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FOREWORD

This report concludes an evaluatory study of the operations of the Migrant
Health Program authorized under the Migrant Health Act (PL 87-692) passed in
September, 1962 and conducted by staff of the American Public Health Association
under contract with the United States Public Health Service. The report is
based on a study to determine if the program, authorized by the Act has achieved,
or shows promise of achieving the intent of Congress to improve health services
in rural areas, emphasizing therneeds of domestic agricultural migratory workers.

Throughout the Study there was an awareness that the Migrant Health Act
represented pioneering action by Congress to remedy years of neglect of a
slgnificant number of American citizens. All persons.closely associated with
the Study were imbued with the same desire as the Congress which passed the
bill and those who édministered its provisions; namely, to determine the most
effective ways of providing health services to migrant seasonal farm.workers.

This réport does.not imply universal endorsement of its conclusions or
recommendations. It does represent 2 concensus of opinion and a ccnsidereq
- judgement of the many persons who were involved. Those suggestions which may
be controversial will most certainly provoke ﬁore thought on Migrant Health

Problems, and this in itself is a valuable contribution.







i
RECCMIENDATIONS

IT IS RECOMYENDED THAT the Migrant Health Act (PL 87+592) be extended
five years beyond its current expiration date with a review to be conducted
at the end of three years and with consideration given to suggested

modifications designed to enhance its effectiveness.

RATIONALE: As a beginning effort, the achievements made possible under
the Migrant Health Act must be viewed as considerable. The creation of
family health service clinics, providing preventive medical care in some
areas for the first time, gave tangible proof of direct-service benefits
to migrant farm workers and increasing local interest in their specific
health problems. Recognizing the limitations of the Act itself, its in-
ternal administration and program implementation, we feel that it must

be viewed not as a solution, but as a step, in the creation of compre=

hensive health care for farm workers and their families. 0

IT IS RECOMMENDED THAT Congressional appropriation of an amount not less
than $10,000,000 be authorized annually to finance continued operations

of the Migrant Health Act, and that such appropriation include sufficient
funds to provide necessary medical and hospitalization coverage for domestic

seasonal farm workers and their families.

.RATIONAZE: Most of those involved in the operations of the Migrant Health
Act report that its most serious deficiency relates to medical care. Ex-
c¢lusion of payment for hospitalization and inadequacy of funds for private
medical care are serious handicaps. They severely restrict and‘scmet@mes

negdte the potential benefits from clinic service by preventing follow-up
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of patients referred both for emergency and rehabilitative services. Total

medical care costs (including hospital and dental care) for 1962 in the

United States were roughly $21 billion or $110 per person. Proportionately
the total care for I,OO0,0bO'migrants would be $110,000,000. Howéver, this
proposal does not aim at total care for all migrants as some are presehtly
covered. To some extent, it is estimated that ten percent of the maximum
would provide necessary services for those seasonal farm workers who ree
quire primarily emergency, maternal and rehabilitative care under Migrant
Health Programs. Efforts under ;he initial appropriation have demonstrated

the great inadequacy of allocated funds in solving the complex problems of

domestic agricultural farm workers on a hational stale, 1In order to build

upon the advances made under the Migrant Health Program substantial increases

in financial support are neceded.

IT IS RECOMMENDED THAT state and local governments should eliminate their

residency requirements as a basis for receipt of hospitalization services

public assistance. To encourage such assistance to needy migrant families,
such as programs for aid to dependent children, larger federal public
assistance grants should be given to counties with substantial numbers of

migrant families when such residency requirements are eliminated.

RATIONALE: The counties must noﬁ contribute to the cost of public assistance,
so théir imposition of residency reéuirements is understandable. If, how~
ever, through Federal legislation more mohey is granted to them to serve

the needs of non?residents, they may be expected to relax their restrictions.

The lowering of residency requirements in various political subdivisions
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would undoubtedly benefit many migrant agricultural workers. Especially
is this true in areas where the availability of hospital services is
dependent upon compliance with residency requirements. It is doubtful,
howevér, that residency'requifements could be reduced sufficiently to
qualify & majority of those migrants who reside in any oﬁe jurisdiction
for only a brief period and therefore the contributory approach seems

most realistic. ' . l

IT IS RECOMMENDED THAT comsideration be given to financing special seasonal
farm workers health studies to be conducted by responsible national, state

and local organizétions.

RATIONALE: At present, funds under the Migrant Health Act are restricted
solely to service projects. Yet, there is a continuing need to study
(a) ways and means of providing and evaluating health services, and (b)
methods of extehding.health coverage to seasonal agricultural workers,
including medical and hospitalization insurance. |

The study results indicate that while health services in project and
non~project areas may be available to the agricultural worker, the exgent

of utilization and barriers to theilr usage often are based upon opinion

and not facts. Studles of situations by demonstfaéihg fhe existence of

needs may in themselves étimulate improved programming,lor in non-project

areas, initiate requests for federally-supported funds for health care.
Several types of health insurance programs have been sponsored by

farm organizations and growers with no final evaluation as yet as to their

feasibility. Further exploration of insurance methods is'recommended,
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particularly for areas ﬁhere clinics cannot be readily organized, but wheré.
care is available through private physicians' offices or hospitals.

Other special studies which seem indicated are (a) the extent of
hospitalization and (b) evaluatién of héalth education methods among

seasonal fayrm workers.

IT IS RECOMMENDED THAT the term "Domestic Agricultural Migratory Worker"
be changed to "Domestic Seasonal Farm Worker" and that this latter term
be used in all subsequent legislation respecting eligibility for coverage

under the Migranﬁ Health Act.

RATIONALE: Extensive contact with and research in&- the medical pfoblems
confrontiﬁg this nation's domestic agficultural labor force demonstrate
with dramatic clarity that serious unmet health needs characterize migrant
and non-migrant alike; they are, indeed, virtually indistinguishable from 
health problems affecting all of the rural poor. Further, as most farm
workers migrate in search of work at some time during their unemp loyed
months, and as such migration usually cawses loss of legal residence,

classification of the farm labor force on the basis of migrancy is both

—unrealistic-and-injurious. To-single out—the migrant minority as deserving

' of'special consideration is to ignore the equally difficult circumstances

of the great majority of American seasonal farm workers.

IT IS RECOMMENDED THAT efforts be continued to pass legislation aimed at

improving the situation of migrant seasonal farm workers in regard to a

WAGE ‘ ‘
minimumd law, unemployment insurance, workmen's compensation, child labor



and the right to collective bargaining.

RATIONALE: These benefits are now enjoyed by practically all workers in
America except migrant seasonal agricul;ural workers. In our study of
health needs and servicés for migrants it became increasingly clear that
their many social and economic needs overshadowed health problems. In
fact, proper maintenance of health cannot be attained without improvements

in their economic status and some legal protection of their human xights.

IT IS RECOMMENDED THAT consideration be giﬁeﬁ to ways and means of estabe-
lishing Communitf Health Service Clinics, particularly in.rural areés,
throughout the United States utilizing already established medical_channels
in all communities where such services are available, which is in keeping
withthe policy statement of the APHA adopted at their 9lst Anpual Méeting,

November 10, 1963.

RATIONALE: Community Health Service Clinics would not serve to fulfill
the day to day needs of agricultural workers in their acute and sub-acute
medical problems. However, present fragmentary and uncoordinated health

services would be eliminated by proper organization of public and private

Wagenciesugiuingwpreventiue,gtreatmentgandﬁxehabilitative services within

one community health_aervice center.

It is recognized that no single pattern for community services can
be applied throughout the country and that patﬁerns should be based upon
service areas and not necessarily limited bj political boundaries. Rew

gionalization of certain health services may be necessary in order to
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provide a full range of services in the most economical manner.

The APHA supports the principle that comprehensive medical care of good
quality should be available to all persons in our society. The Association
proposes that this can be facilitated through improving the organization
of services within the framework of community health service ceaters under

dynamic public health leadership.

8. 1T IS RECOMMENDED THAT principal emphasis be given to financing projects
which'give evidence of developing truly comprehensive health service

including medical care.

RATIONALE: The present study revealed numercus gaps in the health services
currently avaiiable to migratory agricultural workers. While considerable
prozress has been made through the grants program to date, relatively few
areas have developed the basic core of health services needed. In many
project areas only health education and sanitation services are ﬁrovided;

in others, primary emphasis is placed upon nursing services and communicable
disease control. The absence of adequate diagnostic and treatment services |
for migrants was especially noticeable in most of the areas visited. Since

migrants are in need of total health care, as they move throughout the

 stream, comprehensiveness of services provided should be a major eriterion
used in reviewing applications for new project grants'and requests for
continuation of existing projects, For the purpose of grant review,
"comprehensive health service" may be defined as those services required

to prevent illness, to maintain good health, and to cure or alleviate any

sickness. This should include necessary rehabilitation efforts to return
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workers to their jobs and others to full family participation.

IT IS RECOMMENDED THAT application procédure and reporting forms be greatly

simplified for use in the Migraant Health Grants Program.

RATIONALE: The study revealed that the application and repofting forms
and procedureé currently used in the Migrant Health Grants Program are
extremely complex and time consuming.. Many project directors questioned
both the amount and nature of.the information réquested.' It was found
that the preparation of the annual reports of even the smalier projects
(87,500 or less).fequired two to three weeks. The lMigrant Health Grants
.Reporting Kit that is currently used was designed to obtain detailed ine
formation regarding the migrants in the project area and data regarding
the services provided them. The study team's review of the kit suggests
that it ié probably unrealistic to_expect health service projects to collect
the amount of data.currently requestéd espacially on demographic details.
In addition, the validity of gome of the information obtained through
this method is very questionable. For this reason, it is recommended -
that the data collection forms and précedures be carefully reviewed and

simplified wherever possible.

10.

1T IS RECOMMENDED THAT clese cooperation be maintained between the Public
Health Service Migrant Health Branch and the Office of Economic Opportunity
to obtain maximum benefits to rural areas through coordination of health

services and facilitles provisions of these two Congressional Acts.
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RATIONALE: The passage of the Economic Opportunity Act of 1964 (PL 88-452)
has contributed possible means to combat the impoverished étatus of rural
areas and specifically through assistance for migrants and other seasonally
emﬁloyed agricultural employees and their families. Thé commnity acﬁibn
section of the Act provides for programs in thé fields of health employment,

housing, and welfare among the types of activities permitted in both urban

- and rural communities. Section 311 of the Actlprovides assistance specifi=

cally for migrants, and other éeasonally employéd agricultural workers and
their families through authofiziﬁg programs fofhhousing, sanitation, education
and day-care for children. These programs are essential to any laﬁting |
improvement in the health of seasonal farm workers. it seeme vital there=
fore that a close.working relationship be maintained by the Migrant Health

Branch and the administrators of the Economic Opportunity Act.

IT 1S RECOMMENDED THAT (a) intensive effort be directed toward developing
a uniform basic core of health services in all areas where projects'are
located; (b) éttention be given to developing and implementing an éffective
patient record and referral system; and (c) methods of improving inter-area

communication and coordinated use of health resourceé be explored, in order

that continuity of health care may be provided.

RATIONALE: The wide variation of services offered.among the different
projects suggests.that their scope has been determiﬁed less dn the basis

of the health needs of migrants than on a basis of avoiding controversial
reactions. {a) Health needs of migrants are the.same ag those of the rest
of the population. The‘services required to meet these needs vary in almost

L
.
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every locality. Health needs require efforts and facilities designed to
échieve the physical, mental and social well~being of all the people.

Local assessment will determine what services are required to provide

their goals. (b) Inasmuch as several projects may_deal with one population
group during the course of a year, the need for continuity is obvious.
Continuity.of health care for a migrant appears, in part, now dependent
upon the sheer mechanics of seeking service in different localities. TLack
of continuity may cause the complete loss of efforts applied earlier in the

workers' migration.

IT IS.RECOMMENDED THAT family planning be included as an integral part of
health service clinics which also should make available medical advice

and sexvices acceptable to the individuals concerned.

RATIONALE ; Problems associlated with family life were reiterated time and
again in‘field interviews, The study team concurs with the policy statement
by the APHA adopted on October 21, 1959 which states that "Serious public
health problems are posed when family size imp2irs ability to sustain a
healthful way of life, when childbearing may affect adversely the health

of the mothér‘and her offspring, when the cultural and spiritual aspirations

of the family are frustrated hy sterility. -

—-—"vouThehealthful effect of family planning and specing of births has
begn recognized by leaders of all major religious groups, as well as by
leaders in medicine, welfare, and public affairs. Several methods are now
available for the regulation of conception, one or another of which may
be selected as medically appropriate, as economically feasible, or as con~
sistent with the creed and mores of the family concerned.”

(American Journal of Public Health, Volume 49, No. 12, pp. 1703=1704.)
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IT IS RECCMMENDED THAT (a) the current PHS Regional structure be modified
to encourage freedon.of movement of the consultative staff in accordance
with the inter-state movement of migrants and (b) the present consultative
étaff 1h Washington be appropriately supplemented with staff to give in-
creased attention to program development and evaluation along the major

migrant streams.

RATIONALE: The traditional regionalization pattern of the Public Health
Service draws artificial geographic boundaries, incongruent with the move-
ment of‘the migrant farm force. 1In some parts of the country the same
migrant group may pass through as many as four separate PHS Regions, thereﬁy
“helonging to" each region only for shortperiods of time. The present
pattern of regionalization, therefore, ought to be modified in accoxdance
with the geography of the various migrant streams throughout the nation.

It is apparent that furthexr program devel opment will call for additlonal
consulzative staff to provide service to local projects. Sexvice at present
is of high quality, but there is need to extend and broaden its functions.
The Washington, D. C. staff cannot adequately service the entire country.

The prospectivé increase in projects scattered throughout the nation would
indicate the probable need for qualified consultants. in each of the three
main migrant streams. .

IT IS RECOMMENDED THAT the effective employment of sub-professional health
personnel be encouraged and when possible, rvecruited from the indigenous
group. This should be promoted wherever appropriate under proper supervision.

The training, placement and use of community health aides in Migrant Health
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Projects, should be examined and evaluated to this end.

RATIONALE: Subeprofessional health workers are needed to cope with the
great shortage of trained personnel ih many rural areas. Use of members of
indigenous work group as part of health teams has facilitated meaningful
communication between client aﬁd professional-personnel, and has helped to
dispel fears and antagonisms of many persons in need of personal health
services,

tHowever, the backgrounds, training, roles and functions of these
personnel have varied among the projects, as did the extent of their
contribution. -An evaluation of selection criteria, their roles and function,
should be conducted with the view towvards developing health education

techniques adapted to this segment of the rural population.

IT IS RECCMMENDED THAT training centers in intercultural understanding be
established in important areas of migrant concentration and that partici-
pation in such programs be encouraged for both professional and sub=~

profession&l members of the Migrant Health Staff,

RATIONALE: Difficulties encountered with cross-cultural understanding

and language differences have impeded the effectiveness of availablg”health

services. Acceptance ¢fhealth care by ill-educated, semi-illiterate persons
is often influenced by deeply ingrained beliefs, the attitudes and motivationé,
of thgse people must be appreciated. Too often impoverished farm workers

are talked to instead of with, so that they become alienated even by welle

mezaning professional personnel.
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Training centers can possibly be established through contractual
arrangementé with universities where resource persons may be available for

interpreting migrant cultuxe to health personnel.



INTRODUCTION

‘Prior to the enactment of the iiigrant Health Act of 1962 (Public Law _
87-692), few concerted efforts were made at the national level to cope with
the health problems presented by the nation's migratory farm labor force.
Numbering more than a million persons, migrant farm workers and their families
are in the lowest economic stratum of the United States population.

The Migrant Health Act was passed on September 25, 1962, authoriziqg an
appropriation of funds not to exceed three million dollars annually for three
years, and empowering the Public Health Service to make grants to public and
non-profit agencies, institutions and organizations. Grants awarded were
designed to hélp finance family health service clinics and other special health
projects for the benefit of domestic agricultural migratory workers and their
families. Grant recipients were encouraged to seek support of all other pro=~
grams promoting a similar purpose. A three-year limitation incorporated into
the Act imposed the provision for review of the program's effectiveness prior
to Congressional consideration of its future in 1965.

As its primary objective, this Study attempted to determine the extent to
which the Migrant Health Program has achieved---or shows promise of achieving
-~- the intent of Congress to improve health conditions of domestic agricultural

migratory workers. The study's secondary purpose involved an examination of

health conditions in areas of general rural poverty and as assessment of factors
relevant to non-project situations in an effort to determine pdsaible conse~
quences of progfam expansion.

The American Public Health Association was requested to make recommend-
ations relative to continuation of the Act and to offer, where indicated,

appropriate suggestions to increase its effectiveness. The American Public




Health Association was chosen to make this study because it was felt that
"an objective, impartial evaluation by a nationally known and recognized
organization of professional competence such as the American Fublic Health
Association would be highly desirable in making récommendations to Congress
regarding the need for continuatioﬁ of the program when present legislation
is reconsidered."

Funds to implement the Migrant Heglth Program wére not appropriated
until May, 1963. This Study was begun in April, 1964 -- prior to a full year
of program operation. The short period of the program's existence did not
permit a meaningful statistical analysis, nor did the time allotted for this
Study allow significant investigative research. As a consequence, this report
evolves from a review of previous reports, field visits to a majority of projects
as well as rural areas without projects and a free use of knowledgeable con-
sultants. The Study itself was arranged to obtain as much information as
possible within the time allowed by contract, retaining a.sufficient margiﬁ
for objective consideration of findings and thoughtfql concern with recommend-
ations. |

Personnel recruited for this Study were individuals with years of previous
experience with the problems of both migratory workers and others similarly

affected. Two field workers were associated for more than a decade with studies

of migrant agricultural workers along the East Coast. One member of the Study
Group, now a university professor, partially financed his education as a migrant
farm worker in California; he later spent yeaxs investigating various socilal
problems of Southwestern Indians. Another field workér had spent two seasons
devoted ﬁo interviewing seasonal farm workers, exploring their backgrounds,

migratory patterns, personal needs, and individual situations; data from over



seven-hundred documented interviews were contributed to this Study. The
physician-director of the Study represented experience as a private practitioner
in rural areas, surveyor of war-time health resources, health dire@tor of war
refugee camps, and medical care administrator in poverty-stricken Appalachia.

A highly qualified Advisory Committee of twelve members gave supplemental
advice and direction to the active study gfoup. These committee members repre~
sented the fields of medicine, public health,.nursing, engineering,.welfare,
education, churgh, and agriculture. All were presently, or had been previousiy,
associated directly with the health problems of the medically indigent, migrant
and non-migrant alike. 1In addition,_numerous consultants have been used to
stfengthen those areas in which their past ekperience qualified their contri~
bution to thé préparation of this rxeport.

To create an informed and histoxically objective approach to domestic
migrant workers and their difficulties, a review was made of all availabie
literature of the past half century which dealt di:ectly with their activities.
The most impres;ive fact to emerge from this review was that, in spite of the
full documentation given to the unfortunate situation of seasonal farm workers
over a period of some fifty years, no permanent program or sustained effort to
benefit their condition had been forthcoming until the passage of_PL §7-692.

To explore the availability of health services in rural areas of.tﬁe United

States, a conéultant, now with the Institute of Governmental Studies of a large

state university, surveyed available literature and sampled by questionnaire
various agencies in the twenty-seven states that employ & minimum of 5,660
migrant workers at pealk season. Agencies sampled included the health and welfare
departments, agricultural extensioq services, state medical societies, and, where

such agency existed, the state committee on migratory labor. Replies were
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received from at least one agency addressed in all states, and from all agencies
in several states. The results of this survey indicated a general abdication
of responsibility for migrant health care, and a corresponding state-~wide
framentation of available services.

The field work of the Study extended into twenty-eight (23) states and
inciuded thirty (30) projects operating under the Migrant Health Program as
ﬁell as some impoverished rural areas having no projects. Twenty~two State
Health Officers or members of their staff and others knowledgeable about’
agricultural labor were consulted relative to general health problems as well
as those of domestic agricultural migrant workers.

The time specified for completion of the study did not permit a.visit to
every project or of those visited to see them at the peak of their operations.

| Most statistical data on each project and available to the field staff were
copies of those already submitted to the Migrant ﬂealth Branch and recently
published. While these figures represented for the most part less than a full
year of project operations; they still were considered in the final evaluation
of services. |

The importance of increased concern over the situation of the migrant
seasonal farm worker has been intensified by Congressional action to dis=-
continue the "Mexican National” or "Bracero' program on December 31, 1964.

— —An estimated 400,000 single Mexican Nationals have come.intomtherni;edetates
each year to perform seasonal farm work throughout the country. Through
Inter~-national agreement these workers were protected under insurance for health
care, a minimum wage provision, transportation guarantees, and adequate
housing stipulations. Though these provisions were not always of the most

desirable quality, it must be viewed as significant that the United States



Government recognized such guarantees as minimallprotection for foreign
contract labqr. And yet more significant still is the fact that domestic
workers, our own citizens, have not been extended the same rights and beﬁefits
available to ?mported labor. With a need to attract and retain replacements
for some 400,000 Braceros from our own domestic unemployed,.it appearsi |
obvious that coverage at least co-extensive to that eqjoyed by foreign workers
will have to be provided, |
The results of the Study point inescapably to the conclusion that the
present Migrant Hgalth Act must be seen as but a fifst steb in any attempt
to affect perﬁanent improvement of the health of the seasonal farm work force.
Additiodal efforts to improve housing, environmental sanitatibn. wage béée,

education and community acceptance are all equally important and interdependent,
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BACKGROUND OF MIGRANT HEALTH KWEEDS

The.domestic agricultural migrant workers have been consideréd the most
deprgssed segment of our population for many years. Their situation has been
studied in much detail by individuals, brganizationa, governmental agendies
and commissions. Each year, new evideince of their plight has been accumﬁiated;
however, very little has been done to improve their situation other than in~-
frequent, fragmentary, and uncoordinated local actions. Fublic Law 87-692 is
the first specific act passed by Congfess to initiate a program toward alleviaging
the unusually depressed conditions faced by these American citizens who, because
of their transiency, forfeit most of the local legal entitlements available to
other residents. Their mobility, low economic status, language difficulties
and cultural differehces, multiply many times over;he.problems shared with other
rural poor.

The Domestic Agricultural Migrant Worker may earn sizeable sums for brief
periods on a piece rate basis but the only meaningful index is their annual
wage. The unpredictability of weather and crop production places him in a
very low anaual income category. In 1961 the average seasonal farm worker
found 134 days of work and earned $912. Since he is not covered under Unemp19y1
ment Insurance, he must earn enough when employed to provide for his family
during many months of idlemess. The migrant worker has practically none of
'Wihé”BéhéfiEs'éﬁjdjéﬂ”b?”fﬁbse'iﬁ'6tHéf"1ﬁdﬁStfié§Iw He has o organization to
speak for him in seeking minimum wages and hours; health and safe workiqg
conditions; or any of themeny other fringe benéfita taken for granted by most
American workers. Although legally entitled to Social Security coverage, his
migrancy generally results in too short a work period with any one employer,

or insufficient wages to require reporting to a Social Security Office. The



migrant worker frequehtly makes no offer to pay his Social Security contribdtion
because of personal financial stress and his inability to even purchase necessities
for living. He usually.must pay for transportation to localities where temporary
hired hands are needed, and returns to the place where he can live.most economically
during the winter of vhen work is scarce.

The vast méjority of migrant agricultural workers reside during the non=
working season in the Southern part of the country where the minimal need for
well-insulated housing, héating and heavy clothing helps to relieve scme economic
pressure. Generxally in his home-base area he is totally indistinguishable.from
his non-migratory neighbor who is usually of the same ethnic or racial groﬁp.

The married worker generally accepts migratory status because of economic
necessity, and only the occasional single worker entering the migrant stream
appears to prefer it to other alternative means of livelihood available to him.

The domestic agricultural migrant worker moves to find work «= not from
desire, but from necessity. He normally has a family above the average in
number and prefers to take them with him since additional workers add to the
family income and make independence a bit more likely.

Migration penalizes a farm worker in many ways. It prevents his establishing
permanent residence and normal home life. Frequent and enforced disruptions_in_
the continuity of education of migrant children result in retardation and en~

courage school drop-outs. liigrants are employed for short periods in many

temporary work areas and discover that persons of similar ethnic or racial
extraction are either absent or in the minority. As a rule migrant farm
workers' families are not accepted socilally by communities and are discouraged
in remaining longer than is absolutely necessary to the production of local

crops. Partiecularly for the Spanish-speaking do language barriers present




obstacles to the transmission of positive community attitudes toward the migrant,
and they hinder communication of migrant needs and desires to local residents.
Additionally, language difficulties often interfere with or prevent continued
education of migrant children.

The domestic agricultural migrant worker is among the mosﬁ destitute of
the poor. He is normally unable to clothe, feed or house his family a&equately.
liedical care is sought and obtained only in situations requiring emergency
attention or when a chronic condition becomes extreme. The migrant workers'
cultural background and economic status results in the use of home remedig§
aﬁa folk=curing practices before consideration is given to the possibility
of using available medical services. This appears t§ be true even where such
-gervices are available at no cost to the worﬁer. Only after medical services
adaptedlto-their sitvation have been made available for an extended period, and
after language and cultural barriers have been surmounted do migrant agri-
cultural workers tend to accept them.

If the migratory égricultural-wotker in transit is asked what he considers
his greatest need to be, he will more frequently mention higher wages, a better
place to live, or solutioﬁs to his travel problems before he mentions health-
services inasmuch as these appear to him to characterize his life. 1In health
matters, migrant families focus their concern on their children. The worker

and his wife normally seek medical serxvices only when disabled. Throughout the

?ears the domestic migratory agricultural wofker has rarely had access to
medical services, and when available, has usually been excluded by legal
technicaiities.

The domestic agricultural migrant workers have the same health needs as

any other citizen of the United States, but they are seldom met. . The methods
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devised and implemented by communities to meet these needs vary significantly,

but in almost every case the results have been limited.




THE MIGRANT HEALTH PROGRAM

Direct Operations - liigrant Health Branch

The ligrant Health Act (PL 87-092) was passed by Congress on September 23,
1962, and authorized an apprbpriation not to exceed $3,060,000 a year for
three years to enable the Surgeon General to make grants to publicland other
non=profit agencies, institutions and 6rganizations, to help finance family

health service clinics and other special health projects for domestic agri-

cultural farm workers and their families as well as to encourage and cooperate

in all programs having the same purpose. The three-year limitation was incore
porated in the Act to provide for a review of the adequacy of the program
prior to consideration of its continuation in 1965.
Although the Act authorized the appropriation of a maximum of $3,000,000
a year for three years, no funds were made available until May, 1963. At that
tine $700,000 was appropriated specifically for grants to projects already
' having approval of the Migrant Health Branch of the Public Health Service,
For the fiscal year 1963;64 the sum of $2,000,000 was appropriated with
$500,000 designated for direct operations of the Migrant Health Branch and
the remainder for project grents. For the cﬁrrent fiscal year (1964-65) the
maximum of $3,000,000 was made available with $500,000 for direct operations
-~ and-$2,500,000 for grants to new as well as continuing projects. - ——
To carry out the pfovisions of PL 87-692 the Public Health Service
established the Migrant Health Branch withiﬁ the Division of Community Health

Services. The major responsibilities of the Branch are:

1. To administer the Migrant Health Program;
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2, T§ supplemeht and assist health efforts whethéf or’@oﬁ thgylinVOlve
a need for grant assistance; ” |

3. To encourage and promote interiagenéy, inter;govetHMental and inter-
area*piaﬁning and program dévelopméﬁt for tﬁé'imﬁfovéméht of migfant
health services and conditions; |

4. To maintain a general ihtelligenée”ugit on'the:overail problems of
rural health of which those of miQEAAES afe ah iﬁpottant part;

5. To carry on cog;inuinglevaluation of .the migrant health sithation

and the program's effectiveness in meetihg migrants' health needs.

To implement these responsibilities the Migrant Health Brén;h established
a central office staff of members drawn from ;he £ie1ds of_medicine, nursing,
sanitation, health educétion, rﬁral health and'public adminiStratioh. To
expedite work in the field,a‘Mig:ant_Hgalth_RgpreaentatiVe was placed in each
of eight regional offices of the Public Heal th Service where he serves as
liaison with state, public and voluntarylérganizations in promoting improve=
ments in health services to migrant workers. |

The Migrant Healfh Branch is assisted in the consideration of grant épp;i-
cations by a Review Committee compoéed Of'meﬁbers from the fields of public

health, medicine, agricultural, social science, employment anqwcdmmuﬁityﬁf

organization. Members are further qualified by specific knowledge of migrants
and their health problems throughout the United-ﬁtétés. Thé:Committee meets
three times a year. |

' The ligrant Health Branch established guideliﬁéé*by which.grant appiications
are evaluated, in order to assure that projects carry out the intent of Congress

in passing the Act; namely, to improve health services to miprants and upgrade
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- their health cenditions;‘ |

| Applicants for grants are informed of the purposes of the Aet and requlre-
ments to be met for proJect approval. Assistance in developing plans and in
'making out the application is given, if the applicant desires, by regional or |
 central office or both._." | “ '7' | | -
‘Requests for grants are then reviewed by the following before ‘actual

submission to the Review Committee-

1. _State‘ﬁealth'pfficar‘wnere the-ptoject is to be located;
2. The Reglonel7dffiee of the USPHS serving that State;
'_3s-‘Migrant Health Branch, USEHS;
':4...Other DHEW aaencies having pertinent technical aspects,
5;:10£f1ce of Grants Management, USEHS, for confotnance with governmental
‘rules and regulation; . -

6. IOther public and voluntary agencies, as appropriate.

. :Aitet thorough discussion in the Project Review‘Commlttee. an applicetlon
is approved, not apptoved, or deferred for modification or for other reagons .
| Approved applications are given a priority rating baeedlupon_presram contenty
.aoundneae of plan, possible contribution to migrant health, and the availability

of epproprietion £undl.

While no npecifie state or local caah-mntching funda are required. the
project applieationl 1nd1cate that forty percent of the total budgeted eosts
of grant-alsisted migrant health projects have been met from othey than_Publle
Health Service grant sources. In addition to stata nnd‘loeal'finaneial_contri-
butions, such,metchlng takes the form of malking avnllnble‘eervleea. facilities

and equipment, physicians services, donations of drugs and other auuplies.
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cogts of hospital care, laboratory services, transportation of patients and
othaer volunteer serVices. Many of the project communities also provide day
care centers, emergency welfare assistance, recreational services and clothing

centers for migratory agriéultural workers and their families.

Evaluation of Direct Operations

Evaluation of Migrant Health Program requires an examination of the organ=
ization and operations of the Migrant Health Branch in implementing its
responsibilities under PL 87-692, The American Public Health Association Study'
Group has receilved full cooperation from the Public Health Service in providing
information on:all phases of the program. Project applications and reports
have been made available for review and all central staff as well as regional
representatives have supplied iniormation and assistance whenever requested,
While trying tb‘be 1mp$rtia1,'the staff has been fully aware of problems con-
fronting the Public Heaith Service in carrying out the wishes of Congress.

“The findings of the Study indicate that the Migrant Health Program has
clearly operated within Congressional intent. Given consideration of the short
period of operation and the numerous problems encountered in local areas throughe
out the nation, the Study results reveal that the Program has been éxceptionally

effective. The potential benefits to be derived from continued operation

‘and possible expansion of coverage to other areas of rural poverty have begn
awply demonstrated in the visible accomplishments achieved under the Migrant
Health Program.

Staffing and organization of the Migrant Health Branch was accomplished
by the Public Health Service prior to the time when funds became.available

for grants. Advance preparation of projects made it possible to allocate all
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funds as they were received by the Branch and to create a fairly widespread
variety of projects serving a small (17%) but notable seguent of migrant farm
workers' group. Uhile a total of §9,000,000 was authorized under the Act, only
$5,750,000 will have been made available for projects durilng the three years

of its existence. Applications for grants have persistently eiceeded fhe funds
in hand, leading to some frustrations and criticism from communities which

have not recelved assistance.

- Early in the conduct of this Study comments were recelved expressing concern
about the apparent disproportion of the total authorized annual appropriation.
($3,000,000) allocgted for direct operational services of the program ($506,00).
However, Congressilonal awareness of the appropriation apportionment was established
in the budgetary presentation in hearings prior to paséage of the Act, and whére
the proposed activities of the PuBlic Health Service were fairly well outlined..
It is the Study Group's opinion tinat this seeming disproportionment may be due
to relating direct services teo ordinary administrative costs. In fact, only
a fraction of direct operational service funds dre used for adminiatrative

purposes. The major portion of such funds supporis the promotional, educational

and consultation services necessary to the developwent of the most effective
methods of improvinr the health of domestic agricultural migratory workers.
Some early criticism of the program was also aimed at supposad failure of

_the program in establishing more family health service clinics a,i,,ég@,,,ti@,ya,s

apparently the primary intent of the lilsgrant Health Act. A study of grant
applications together with actions of the Review Committee indicate that all
reasonable requests for grants to establish clinics were approved. A relatively
high proportion of grants to provide nurses, sanitarians.and health education

activities apparently were due to the immediate need in localities alrzady



providing some health services to migranis. There was also an effort to utilize
delayed funds to the fullest extent possible in the limited time left under the
Act. It is doubtful that a sreater number of family health service clinics of

an acceptable nature could have been approved.
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STUDY OF PROJECTS

' PROJECTS IN OPERATION

Between the appropriation of the initial fund by Congress in mid-May; 1963,
ﬁo June 30, 1964, over eighty?five aﬁpliéations were submitted and foffy-five
grants awarded. Forty projects were in operation at the beginning of the
current fiscal year, and approximately eleven wore projects have since been
approved. The projects range from those providing comprehensive health coverage
services to those providing a2 single service; no single pfoject included all
services. In some areas having projects of limited scope it was learned that
more comprehensive services were actually available to migrants from other sources.
Project requests were based on the perceived greatest needs tempered by accepta-
bility to local government or other voluntary groups.

During the course of the study team's visits to projects and in their
discussions with Public Heal th Officials and other pexsons interested in and
dealing with domestic agricultural migrant workers, no new facts relative to
the conditions and problems of this group were found. However, while the total
needs of migrants remain the same over the nation, local resocurces, attitudes
and énvironments determine particular problems and the manner in which they
are solved. The study team's attention was therefore focused upon problems

__within project aress to determine whether or not Federal funds were being used

effectively-in improving the health conditions and services glven to migrant
familiea, and upon these.same needs as they relate to the rural agricultural
poor.

The projects operating under the Migrant Health Act were designed to improve
health services to & specific segment of agricultural workers. A study of their

operation offers an opportunity to evaluate the needs of both migrant and non~
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migrant farm workers in certain localities as well as permitting comparison
with needs of_other rural poor in the same areas.
This table indicétes the wide-spread operations of the Migrant Health

Program and the variety of services being supported by project grants.
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PROJECTS OPERAC'E;LNG ON 7/1/64
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MG-49, Ariz. H.D. |6/63 x x % X X
MG-50, Ark. M.C. |6/63 % X X X
MG-06, Cal. H.D. |7/63 X X %® % X %
MG=09, Colo. H.D. {6/63 X X X X p 3 TB
MG-11, Fla. H.D. [7/63 X X X x
MG-18, Fla. H.D. }9/63 X
MG~-34, Fla, H.D. |l/64 b X X X
¥MG~-20, Ind. H.D. 16/63 X X X X
MG-23, lowa M.C. |6/63 X x X
MG~-64, Kan. "H.D, |l/64 X X x b4
MG-74, Kan. H.D. |&4/64 x % b3 % X
MG~-54, La. M.C. |3/64 X x b’ X
MG-30, Mich. H.D. |1/64 %
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MG~10, Minn, H.D. |6/63 %
MG~-67, Minn. H.D. |4/64 x
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MG-28, N.C. H.D. |6/63 X x X
MG~56, N.C. H.D. 6/63 X ®
MG=57, N.C, H.D. 5/64
MG-01, Ohio H.D. | 6/63 X X b3 X
MG=-21, Ohic H.D. | 6/63 X X X X
MG=24, Ohio H.D. 6/63 X
MG=-61, Ohio H.D. 4/64 x x x
MG=36, Ohio H.D. 6/63 ®
MG~35, Ohio H.D. | 6/63 X X X
MG=-05, Ore. H.,D. | 6/63 X X x
MG-63, Ore. H.D. | 4/64 X x X X X Mental
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MG~65, Ore. H.D. | 4/64 ‘ b ‘
MG~33, Pa. H.D. | 6/63 b X X x
MG-26, S.C. H.D. | 6/63 X X X X
MG-03, Tex. H.D. | 6/63 X X x X
MG-37, Tex. H.D. | 1/64 x x X %
MG-42, Tex. H.D. | 7/63 x X x
MG-44, Tex. H.D. 7/63 X x x
MG-46, Tex. H.D. 6/63 x x %
MG-41, Va. H.D. 6/63 x X x X
¥G~19, Wash. ‘H.D. | 6/63 X
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Pogulation

Estimates of the migrant population in the ﬁarious project.éreas were based
on a definition of the migrant differing according to the availability and reli-
ability of local data. Somé areas included home-based familieé in their definition
of the migrant group while others did not; in addition, source data within a
particular locale showed marked variations in population estimates.

The figures available from the_Deparcment.of Labor, Bureau ﬁf Employmenth'
Security, are the only ones currehtly gathered on a nation;wide basis which pro-

" vide the'type of local detail ﬁhat is essential for developﬁent of service prb-
grams. Farm Placement Offices located iﬁ every county of the State.are the
primary sourée éf statistics on the size and compositiod of the fam iabor
force in those counties. Farm Rlacément esfim&tes usually agree éubsfantially
with those 6f the U.5., Census of Population and the U.S.'Departmenf'of Agri-
culture, and are those freduently cited as the most reliable figures available
on the agricultural labér force. And yet Farm Plaéemeht figures on seasonal
workets include local teenagers, housewives, and other persons who afe not heads
of housgholds or who are not primarily deéendent upon farm labor wages for
family support. Fuftﬁer, while Farm Flacement is cohcerned with the number of
workers required dnd present during each week, they do not attempt to enumerate

the number of different persons in the county from week to week. That is, changes

~_from week to week indicate only cumulative increases in number of workers, so

that an estimate of 4,000 workérs one week and 7,000 the next may mean that.
between 3,000 aﬁd 11,000 workers have entered or left the'éounty within a two-
week period. It seems highly probable that Farm Placement figures underestimate
the number of different individuals engaged in farm work as describéd iﬁ the

following detailed study.
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| Since Farm Placement is considered to be the authoritative source om farm
labor size, the California Farm Worker Heaith Service studiee questioned ferm
workers about their use of and experience with Farm Placement. In ooe ﬁé:y
large county it was learned that only thirty-one percent of all thoee interviewed
-.hed been, at any time in their farm work career, to ome or more Farm Placement
Offices. Of thess, twenty-five percent had used the Services in the county
studied while six percent had used offices in other counties or Statee.

In addition. fully thirty-eight percenn of local workere had been to Farm '
Placement, This finding in itself is informative in that one could aeeume that
local workers would be more familiar than migrants with existing job opportunities
and therefore would have less use for the Service. However,‘eince local workers
are in the area for longer perioos. they rely on the Service when there ere no
jobs evaiiable during the slack gseasons or when their own partiouler work cjcle
has been prematurely completed. _ “

One muet conciude that, in view of the general confusion surrounding a
workable definition of "migrant agricultural worker“ ooupled with the absence
of an accurate census, thetlthe actual number of migrants probably_compriee a
larger segment of the total national population than ourrenr migranr labor
estimates reveal. | |

The volume of services actually given was recorded by individuai projeots,

~ but the absence of reasonably eeourete base popuiacion figuree made it impoesible

to determine the rate of utilization of eervioee by migrant workera. Moreover,

as treatment usually received preoedence over recordetion in .f;emily heelth service
projects, health records tendad to be main:eined without close dieeriminetion.
In addition, the proportion of total migrante served netion-wide wag also

impossible to estimate asince the peraons who reoeived aid et one cime in one
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project area may also have been treated at another time elsevhare. An unduplicated

enumeration 1is therefore exceedingly difficult to obtain.

Personnel

Project staff members, as a whole dispiayed high morale and dedication to
duty. In only a few instances has there been evidence of major incompetency
or inharmonious interpersonal relations. COmmunication difficulties between
staff and migrants have been attributed to linguistic and cultural differences,
although the use of bilingual health aides and volunteer interpreters from the
migrant camps have helped in eome situations. The unavailability of trained.
personnel occasioned some staff vaecancies in projects, and the health clinics

were usually understaffed. Thus during periods of local seasonal peak these
clinics found it difficult to see all patients and maintain consistently good
-guality care.

dncillary personnel were employed by some projects to assist professional
staff in a variety of ways aimed at gaining a better understanding of migrants
and ways of extending health services to them. The backgrounds, roles and
functions of these personnel varied from project to pfoject, as did the degree
of success reported by directors. Ancillary health personnel were utilized to

~wmakeuinitial—eontaGEsfwithfmigrantsWin—l&borfcampS*tOt“Winformmmtgrants‘abbut"
available health services; refer patients to family health service clinies;
make cursory inspections_of labor camp conditions; develop working relationships
with crew leaders; collect certain data as directed by the professiopal project
staff énd as interpreters.

In general, professional staff members felt that utilization of ancillary
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personnel had been helpful and worthwhile, though they emphasized the necessity

for close supervision and a clear, exact description of duties.

Facllities

Available facilities varied with locale. In genéral, project headquarters

were established within individual health departments, and personnel other than
clinic staff used these as bases of operation. Ciinics were situated in school
and church bullidings, barracks, orlin mobile units near camps. In a few cases
tfeatmeht and preventive services were given in'physiciahs‘ offices or in exist-
ing city or county health buildings. Except for those held in permanent or
mobile installations, medical facilities required organization of the site and
equipment with each session. Of clinic facilities observed, which héd been
established by project funds, none wésconaidered édequate for comprehensive
medical.service. Although the mobile units examined appeared simpie in their
assembly, they usuvally served as effectively on locatioh as most "permanent"
facilities. In addition, they possessed the added value of closer migraant con-
tact than wes possible with permanent facilities located some distance awyay.
One project director commented that hwithout the mobile clinic we could not do

-~ pur job". Clinic facilities were oécasionally used for other tfaditionally

puElic health aéEIGities in health education and immunization which were
available to resident and non~resident alike.

Laboratory facilities were comspicuously abgent in project clinics. When

such work was necessary or desired, actual tests were conducted at a State or
private laboratory some distance from the clinic. Unfortunately, critical time

losss, infrequent clinic sessions, and patient oute-migration often conspired to
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nullify any benefits to be gained from completed laboratory work. Thus a primary
element of the diagnostic phase of clinic evaluation was severely restricted, and

it appears that this phase will require further development as the program con=

tinues.

Family Health Sarvice Clinids

The delivery of services varied with the type of project undertaken. How=
ever, initlal migrant contact was made by pfoject personnel in all cases.
Successful attempts ﬁere made to hold clinic sessions, educational meetings of
all types, and family visits at times and places considered by project personnel
to be convenient for the majority of migrants. In this respect, clinic¢ services
were made available to workers in the evenings when it was felt they would be
better able to attend. Some project staff indicated, however, that in some
localities women and children could possibly attend during the day, and that
workers requiring emergency attention could take time during the day for medical
services. Patients referreﬁ by nurses as having special problems requiring
treatinents unavailable in clinics were seen in physicians' offices.

Attempts to evaluate the quality of services rendered in each ciinic_are
made difficult by the lack of comparative standards. Yet based on criteria

developed by specialists in the medical care field the family health service

cliniecs have provided, with few exceptions, a general préctice-type care to a
variable degree, although a few projects h#ving arrangements with established
clinics in their areas were equipped to offer more adequate service.

It was obvious in most family health ciinics that the demand for and coét

of drugs was not given sufficient consideration in the original project
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~ application, with several projects depending almost exclusively on samples
obtained from salesmen and physicians. Other projects dispensed certain commphly
used and/or inexpensive drugs but were uneble to pay for more expensive medications
when needed. In one area where migrants were occésionally given prescriptions
for moderately expensive drugs, these prescriptions rarely were taken to the
pharmacy because the farm workers could not afford to have them filled. As
medication may mean the difference between cufe and chrohicity and may be the
only means of returning the worker or family member to normal activity, it
eppears imperative that such medication be within the purchase and geographic
reach of farm workers and their families.

While the Study Team was unable to measure or evaluate the work of all
specialized personnel provided through project grants, sufficient information
was obtained about their specific accomplishments to indicate substantial contri=

butions toward improving health conditions among migrant agricultural workers.

Environmental Sanitation

The addition of sanitarians provided more intensive coverage of camps and
field areas, enabling several state and local projects to investigate every
known camp within their jurisdiction--scme for the first time. Many specific
~-improvements—in-environmental-sanitation have been wade, thus . reducing the.
1ikelihood of disease development and transmission. Improvements in housing
and environmental sanitation were especially notable with those projects whose

nurses, sanitarians and health educators worked in close rapport with growers.
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Nuraihg

Under the provisions of the Act, it has been possible to supplement and
extend concentrated public health nursing sérﬁices tp migrants. Public health
nurses visited labor camps té provide nursing care.for ﬁhe sick; counseled
mothers regarding maternal and child care, made referrals to family heaith service
clinies, and provided follow=up services where indicated. Public health nurses
also served-in many family health service clinics, assisting physicians and
providing other services for which their skills ﬁere required. It was evident
that public health nurses played a major role in the provision of health services

to migrants.

Health Education

Héalth_education services to migrants have been extended substantially
through provisions of the Migrant Health Acﬁ. Over seventy-five percent of
the projects requested funds for this purpose, more than for any other type of
service. Emphasis and efforts in this regard varied among projects. Healﬁh
education specialists are everywhere in short supply, so it more freqﬁently
became necessary to develop educational activities as a part of the duties of

other project personnel. Nurses and sanitarians were particularly active in

health education programs, as were those dentists, and nutyitionists who parti-
cipated. |

Health education was carried out primarily on a person to person basis with
some group instructions in infant and child care, pregnancy, nutrition, general

sanitation and personal hygiene. The use of leaflets and posterxs were apparent
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in some projects with questionable effectiveness in view of the low literacy

rate of the migrants., Project staffs frequently indicated that printed educational

material stil; required person~to-person interpretation. Visual aids seem to be
the most effective but are‘at-presént the least available. Although it wa;
evident that health education is everywhere considered of extreme importance;

it is probably the least organized or equipped of the various health services
and will undoubtedly demand even greater emphasis in futufe programs‘aé ﬁell as

critical evaluation of methods and results.

Summary Statement

In general, the program has added staff and funds to health departments,
resulting in. the provision of services previously unavaileble to migrants.
Health departments themselves have increased the range of their concern to
include medical service problems which had been conéideéed beyond their scope.
Though the grant supported projects vary widely.and nene is without.problems,
each is making a significant contribution to the health condition of the domestic

migratory farm labor force.

Problems Encountered

The short seasonal nature of some projects, location of others, and varia-
tions in social and professional climates, have contributed to difficulties.in
recrulting personnel. The concept of delivery of medical service through clinic
arrangements has been rejected by medical socleties in some localities. In somé

areas growers and employers have been apathetic or unconcerned about establishing

1
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or furnishing adequate housing and sanitation which meet minimal requirements,

Living in substandard quarteré, fémilies in transient status lagk facilities
for the preparation of nutritional meais in sufficient quaﬁtities. This problem
is compounded by cultural Barriers, pﬁor knowledge of proper food-stuff pre-
paration, and frequent exploitatidn of migrants by local grocery stores in camp
vicinities. |

‘ﬁore than half the pfojects have created Fumily Health Service Clinics,
although others lacu.ing formal clinics do offer medical service. In either
situation, the incidence of inconveniently locatéd élinics and infrequent Clinic
segsions adversely affe:t the quality of G.P.-typé serviées. Clinics are some=
times helé in improvised quarters with minimal frivacy and equipment. Projects
are impéded as well by strict adherence to traditional relationships at both
the intra~ and iﬁterh organizational level aﬁd in the areas of project-migtant
contact, In the first instance, bureaﬁcratic behavior is characterized by a
continued cpmpliance with the rigidities of regular health department procedures
and functions, absence of cooperation among local govetnmént officials, an&
minimal #ommunication between projects. 1In the éecond, the project-migrant
breakdown is evidenced in the cultural and linguistic differences which limit
proper understanding of heaith and health-related problems, and occasiocnal

negative attitudes held by staff.

Continuity of Health Services

Lack of health service continuity was of major concern to preject directors
and personnel. Problems connected with providing health service cohtinuity

on an inter-state basis to a highly' mobile population group are not simple and
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have not been ignored aﬁong the projects. But there was little evidence
suggesting any successful efforts toward solviag fhis long-recognizeq_problem.

Project staff expressed frustrated concefn over not ﬁeing able to determine
types of health services migrant have had in other regions. More often ﬁhan
not, migrants were uﬁable to produce any type of.health recordrto indicate
services previously received. Therefore, project staff had little choice'butl
to assume that wigrant patients have had little or no health service in the
imnmediate past. Consequently, migrants received blood tests, chest x-rays, and
immunizations upon severél separate occasions during a yearly migration cycle.

In addition to not having the benefit of knowing what ﬁealth services
migrants have already had, there was considefable difficulty in referring migrant
patients to.other areas for completion of indicated health sefvices. In this
éonnection, several problems were evident. Types of health services for migrants
varied considerably from state to state, from county to county, and from project
to project. Widely varying concepts of "comprehensive services' may have, in
part, contributed to problems associated with lack of health ser§ice coﬁtinnity.
Health service activities through public health departments, such aé mediéal care
for migrants, were considered to be entirely appropriate in some communities but
inappropriate in others. Apparently, iack of common understanding as to what

services are to be provided, in terms of migrant health needs, has resulted in

 the need to consider development of basic service program reasonably common
among regions attracting migrants. This, however, does not suggest the establish-
ment of a highly uniform and inflexible program but looks toward common agreement
upon basic categories of services, with guidelines sufficiently flexible to be

practical, based upon recognized mijrant health needs.

Another barrier to health service continuity was the lack of readily available
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information as to what health services were available to migrants in the various
are&s they go and to which places mi;rahts might be instructed to go for héalth
services.

The Migrant Health Branch has been éucéessful in developing a list of persons
within the.fifty state health d epartments who have been Hesigneted by respective
state oificials to act as contact persons on matters concerning migrants, a much
needed step toward improved inter-state communicatidns and patieht referral.

At the present time, however, no satisfactory system of ihter-state referral
of mipgrant patients is in-operation. A referral system developed in Florida is
being experimented with on an inter-state basis involving Elbrida, South Carolina,'
Néw York and Virginia. Initial efforts appear to hold promise, but it is too
early to determine whether or not this system will be successful,

The imperative need for health service continuity expressed By project
personnel suggests that the basic foundations for continuity must be laid at
the direct service level. In most cases this would be local, county or district
levels, In tha»planning stages of migrant health service projects, there is need
to consider types of services to be offered in :terms of regional and national
characteristics of the mijrant labor phenomenon in addition to those characteristics
fairly local in nature. If such considerations were made, it may become possible

for projects to complement each other in their service efforts, providing a basic

~framework for health service continuity.
The exclusion of the migrant and his family from hospital care was the most
frequently mentioned deficiency in the program by all projects visited. The
exemption was felt to be the principal deterrent to the provision of adequate care.
Local residency requirements,_transient status, and insufficient family funds,

conépired to disqualify the migrant from rehabilitation, guidance training, and



preventive and emergency dental services. While the Act does not specifically
prohibit the use of grants to pay hospital care, such use was excluded by Conw
gressional intent. The impact on the migrant of this exclusion is exemplified
in the following exerpt from an intexview:

"Husband, age 18, eight-month pregnant wife, age 17, and %-month old chiid,

travelled from M, Texas to K County, California in the back of a pick-up

truck to find work. Baby was delivered as premature in Delano, transferred
to K General Hospital, and placed in an incubator. Wife says family must
remain in K County "for two or three years' to pay off hospital bill of

$27 a day for post-natal treatment of child. Baby weighs 2 lbs. 3 ounces,

and parents were told it might not live. Woman received no pre-natal care

in Texas or in California. Family resides in rented trailer.”

The provision of family clinic services was at times considered to be
illogical, as without hospital care a follow-through to provide definitive
medical services was impossible. While the cost of providing necessary
emergency hospitalization and rehabilitative care not now available is impossible
to predict accurately, it is felt that such prediction might follow from ex=

perience gained through projects specifically devised for feasibility study.

GEOGRAPHIC AREAS NEEDING SERVICES BUT WITHOUT PROJECTS

1t was impossible in our alloted time of study to visit or obtain specific

_reasons for the non~establishment of projects in the many areas of the U.S.

having relatively large numbers of migrants during their crop seasons. However,
from discussions with State Health Department Staffs, visits to ceértain "non-
project" areas and testimony before Congressional Committee hearings on the
Migrant Health Act, the Study Group was aware of the many reasons, both positive
and negative in nature, which have precluded the development of projects in some

localities.,
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A positive appraisal reveals regions wherein there is a general feeling
locally that adeqﬁate health services are already provided for the migrant
agricultural worker. Yet a‘close examination of these areas indicate that in
none of them are truly adequaté services available. The familiar observation
that the migrant can avail himself of any health service "if needed" actually
is reduced to provision fdr "emergency services only"; and that on coandition
the migrant knows where, when and how or has the funds to apply for and receive
services. The following data from an interview reveals that even migrants who
have attempted to establish residence are faced with this problem.

"Female farm worker, resident for two years, rushed her child who had

swallowed furniture polish to the "X" Medical Center, as the County

Hospital was 20 miles away. She was asked if she had the money to pay

for the child's treatment, and when she replied that she did not, she was

told the baby could not be seen and "to take it to County". She explained
the baby was very sick and the General Hospital too far away. B5till she

was refused. She then called the Fire Department, which looked at the child,

concluded that it was an emergency and ordered the Medical Center to admit

it, which they finally did. Woman was billed for services and refused to

pay. Child survived.” '

Local medical officials in certain of these areas have operable‘and affective
progrdms for public assistance recipients, but recognize that migrants are
excluded by law from coextensive coverage, barring the rare instance when such
a migrant can accumulate enough months in a particular geographic area to be

considered a "legal resident”. Other local officials prefer not to recognize

or appear unwilling to admit iznorance of the fact that migrants are ineligible

for these services, and thus a few are able to receive medical care in spite
of the legal restrictions.

In the majority of instances where projects would be helpful in improving
health services, the fact that applications have not been made can be attributed

to general apathy within the community or state and to definite resistance on
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the part of politicians, medical societies or other local groups.

Private apathy and professional conservatism are usually reflected in such
statements as "We have gotten along in the past, why change?" Such opinions
arise chiefly in areas in which migrants are in residence for short periods
of time and the demand upon local health care resources is therefore not signifi-
cantly increased. Officials in such areas feel that indicated services may be
postponed until the migrant moves on once again to another county or another

| state. This attitude is ingrained in the very core of community life itself

a nd has persisted for a span of many years in some locales with short peak-
season of in-migration. Apathy and resistance also chargcterize some home
base areas. Yet significant changes have occurred in a number of apathetic
communities through the dedicated and persistent efforts of such church groups
as the Migrant Ministry and the Bishops Committee, who well know that an apathy
anchored in indifference toward the faxm laborer can be transformed into a
genuine willingneés to provide needful help, if local leédefship can arouse
commdnity action.

In some areas without projects, but in which health officers considered
projects desirable, definite opporsition arose to application for funds. Animosity
ekpressed usually ceme from politically biased officiais. Some local medical
societies opposed family health service clinics, while in otiier areas health

~ officers witi=held this service from the project application for fear of possibly

antagonizing the medical society. In some cases this fear was unfounded since

noe efforts had been made to solicit anproval or participation of local physicians.
Some states failed to establish any projects because of opposition at the

state level against any program operating through individual project grants.

Several State Health Officers, including some with projects, felt that pgrants to
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States on a formula basis would permit greater flexibility in program operation.
However, the point seems debatable as a number of states with projects appeared
to be operating as effectively and with as mucﬁ latitude as under formula=-grant
programs. Study of non-projeét areas indicated as great or greater. need for
help through project grantsas did areas with projects in operation. In many
lo.calities where the small number of migrants have not stimulated project
applications the health services were found to be totally inadequate or unavaile

able.
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RURAL HEALTH PROBLEMS

Existent Rural Health Services: A Summary of Findinps

in an effort to explore the nature and exteht,of health serviceé available
to rural residents, one of this Study's staif consultaqts sampled by questionnaire
appropriate agencles in those twenty~-seven states which employ a8 minimum of 5,000
migrant workers at their peak seasons. Recognizing that the resulté obtained
must be regarded with the usual precautions applicahie to the methods applied,
the data‘received appeared nonetheless of sufficlent value to deserve incorporation
into this report.

In most states, with the exception of those in which special medical programs |
exist for recipients of federally subsidized welfare aid, public medical care
remains largely a responsibility of local government. Public provision for
health care in rural areas varies not only from sﬁate to state, but often within
the boundaries of the states themselves. While environmental health services
awd preventive medical care are usually provided by local health departments
where they exist, the quality and availability of these services depend gfeatly
upon the perception of local health problems. Those rural indigents who are
fortunate enough to be eligible for one of the categorical aid programs are,
of course, likely to have some medical services paid for through state and

i
federal funds. To qualify for federal funds, state programs must be uniformly

applied throughout the geographic area of the state involved and thus pe¥sons
in rural areas who are eligible for these programs have the same rights to
medical services provided in the state plan as persons in urhan areas. Ineligible
medically needy residents, however, become the responsibility of county govern=

ments whose services vary from "none" to"limited". One outstanding exception
p
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to this pattern is the State Welfare Department of New York, which shares the
costs of comprehensive medical care programs for both recipients of tﬁelbategorical |
aids and general assistance, needy pexrsons who are not eligible for one of the
federally subsidized programs, and for the medically indigent as well.

The above description presented is not intended to indicate that most rural
areas are without any health services. Of the twenty-seven states surveyed,
sixteen reported activities of voluntary agencies in rural areas. Health
agsociations==~tuberculosis, heart, cancer, diabetes and others-==- often sﬁonspr
clinies inrrural aveas. Agents of the agricultural extension service in most
states frequently promote rural health by use of educational and informational

‘ programs. Service clubs and fraternal organizations, units of the Migrant
Ministry, county medical societies, and indivi&ﬁal pracﬁitioners often make
therapeutic services and drugs available for low-income families. And of course
persons who can afford to pay for care do not have difficulty in travelling to
centers where such care may be found.

Public insurance programs such as workmen's compensation and temporary
disability, are rarely applicable to farm workers. Although some states permit
voluntary coverage by employers, only California provides compulsory workmen's
compensation for farm workers on the same basis as coverage for laborers in
other industries. Temporary disability insurance benefits are provided for

~ngndividualsgingcglifdrnia, New Jersey, New York, and Rhode Island, and of these,

- only California includes farm workers under law.
Private insurance coverage for persons living in rural areas is usually
very much less extensive than in urban centers. Although there is a perceptible
movement toward such coverage, it has barely touched the agricultural worker or

other low=income rural resident. Premiums, even on 3 group basis, are usually
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too high for low-income families to bear, unless a subétantial portion is pai&r
by the employer. Insurers, moreover, are reluctant to cover a floating population
because of the high administrative costs involved.

Those réspondents ﬁho discussed existing barriers impéding the extension .
of rural health services to agricultural seasongi workers, ﬁost frequently cited.'
the followinz: non-availability of personnel, insufficient funds, absence of |
local interest and employer concern, residency regulactions, and adwministrative
apathy. While none of these problems is unique of itself, it is significant
that a uniformity of _oi_:inion exists reflecting the prevalence of such obstacles

throughout the nétion.
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Apricultural Seagonal Workeress Regidant and Mizrant

The intent of legislation included in the Migrant Health Act has aimed at
providing public health and medicél care services for those Americans defined
as "migratory'. The misforiunzs of the migfapt worker cannot be singied out
as more far-ranging or severe than those of less publicize&“resident farm Iabofer.
Both ocecupy the lowest socio-z2conomic status and are equally lacking in medical
care. Both are by circumstance olienated from the mainstream of American life
and are deprived of the most basic benefits enjoyed by other laborers. They
have been seriously affected by social, economic, aund technological chaﬁge.

And as no true distinction can be drawn between their needs, neither is it
possible to effectively distinguish between their ability to meet these needs.
A program of comprehensive medical service for all seasonal agricultural workers
without regard to their residency status is indicated,

Those who serve migrant farm workers are agreed that the pgreatest impact of
services gilven thus far has heenlin the area of traditional public health
activities. They are likewise agreed that the greatest deficlency of the present
program lies in the area of hospitalization and therapeutic medical care. No
adequate pfoﬁiéion is presently made for such coverége, and this exemption is
felt to be the principal deterrent to comprehensive wedical services for the
migrant and the resident farm worker as well.

The heavy caseloads and pressures exerted on full-time physicians working

in county hospitals and other facilities make difficult the care of both
hospitalized and ambulatory patients. It thus becomes increasingly clear that
the quality, type, and extent of medical services available to farm workers

in remdte, labor~-intensive counties depends in the final analysis upon the

ability of such counties to assume additional financial responsibility for
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increased patient load. An evaluation of the present status of this situation
in agricultural areas would appear to be indicated in the achievement.of solutions
involving the exteusion of comprehensive medical care coverage to seasonal farm
workers. A systematic sfudy.is required of the numbers of physicians available
in major crop areas, the type and quality of medical institutions, the complex~
ities of residency restrictions on public medical care, the.dearth of medical
and paramedical persomnel, the fragmentation of tax-supported eefvices,.and

the attitudes and responses of rural citizens to indigent persons =- all factors
directly bearing on any planned attempt to conscientiously improve medical care
for all agricultural laborers. The finding ﬁay dispel the widespread opinion in
souie rural.communities that adequate health services are provided for both re~-
sident and migrant workers. Indeed, services may be available but they may

not he used aither for reasons based on definition of residency, br on other
factors shared in common by all seasonal agricultural workers.

For example, some migrants manage to accumulate sufficient months in a
particular county to be considered "legally resident". But, barring the raze
instance when & resident achieves the sophistication so necessary to avail
himself of his legal rights, the term itself confers far fewer_rights than is
commonly believed. It is widely thought, for instance, that the esﬁablishment
of legal residency enﬁitles one to a broad range of public health services,

both preventive and restorative, which are denied the non-resident «w-< but in

fact the d;;tinction is often only academic,-ééhééchnical éligibilify is no
guarantee of benefits derived. = |

As an example, in Califofnia, the State law requires that a county hospital
must admit any expectant mother who is unable to pay for her care and any

person "in need of immediate hosptialization on account of accident or sudden
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sickness or injury". Beyond this, State iaw also requires Ehat counties pro=~
vide aid to the medically indigent who are lawful residents.

However, the question of residency is more complex. In California legal
residence is defined as three years in the State and one year in the county
of application. Should an applicant for assista#ce héve no county residence,
then the county where he last resided continuously for one year immediately
prior to application is considered reéponsible for his support. Theoretically,
therefore, if é medicaliy indigent State resident becomes i1l in a county of
which he is ggg a resident, the responsibility for his care must be assumed by
a county in which he has had the longest period of residency. However, official
policy bears little resemblance to official procedure, and any facility persbnnel
would hesitate to give care on the verbal assurance of the applicant himself if
there appears any doubt as to the legally responsible county. They are well |
aware that their bills will not be honored by the allepedly responsible county |
unless legal residence is verified. When the applicant appears to be a migrant
or resident of another county, local officials sometimes feel that indicated
treatment should be postponed until the migrant moves on to another county or
state. Thus residency requirements are frequently invoked as an instrument of
exclusion by cost-conscious county administrators.

To illustrate in more detail the common problems facing the migrant and

resident agricultural worker and administrators involved in projects concerned

with seasoﬁal agricultural workers, it may be informative to examine the results
of one of the few intensive studies of farm workers in two selected counties
in California.

The California Studies -~ The Farm Workers Health Service of the State of

California Health Department undertook an attempt at new metheds of enumerating

and describing the client group it was charged to serve under the Migrant Health



Act. Two Summer Studies during 1963 and 1964 were condurted in two labor-
intensive California counties during their peak seasons. .Seven hundred and
seventy-seven 1ntérviews by bilinzual field workers were obtained based upon a
scientific random_sample of all farm worker families employed during the peak
seagson in these counties.

Identifying the status of migrancy and residency has been faced by the
workers as well as by administrators. In this regaxd, the Farm Placement
Service classifies farm worlers by determining the relation between 2 worker's:
present residence and his home~base, and grouping these workers into local,
intra=state, and inter~state. However, attempts to identify these groupings
reveals that the classification is oversiﬁplifiéd and impractical. In the Study‘
workers were grouﬁed into seven categorics of relative migrancy, each designed
to encompass some degree of travel status. These categories were: local, no
travel; local out-migrates; seasonal infmigrant, intra~state; seasonal in-
migrant, inter-state; seasonal in-migrant, international; permanent inwemigrant;
and settled.

In one California county, approximately thirty-nine percent were initially
classified as "local workers". However, some of those included in this class
were persons whose "homes" were so far away that they did not return to them

during the off-season. These included in the "permanent in-migrant" group,

Although these workers considered this county their home, they were not legal
residents. Some workers and their families who had residency rights reported
that their true home was in Texas, but that in fact they wintered in Mexico

because it is cheaper to live there, which in fact,_identifies them as inrer-

national migrants.



Farm Placement figures do not distinguish between local legal residents

and permanent in-migrants. In one county studied, for example, lesé than half
of the persons who would have been identified by Farm Piacement as local |
seasonal workers were actually residents of the county. ﬂEW‘in-ﬁigrants who
are engaged in farm labor migrate from place to place witﬁin-the state, and
thus most local workers interviewed had‘migrated at some time in their life,
New migrénts were youhger than local workers. As they marry and raise families,
become more familiar with local job opportunities, they tend ﬁo stop migrating,
preferring to iive on less when.necessary to avoid_traveiiing.
- It is the supposition of Federal and Staté programs for farm workers that
families or 1hdividﬁals who #re migratéry suffer from special problems, unique
within the_definition of "migrant", which are more severe than those affecting
the domestic local worker. These "special problems" often relate to pe;sohal
income rather than indigeney. From the survey materialé it was possible to
compare the incomes of migrants with local non-migraﬁts. It was found that
sixty~two percent of local families who.did net travel reported earnings of
iess than $2,000 a year; while fifty percent of those wio out-migrated, and
only forty percent vho migrated intra-state, earnéd less‘than $2,000 a year.

Thus, there were more local workers in the lowest income level than any one type

_of migratory worker. Additionally, it was found that there were more.workers
in the highest income bracket among out-migrants than among local workers.
For farm workers in these counties, migrancy was not uniformly ailied with
indigency. Workers who remained at home-base all year in an effort to stay
with their families, tend their homes, and keep their families in school, paid

an economic price for their decision.
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Recognizing that an adequate evaluation of medical-health status and care
is an extremely complex task, the California sufvey restricted itself to a
series of basié questions on knowledge anﬂ use 6f public health-medical
facilities. The éurvey was interested in measuring how many of what'kind of
farm workers were aware of available medical care serviﬁes and what expérience
they had'had with them. In addition, many farm workers.also volunteered
information about symptoms, methods of tréatment, and evaluation of services
received, Thié information waé thought valuable, not because it was an
accurate desctiption of symptoms or of serviceé renderad, but rather because
it represented the farm worker's opinion ;bout himeelf, how he felt professional
health people treated him, his responses and reactions to agency conﬁact.

All f#rm workers interviewed were asked if they knew where the coﬁnty
hosp;tal was located, and whether or not they héd aver been there. Thé data
compiled showed that sixty-six pexcent of all workers knew of the location;
forty=-four percent knev because they had been confined ﬁhere as patients,
or had accompanied other in-patient membefs of their family. Twenty=-two
percent knew where the hospital was located but had not had occasion teo go-
thexe. Thirty-four percent could not tell the interviewer.the city in which
the hospital was situated. Responses to ﬁhis question differed sharply between
local worlkers and in-migrants. While.the great majority of local farm workers

’”W**had”beenmto"thewcountyﬂhospita1~at—someﬂtimeﬁinLtheirwpast,ﬁthewuaaggﬁﬁhgapital
services by migrant workers was extremely low. Sixty-three percent.of the
migrant workers interxviewed had no knowledgze of the hospital's location;
twenty=one percent knew or thought they knew but had never been there, and only
sixteen percent had ever been inside the hospital.

The Study results suggests that people do not routinely learn where the
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hospital is located, and substantiates as well the fact that most migrant .
workers do not use the county hospital, at least during peak season work
periods. As workers in the sample were asked whether they had gver used the
couhty hospital, the question should have elicited responses from.m;grant
workers based upon many years of experience as.perpetual in-migrants. There-~
fore, one must qonclude that: 1) migrants seldom become sick in the couhﬁy
sampled; or 2) most migrant workers use private doctors; or 3) farm workers
do not have time to seek medical care even if they are ill during the harvest
seasén. |

Fewer people knew of qnd used family health service clinics than they
did the cduhty hospital. Of those interviewed, twentyefive percent.had
visited the family health clinics =~ forty percent of the local workers had
used them and ten percent of the in-migrant workers reported use. Another
thirteen percent of the worke;s knew where clipics were held, but had_never
used them. Fully sixty-two percent of the workeré -~ forty-seven percent of
the local workers and seventy~six percent of the inemigrant workers =~ did
not know of the existence of any county health clinics.

The health insﬁrance plan is considered to be one method through which
medical care for seasonal agricultural workers can be financed.r The insurance

concept is foreign to most persons living in a marginal soclo-economic status

and its many facets must be explored for its maximum utilizatiom.

In this
respect the California Studies, in their research into the clients' knowledge
about and usage of wofk compensation and disability insurance reveal_some of
the problems involved.

Agricultural employees have the second highest work-rélated accident and

injury rate of any industry in California. For several years farm workers
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have beén covered by Workmen's Compensatidnllnsurance and by State Disability
Insurance. The DI program is financed jointly by employer contributions and

a one percent ﬁeduction from worker wages. The California Stﬁdy was interested
in determining how many farm-workers were aware of this insurance coverage

and the number who had actually used this program. These questions were prompted
by statistical reports from the State Capitol which indicated that on the basis
of DI claims filed, agricultural workers have one of the lowest rates of
disabling illness of any industrial group.

Fully forty=-nine percent of the workers interviewed were aware that they
‘were covered by workmen's compensation and disability insurance. An: ther nine
percent of the workers knew that one percent deductions were made from their.
chacks for somerkind of insurance, but no more tuan this, A sﬁbstaﬁtial forty-

two percent had no knowledoe of their policy coverage and were not even aware

of why deductions for "DI" were made. California-based workers were much more
likely than out=of=-state workers to understand the state insurance plans.
Whén vorkers were asked aﬁout their knowledge of the two insuranqe ﬁrograms,
the difficulty of easy explanation of the complex policies and procedures of
these programs becane quickly apparent., Many workers pointed out that they
had had worke-related or disabling illnesses and injuries. lost, however, had

not reported their condition to anyone; others were uncertain of their work

history during.previous quargérs andrit wﬁ; iﬁﬁgésible anéé£é£;igerthéigw
eligibility. As nearly as the study could determine, exactly half of those
who had had workmen's compensation-covered injﬁries and acéidents'had received
benefits from these; the other half had not. Approximately forty percent of
those who had had Hisability-covered illnesses and injuries had received some

benefits; the rest had not filed or had not been awarded any benefits when



they filed. The resqlfs are instructive in that they point out that the mere
existence of a service does not guaranteé.knowledge about or usage by either
local residents or nonwresident agrigultural workers.

In summary, many farm workers share equally with migrants the paucity
of available services and their limited utilization. With membership in the
same low socio-economic class and/or ethmic groups, ;haracterized by low
educational attainments, language barriers, cultural differenées,_and limited
social experience in. the wide society, they lack knowlédge about available
services, or undefstanding of the procedures to obtain these services within
their legal rights. The problems of resident farm and migrant workers cannot
be separated and to distinguish one group from the othgr in designing and
implémenting medical and other sexvice type programs is felt by the Study

Group to be discriminatory.

World War II Health Program

In visiting certain projects now in operation under the Migrant Health Act,
there remained evidence of the program supported by the Federal government to
provide health services to migrant workers during World War I1. Seve;al of

those who were directly responsible for the creation and administration of this

r~u4%wprog#amfservedﬂasfadvisorsgtoAthegpxesentfstudy1ﬁf1tmisWwithmthisminﬁmind that

we believe that a brief review of the composition and accomplishments of that
program should be of interest to those who are concerned with the health o%
seasonal farm workers,
Due to farm labor shortagzes in the early war years, the War Productiqn-

Board deemed it necessary to protect and conserve the health of this nation's



agricultural work force. The Board, working with the Department of Agriculture
and the Public Health Service, organized health services through subsidies to
six non-profit Agricultural Workers Health Associations, which covered the
entire naﬁion. These prograﬁs, directed by Public Health Service Officers,
provided needed health and medical-services to migrant agricultural workers,
integrating in théit approach the talents of both local personnel and fedexal
officers. |
The Agricultural Vorkers Health Associations provided comprehensive health
services including preventive and therapeutic medical care, surgical, hospitale
ization and dental care, nursing, environmental sanitation, and nutrition
éervices, as well as drugs. Eligibility requirements were restricted to
1) enployment in agriculture, 2) low income status, and 3) non-residency
(since only residents were considered eligible for welfare assistance.)
Under this definipion, almost the entire migratory farm worker population was

eligible for service.
Negotiations for services were conducted at local ievels. Physicians and
dentists were paid for on a fee-for-service or fee~for-time basis. Hospital
rates were decided at the local level as well, eliminating the complex and
time-consuming processes inherent in governmental procedures. About 250 health

center clinics were set up throughout the country in areas of seasonal labor

7E§ncentration. Due to the micratory habits of workers, many of these clinics
were mobile and tended to coniform to work stream patterns. The program
appeared to be successful and far less costly than initial estimatgs indicated.
However, with the end of the War, funds were withdrawn and the accomplishmeﬁts

made possible under the program ceased to continue.
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.SUMMARY OF CONCLUSIONS

‘General

The Migrant Health Act (PL 07=092) 1s the first effort by Congress specifi-

cally to meet the health needs of domestic migrant agricultural workérs.- i
The program Qnder the Higrant Health Act hag operated completely within
Congressional Intent.

The Act has permitted local groups to initiate projecﬁs to improve health
services to migrants.

The continuation of the Act will permit increasing the iﬁter-staté éooperation
already in evidence, and the development of_greater continuity of health

care for migrant agricultural workers.

‘Applications for project funds have been greater than the amounts appropri=-

ated, indicating increasing interest among health officials and others about
migrant health problems and related areas of unmet need.

The liigrant Health Act has demonstrated that the small initial appropriation

allotted to attack a large national problem is totally inadequate. Extensive

field activities by both local and State personnel have demonstrated with
dramatic clarity that health needs and ability to meet such needs are as

a rule virtually identical wvith migrant and non-misrant alike.

7.

Due to delay in appropriation, the Program began a year late and hés not
been able to demonstrate fully its potential benefit to migrant workers.
Pfogram operaﬁions have broadened the public health services in ﬁany arcas
to include eariy medical care as part‘of therpreventive services afforded

migrants.
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9, Through demonstrations in several projects it has become apparent that the.

10.

training of pérsonnel in migrant healéh work dese;ves additional attention
in the subtleties of cross-cultural understanding and communication.

Thile it was‘hopéd that the.financial responsibility for on-going projects
would gradually be assumed by local support, experience in most areas
discloses that withdrawal of Federal funds would_seriously undermine the

program.

Bengfita of Program

1.

4,

The program is providing services that would not be available without the
Migrant Health Act.

It has stimulated gteatly'local interest in migrants throughout the country.
It has resulted in marked improvement in cormunication among heélth'workers,
grovers, and migrants.

It has brought into focus the need for continuity of health services in
dealing with a highly mobile population.

It has resulted in improvement of housing, general sanitation, workiﬁg

and living conditions in a large number of localities.

It has encouraged the establishment of family health clinics or othexr

neans. of providiﬁﬁ medical care for mizrants which in turn—has led to
better utiiization ol traditional public health services.

it has provided medical and health services not previously available in
many rural areas, and in many instances has éxtended these services to

local impoverished rural residents supported by local funds.

In some areas where projects did not extend coverage to other than migrant
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workers, local residents have requested that equivalent services be

established for dther local poor.

Limitations of Program to Migrants

1.

5.

Slightly more than 50% of projects established the family health service
clinics which were the primary goal of PL 87692,

Health service clinics now operate only once or twice per week and are
unable to offer éomprehensive medical service.

Inability to pay for hoabitalization and privaté medicél care often
restricts or negates potential benefits from clinic service By preventing
patient followe=up on necessary additional medical care in both emefgency
and rehabilitatiﬁe situations.

St#ff—patient communicacion especially in projects having Latin~Americans
in both clinical and related health activities is conspicuously ineffecﬁual
except when interpreters or bi-lingual health personnel are included as
ﬁembers of a project team.

Due to population fluctuation, clinic faci}itiés are not always easily
accessible, necegsitating the use of available but inadequate resources

within a circumscribed area.

The absence of any transportation in many areas prevents effective clinic

use and nullifies benefits of referrals to more distant medical centers.

Clinics are not always held at times and places most convenient to the
worker and his family.
All but a few clinics reveal definite understaffing of physicians, nurses

and auxilliary persodnel.
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Projects which include "studies' have been restricted by intent of the

Act. Any yet, without this feature, certain accurate essential information

can not be gathered against which prograns might be evaluated.
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