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With the global financial meltdown, the crisis of poverty has deepened in communities across
the United States. This essay reports results from a culture-centered project on fostering spaces
for listening to the voices of the poor in CrossRoads County, Indiana. It highlights the inter-
sections of health and poverty as they emerge from the narratives of mothers utilizing the
Supplemental Nutrition Program for Women, Infants, and Children (WIC). Depression, humil-
iation, and inaccessibility to health care and healthy living outline the struggles of women as
they negotiate their access to health. The articulations of agency are situated around competing
cultural narratives that, on the one hand, draw on the threads of individual responsibility which
resonate through mainstream discourses of poverty in the United States and, on the other hand,
interrogate the structural erasure of the basic capacities of health.

The economic crisis that hit the United States in 2008 and
spread globally caused large-scale unemployment, foreclo-
sures, and unprecedented levels of poverty (DeNavas-Walt,
Proctor, & Smith, 2011). In the first year of the recession,
around 46 million U.S. Americans were living below the
national poverty line (DeNavas-Walt et al., 2011). These
U.S. Americans reflected the largest number below the
poverty line recorded in the 52 years for which poverty
estimates have been published by the U.S. Census Bureau
(DeNavas-Walt et al., 2011). While poverty strikes men,
women, and children, and imprints their lives and well-
being, existing scholarship reports that women face greater
risks of poverty than men (Bradshaw, Finch, Kemp,
Mayhew, & William, 2003; Lister, 2004) and experience
longer poverty spells (Ruspini, 1998). According to Belle
and Doucet (2003), mothers living on a low income suffer
from depressive symptoms and struggle to access food.
In addition to poverty’s influence on the health of women,
children living in poverty suffer deeply from health issues
that affect their well-being and development. In a 2008
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seminal report “Overcoming Obstacles to Health: Stories,
Facts and Findings,” the Robert Wood Johnson Foundation
reported that a child raised in a low-income family is
likely to be exposed to more toxins, crime, and junk food,
has fewer positive role models, and suffers from higher
incidences of asthma, cognitive impairment, lead-paint
poisoning, and obesity.

This study examines the health consequences of poverty
as understood through the interpretive frameworks of women
who struggle to make ends meet. Drawing upon the culture-
centered approach (CCA) to communication for social
change (Dutta, 2008; Dutta-Bergman, 2004), it looks for
entry points to meaning-making for mothers living in poverty
amid the financial crisis. It thus asks, what are the specific
interpretive frames through which women living in poverty
come to experience poverty, reflect upon it, and negotiate it?

Despite the extensive literature on the intersections of
health and poverty, the narratives of people living in poverty
on an everyday basis are erased (see, e.g., Lawrence Mead’s
commentary in Beyond Entitlement [1986]), with experts
often talking about the poor, developing policies directed
at the poor, and implementing and evaluating interventions
targeted at the poor (Dutta, 2008, 2011; Dutta-Bergman,
2004; Hays, 2003; Ray, 1996). Far removed from the lived
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experiences of poverty, social scientists circulate a world-
view that places the onus of poverty on the poor (Mead,
1986; Murray, 1984). Mainstream health communication
models promote individual behavioral change through edu-
cation and health promotion, ignoring the structural con-
straints experienced by the poor (Dutta, 2012; Peterson et al.,
2002; Ray, 1996).

Intrinsic then to the material reproduction of poverty is
the communicative disenfranchisement of the poor in pop-
ular media, in academic discourse, and in policymaking
circles (Mead, 1986; Murray, 1984; Ray, 1996; Rector, 2007;
Tanner & Hughes, 2013). Consistent in this body of work
is the argument that welfare breeds a culture of immorality,
incompetence, and illegitimacy (Hays, 2003; Rector, 2007;
Tanner & Hughes, 2013), conceptualized as the “culture of
poverty” (Niskanen, 1996, p. 1). Welfare is seen as cul-
tivating a sense of entitlement that discourages the poor
from participating in the workforce, breeds illegitimacy, con-
tributes to crime, encourages dependence, and results in a
general lack of commitment to the family and the econ-
omy (Hays, 2003; Rector, 2007; Tanner & Hughes, 2013).
The voices of the poor are systematically erased from policy
and program interventions as the interventions operate on
the basis of a deficit model targeted at teaching the morals
of individual responsibility to the poor (Dutta, 2012). It is
against this backdrop of these erasures that we engage with
the CCA (Dutta, 2008; Dutta-Bergman, 2004) as a theoret-
ical and practical framework that seeks to coconstruct with
the poor what it means to live in poverty and at the margins
of health discourse, especially amid the financial crisis.

As a theoretical framework and a guiding principle for
methodological engagement based on a commitment to dia-
logue, the CCA shifts the focus of research from top-down
theorizing to grass-roots coconstruction of knowledge, rising
from conversations with marginalized cultural participants
(Dutta, 2008). These stories of health from contexts of
poverty constitute an alternative framework of understanding
through which individual, relational, and collective forms
of agency are expressed (Dutta, 2008). Agency takes center
stage, offering an interpretive framework for understanding
the lived experiences of individuals and communities at the
margins, articulated through the voices of community mem-
bers. This essay examines the structural inequities that the
poor experience while negotiating their health as a func-
tion of their socioeconomic status. By listening to the voices
of the poor as they construct the meanings of health and
well-being, we seek to open up a space for interrogating the
cultural constructions of poverty. Listening to the voices of
the poor inverts the dominant logics of passivity, immoral-
ity, and incompetence imposed on the poor by dominant
cultural constructions (Asen, 2002). The stories of agency
interrogate the portrayal of the “entitled poor” circulating
in knowledge claims on poverty (Dutta, 2008; Hays, 2003;
Mead, 1986; Murray, 1984). This essay contributes to ear-
lier research with the CCA on poverty in the global South

(Dutta-Bergman, 2004; Yehya & Dutta, 2010) by engaging
with narratives of poverty in the more affluent global North. !
Coconstructing narratives of poverty in the global North
draws attention to the transient as well as the chronic nature
of poverty in the North, situating poverty in relationship to
unemployment brought about by the financial crisis.

POVERTY, CULTURE, AND HEALTH

The cultural constructions of poverty are closely intertwined
with the policies and programs that are deployed to address
the poor.

Poverty and Health

The intersections of poverty and health have been con-
sistently documented in the literature (Bradshaw, 2006;
Hays, 2003; Narayan, 2000). According to Bradshaw (2006),
poverty in its most general sense is reflected in the lack
of necessities. Based on “shared values of human dignity,”
necessities include food, shelter, medical care, and safety
(p. 4). In the United Nations Global Participatory Report on
poverty (Narayan, 2000), poverty is described as a multidi-
mensional, dynamic, complex, institutionally embedded, and
gender- and location- specific phenomenon. Feelings of pow-
erlessness, voicelessness, dependency, shame, and humili-
ation are often attached to the experiences of being poor
(Mangum, Mangum, & Sum, 2003). One element reiterated
throughout various studies of poverty is the lack of access to
structural resources, understood as structural violence con-
stituted by the exploitative organization of economic and
political systems (Dutta, 2008).

Poverty also takes a political dimension, embedded within
mainstream policies that render legitimate the lack of access
to basic resources among the poor (Hays, 2003; Lister,
2004). In addition to the localized context within which
poverty comes to be understood, the lack of access to basic
resources continues to be a structural marker of poverty
(Dutta, 2008; Hays, 2003; Lister, 2004). The interpretation
of poverty forms the basis of the policies and programs on
poverty, articulated in elite social, policy, and academic dis-
courses on poverty (Asen, 2002), depicting the intertwined
relationship between the dominant structures and the politi-
cal discourse surrounding poverty (Hays, 2003; Dutta, 2008;
Lister, 2004).

I'The North refers to the centers of wealth, modernity, and economic
growth in the material flows of global power, referring to democratic capital-
ist economies that are classified in the development framework as developed
countries. In contrast, the South refers to the underdeveloped and developing
countries within the development framework. The North—South divide also
reiterates a differential in the distribution of power and material resources
in the global economy.
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The social construction of poverty in the United States
is connected to the cultural roots of the American Dream.
The American Dream constructs poverty as a failure of
the individual in utilizing the opportunities presented to
him/her (Lister, 2004). The locus of responsibility is placed
on the poor themselves, who are frequently depicted as
immoral, lazy, dependent, and not doing enough to get out of
their condition (Asen, 2002; Hays, 2003; Kingfisher, 1998;
Rector, 2007; Tanner & Hughes, 2013). This stigmatization
of poverty is accentuated when depicting women on welfare
(Hays, 2003). Welfare recipients are framed in mainstream
narratives on poverty as dysfunctional subjects who need
to earn back their citizenship through work (Mead, 1986).
“Welfare mothers” are contrasted with “taxpaying citizens,”
demarcating between ethical, contributing citizens and those
of degraded social position within the U.S. society (Rogers-
Dillon, 1995, p. 442). Policies instituted by welfare reform
have thus been aimed at “fixing” women on welfare (Hays,
2003).

The Culture-Centered Approach

Drawing upon Subaltern Studies theory that interrogates the
erasure of the raced, classed, gendered subject from domi-
nant discursive spaces (Guha, 1997; Guha & Spivak, 1988),
the CCA notes the relevance of grass-roots solidarity-driven
participation in the politics of representation and recognition
as a strategy for inverting the marginalization written into
dominant structures (Dutta, 2008; Dutta-Bergman, 2004).
Theorized in the context of marginalization, CCA interro-
gates the pockets of power in knowledge production that sys-
tematically erase the subaltern perspective from policy and
program discourses that are targeted at the margins (for more
depth on the CCA, see Dutta, 2008). Making specific note of
the discursive moves through which voices of the poor are
erased (Dutta, 2008), the CCA then turns methodologically
to a reflexive process of deconstructing privilege through
which spaces of representation are coconstructed in partner-
ship with the poor. CCA seeks to listen to subaltern partic-
ipants through dialogue (Dutta, 2008, 2011; Freire, 1970,
1973), thus centering the agency of the subaltern classes as
participants in discursive spaces. Committed to the possibil-
ities of “constant transformation of reality” (Freire, 1973,
p- 46), the dialogues with the margins foreground the struc-
tures that both constrain as well as enable the enactment of
agency, and thus challenge the dominant ontological frames.

Structures represent “those large scale forces” that limit
people’s access to basic needs and basic human rights, refer-
ring to social organization and politics that produce inequali-
ties and foster marginalization (Dutta, 2008, p. 6). Grounded
in the unequal distribution of resources and access to power,
structures capture the material realities that both constrain
and enable cultural members to act and construct meanings
of their life. As such, structures provide opportunities for
the enactment of agency, as well as presenting confining

elements that limit the possibilities for the enactment of
agency (Novak & Harter, 2008). It is through the expression
of subaltern agency in conversations that subaltern voices
disrupt the dominant logics of the structures, depicting the
ways in which marginalizing tropes of culture are circulated
in the mainstream and simultaneously creating possibilities
of structural transformation through culturally rooted politics
of participation (Dutta, 2008). The coexistence of structure
and agency plays out within cultural formations and dictates
the ways in which people come to negotiate their local-
ized understandings of the distribution of resources, localize
meanings of health, and coconstruct possibilities for action.
Culture emerges in the CCA, therefore, as a site of
change. Mainstream models of policy respond to cultural
diversity through the framing of messages and customized
campaigns that seek to be culturally sensitive (Dutta, 2008).
This static conceptualization of culture relies on the premise
of knowledgeable experts who prescribe targeted solutions
for marginalized communities. In contrast to these main-
stream formulations of policymaking and program devel-
opment, the CCA approaches culture in terms of the “con-
textually situated life experiences of its members” (Dutta,
2008, p. 256). The manifestations of the daily lives of cul-
tural members gain meaning within the contexts in which
they are constituted and negotiated, and are shared through
stories (Dutta, 2008). Consequently, culture is articulated in
the realm of its locality and as a coconstruction of mean-
ings of the lives of community members (Yehya & Dutta,
2010). Culture is embodied in the participation of mem-
bers in creating a dynamic web of shared meanings, values,
and practices. Culture is thus transformative in nature and is
actively constructed as an evolving communicative process
influenced by the structural situation and the participatory
engagement of community members. Engaging in dialogues
with communities at the margins fosters locally grounded
frameworks for understanding the experiences with struc-
tures and the ways in which these structures are both resisted
and negotiated. As noted earlier, because marginalization
is constituted structurally and communicatively, this study
negotiates poverty as a structure that frames the health of
the poor and is interpreted through their narratives. The sys-
tematic disenfranchisement of the poor is resisted through
alternative rationalities of health that render impure the
conceptual maps of the mainstream (Dutta, 2008).

Women, Infants, and Children Program (WIC)

The Supplemental Nutrition Program for Women, Infants,
and Children (WIC) is a program established specifically
to aid women and children who live in poverty to lead a
healthy and nutritious life. WIC, administered by the Food
and Nutrition Service (FNS) of the U.S. Department of
Agriculture (USDA), was established in 1972 in response to
the alarming threats posed by nutritional deficiencies among
low-income women and children (Besharov & Germanis,
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2001). Nutritional deficiency was found to endanger the
health of the poor and was identified as a leading cause of
higher medical costs (Besharov & Germanis, 2001). In 2009,
WIC, one of the three largest federal food support pro-
grams in the United States, benefitted more than 9.3 million
nutritionally at-risk women and children through more than
90 state agencies and 9000 clinic sites (Food Nutrition
Service, 2009). WIC provides supplemental nutritious food,
basic nutrition education, health screening and referrals, and
other social services to low-income pregnant women, post-
partum women, infants, and children less than 5 years of
age (USDA, 2006; WIC, 2008). In this essay, we focus on
the interpretations of health among WIC clients who live in
poverty in the context of the financial crisis.

METHOD

Culture-centered scholarship foregrounds the engagement
of the researcher in an open dialogue that provides points
of entry for the cultural participants to communicate their
constructed meanings from within their marginalized spaces
(Dutta, 2008). This process of dialogue is dialectical, con-
structed with multiple possibilities of articulations and inter-
pretations, often going back and forth amid complex and
dynamic structural contexts and cultural narratives (for
descriptions of culture, structure, and agency, see Dutta,
2008). Locally grounded articulations take form and mean-
ing within a cultural context where structures are actively
negotiated, maintained, perpetuated, and challenged by the
agentic expressions of cultural members. This study focused
on two WIC clinics in CrossRoads County (name changed
to preserve confidentiality of participants), Indiana. Both
clinics cater to a diverse WIC clientele, including single
mothers, chronically poor clients, transiently poor highly
educated clients, newly inducted to poverty clients, and
college dropouts.

Data Collection

This study commenced in February 2008 as an exploratory
project to understand the challenges and opportunities WIC
clients face living in poverty and concluded in July 2010.
Nadine Yehya started by (i) conducting archival review
of studies done on WIC, poverty, and/or health commu-
nication; (ii) engaging in extended observation of WIC
certification sessions (CERT) and WIC clients—staff mem-
bers interactions; (iii) interviewing WIC participants and
staff; and (iv) finally drawing from personal experience with
WIC as a previous WIC client (maintained through reflexive
journal notes). Mohan Dutta worked through the develop-
ment of both the theoretical framework and the method, as
well as serving as a sounding board for the analytic frames
that emerged through the analysis. We received institutional
review board (IRB) approval from our home institution as
we embarked on the project. We utilized the ethnographic

method of data collection as an overarching framework for
the project. Nadine sat on CERT sessions that were intended
to collect information from and provide nutritional advice to
the clients. In addition, we spent 6 weeks of interviewing in
the WIC clinics.

Acknowledging the WIC eligibility criteria, this study
included expecting, breastfeeding, and postpartum non-
breastfeeding mothers and parents of children younger than
5 years living under the poverty line. These participants
included 28 women (19 White, 1 Middle Eastern, and
8 Hispanic) and 4 men (excluded from this analysis) who
are WIC clients or parents of children on WIC. The sam-
pling technique was opportunistic, relying on the clients that
showed up at the clinics on the day we were present at the
sites. Interviews were conducted in a private room in WIC
clinics as WIC clients were waiting to be seen by the WIC
staff. In addition to WIC clients, we interviewed seven WIC
staff members who work at these clinics. WIC staff pro-
vided this study with the necessary understanding of WIC
operations and client base variations, along with guidance
regarding the perceived challenges to the community partici-
pants. Interviews were continued until no new meanings and
concepts emerged from our conversations, thus reaching a
point of saturation. The sample size was determined on the
basis of the richness and redundancy of themes that emerged
from the data collection process, with analysis taking place
side-by-side with the data-gathering process.

After securing the consent of the participants, the inter-
views were audiotaped, leading to a total of around 13 hours
of recorded time. Whereas Nadine did most of the transcrip-
tions verbatim, Mohan randomly checked the transcriptions.
The transcriptions resulted in 232 single-spaced transcribed
pages of interviews with clients and staff. All the narratives
and quotes were kept intact except for some cases when we
changed the names of places or people to conceal the identity
of the participants and to protect their confidentiality.

The dialogic interaction between the researchers and the
participants plays out in the possibilities of subaltern artic-
ulation that emerge into the discourse and the subsequent
pathways of action that are taken. Additionally, our dia-
logues with each other served as entry points to interrogating
our own privileges as we made sense of the conversations
with individuals and families experiencing poverty. The dia-
logic conversations with the women emerge as entry points
for the larger CCA project, shaping interview questions
being asked to program staff as well as defining the ambit
of problems to work on. This project is part of a larger
CCA project driven toward developing a communicative
space grounded in partnerships of the poor in Indiana (Dutta,
2012).

Data Analysis

For the data analysis, we used the constructivist grounded
theory (Charmaz, 2002; Strauss & Corbin, 1998) to gener-
ate the themes. This method entails a “systematic approach
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to social justice inquiry that fosters integrating subjec-
tive experiences with social conditions in our analysis”
(Charmaz, 2002, p. 510). This approach falls in line with
the participatory methods of the CCA where the researcher
shares in the process of cocreation of meanings. According
to Charmaz and Mitchell (2007), grounded theory techniques
can sharpen the analytic edge and the theoretical sophistica-
tion of the ethnographic research. We went back and forth
with the analytic frames, making sense of the frames, shar-
ing our agreements and disagreements, and resolving them
through continued conversations.

We began with open coding and an inductive systematic
process of identifying, classifying, and sorting of the data
and themes. One of us performed note-taking simultaneously
with the first reading of the data, leading to a preliminary set
of broad themes and codes. During the open coding stage, we
engaged in unrestricted coding of the data, going line by line
through the transcripts and journal entries. This process was
necessary to develop these codes into themes. We conducted
constant comparison of data during the readings to highlight
commonalities and divergences. After the open coding, we
reviewed the data to identify and group the preliminary codes
into categories and subcategories. This step of axial coding
entailed relating and integrating the words and concepts in
meaningful clusters, allowing for the assembly of the data
into organized categories. When categories became redun-
dant, we used selective coding to refine the categories and
collapse them into themes. This essay will focuses on two
main themes that emerged through the narratives, namely,
job, poverty, and depression and inaccessibility to health
care and healthy life.

NARRATIVES OF POVERTY AMONG WOMEN

The narratives of poverty that emerge through the inter-
views depict the interpenetrating relationships among cul-
ture, structure, and agency.

Job, Poverty, and Depression

The stories shared by the participants utilizing WIC services
often focused on the life-changing events and financial hard-
ships that placed them in the situation of having to seek out
WIC resources. Most of the participants were either working,
had lost a job, or had a family member who had lost a job
during the time of the interviews. For a number of the partic-
ipants, the struggles with poverty were brought about by the
downturn in the economy. Sarah, a White mother of three
children, shared, “When my husband lost his job that was
it. We lost everything. It took three months. Three months
that’s all to be on the streets. I never thought this would hap-
pen. Never. It’s so depressing and we don’t even know when
things will be back to normal.”

Women utilizing WIC resources shared stories of hard
work at jobs and yet being unable to make a living. The
mothers who participated in the interviews were often them-
selves working many shifts in order to get by. Changing
economic situations for families brought about by the cri-
sis further exacerbated their situations. Take for instance the
story of Sharon, a 36-year old White woman, who worked
more than 10 years as a server at a fast-food place. She and
her husband, who works as a cook, have three children, two
of whom are on WIC. Their family is struggling because of
the reduced overtime hours her husband can work and the
pressure on her to work more shifts to make ends meet:

But they have cut his hours a little bit "cause a lot of places
aren’t allowing overtime. So then for a while we were count-
ing on him to get you know, eight, ten hours overtime a week
and now theyre cutting everybody out before they get to that
point. You know instead of before I could work like four
shifts a week, now I’'m like five shifts, and you know if I
have to miss for something I try to make up with a double
shift somewhere just because you know you can’t.

Through Sharon’s story, the intersections of work, welfare,
and health emerge. She shared:

With Luke [her son] my due date, I took a week off before 1
was due. I learned from that because I didn’t go till a week
after I was due. So I'm sitting there for 2 weeks being like
I’'m losing money, you know, ’cause it’s not like they have
paid me, you know. We get a little bit of vacation, but it’s not
you know anything, by no means what I would make nor-
mally with tips and such. I learned from that ’cause I had
two weeks of wasted time where if I would have just waited
till I was almost there you know; so with Oscar I scheduled
6 weeks to take off. But I ended up going back at about
5 weeks; they were able to let me come back in 5 weeks
and that worked good too ’cause with the new formula feed
there wasn’t a big trying to you know nurse at work or pump
at work and do all that.

Sharon could not afford to miss workdays even if that meant
she had to work until it was her time to deliver her baby. She
laments missing 2 weeks of work (money) when she was
expecting to deliver her baby. Because of her need to work,
Sharon found refuge with the formula milk to feed her baby
although she knew breastfeeding was better for her and her
son. She needed to go back to work and pumping milk was
not an option.

Nancy, a WIC staff member, noted that WIC mothers
often got back to work 2 weeks after the delivery of the child.
She said:

‘We have moms coming in who weren’t going back to work at
six weeks but at two weeks after delivery. And I’'m just like,
after I had my son it was six weeks out, and I was like there is
no way I am going back to work without being an emotional
wreck at this point. I really couldn’t see myself going back
to work without being a real mess. And I was like how do
our moms do this, how do they go back to work?
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Nancy'’s interpretation of Sharon’s experience and the expe-
riences of other mothers at WIC articulates the intersections
of class and privilege in the interactions at WIC, shaping
Nancy’s understanding of Sharon as a “resilient mother.”
WIC mothers report back to work before their 6-week mater-
nity leave is over because most of them have no choice.
Despite the immense physical and emotional toll from their
delivery and from taking care of a new baby, these women
are structurally forced to find resources to feed their fami-
lies and to keep a roof over their heads. Nancy spoke with
admiration yet from a privileged position that allowed her to
construct the ability of these women to show up to work as an
indicator of some supernatural power. In fact, these mothers,
struggling with poverty, are structurally constrained to return
to work before they are emotionally and physically ready to
endure tough working conditions and separation from their
young ones. Although Nancy herself was a WIC client at
one stage before joining WIC as a nutrition consultant, her
constructions of participation in work as choice depict the
complex layers of meaning that are constituted amid cultural
narratives of poverty. In the reflexive journal, Nadine wrote:

I remember when I was nine months pregnant. I was feel-
ing heavy and tired all the time. I can’t imagine how Sharon
could keep her stamina and herself on her feet. I remember a
friend who works at **** telling me how some women stayed
in their jobs full time doing dirty hard work till their water
broke or till they were ready to deliver. This power to go on
never fails to amaze me. I cannot comprehend the inconsis-
tencies of meaning; most of the women are on welfare, and
popular portrayals associate women seeking welfare with
laziness and lack of motivation, oblivious to the reality of
hard work done by the women. The women have mouths
to feed. They have something bigger even than themselves.
They deserve not only the respect but also the protection to
live a decent life. Low paid mothers cannot afford to miss
work even to get ready for a child or to take care of him or
her. Kids grow up cared for by other people or older siblings,
which in turn affect the family dynamics a lot.

Low-income women workers feel dispensable and thus
are easily replaced due to the high competition for unskilled
jobs. This lack of job security creates vulnerabilities and thus
puts pressure on the women to work hard to preserve their
place. The U.S. economy is built on the working principle
where people from lower classes are viewed as disposable
labor, a vestigial input into a production system. Most low-
paid jobs do not offer maternity leave or any kind of family
benefits. Ultimately, it puts women in an awkward situation
of choosing between living on welfare but caring for their
own children or working long hours and leaving their chil-
dren to grow on their own. Anna, a White mother of two,
shares, “I have to work to make a living. So how can I care
for my children?”

Participants share their emotions in the context of the eco-
nomic hardships in their lives and in relationship to their
understanding of the economic crisis in the United States.

In another conversation, Nora, a 29-year-old White woman,
shares:

Some times are very overwhelming. You think what’s going
to happen. I hate watching the news. It really depresses me
to see the economy crash. There is no hope for things getting
better . . . so depressing because you're like I don’t want to
listen, I don’t want to listen but yet you want to listen because
you kind of want to know what’s coming up or what’s going
on. Butit’s that double edge sword thing that you’re just kind
of like oh gosh, you know, it’s just me, less people are going
to be coming out, or you know what’s going to happen and
get depressed.

Similarly, Jeanine, a White mother of four children, refers to
the difficulty she has had in finding a job: “I’m having a hard
time finding a job. It is hard for most people now to find jobs
with everything happening.”

The recession affected struggling mothers of all racial
and ethnic backgrounds but the Hispanic WIC participants
believed that they suffered the most, pointing toward the
intersections of race, ethnicity, class, and gender (Collins,
2000; Hooks, 1990). Letitia, a 27-year-old Hispanic partici-
pant, shared:

I think we struggle more just not knowing English, just sim-
ply getting a job say at McDonald’s, they expect you to know
English, so some of us don’t know, we don’t have the oppor-
tunity to go to school and learn English, we come here to
work, that’s what we come here for, to work so we can sup-
port our family, and some of us don’t have a chance to go to
school, we don’t have the time, or we don’t have the money
so it, I think it is hard. It is hard for a Hispanic person to get
a job anywhere you know. Maybe if you want to get a job,
maybe they will ask you, do you have your GED? And if you
don’t have your GED, you don’t. If you didn’t go to school,
you can’t get a job.

The struggles with finding a job are particularly salient for
Hispanic women in CrossRoads County. The women refer
to discrimination they experience on the job that further
limits their opportunities for securing economic resources.
Beatrice, a 22-year old Hispanic mother, shares, “There are
no jobs for Hispanic women. Here language is the thing. The
economy is so bad, why hire a Hispanic woman.” Another
Hispanic participant, Victoria, shares that she was one of
the first ones to be let go from her job after having worked
for 9 years. She is now collecting unemployment checks.
She shares, “Everything is expensive and you can’t really
afford much, the unemployment benefits are not enough, you
know they cut your insurance and right now I don’t have
insurance.”

On top of their struggle to find and maintain a job during
the recession, mothers living in poverty face psychologi-
cal and mental challenges connected to their lack of access
to resources. For example, maternal depression is more
common in families living in poverty and reporting food
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insecurities (Casey et al., 2004). The articulation of the psy-
chological impact of poverty goes hand-in-hand with the
everyday struggles of making a living, the struggles to find
a job, and the ongoing struggles to secure resources to pro-
vide for family. Esperanza, a 27-year-old Hispanic woman,
broke into tears very early in the interview, sharing her strug-
gles with finding enough money to support her family. She
started by referring to her body as obese and how she keeps
putting on weight because she is always sad and worried.
Esperanza shared that eating is her stress relief to fill her
strong sense of insecurity and that her depression ‘“eats”
her up.

Esperanza started working at a very young age. She is the
eldest of six children of an immigrant couple who worked
hard to provide for their family. When she was in the 11th
grade, Esperanza was forced to work to support herself
because her parents could not afford to support their kids.
She worked three and sometimes four jobs and she thought
“it was fine” as she was self-sufficient. However, with no citi-
zenship or legal status, and with the fact that she had a child,
it was difficult to find a job again. She found herself in an
abusive relationship with a man who fathered two children
but took no responsibility of caring for them. Esperanza was
a single mother with three children; one of them suffered
from developmental issues and demanded a lot of medical
attention. She said:

So to be in this situation at this point in my life, 27 years
almost, it is depressing because you accomplish so much in
young age and succeed and make ends meet. To be at an age
where you should be accomplished already, you’re supposed
to have things to show for, and not to have them is very very
depressing. Therefore, I eat my depression. I kind of feel it
is eating inside me. I don’t know. It is terrible.

Poverty dug deep into Esperanza’s psyche and left her feel-
ing vulnerable with low self-confidence. She is looking for
ways to get herself together so she can fight for herself and
her children. She is living with her sister who is a married
mother of two children. Esperanza cleans and cooks for her
sister and pays her $100 per month as rent. Esperanza also
cooks for her brother’s construction workers. The support of
her family emerges as a key resource in coping with poverty,
yet she resents her need to rely on help from her brother and
sister. She says:

You don’t want to be a burden to them. You never want
nobody to feel bad for you. Right now we are at the point
where we are trying to see how we can get back to our feet.
How can I get back to the point that I can provide for myself,
I can provide for my children and therefore I feel better about
myself and not so much dependent and vulnerable because
so many people are helping me.

Esperanza, like the other women in our project struggling
with poverty, constructs her identity through her ability to
shape her life and to provide for her children. She is con-
strained by multiple structures that limit her options to

change her circumstances. Even as she shares her Hispanic
cultural roots of familial support and caregiving, she strug-
gles with an individualistic emphasis on responsibility. This
understanding of individual responsibility translates into a
sense of lack of accomplishment in a society where individ-
ualism and advancement are celebrated. She narrates that the
sense of dependency results in feelings of worthlessness and
despair. Esperanza shares that her depression adds another
level of constraint to her structural poverty and impairs her
ability to perform normal social roles. She notes that she
is battling her insecurities and sinking into deeper social
isolation.

Another narrative on how poverty imprints the psycholog-
ical wellbeing of poor women was shared by Teresa. Here is
what Nadine jotted down in her journal notes:

Teresa [White mother of three children] is one of the new
clients at WIC. She was sitting in the waiting area with a
young boy playing with a small toy. She was silent and by
herself when I approached to interview her. Between tears
and sighs, she managed to tell me how her family is strug-
gling with poverty that hit them hard out of a sudden. Teresa
has never been in poverty before her husband was laid off
in Chicago. She quit her job a few years back so she can
take care of her family of three kids. With the recession
unfolding mid-2008, Teresa’s husband lost his job and the
family was without income. They had to move from Chicago
to CrossRoads County to live with her in-laws and to find
comfort among a supporting family. Nevertheless, the toll of
poverty was too heavy on Teresa.

Teresa suffered from physical and psychological issues she
described in the following account:

It [poverty] led to some really serious depression on my
part—an anxiety disorder actually. I worry so much about
everything; providing for my children, keeping a roof over
their heads, and also the humiliation of not having any
money. When there’s a problem with our car we can’t fix it
or you know we can’t take our children out to go do things,
or if they want to go to a friend’s birthday party, they can’t
go because we can’t afford to buy a present. So it created a
lot of depression and anxiety in me.

The humiliation that Teresa referred to has been docu-
mented in earlier studies on poverty (Lister, 2004). The lack
of resources deprived Teresa and her family of participat-
ing in normative acts that families usually engage in. The
embarrassment of not being able to afford a gift for a birth-
day party, so her son would feel normal like other children,
accentuated her anxiety and left her feeling helpless. With
this helplessness, mothers like Teresa are conquered by the
burden of failure and inadequacy. Teresa’s depression gen-
erated more than a sense of anxiety and social seclusion, to
include physical symptoms that started showing on her body.
She said:

I started actually breaking out in hives all over my body from
the stress, so I’ ve been put on antidepressants and antianxiety
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medications and then also antihistamines to try to fight the
hives, but because I don’t have insurance, they can only use
medications that come in generic form and they’re not strong
enough to help with my hives. And on days when I had a
really bad day, I get really bad hives, that causes my anxiety
even worse because I have these red marks on my body and
on my face or whatever. So I'm fighting that as well and
hoping to be able to find a job that offers health insurance
so that I can get on stronger medications to get rid of these
hives because they are not going away on their own.

Teresa’s account of her outbreaks reflects the mark that
poverty leaves on her body. Moreover, her struggles with
poverty constrain her ability to seek out health care and treat-
ment to heal the bodily response. She believes she could do
better on stronger medications that she cannot afford. She
has become conscious of her hives and feels that people are
observing her due to the red marks on her body. These marks
declare her poverty in ways she cannot hide. The visibility of
her hives further increases her anxiety and feelings of depres-
sion. Teresa’s story and its depressive consequences tell a
lot about the physical and psychological effects of poverty
as experienced in the everyday struggles of poor women.
These effects have touched the children and affected their
psychosocial wellbeing. Teresa said:

Brandon my youngest I think reacted to it [poverty]. I think
he sucks my anxiety and my fear, and it changed his behav-
ior. He became very very emotional, very clingy, um very
kind of fearful. Actually like he was feeling insecure whereas
he has always been a very outgoing very confident little
boy. I started to notice he became more introverted not as
outgoing as he used to be, and that is something that I'm
trying to fight through and I'm trying to give him [Head]
Start Program to make sure that his needs are being met and
because I don’t want this to have long term effects.

In 2010, more than 6 million children in the United States
lived in poverty (DeNavas-Walt et al., 2011). According to
Magnum, Magnum, and Sum (2003), children who spend
large periods of their childhood in poverty experience a mul-
titude of adverse consequences that negatively impact their
health outcomes.

Accessibility to Health Care and Healthy Living

In our coconstructions with the women utilizing WIC
resources, poverty is evident in the lack of access to
affordable health care and to the means of healthy living.
Participants shared how access to health care is deeply inter-
twined with having a job. Amanda, a 19-year-old White
woman expecting her first baby, shares, “I don’t even know
where to begin if I have a health problem. I can’t pay
from the pocket.” The participants’ stories shift the locus of
responsibility of health from individual choice to the con-
text of economic resources and structural barriers. Letitia
shares, “Why do we have to struggle so hard to pay for health

care? That should be a given.” This repositioning of narra-
tives offered by participants resists the conventional health
agendas in mainstream discourse that attribute health failures
to personal individualistic behavioral misjudgments. One of
the biggest challenges for women living in poverty is the
lack of access to health insurance and health care. Consider
the story of Alice, who is an uninsured white mother with
two kids. Recently, Alice had to go to the emergency room,
and this is what she shared about her experience with health
inaccessibility:

I don’t have any insurance at all, like we have no insurance
because he [her husband] was temporary at *** then he got
laid off, so he has no job, he doesn’t have insurance and nei-
ther do I. I went to the emergency room. It was just from
stretching pains like four months ago. And they billed me
and yesterday I got a bill in the mail. If I don’t pay $500 in
10 days it’ll go to the collections.

Alice would think twice next time she needs medical atten-
tion because she knows she would not be able to pay the bill.
Similarly, noting the sudden change in the economic sce-
nario of her family, Kaye (White mother of three children)
shares:

I am just worried that my kids are not gonna have especially
the nutrition with not being able to get the fresh fruits and
vegetables, I know that the frozen and the canned are still
good but they are not as good as the fresh fruits and vegeta-
bles and I don’t want my children being obese because the
cheaper stuff is not as good for you and I don’t want that to
be deficient in any vitamins or minerals.

Fay, a mother from the Middle East, moved with her hus-
band to the United States 2 years ago. They both did not
expect the financial insecurities and the lack of resources that
they would face. Fay shared her husband’s experience with
health care. She said:

Last year, he was feeling abdominal pain. He went to emer-
gency room. They used a lot of machines, CT, and they sent
me a bill around $2000. But how can we pay it if we don’t
save money? And two days ago he got fever and we were
afraid of swine virus so he went to the emergency room but
they said you only got flu. They made a lot of tests so now
I am wondering what will be our charge but he said “I want
to go because if I have swine flu, it is bad for everyone.” He
said “if I know, it is not swine flu I don’t prefer to go to doc-
tor.” I can take Tylenol and rest but he was afraid of swine
flu. He went. This time, we will refuse to pay money.

With the very limited resources Fay and her husband have,
they are not able to save money to safeguard against emer-
gencies. She decides to resist the health care system that
denies her and her family affordable health care.

Esperanza, besides her psychological struggles, has to
watch her sick child who needs constant supervision. She
talked about how her poverty and the illness of her baby
affected her and her family:
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She [her daughter] has to go see a development specialist
in Indianapolis, and she has to see an endocrinologist every
so often for her thyroid, and she takes medication, she has
to go physical therapy. Whatever I save up goes for times
when I have to take her for the Big City or when she has
appointments coming up . . . I have Medicaid but Medicaid
is very limited. It will provide for one prescription per month.
Because of her hormone levels that are very elevated and so
erratic she can be at one level and within the same month she
can change . . . If it is too high, that means her brain is not
developing therefore she is not getting that hormone. She is
taking her medications. She has an unknown or uncommon
disease; they don’t classify it as disability. This is something
she has to live with it all life.

Esperanza refuses to succumb to her financial pressures and
to give up on finding the best resources for her sick child.
This special attention that her daughter needs means that
Esperanza has to supervise her all the time. This also lim-
its her ability to go out and seek a job. Amid this lack of
resources, Esperanza says:

As a mother I should not just give up because of my financial
means. | am not gonna just sit there and say well because [
can’t do it I am not gonna do it, or because at least she is
getting her medicine and she can develop later and that’s out
of my control. If there is anything I can do, take her to a
specialist, take her to physical therapy, take her to anything,
I will do it.

This continuous fight for her family puts pressure on her
but at the same time provides her with an incentive to defy
the harsh structures of poverty, lack of accessibility, and
economic uncertainties.

DISCUSSION

In the United States, the official poverty rate in 2010 was
15.1%, with 46.2 million citizens living under the poverty
line and one in every four children under the age of 6 years
living in households struggling with poverty (DeNavas-Walt
et al., 2011). Poverty imprints the health of the poor in multi-
ple ways and shapes the way these cultural members live on a
day-to-day basis. This project engaged with poor women to
coconstruct their conceptualization of poverty and the per-
ceived influence it has on their livelihoods in the backdrop
of the financial crisis. Throughout the narratives, structure
emerges as central to localized understandings of health.
Participants noted how they rationed health resources, and
how they negotiated limited access by rationally weighing
the risks in the backdrop of the costs, and also by partici-
pating in acts of resistance such as refusing to pay for the
treatment. They asked, “Isn’t it the role of the government to
make sure everyone has health?”

In the women’s narratives, the structural contexts of
poverty are embedded and reflected in feelings of loss and

stigmatization, connected with experiences of psychologi-
cal distress amid economic lack of access to resources and
financial uncertainty. They aver a theoretical framework that
may be conceived as the paradox of poverty. This paradox
notes the disjuncture between the dominant discourses of
poverty and the women’s lived experiences. The women’s
articulations point toward the lack of access to health care
and health resources in spite of the hard work they put in.
In the narratives, much of the feelings of depression and
anxiety is produced from desires to care for the family and
to provide adequate resources to children as mothers. These
feelings emerge from not being able to make sense of one’s
economic condition despite all the effort put into finding and
keeping a job to provide for the family. The sense of incom-
prehensibility reiterated through the interviews captures the
tension between the hard work done by the women on one
hand and the simultaneous lack of access to resources on the
other hand.

In addition, the cultural tropes mark poverty with the
failure to achieve the American Dream. For the partic-
ipants, the experience of poverty is understood through
articulations connecting poverty to feelings of inadequacy
from not having access to resources. The cultural expecta-
tions are reiterated as markers of normalcy as the participants
continually refer to these expectations of consumption when
describing their own lack of access to resources. Still, par-
ticipants interrogate these normative cultural expectations,
contrasting them with their daily experiences. They ask:
“Why are things so expensive? Why after working so hard
is there not enough money to get by?” Reiterating the inter-
actions of culture, structure, and agency in the CCA (Dutta,
2008; Dutta-Bergman, 2004), the expressions of agency
by the participants in our project simultaneously reify the
cultural norms around poverty that are structurally consti-
tuted, and resist these cultural norms. Culture, deployed by
the structure in justifying inequities in the distribution of
resources, is interrogated and is simultaneously mobilized as
an organizing framework for the enactment of agency.

The stories of women working hard to make a living and
to care for their families disrupt the dominant cultural nar-
rative of lazy and immoral women who are uncommitted
to their families. Expressing their inability to make sense
of the dominant cultural trope of poverty, they engaged the
structure critically, questioning their lack of access to basic
necessities. These interpretations of poverty are constituted
amid paradoxes, of reproducing individualistic narratives
(see, e.g., Hays, 2003) and simultaneously questioning them.
It is in this framework of the competing cultural narratives of
poverty that we coparticipate in the following discussion:

Mohan: These stories of culture and responsibility are so
powerful. For me, listening to Anna’s story points
to the fractures in the cultural narrative of individ-
ual responsibility and morals. You don’t hear these
scholars such as Murray and Mead talk about the
immorality of the Wall Street bankers, who have
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taken astronomical amounts of taxpayer money to
fulfill their greed. The hypocrisy and the participa-
tion of academics in recycling this hypocrisy are
astounding.

Nadine: Yes, exactly that. How hard working the women
are is something that comes up again and again
through their life stories. Of course, they don’t
share that. They still feel the guilt and the loss of
face at having to use WIC, as if they need to give
us an explanation. And you are right, in the midst
of all this, we see Wall Street bankers take our
money without shame. How much of this money
though translates into jobs for the women?

Mohan: So who takes responsibility for the financial crisis?
Where is the locus of responsibility? Who needs to
make sure that the women and their families have
jobs and that these jobs pay them decently? Who
will keep Wall Street accountable?

Unlike past studies that have typically worked with single
women living in poverty (see Hays, 2003), a large num-
ber of the women who participated in our coconstruction
were married women who had lost their jobs or whose part-
ners had lost their jobs in the financial crisis. Some of the
women shared stories of “being on the streets overnight”
in the face of the financial crisis. Also, the experiences of
Hispanic women utilizing WIC point to the intersections of
ethnicity, class, and gender in their experiences with trying to
secure work, seeking access to health, and navigating various
services in the community (Collins, 2000; Hooks, 1990).

The findings of this study are also consistent with the
observations reported by Pooler, Perry, Reem, and Ghandour
(2013) on women utilizing WIC being more likely to report
depressive symptoms than ineligible women. Along the lines
of recommendations made by Pooler et al. (2013), our study
suggests the relevance of WIC as a space for screening
for depressive symptoms, as well as for referrals to men-
tal health services. Future health communication scholarship
ought to further examine the communicative processes and
corresponding psychological outcomes generated by finan-
cial crises and economic downturns. Health communicators
need to creatively engage with possible interventions that can
address the underlying structural inequities that are caused
by the financialization and deregulation of the economy (see
Krugman, 2013). Given the inability of the women to meet
their economic needs in spite of the support from WIC,
researchers need to critically review the inadequacy of exist-
ing services and the ways in which resources need to be
organized to address the basic capabilities of women living
in poverty.

It is worth noting that this study did not include any
African American WIC clients, although this racial group
constitutes an important segment of the WIC client base.
This goes back to the study being conducted in a predomi-
nantly White county in the Midwest. It would be worthwhile
to explore the ways in which the narratives shared in this
locally grounded project in CrossRoads County connect with

and depart from voices of poor women narrated in the con-
text of WIC programs in other parts of the United States.
Also, this study was conducted just before the rolling out of
the new WIC package in 2010 that included more rations
of fresh fruits and vegetables. It will be worth studying how
this new package affected the clients’ perceptions of their
well-being and their abilities to weather poverty. Further, the
narratives pointing toward the lack of access to health care
were shared in a time frame preceding the implementation
of the Affordable Care Act (ACA). More recent follow-
ups to the interviews would offer additional insights into
the articulations of health care access amid the health care
reforms in the United States.

In summary, this project calls for the need to pay atten-
tion to possibilities of health policy amendments that engage
the needs of the poor and foster basic health capabilities.
Through their coconstructions, the women who participated
in our project offer alternative transcripts to the dominant
hegemonic narrative of individual failure and inadequacy.
Working with poor women as partners, entry points might
be cocreated for transforming unhealthy economic policies,
for regulating finance capital that underlies the large scale
inequalities being experienced in the United States, and for
empirically examining the relationship between the financial
crisis and poor health outcomes in families that have been
thrown into poverty as a result of the crisis. Finally, this
project is part of a larger academic—community partnership
in Indiana grounded in the CCA working on problem config-
urations and corresponding solutions as understood through
the participation of community members. Some of the key
findings of that partnership have been shared elsewhere (see
Dutta, 2012), documenting the value of CCA as a framework
for fostering communicative spaces for the participation of
the disenfranchised in cocreating policies and programs that
affect their lives.
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