmaceutical scrutiny. In fact, useful plants were key
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among the valuable materials driving colonial collection and expansion
at this time. A century later, nearly a quarter of the plants published in
the British Pharmacopoeia originated from herbs in the Americas,
Abena Osseo-Asare notes.?

Dr. Anderson had been obsessed with transplantation from the time
of his first arrival in 1785. The island’s Botanical Station that he had
been dispatched to run was originally founded by General Robert
Melville, descended from the same Scottish family line as Moby Dick
author Herman Melville (and, more distantly, the musician Moby).?
“Great was the interest taken in this garden, which promised to be a
source of much profit to the colonies, and of commerce to the mother
country,” he wrote of Saint Vincent.*

The garden was designed in part to capture the island’s unique concen-
tration of herbal knowledge that drew not only from a healthy forest, but
also from its residents’ botanical expertise spanning Africa and the Amer-
icas. The governing general instructed the hospital’s surgeon in 1766 to
try to “get as much information as possibly you can from all quarters
relative to the indigenous medicines. . .. physical practitioners of the
country, natives of experience, and even old Caribs and slaves who have
dealt in cures might be worth taking notice of, and if at any time you
should think that a secret may be got at . . . I shall readily pay for it.”3!

Though geographically remote, Saint Vincent at this time was deeply
connected to global networks of empire and the material worlds that
they rearranged. British planters on their edge of the island maintained
strong ties with their counterparts in Barbados and drew from the
region’s thriving commerce with the newly named United States. Once
Anderson arrived on Saint Vincent after serving on the losing side of the
U.S. Revolutionary War, one of his key projects was an attempt “to
propagate the Cochineal insect” and the nopal cactuses they fed on.?
Appropriated from Nahua people in Central Mexico, the crushed insects’
bright red dye was in high demand because it was crucial for the bold red
stripes of the new U.S. flag, as well as most colonial military uniforms.

These materials were linked to the region’s human trade with the
United States, as well as Europe. Those enslaved on the Barbados sugar
plantations included a population of “recalcitrant Indians . . . occasion-
ally shipped from New England,”? most likely enslaved Pequot and
Wampanoag speakers, who arrived in the Caribbean not long before an
influx of Cherokee captured in the Carolinas. Tituba, star witness of the
Salem witch trials, was traded in the opposite direction to Massachusetts
from a sugar plantation on Barbados. Some records describe Tituba



204 | Cronicas

as Black, others as Indigenous, others as both. She may have descended
from those captured in the first wave of Arawak families who signed
two-year labor contracts to teach British planters to grow crops in Bar-
bados, before the British later declared them enslaved and broke apart
their families for sale.

Saint Vincent’s Black Carib population, meanwhile, forged their
own networks. They traveled freely by canoe through trade networks
in mainland South America, returning with Amazon greenstones, cai-
man teeth, and a particular metal alloy that Europeans did not know
how to meld. Anderson wrote about them with a mix of admiration
and disgust, referring to the population as the island’s “infernal ban-
detti,” yet he was intrigued with their deep pharmacological knowl-
edge. He had once been kidnapped in Suriname, and knew from that
experience that many of the medicinal plants on Saint Vincent seemed
to have been transplanted by Caribs from mainland South America.
When he identified a new species of Cinchona plant, Anderson hoped
it might offer an English alternative to the crucial antimalarial drug
Cinchona officinalis, which he called Spanish quinine (though it was
also an appropriation, from Inca Peru). By describing these transplants,
one historian notes, “Anderson found himself confronting issues of
indigeneity in a different, botanical register, and his study of plants
forced him to recognize the contradictions inherent in his attempts to
classify the Caribs.”3*

At a point in history when the surrounding Windward Islands had
already been subjugated by the British for nearly 150 years, this mixed
group that came to be labeled by colonial authorities as Black Caribs
managed to defend their land through adept diplomacy with the
French—*“the beginnings of what we might call a foreign policy,” Nan-
cie Gonzalez writes*>—and, later, by sheer military strategy. By 1770
the group had received official backing from the governor of Marti-
nique, as well as funding from the French radical author Victor Hugo.

They held off the British colonial forces in multiple Carib Wars—an
amazing series of victories spanning many decades. After their upset
victory in the first of three wars, the revered Garifuna leader Satuye
(also known in history books as Joseph Chatoyer)** was among those
who signed a treaty with the British in 1773 that spelled out Garifuna
legal ownership of land on Saint Vincent.

The British broke the treaty by degrees. “The Mode of Carrying on
the War has been changed,” one colonial observer reported by 1796.
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Unable to win against the Garifuna in battle, the British decided instead
to secretly attack their food supplies. “By this means it is expected that
the Savages will be starved into Compliance.”?” The British rounded up
five thousand enslaved men from Martinique, armed them with cut-
lasses, and brought the force to Saint Vincent as a troop of “negro
rangers” focused on finding and destroying provision grounds. It was a
classic case of divide and conquer—still bitterly remembered today by
Garifuna people, who recall that the rangers found their paths and
burned their food supplies with much more skill than the British had
ever possessed. English observers applauded the brutal “scorched earth”
policy they had engineered, and then wrote in amused tones that the
rangers had seemed to expect a material thanks or even freedom after
this destruction of food supplies. But instead, they were thrown back
into slavery on the sugar plantations of Martinique afterward.*

Food sovereignty, thus, became a key fulcrum in an otherwise
unwinnable war. When one British-backed party went searching for
food supplies to attack and also found the longhouses containing the
wives and children of the Garifuna warriors waiting on the battle
lines, they burned everything and everyone inside. “Posterity will
hardly believe the number of lives lost on these islands,”
officer wrote from Saint Vincent.?’ Even with their food supplies deci-
mated, Garifuna warriors fought on long after being abandoned by
their allies, the French soldiers who had fled the island shortly after
eating their mules.

one British

EPIDEMIOLOGICAL TRANSITION

Nearly the entire surviving Garifuna population was eventually cap-
tured and imprisoned on a tiny island called Balliceaux, just off the
coast of Saint Vincent, while the British administration waited for ships
to deport them further. Over five thousand Garinagu held on there for
nine months, “starving and destitute,”* taken from their own farms
after the war and subjected to desperately insufficient rations by their
captors. The sick were provided with rations of sugar and rice. The Brit-
ish general in charge attributed the epidemic to, in his words, “the sud-
den change of Diet and Situation.”*!

A much smaller number of surviving Garifuna families also managed
to escape undetected in the forest. When the last known group emerged
years later, the British administrator expressed astonishment that “their
last position where they raised their Vegetables of every description,
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was in the gorge of a Mountain within three miles and half of a flourish-
ing plantation from whence they were never discovered.”?

Archaeological traces provide windows into what Indigenous farms
across the Caribbean might have looked like before conquest, includ-
ing the farms of the Garifuna people’s Kalinago ancestors. Their “set-
tlements were often located along the eastern shore, facing the Atlantic
Ocean, and in proximity to rivers. Kitchen gardens were located near
houses, and larger horticultural gardens were located in the moun-
tains.”* In addition to the crucial staple of cassava, including many
varieties of bitter and sweet manioc (yucca), farms also featured small
mounds of beans, squash, and peanuts. Yams and sweet potatoes had
leaves that could be eaten like spinach. Canna blossomed orange with
nutritious edible flowers and starchy roots that could be cooked. The
yautia cocoyam yielded flowering edible vegetables. Yampee roots
grew purple and black, and they could be baked or ground to make
bread. The heart of young allouia shoots could be cooked like arti-
chokes, while its leaves and sap were used for flavoring and medicines.
Water-chestnut-textured Lleren was packed with protein, crispy when
cooked, and could be ground into flour. Arrowroot starch provided
medical ingredients and martial poisons, and yielded a flour rich in
potassium, iron, and vitamins that could be blended with coco or cas-
sava or used to thicken soups and complement sweet potatoes.

British plantation owners often did not recognize Indigenous farms as
farms at all. To European eyes, they often resembled wild forest, subtly
dispersed and largely worked by women. This was in stark contrast
to British planting methods, which by the late 1700s had caused soil
erosion, deforestation, and changing cloud and rainfall patterns. Their
methods had also dried up several rivers, which caused the desiccated
land on the British-controlled edges of Saint Vincent to crack open, cre-
ating gullies so wide that they could not be crossed with a wagon.*

Yet misrecognizing Indigenous food systems was more than an inno-
cent error: There was an ominous implication to the inaccurate British
argument that Garifuna people were not farming. One earlier botani-
cal garden custodian on Saint Vincent had written that the Caribs
barely seemed to acknowledge Vattel’s Law of Nations, which held
that people “who having fertile countries, distain to cultivate the earth”
had “no reason to complain if another nations more laborious . ..
come to possess a part” of their land. In fact, the Law of Nations
argued, any such people “deserve to be exterminated as savage and
pernicious beasts.”*
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Plantation house on Saint Vincent, one century after Garifuna exile.

On the island prison of Balliceaux there was no water and few trees.
Before its soil was exhausted, the land there had been used as a cotton
plantation. The majority of the Garifuna prisoners had already died of
starvation and disease by the time the British ships finally arrived in
March 1797;% it is estimated that only 2,248 were still alive to be sent
into exile. E. Roy Cayetano has described this historical moment as “an
exercise in genocide.” Most of the survivors were boarded onto a fleet of
ships, hundreds more dying in their holds on the way to Central Amer-
ica.*” Colonial records at the time comment on the emaciated state of the
survivors by the time they reached Roatin off the coast of Honduras.
During this two-year period, some 77 percent of Garifuna people died.*®

It did not take long for Garifuna lands back on Saint Vincent to be
turned into British plantations. The first year that one expelled leader’s
former farmland was planted, it produced 78,400 pounds of sugarcane
and 1,977 gallons of molasses.*’

Some seventeen hundred miles away on Roatan, the British officer in
charge of overseeing what colonial administrators called the Garifuna
“transition” noted that the amount of food being supplied to them was
“very inadequate.” It was uncertain if crops would grow; Roatan’s soil
was not like Saint Vincent’s. It was described as an island “on which, it
was said, not even iguanas easily survived.”*! The British forces left Gari-
nagu there with packages of flour, biscuits, sugar, saltfish, salted beef, and
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rum. Survivors soon managed to reach the mainland Spanish port of
Trujillo in Honduras.

It did not take long before the British were criticized for their extreme
brutality on Balliceaux. The governor at the time defended himself by
claiming that Garifuna people had not actually been starved by the Brit-
ish administration, because they did not require as much food as other
humans: “Referring to ‘the Carib,” he wrote, ‘I am told it is incredible
how small a portion of food will serve him.””>? As historian Christopher
Taylor details: “The colony’s leading figures were later forced to deny
claims that they had not provided sufficient food for the captives.
Indeed, the authorities said that if anything they were guilty of provid-
ing too much for the Caribs to eat.”

Although other records emphasize that the Garifuna captives were
hungry, Dr. Anderson also became a key proponent of the “too much
food” theory, saying he had no “hesitation in ascribing the death of so
many of them to the overabundance of food during their stay.”’

Reading this, I thought back to the memorably upsetting headline
from The Economist, “Eating Themselves to Death,” published 212
years after Anderson’s account.

HUNGER AND DIABETES

The seemingly opposite attributions of a population either eating too
much or being malnourished, it turns out, have a long history of con-
fused linkage in debates about diabetes—also raising questions for colo-
nial histories. In 1955, a doctor tracking several hundred people with
diabetes in Jamaica noted that 13 percent of these patients seemed to
present with a strange form of diabetes characterized not by obesity but
by severe malnutrition, appearing to fall between classic type 1 and type
2. He proposed calling this atypical form of the disease “J-Type Diabe-
tes” (the J was for Jamaica).*

Later the same year, a Dr. Zuidema in Indonesia described poor
patients who had a strange form of diabetes characterized by emacia-
tion and pancreatic calcification,’® which he labeled “Z-Type Diabetes”
(after his own last name). Sizable burdens of malnutrition-related dia-
betes were subsequently reported in Nigeria*® and Uganda,’” followed
by a scattered cascade of malnutrition-related cases around the world:
in Bangladesh, Brazil, Cameroon, the Democratic Republic of the
Congo, Ethiopia, Fiji, Ghana, India, Indonesia, Kenya, Madagascar,
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Malawi, New Guinea, Pakistan, South Africa, Sri Lanka, Tanzania,
Thailand, Zaire, Zambia, and Zimbabwe.®

Yet as more and more reports of “tropical diabetes” trickled in, they
seemed to complicate rather than clarify a clinical picture of the diagno-
sis. After a publication from Ethiopia linked diabetes to the poorest
sectors of the population, it was hypothesized that the new form of
diabetes might be a variation of the glucose intolerance commonly seen
in starving kwashiorkor patients.’” Meanwhile, other reports investi-
gated the interplay of immunological factors (including polluting toxics
and parasites) found in certain ecologies.®® Pancreatic calcifications
linked to protein deficiency were frequently reported but not always
present as an infallible diagnostic.®!

Today, evidence for biological mechanisms underlying a form of
“atypical” diabetes remains debated.®? Clinical reports documenting het-
erogeneous and even contradictory indicators have trickled in from
around the world for more than fifty years, and the biological differences
they document have led to a bewildering array of proposed names for this
alternate form of diabetes, often overlapping but not quite synonymous:
J-type diabetes, Z-type diabetes, tropical diabetes, protein-deficient dia-
betes, pancreatic diabetes, African diabetes, ketosis-resistant diabetes of
the young, type 1b diabetes, types 3, 4, and 5 diabetes, and malnutrition-
related diabetes. One Nigerian team suggested using “tropical diabetes”
as an imperfect placeholder to refer to such cases until more is under-
stood, since “the syndrome known as tropical diabetes seems to be dis-
tinct from the two main types common in developed countries” despite
the unknown impact of malnutrition and wide “clinical and biochemical
variants.”®

Many medical experts now no longer believe that tropical diabetes
should be distinguished as a separate diagnosis. The World Health
Organization added malnutrition-related diabetes mellitus as a new cat-
egory of diabetes in 1985, but then deleted it again in 1999. Now only
type 1 and type 2 are recognized, with malnutrition-modulated diabetes
considered a poorly understood subtype operating between the two.%
Meanwhile, another atypical subtype proposed as African ketosis-prone
diabetes has recently been theorized, again blurring the presentation
signs of types 1 and 2 and thought to be characterized by an emergency
state of ketoacidosis at the time of diagnosis.®® But since the condition
of ketoacidosis represents the pinnacle of medical crisis for anyone with
diabetes—a potential complication that can lead to heart attack, kidney
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failure, coma, and death—this raises the disturbing question of whether
this characteristic of “African diabetes” is actually a unique syndrome
acting through specific immunological mechanisms at all. Its manifesta-
tion may instead be an example of the life-threatening end point of
treatment access so unequal along racialized lines that people with dia-
betes in many parts of the world experience complications severe
enough to make their symptoms appear as a clinically distinct disease.®®

That question haunts varied diabetes manifestations and racialized
social inequalities the world over, not just in countries that some call the
“Global South.” Another name by which ketoacidosis-prone type 2 dia-
betes became popularly known in medical literature in the 1990s was
“Flatbush diabetes”—so named by concerned New York City physi-
cians who noticed patterns of ketoacidosis crises afflicting patients from
the East Flatbush area of Brooklyn, a precinct known for New York’s
highest violence rates and lowest income levels.®” “Basically, these are
Type 2 diabetics who look like Type 1,” one of the physicians who iden-
tified this pattern explained in 1999.%® The label “Flatbush diabetes™ is
still used by some worldwide. (In Belize, the phenomenon was wide-
spread enough that I hadn’t even realized it was supposed to be named
as an extreme anomaly when people with type 2 go into ketoacidosis.)

Yet the underlying confusion—of not only bodily safety and nutri-
tional issues, but also treatment access inequalities—was built all along
into the fabric of historical attempts to define “tropical diabetes.” As
early as 1961, a follow-up study to the original 1955 identification in
Jamaica suggested that J-type diabetes was not a unique disease after
all, but rather a divergent clinical picture that resulted from the compli-
cations of very poor treatment of type 2 diabetes in a context of poverty
and bodily insecurity.®

While many unknowns remain, the long debate about tropical diabe-
tes might be read as a catalog of how “situated biologies””® shape dif-
ferent versions in which diabetes manifests (and is unevenly treated)
across uneven political economies and different “eco-social” contexts.
This implies a need to better understand the relationship between bod-
ily insecurities, malnutrition, historical trauma, deferred treatment, and
any form of diabetes.

WHAT IS THE “EPI” IN EPIGENETICS?

Epigenetic theories of uneven diabetes rates are gaining attention today;
to understand why, it helps to know about the explanatory paradigms
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that this science is proposing to debunk. Over half a century ago, genet-
icist James Neel proposed the notion of a “thrifty genotype””' that puts
certain ethnicities or racial groups inherently at risk for diabetes. This
concept came to popularize the idea that Indigenous societies that
engaged in hunting and gathering food systems (rather than permanent
agriculture) must have frequently experienced famine and evolved slow-
metabolizing “thrifty genes” via processes over millennia to cope with
the presumed material insufficiency of their lives before European con-
tact. It was hypothesized to explain the astronomically high rates of dia-
betes among many Indigenous groups, African descendants, and other
nonwhite people. This theory thus implied that people who descended
from those populations would carry this inheritable thrifty gene as a
natural consequence of their ancestors’ unenviable existence outside an
industrial system.

Neel’s theory caught fire; his 1962 article has been cited thousands of
times, and continues to be evoked by public figures such as Jared Dia-
mond.”? This “thrifty gene” theory was the version of unequal diabetes
risk attributions that I grew up hearing, for example, and for many years
never thought to question. It wasn’t until I read more closely that I
learned about social historians’ observations that during many ensuing
decades of DNA-combing research, no one has been able to actually
identify any such elusive gene that could explain the vastly unequal dis-
tributions of diabetes. As the widely popular theory gradually became
more closely scrutinized, anthropologists were key players in arguing
that the thrifty gene model relied on several problematic assumptions.
Most prominently, these researchers showed that the supposedly mas-
sive and ongoing precontact famines did not exist—in fact, if anything,
famines and food shortages actually grow more common as societies
move toward industrialized agriculture.”?

Pima tribal members living on the Gila River reservation, who have
diabetes rates among the highest in the world, became a constantly
invoked statistical case in these ongoing debates about the thrifty gene.
Scientists like Neel argued that this group’s unequal risk was because of
their ancestors’ legacy as a seminomadic foraging people. Yet others
have pointed out that this theory does not make much sense when one
considers that there are Pima peoples living on both sides of the border;
populations on the Mexico side were geographically buffered from U.S.
imperial policy in the early twentieth century and did not develop higher
than average diabetes during that era. Meanwhile, Pima on the U.S. side
of the border were relocated to a small barren strip of land, and shortly
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afterward the U.S. government diverted the river that fed it, causing
their remaining crops to die. Many would argue that “innate” diabetes
risk on the U.S. side of the border would be better investigated in rela-
tion to the subsequent violent events recorded in news headlines like
“Indians Starving to Death—Six Thousand Perishing on the Gila Reser-
vation in Arizona Because of Failure of Crops.””*

How do bodies cope with hunger? In 2011, a group of scientists pub-
lished on a “cure” for type 2 diabetes: starvation. Their study found that
the disease could actually be reversed—possibly even permanently—not
by a reasonable, healthy diet but by an extreme starvation diet of fewer
than six hundred calories a day. The pancreas’s insulin-producing beta
cells, which are typically understood to be in a state of irreversible failure
with diabetes, suddenly normalized themselves, leading the team to con-
clude that the “abnormalities underlying type 2 diabetes are reversible”
with a drastically insufficient nutritional intake.” This “cure” underpins
growing trends, though labeled as periods of fasting instead of starvation
to “prevent and reverse type 2 diabetes.””®

Evidence is also growing that maternal hunger and neonatal malnu-
trition play a fundamental role in the later development of diabetes.
Rather than arguing for linkage to some racial or ethnic gene, more
recent research suggests that nutritional stressors during any mother’s
pregnancy can potentially later contribute to her baby’s risk of insulin
resistance—a plasticity activated during fetal life or infancy to help a
child survive in the context of scarcity or hardship, which in adulthood
increases the risk of diabetes up to threefold.”” Various biological mech-
anisms have been hypothesized to explain such intrauterine or child-
hood nutritional risk factors for diabetes, an etiological puzzle that
spans both maternal and fetal undernutrition” and exposure to malnu-
trition during infancy and early childhood.”

On top of all this, a mother having any form of diabetes—including
gestational diabetes, which can emerge abruptly during pregnancy and
typically dissipates after the child is born—highly increases a baby’s
chance of erratic blood sugar during birth and of developing diabetes
later in life. This is especially true if blood sugar is irregularly controlled
during pregnancy, as is so often the case in contexts of difficulty or pov-
erty.®” Some public health frameworks estimate that up to 30 percent of
the burden of type 2 diabetes may emerge from gestational diabetes
alone, especially when mothers are lacking adequate treatment access
and nutritional support during pregnancy.®! The cellular alchemy that
produces these risks holds many unknowns. But collectively, these clues
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suggest a picture of diabetes as part of a complex developmental system
that interrelates maternal and childhood malnutrition with erratic
blood sugar levels and later insulin resistance and likelihood of diabe-
tes, with implications across generations.

Some milestone studies in this area of research include a famous
data-set analysis showing that the Dutch Hunger Winter left descend-
ants of starvation survivors particularly prone to metabolic disorders.*?
Similar findings were also reported from wide-ranging data sets, includ-
ing the descendants of Holocaust survivors.®> Meanwhile, laboratory
experiments have shown that pregnant mice exposed to starvation can
continue passing on the programming for metabolic conservation for
at least three (and possibly up to seven) generations after the initial
metabolic shock occurred. Obviously, that must mean something hugely
different—both biologically and socially—for human beings. But these
preliminary lab studies shed light on the possibilities of continuously
changeable mechanisms that many biologists previously thought to be
implausible.

Among countless potential pathways, scientists have pinpointed a few
notable mechanisms at work as part of reversible imprinting meant to
help the body survive in harsh environments. One of these is the epige-
netic process of methylation,** which—to make an incredibly long and
extremely intricate story short—plays a role in regulating RNA transcrip-
tion and protein expression. Instead of a mutation within the alleles, such
a process can influence the way the chromatin structure is controlled and
genes expressed, without actually changing the DNA’s underlying
sequence.® If diabetes appears more often in certain families or neighbor-
hoods, looking at the issue with an epigenetic lens focused on processes
like methylation would suggest that this is true not because of Neel’s
racialized geocontinental thrifty gene—but rather because historical and
ongoing atrocities and persistent inequalities may have material effects on
ever-changing human biology, even at a cellular level.

These theories of risk might also be read against histories of violence.
Historical anthropologist Jerome Handler conducted archaeological
excavations on one former Barbados sugar plantation. He was joined
by physical anthropologist Robert Corruccini, whose area of specialty
is dental specimens. By examining individuals’ teeth, they found pat-
terns of childhood “metabolic shock” and “nutritional trauma”®¢ that
resulted in a wildly disproportionate number of young deaths, traceable
in large part to “highly improper foods.”
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The particular sign they examined in these enslaved individuals’ teeth
is called hypoplasia, the “pitting, mottling, and bands and lines on teeth
where enamel deposition stopped suddenly during a tooth’s growth in
its crypt.”¥ It signals chronic malnutrition or epidemic disease. Hypo-
plasia can also appear in fainter bands such as “fever lines,” but the
archaeologists found that “extreme or severe hypoplasia was by far the
most common type” among slaves of Barbados, revealed by “deeply
indented horizontal depressions running completely around the tooth.
These growth arrest lines are generally considered indicative of extreme
dietary deficiency or starvation.”®® Although the authors note how
closely chronic malnutrition and disease “are interrelated,” they repeat
that the particular “periodicity” in these patterns of damage firmly sug-
gests “severe metabolic crisis during childhood.”® In this group of over
one hundred people, this signature of “metabolic shock” was recorded
in 98 percent of the population.”

The Dutch Hunger Winter studies that broke open this field of epige-
netic research described the trans-generational effects of an event that
took place in 1944—45. Yet any attempt to consider the implications of
this World War II study for another kind of trauma runs up against an
uneasy difference—what scholars point to with the reminder that settler
colonialism is “a structure, not an event.””! An account of the traumatic
factors potentially at play in a story about Garifuna dispossession, for
instance, would be distorted if it focused on the 1796 starvation episode
alone. That is one traumatic event within a structure that additionally
includes many other forces: impacts of lost land and foodways, the une-
qual strains of endurance in the face of ongoing violence, and ecological
injustices that are still being faced anew by each generation.

Perhaps the fact that a risk for diabetes could be mistaken as some-
how inherent to categories like “African” or “Native American” DNA
instead signals how chronically these same constructs of race have been
deployed in the “terror of history.””> This science suggests that meta-
bolic reprogramming for healthy metabolism occurs through the same
mechanisms of biological plasticity that made changes possible in the
first place—even within a single lifetime—once the body is alerted that
it is in a secure ecology over time. Epigenetic mechanisms “do not
involve changes to the DNA sequence,” so “unlike sequence changes,
they can be reset or undone.””?

If bodies at times continue to bear scars at the molecular level, a lack
of “reset” does not suggest a problem inside people, but rather signals
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larger structures still recreating harms in need of institutional redress. In
this light, uneven risk for diabetes might be iconic of Didier Fassin’s tru-
ism: “The epidemic thus invents nothing; it uncovers.”**

PREVENTION

When Arreini and I were both around the village, we had dinner together
almost every night. It was an unofficial arrangement, but it felt like I
learned more about food from meals shared with her than would have
been possible from a hundred “food recall” surveys—the traditional
tool of quantitative measurement for social scientists studying diabetes
(although the affective meanings of eating have little to do with paper-
work, and people are well known to lie or misremember on such forms).
Sometimes I would help Arreini a little with the cooking, shaping flour
tortillas with the empty rum bottle she used as a rolling pin while she
flipped them with a fork over the stove.

Other times she would send me to a Chinese grocery in the village for
certain store-bought items: tins of Guaymex sardines (my least favorite
meal, although it helped that they were served in ketchup and paired
with Belikin Stouts); wheat bread with spreadable Happy Cow cheese;
or pigtails, which T had expected to look curly and did not know enough
about to choose carefully from their bucket of brine. Arreini promptly
sent me “back to the Chinese,” this time escorted by an amused grand-
son to help me select ones with less marbled fat. Such sources of protein
were central in Belize’s colonial rations, although they represented a cut
of meat I had not previously realized was edible, preserved in such a
saline state that (in Arreini’s method of preparation, at least) they had
to be soaked in fresh water for a day before cooking. We ate the une-
venly textured meat with pinto beans and a tandasha mango, the last of
the season to ripen.

Once Arreini made a delicious shark serre, which was my favorite of
all her soups because I could enjoy the flavors of the legendary Garifuna
coconut milk soup base without worrying about choking on delicate
fish bones. Serre was best when eaten with labor-intensive hudut dump-
lings, and on a few occasions, I took turns inexpertly pounding the
green plantains in a large mata (hudut literally means “it is pounded”),
the grooved wooden bowl that she cleaned fastidiously afterward with
the rounded edge of a nail. More commonly though, Arreini prepared
simple whole fish, usually fried with all their fins on in Malher chicken
bouillon, doused in vinegar and a squeeze of lime, and served with
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cooked ripe plantain. “Head fish or tails?” she would ask if we were
sharing a larger fish; I preferred the tail, always uncertain what flecks of
meat were proper to consume inside a fish’s head.

Arreini had a midwife’s firm touch. When she kneaded extra flour
into the mix for creole buns with her bare hands, it looked like she was
giving the dough a massage. Years ago, she had transplanted a clump of
fevergrass from her farm to the beach near her house, and sometimes on
more relaxed nights, we would go just beyond the place where her laun-
dry was hanging to pick tufts of the plant from a patch of dark sand.
From this, she made a savory tea with the aroma of lemons, flavored
with the contents of the crusted pink Sweet’N Low packets her doctor
had recommended some years ago.

And always, there was the cassava bread. Most people in the village
ate it occasionally, but Arreini was one of the few people I knew who
was constantly able to keep a steady supply in a clear plastic bag in her
kitchen, even with changing economies that made it increasingly diffi-
cult to acquire on an everyday basis. The word Garifuna literally means
“cassava-eating people.””®

This mainstay food became oddly entangled in the history of diabetes
education. For decades, scientists mistakenly theorized that cassava
caused a risk for diabetes through the trace amounts of cyanide it con-
tains.”® Yet later science showed that this was untrue’’—in fact, certain
“clinical use of cassava bread is suggested for diabetic and obese
patients”®® because it is far healthier than white bread or white rice. Yet
even today, there is not clear consensus about cassava. Some Garinagu
are advised by doctors not to eat it for health reasons. Meanwhile, cas-
sava snacks have begun arriving in U.S. stores like Whole Foods, mar-
keted as nutritious paleo-friendly “real vegetable chips.”

Likewise, in the 1980s biomedical research called into question
another staple of Garifuna cooking, coconut oil. It was during an era
when scientists could tell that coconut oil contained saturated fat but
did not yet understand the more subtle points of chemistry this entailed.
(Because coconut oil is a medium-chain fatty acid, it is burned more
easily by the body, and may speed up metabolism.) Acting on the medi-
cal advice they were given by doctors, over time many Garinagu stopped
processing oil from the coconuts growing in their yards and started buy-
ing cheap gallons of vegetable oil instead, now shown to be less healthy.

This list of errors in the advice of nutritional scientists begins to dem-
onstrate the serious implications of assuming that “ethnic” foods are
the main locus of risk for a population’s high diabetes rates, a pattern
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all the more worrisome because people’s ordinary diets have often
already been harmed by the time mistakes in biomedical advice are rec-
ognized. But like diabetes education, eating itself has a moral force.
Throughout several decades of doctors advising otherwise, Arreini had
persistently continued eating her cassava bread, using coconut oil, and
making coconut milk dishes. Noncompliance can have its health bene-
fits too.

As early as 1802, Garifuna people first sailed to Belize in gradual waves
of refugees, looking for safety from encroaching violence in Honduras.
Arriving in Belize later in this cascading wave of refugees was Arreini’s
family, although she never spoke of herself in those terms. Arreini told
me of the violent events that brought her family from Honduras only in
cryptic pronouns and sharp sounds, a flash interlude in hours of conver-
sation: “They kill they. Bam, bam, bam! When we got here, I saw my
sister who died waiting on the dock. Clear. She looked like you.”

Her family began working a stretch of difficult land that no one else
wanted, where her father built a longhouse with his machete. But he
died shortly after, and it was her mother whom Arreini talked about
constantly. She had learned her healing and midwife techniques from
her, and when Arreini was coming of age, she even returned to Hondu-
ras with her mother to acquire further training in Garifuna medicine:
“It all comes from there.” But only once did she speak to me of her
mother’s death. Their village was poor enough at the time that no one
yet had a radio, she said. She looked away from the sea as we spoke, out
toward the dark road, and continued: One night, there was a blood-red
sunset. That was their warning that the hurricane was coming, although
people recognized it as a sign only afterward.

I had heard from many older people that it was a devastating storm,
ripping apart homes then made of thatch with walls of palmetto log and
cabbage bark while frantic parents tied their children to palm trees in
the dark (certain trees, pliable but rooted, are often the only thing left
standing as buildings topple). One man described to me his earliest
memory: his mother put him and his brothers on their upended kitchen
table atop the surge waters and pulled them to dry land—*“like Moses,”
he laughed, recalling how her whole body shook to keep her grip as she
pushed them against the water’s current. In Sagoun, the destruction was
so total that they moved the community before rebuilding, to a place
where Arreini’s family had already constructed a complex of houses.
Most other people had previously used the land there only for farming.
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Hurricane Hattie Belize, by Pen Cayetano.

But Arreini’s account focused not on the countless details of destruction
but on one fact alone: afterward, her mother was gone.

As Arreini paused, I thought of the Pen Cayetano oil painting I had
seen in the artist’s studio in Dangriga. The image depicted a roiling Hur-
ricane Hattie hitting the Stann Creek coast in 1961, the stormy green
waves of the Caribbean foaming with the souls of the dead. It had been
a Category 5 hurricane, the most powerful kind.

Her mother had already been missing for days by the time Arreini
started dreaming of her. When she woke up the next morning, she fol-
lowed the scenes envisioned in her dreams, taking seven men and telling
them where to dig in the rubble. They found her mother’s body quickly.
“She was facedown,” Arreini said. “There was money coming out of
her pockets.”

There is a deep human politics behind hurricane responses. Before
being exiled from Saint Vincent, Garifuna people’s ancestors knew how
to read coming tropical storms in the subtle signs of the sea life, trade
winds, and atmosphere. They were so famously adept at the prediction
of coming hurricanes that British and French populations who occupied
neighboring islands would bargain with them to be included in the loop
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of their knowledge. In the 1700s, one sea captain described the British
and French colonial custom at the start of hurricane season “to send in
about the Month of June, to the Native Caribees of Dominico and St.
Vincent, to know whether there would be any Hurricanes that year: and
about Ten or Twelve Days before the Hurricanes came, they did con-
stantly send them Word; and it very rarely seldom failed.”*’

After the British military exiled the inhabitants of Saint Vincent from
the living place integral to such science, the region’s storms became
much harder to predict with adequate notice. Even when colonial mete-
orological instruments eventually were able to identify coming hurri-
canes in advance, later English officials in Belize at times chose not to
spread the word—such as the notorious unnamed hurricane that hit in
1931. Colonial records show that the government of then British Hon-
duras received news about “the cyclone” a day and a half in advance,
but for some reason, the authorities made a decision not to tell the local
citizenry,'” who had been agitating for independence and were consid-
ered particularly unruly at the time. The hurricane was followed by a
ten-foot tidal wave that killed approximately 15 percent of the city’s
entire population and “destroy[ed] at least three quarters of the hous-
ing.”!% Many say Belize City has never recovered. According to Kriol
oral histories, it was Garifuna farmers from southern Belize (rather than
the colonial administration) who sent food aid to those in need in Belize
City in the aftermath of certain hurricanes.!??

Some three decades later, major towns had been at least partially
evacuated for Hurricane Hattie, but Sagoun apparently received no
notice of the coming storm through the national emergency system. Lis-
tening to the heavy quiet after she described finding her mother, T
thought that it was the most broodingly distant I had ever seen Arreini
and waited for her to speak first. She added that she had buried some-
thing under the cement house’s present location. Straining, I could not
understand what she said, but it seemed to have something to do with
both her mother’s protection and untimely death and the many times
she had told me emphatically: “Thing serious. This place is fixed.”
Often she would send me to the cement house to fetch something she
had forgotten (usually her Icy-Hot thermos) with a giant ring of keys
in hand, hung on bits of string and a sturdy diaper pin shaped like a
yellow duckling. Many of the keys were for doors that no longer existed.
While fiddling with the difficult lock, I found it unsettling to notice the
unusual amount of hair visible under the door’s blue paint, like living
veins.
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Arreini received phone calls constantly. It seemed like she was always
fishing around in her apron pockets for the cordless phone. One evening,
there was good news and bad news from Belize City: Guillerma had
fallen into a diabetic coma, but the hospital was able to bring her back;
she had finally gotten one of the limited twenty-one spots in the country
for dialysis, but the government could only “help with this one” of the
three sessions each week. She hoped for the standard therapy of three
sessions per week in order to have the best chance of staying alive, but
it would cost several hundred U.S. dollars for each of the remaining two
sessions, a total of around 450 U.S. dollars every week. “So she’s going
to stick with just one,” Arreini said of the single subsidized session, and
focused approvingly on the good care that Guillerma’s children were
taking of her. This was the main news of the phone call—not the fact
that Guillerma seemed on the precipice of death but that her children
were tending to her lovingly there: the girls were sending food every
meal, and Sheldon had purchased a used car to drive his mother to the
sessions each Tuesday.

“What’s that disease she have?” Arreini murmured to herself later.
“Dialys,” she answered herself, her careful truncation (of the equally
truncated sessions) turning it into not only a Garifuna word but also a
disease rather than its treatment. “She’s in Jesus’s hands now,” she said
and abruptly pulled a rosary from her enormous apron pockets. Arreini
said that her rosary prayers and improvised misas were most effective in
Spanish, her mother’s language of interface with the outside world—
one more way that Arreini spoke iz her history, if not always of it. That
night she first taught me the Prayer of Saint Lucas. “Aqui tenemos el
milagro,” she recited for Guillerma, and I never knew whether this
line—Here we have the miracle—was calling a miracle into being by
demanding its materialization or was recognizing the marvel of what
already was. “Santos, santos, santos,” she prayed, as if reworking the
hierarchical trinity into some friends nearby: saints, saints, saints.

Although the thatch kitchen (where the offering for her mother had
taken place) was padlocked, Arreini’s everyday cement block kitchen
actually had two locks—one printed with the rusting word GLOBE and
a second blue padlock sporting the Pepsi logo. Inside was a meticulous
jumble: calabash shells; handmade wooden cassava-grating boards with
teeth of jagged white pebbles; handwoven nets storing enamel bowls;
hammered tin cups hanging carefully from nails on the rafters, inter-
mixed with plastic mugs bearing different scars of heat; and a smatter-
ing of shelved groceries. There were empty jars and plastic bottles of
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every size, a box of cornflakes, a plastic orange strainer that she used for
grated coconut, a broom she used to sweep the beach (treating the sand
outside as a kitchen floor), a can of Diet Coke on the windowsill, a
cardboard box from AccuSure tcc syringes. These were apparently left
over from before she decided to stop the daily insulin therapy that made
her feel too sick to function, although she kept a single vial on reserve
in her refrigerator. The syringe box was now used as a container to store
fruit, avocados,'® and saved plastic bags.

Once, after a violent illness caused me to lose ten pounds in three
days, I nervously broke the news to Arreini that I was going to start
drinking only from my own water bottle. I was worried this might inter-
rupt our rhythms of commensality, but to my surprise she locked eyes
with me and nodded emphatically, as if I was finally beginning to prove
a worthy student. “Now you’re like me. I always carry my own water,”
she said, looking at me intently. “You have to take care.”

Her attentive protection of the kitchen each night before bed was also
part of her daily work of faking care. She would begin with the bench
under the front house where we most often sat to eat meals, tilting the
wooden furniture at a forty-five-degree angle and then resting against it a
perpendicular stick of bamboo. Likewise, in the kitchen, each and every
opening and surface had to be covered: bowls turned concave-side down,
every plastic bucket covered with a wooden board, all food and utensils
draped one by one with towels, a black mat (like the kind used to protect
automobile carpets) covering the stove top, a rinsed yogurt container to
cover the spout of her teakettle. After the door had been closed for the
night, she would put in place the Pepsi padlock, the last step in her careful
labor of maintaining security. “For protection,” she would explain. Once
I asked what she meant. “You don’t hear me? It is for protection,” she
repeated with an impatient glance in my direction. I understood her to
mean that the world’s many poisons could not be separated, and inges-
tion was one of the primary ways that something might reach you. On
one occasion I saw her rebuke one of Guillerma’s youngest granddaugh-
ters after seeing her carelessly discard leftover scraps and water left in her
glass on the beach by the porch steps. “Don’t you understand what I
teach you?” Because she spoke in English, I thought she was trying to
explain to me as well. “You risk death,” she said.

Many of the precise details of the events that killed the majority of
the world’s Garifuna people at the cusp of the nineteenth century have
faded from oral history. But there is one exceptional detail: the memory
of their food supplies being poisoned. Over time, many Garinagu have
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firmly maintained that the white flour they were given by the British
while captives was poisoned with white lime.'** (Barreled flour was the
main food that their population was supplied with during their “transi-
tion.”) While malnutrition and disease were both rampant on Bal-
liceaux, it is documented that for some reason “the Carib death rate
was 85 percent, compared to a reported rate of only 5 percent for the
British slaves and Negro troops, who also suffered from the diseases.”!%
An assistant surgeon in the British Navy observed this “malignant pes-
tilential disease” firsthand and, even factoring in the group’s severe mal-
nutrition at the time, reported that he was wholly unable to account for
the scale of these losses.!%

Was the poisoned white flour an idiom of mass violence, or a tool of
mass violence? Through her attentiveness to obscured forces and insist-
ent dead, Arreini kept bringing me back to the returns of an enigmatic
history. In addition to foods’ tastes and memories, for her eating also
evoked a cryptic need for protection and vigilance, a mindfulness of
danger and the daily work of taking care to establish one more “interval
of security”!” in a series of chronic stressors. Community and history
returned through food too, present in the everyday realities of nutrition
and medicine. According to Arreini, the security and insecurity of each
generation are interlocking. I thought of Guillerma, being kept alive on
a machine now, and wondered what to make of how white flour and
violence had reached her too.

BLOOD’S SUGAR

There is a sense in which patterns of death in Belize—sugar and
violence—represent gendered stories that remain deeply interconnected.
“Without geosocial exception,” Herbert Gayle wrote, dead bodies are
now becoming for people across Belize “part of their social reality and
everyday life.”'%® In a study conducted with the government, Gayle’s
team found startling levels of social violence among school-age chil-
dren. His research showed that 38.8 percent of Belizean youth had lost
a family member to shooting, and another 23.5 percent had lost a fam-
ily member to stabbing.'” Over 41 percent of children had witnessed a
shooting, while 13 percent of boys and 8 percent of girls had personally
been stabbed, and more than 2 5 percent of youths reported being beaten
by police.!® “This would be equivalent to living in a place where war
has been declared,”'"! Gayle writes of the psychic effects of these strains
in Belize.
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In researching the roles of chronic stressors in relation to diabetes,
scientists are earnestly trying to grapple with how felt emotions, losses,
and experiences become part of biology. Yet stress, like environment, is
another catchall that could mean so much and so little at the same time.
It might include levels of cortisol, but only as a partial measure.

Or at least, I think how the metrics of blood chemistry panels alone
would fail to capture the kinds of strains I observed and encountered
moving through Belize at times. A huge surge in weapons (mostly circu-
lating from the United States) has accompanied these shifts; today in
Belize City, you can rent a gun in certain shops by the day or hour.
Belize’s underfunded and overburdened legal and social infrastructures
contributed to the growth of these illicit economies. Against a backdrop
in Belize City where “the biggest single problem identified at 51 of the
59 schools is chronic hunger,”!*? “many gangs extort money to provide
children with lunch money on a daily basis.”'*® Gayle describes the
often-noted paradoxes when a collective known for illicit economies is
also a key provider of food and social services in contexts of state
neglect, becoming an important neighborhood institution through
structures of care as well as violence.'*

Violence and chronic stressors wear on institutions like hospitals just
as they do on other bodies. Gayle also reported on this problem in
Belize City, documenting that “gang violence can wipe out over a third
of all resources allocated to hospitals, thus retarding the very ability of
the state to provide basic health care.”'"” There was major unrest among
the Cuban physicians stationed throughout Belize after one volunteer
in their cohort, a twenty-eight-year-old woman, had her face slashed.
This incident prompted the head of Karl Heusner Memorial Hospital—
whose brother had been recently murdered by an escaped convict—to
write a passionate editorial titled “Violence and the Health of a Nation.”
He wrote: “Violent crime and accidents often leave the emergency cup-
board bare—and expensive medications, instead of going to the sick,
end up diverted to the victims of violence . . . [who] take priority over
your child who is sick, or you with abdominal pain, or your high blood
pressure or diabetes that is out-of control.”!1¢

In 2012, all outpatient services at the understaffed Karl Heusner
Memorial Hospital (the country’s main referral hospital in Belize City)
were canceled for several days due to the murder of its critical care unit
physician.''” After he was strangled to death at home, all the specialist
clinics at the hospital were suspended: “Somebody has to start some-
thing somewhere,” one physician told the local press as the hospital
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staff marched, holding posters about unsolved murders.!'® The previous
year, a U.S. doctor had also been murdered in Belize, thrown into his
van and doused with gasoline before the vehicle was set on fire. A news
story reported of the doctor and his wife: “He often provided free med-
ical care. . . . They were going to be treating diabetes.”!"’

In 2010, I went with some nurses to watch the Carnival parade from
Belize City’s Southside. A guy in his twenties about my age stood next to
our cooler, marked in mud and with one-dollar gold coins featuring
Queen Victoria resting in each ear. I was about to ask him if it was real
Jouvert mud (especially prepared for Carnival by one particular lady)
when I saw the revolver in his waistband and looked away. Suzanne
handed me her purse to hold for a few minutes, which I handled care-
lessly only to realize I was now carrying a gun too, a .3 57 beside her cell
phone and tissues. Ratios of guns to people in a given area would be a
more useful metric of stress than cortisol. I told Suzanne she should have
mentioned it when handing her purs