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Afro-American migrant farmworkers: a
culture 1n isolation
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Center, *State University of New York at Geneseo & *FingerLakes Migrant Health Care
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Abstract Increasing rates of HIV infeciion hawve been found in migrant farmzeorkers in the USA
over the past decade. By virtue of lifestyle, language and culture, these workers are nal exposcd to the
wypicel media HIV prevention messages. To determine their level of kuowledge abowur this disease for
use 1 prevention messages targeted specifically to this population, five gender specific focus groups
were conducted among Haitian, Famaican and Africon-American pigrant furmecorkers in upsiate
New York, The focus groups revealed that the health belief sustem of these Afro-dAmerican nagrant
workers primarily refleces thar of their indigenous culnure. This fmpacts their Duerpreration and
utilization of risk aversive behaviours, The data also suggest that the culture of migrancy itself affects
the extent of rishy behaviours practised, bur further studies are needed 10 exaniine this phencaenon.

Introduction

Migrant farmworkers are an ethnically diverse group employed seasonally in agricultural
labour. Most of the workers come from Caribbean islands such as Haiti and Jamaiea, and
from scveral Latin American countries. Farmworkers employed in upstate New York are part
of both the eastern and mid-western streams, They wavel “upstream® from their home bases
in Florida, Texas, Latin America and the Caribbean islands, while harvesting crops aleng the
eastern and mid-western states. African-American workers provided the bulk of manpower in
the region unuil the late 1970s, when immigrants from southern American countries entered
the “stream’. Migrant culture is a culture of poverty; the ayerage annual income for a worker
varies between $6000 and $8000. Yet these workers, even those Jegally in the USA, are
largely unentitled to traditional governmental social supports offered at this income level.
The economic deprivation, in addition to the residential instability and lack of adeguare
social supports, create serious health and social problems for this group.

Migrant farmworkers are not a healthy population. Disease and mortality rates exceed
those of comparable native indigent populations. The life expectancy of a migrant farm-
worker is 49 years, compared to a 75 average nationally (Wilk, 1986). The geographic and
cultural isolation inherent to the migrant lifestyle contribute 1o il health. Both up-and

. downstream, migrants live in substandard housing under unsanitary conditions. Information

is transmitted more commonly by word of mouth than through the media. High illiteracy
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rates, language barriers and adherence to folk medicine traditions further impede risk averse

education from reaching this group.

The characteristics of rhe migrant ifestyle, with frequent changes in residence and social
network, are isolating for migrant farmworkers. Single males in particular have few venues for
socializing and sex workers are used frequently {Organista & Organista, 1997). Traditonal
8TDs (sexually transmitted disease) are commeon and cften go untreated (Nolan & O'Barr,
1993) and HIV infection is of increasing concern among mnigrant farmworkers throughout the
country (Lyons, 1992). HIV risk from exposure upsirearm is compounded by high rates of
HIV prevalence in their countries of origin of the farmworkers (WHO, 1994). A recent revicw
of HIV disease among migrant farmworkers in the USA indicates that prevalence rates vary
by ethnicity (Organista & Organista, 1997), from 0% in Ladno males in the western stream,
10 13% in a group of single African-American males in South Carolina, These numbers need
to be mterpreted in the context of the difficulty of conducting disease surveillance in a
population that resists jdentification and tracking, but they also suggest that sub-groups of
migrant farmworkers are at high risk of HIV infectior. Suppors for the high rate of prevalence
comes from the high incidence of other sexually transmitted disease found in health assess-
ments of migrant farmworkers across the nation (Nofan & O’Barr, 1993).

HIV education programmes have classically targeted high risk urban groups. The
potential for widespread dissemination of HIV disease in a migratory population with high
risk sexual behaviour has prompted public health programmes to focus on these workers at
an early stage in disease prevalence. The challenge to creating effective HIV prevention
educational programmes for migrant farmworkers has been to tailor these efforts to migrant
culture in general, as well as to the specific ethnic groups that make up this population.

In 1995, the New York State ATDS Insdrute provided funding to determine the level of
knowledge about HIV infection as well as optimal means of reaching the State’s refugee and
‘migrant populations. The goal of this initiative was to utilize the information collected to
design more effective and culturally relevant educational materials about HIV infection and
AIDS, '

To this end, gender~ and ethnic-specific focus groups were conducted in the native
language of the participants. Discussions focused on knowledge about heaith and HIV
disease, relationships and family, and sources of health information. Questions addressed

. included: how, do these workers face issues of personal risk? How do ethnic and migrant

cuitures integrate to influence attitudes and behawour towards HIV infection? This paper is

. a summary ind 1nterpretaf:10n of data obtamed from five focus groups conducted with

Haman ‘anid -Jamaican- mm:grants “and African-American farmworkers. Interviewing each
ethmc; group separatelyaprowdcd an opportumty to explore the ways in which attitudes and
behavmurs aJ:e umquely attributable to a migrant lifestyle. Other groups interviewed included

aTits fri m Cent 1 and South Amenca, and East and Southeast Asia, Results from these

- -'. gEonp iire reported lsewhere (Latmo Alhance for AIDS personal communication).
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African-American males, did net yield suifident information and is not included in this
report.

Each participant was asked to complete a wnform written survey. Data was collected in
four categories: demographic information, knowledge of HIV, risky behaviours and self
concept. Questivns covered social activities, health belicfs and practices, and participants’
understanding of HIV infection (survey detailed in Appendix 1). Since most participanis
were illiterate, the surveys were completed within rhe focus group session with the help of 2
moderator. As a result the surveys do not reveal more private and personal information than
the focus groups themselves. ‘The questioning in the surveys however, was more direct and
the data from these surveys supplemented that obrained in open discussion.

Results
Demographic dewals

Haitian meles.  Seven men attended the focus group. Their ages ranged from 31-37. All the
men were scasonally employed. Two had muliple jobs. Six of the seven lived in group
housing with other workers, and one lived in a multiple family unit. Only une lived with a
partner. All had children (from two-six), but these were currently residing in Haiti. Adl seven
had some primary school education, but only three had completed high school, and four had
attended trade school (completion data unavailable].

Haitian females. Five Haitian women participated in the focus group. Their ages ranged
from 20-50 years and all worked seasonally. Two of the women had been in the USA since
1980, while the others had arrived later, one as recently as two years ago. T'wo of the women
fived in New York State year round while the others lived In migrant camps during the
migrant season and returned to Florida after the harvest, Four of the women had children,
and three had steady partners with whom they lived. Three of the five had a primary school
education and one was currently enrolled in high school. The other did not complete primary
school.

Jamaican males. Tive Jamaican males attended the focus group. They ranged in age from
34-62. Although they all claimed Jamaican ethnicity, three out of five stated that they were
US citizens. All were currently unemployed, but had been employed during the previous
harvest season, and all considered themselves farmworkers. Only one Jived with a partner (as
well as ‘non-relatives”’), one with children and ‘non-relatives’ and the others lved with
‘non-relatives’(2) or alone (2). The data on education was evidently misunderstood as four
indicated grade school, some trade school and/or some college as their highest level of
ecucation completed. Only one stated that grade school was his highest level. All stated that
they had children,

Afiican-American women. Five African-American women, 33 to 59 years old, participarted in
the focus group. These women originally migrated to upstate New York as farmworkers from
southern states but no longer returned to the South after the harvest season. All were born in
the USA of African-American parents. They did seasonal farm work and during the harvest
season lived in a housing complex with a group of Caribbean migrant farmworkers where
‘everybody is family’. All of the women had children. Four out of five had steady patiners
with whom they lived. All the women had started high school, although only two had
completedit__ S SR .
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HIV: knowledge and awareness

Origins and transmission of HIV disease.

Hairian maeles. Haitian male migrants, who strongly maintain their cultural identity and
associated folk beliefs, attribute HIV infection to desobeyisans (disobedience) of social and
religious rules: ‘If you're going to get it you’re gonna get it.” “You got to be careful.” If the
rules of monogamy are followed, you can avoid infection: ‘T don’t mess with people I don'
know. I don’t mess with anyone besides my wife.” One male did acknowledge however, “You
can still get HIV even if going with only one person, if they have jt.” Oral sex is considered
1aboo: ‘God gives us a mouth 1o eat with.” Therefore, although they described an association
berween HFIV and oral sex, none admitted to practising it. All the Haijtian males did in fact
show some understanding of the scientific, as well as the spiritual, link between promiscuity
and unprotected sex and AIDS. Condoms were considered protective: “If you don’t use a
condom, then you don’t have much of a chance of not getting HIV.” ‘I use condoms now’
(since learning more recently about HIV disease).

Jamaican males. HIV and AIDS are caused by ‘germs’ and “dirty blood’. Jamaicans said
that the disease had been prophesied in the Rible and was linked 1o ‘filthy living’. ‘If you’re
poor and in the hospital, you can get it from blood.’ One can also catch it by sharing drinking
containers. Oral scx was considered taboo for most of the farmworkers: “You don’t know
what you are puting in your mouth.’ Risk of catching AIDS could be reduced if ‘you don’z

L suck, ‘cause you suck germs.’

: The issue of control is also clearly linked to HIV transmission. Ejaculation is imbued
with cessation of control to women: ‘You can have sex, but if you don’t come, you don’t have
risk.” HIV infection can be spread ‘when you go with women who sleep around’ or ‘you drink
with women’. Howeveér, ‘drinking wor’t spread it if we don’t pass the cup between each
other.’ These men professed a certain faralism about HIV disease transmission, although they
voiced an understanding that condoms could protect one if used properly: “You got to hold
it to a certain level, You got to know how to use it. Tf-there are germs there you could get it.’
Or “if you don’t use it right.”

.. ‘Haitian females. The females interviewed had at least a basic understanding of HIV/AIDS

put were not a5, well educared about STDs although they easily described the symptoms of

‘STDS. Haitian women did ‘identify sexual ransmission with syphilis and HIV but also

S $idicsted-that handsorne men were more likely 10 coniract the disease because they atracted
- aslatger murnber of female partners. In: their answers the focus group questions, there was
" no clear understanding of what comprised “risky sexual behaviour’. Oral sex is 2 taboo but hot
"'séx which ‘they ‘defined as deep Kissing and biting could ‘& considered dangerous practices.
o None: adniitfed 16 the practice. 'of -tisky. ‘behavionrs;.yet nope used condoms, during sex.
* .. However, the women stresséd their personal responsibility to protect themselves from the
. disease—'se oy menm ldpou-kembe tet ou’—it’s up to you to proteet yourself, by choosing
* .. . dppropriate pattners, The y.oungést'iizomangin;_thé‘ group said that she was in control during
d-made su 'tliat_ﬁér_patgngg.'swp;§'ﬁ'm'éoﬁdoni"aind,_would' even slip it on herself.

oy re

.. dritercourse and made sure tt
R ﬁp}};i'bcﬁéfsm\#e_‘ré Aisedd fo:explain, the sptéad of these: diseases. According to Haitian

. a jealous matlor (mistiess)-could be: ible:for sending chank (STD) throngh her
sitting ‘on dirty toilet seats. The women.

‘nformation-even if they get-confused
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woman’s rospansibitity to keep HIV away, Spouses and partaers are not readily trusied
because men arc known to ‘trennen zel—run ground, They regard AIDS us a curse of
modern tmes, ‘se yon malediksyon 1 ye', The disease carries a swong stigma in the
community. They would prefer to die rather than live with the disease although they were
hopeful that a cure would be found and early detection would gusrantee a better quality of
life. ’

Afrivan-American females.  These women had a higher level of ¢ducation than the Haitians
and Jamajcan migrants. They were also more familiar with the biomedical model of HIV/
AIDS, of risk factors and of modes of wansmission. However, they zlso associated the discase
with evil. It is ‘sent’; ‘God is inveolved. It is God against Satan and one will wini® There is
ample proof, according 1o one woman, that ‘the Bible speaks of it. It is the fultiliment of
prophecies.’ Others view AIDS as a conspiracy, it ‘comes from chemicalg” which ‘got out of
hand’. ‘AIDS is a government cover-up, like the nerve sickness of the Gulf waor” Yet,
simulraneously, they professed belief that condoms could protect them against the virus, and
permit them to safely continue sexval activity. ‘Sex is one of the best things in life,” s2id one
participant. It plays an important part in the lives of these women, keeping them “sull alive,
not dead’. The inherent contradiction was not obvious to them, and was not connﬁi:n,tcd
upon by the focus group leaders.

HIV/AIDS has touched all these women’s Iives. One lost 2 son o the disease and her
boyiriend is an IV drug user. Another woman’s son-in-law has dicd and now her 22-year-ald
daughter has tested positive. They say that AIDS is so widespread that it has become ‘part

‘of life’ and ‘you gotta be careful.’

Connotations of HIV tnfection and disease.

Hairian males. Haitian males expressed concem about reported high incidence of HIV
infection. and ATDS in Haitian communities. Yer none admitted to knowing anyone with the
disease. Three said that they could detect a persen who is infected with HIV from the way
they looked. Haitian males alluded to evil and death when questioned about the significance
of HIV. The men indicated strong reactions to the possibility of an HIV or AIDS diagnosis:
1 will go to the doctor and wait for death to come [if I have the disease].’ They associated
living with AIDS as like: ‘I'm “mache” {living and moving around), but I never know where
I’m going 10 end up, If I am positive, T will go to hell. So I will go to church.’

For these men, sex is a source of frustration and gnilt; It is fraught with problems. Their
aversion to oral sex was clearly expressed, ‘God gave me a mouth to eat with’, and
homosexnality is an abomination.

Hamaican males. Pollution and degradation rather than fear of mortality are the chief
connotations of HIV infection and AIDS for Jamaican farmworkers. Jamaican males werc
very dramatic about the idea of personal infection: “If I find out I am HIV positive, T will
drink and get killed by a truck’, ‘I would seek out medical help’, I'would seek ‘God, because
science wouldn’t help.” None said they had tested positive. One knew of someone who had.
In general, they will “fight for health, look for cures’, try 10 find some spiritual option and ‘gert
‘help from God’. Western medicine was viewed as relatively nscless. ‘Science’ does not have
the answers, “God, religion, perhaps.’ ‘When prompted, however, one of the men stated that
ATDS was a significant problem but regular life could continue, ar least for a while: Lots of

‘people who have it know they got it and are still working places.’

- Haitian females. 'The female focus groups varied in their interest and concerrd about HIV
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infection. HIV/AIDS was not a major personal health concern to the Hajtian female
participants, although all of the participants had at least a basic understanding that trans-
mission of the disease occurred through sexual intercourse. They stressed that HIV infecrion
could be passed between partners in the same way that syphilis is spread. They voiced an
understanding of risk factors and of the progression from HIV 1o AIDS, (The level of
understanding varied with age and the level of fluency with English.) Their understanding,
however, was coloured with folk beliefs. T'wo women noted that: “women diz faster than men
from the disease hecause they lose blood during menstruation.” They claimed 1o be able to
tell when someone has AIDS, ‘their hair turns funny like somegne who has a permanent’.
The women were also very aware of the stigma associated with ATDS in their community. It
is like ‘maladi lanmo’ (the kiss of death). One of the women said she would rather kiil herself
than live with AIDS, and another said, ‘I would eat myself to death,’

African-American females. African-American women were better informed abourt the po-
tential implications of infection as well as of the progression from HIV to AIDS. AIDS is a
much dreaded discase, it is ‘a grim reaper’. However folk beliefs still celoured their
interpretations: “You can tell when someone has the disease because their skin shines.” The
AIDS epidemic is a topic of great interest to these women, ‘it is there for 2 reason, o keep
everybody from having sex with everybody.” While one woman said that if she tested positive
she would %ust lie and die’ another said thart ‘she would seek medical attention’ to find the
status of the disease and what treatment might would be available to her.

Risky behawiour. The focus groups provided information on both awareness and practice of
risky behaviours. Sexual promiscuity was present among all three ethnic groups. The number
of sexual partners in the past two years varied across ethnic groups, and ranged from zero to
five. As noted above, all the migrants in this study acknowledged the potental risks of
unprotected hetero- and homosexual sex-and needle sharing for HIV infection. However, by
their own admission, they did not always act to protect themselves. Both Jamaican and
Haitian males appearcd reluctant to d1scuss personal sexual activity openly with the group.

- Haitian males..- Unprotected intercourse was the ‘miost significant risk factor for HIV
“transrnission identified among all four proups. Fourfseven Haitian males reported using
U tondoms ‘frequently’, 2/7 ‘sometimes’ and 2/7 ‘never’. Five/six (5/6) Haitian men admirted '
to having sex outside of. their primary relationship. In the past, single male migrdnts
. 'frequently used fémale: sex workers. The men evaded this issue in the focus groups, The
degree to which this custom pers:sts is unclear, - although Haitian male workers were clear
--_f-;about wormen and’ the- Sexual temptatlon they represent: They claimed to ward. off the

f .temptatlon by $pending thexr evenmgs ‘at. home with TV* or ‘playing dominozs’ and by the
* gvoidance of heavy alcohol or dru whlch they stated led 10 ‘tet patl (loss of- control)
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outsde of the relaonship in addidon to defining himself as monogarmous.) Condom use
varied from ‘never” {2) 1o “always' (1), with the others claiming “occasionally’,

Taroaican males voiced concerns similar o Hajtan males about the loss of control. Drugs
make vou ‘go down’. Fluwever, as opposed to the Haitians, night-time activities arc l-céas
restricted 1o the camp. At night we ‘ride, car, drink ... we do everything’. Women were
desired, bur feared: “You keep to yoursell as much as you can, Right now you feel like vou
want to go with her, when you look back, you're sorry.’

Haijar fenales,  Haitlan women expressed the need for finding, and the difficulty of
keeping, 2 male parmer to ‘chache lavi” (make a living) and find culrural acceprance. Women
suspect that their partners have encounters outside the relationship yet often feel that they
have o accept unprotected sex in order to keep a man's support, especially when they cannot
work or are out of work. On the other hand, they alse indicated that it is up to & woman
protect herself, ‘se ou menm ki pou kembe tet ou’, {cach one is respensible to protect
themselves) because it is man’s nature to trennen zel and a woman’s lot to raise and care {or
children. Three of the Haitian women had one steady partner. However, this does not imply
+that these women are monogamous themselves. Another had had multiple partners, and the
ffih described herself as a virgin. Haitdan women spoke in the foeus group of chache lavi
(prostitution, having to find a man) to make ends meet. These women, like Haitlan men, alse
denied heavy drinking or drug use to avoid ‘tete pat’ or loss of control, which would merease
their risk of infection.

African-American females.  African-American fernales srated that thelr partners only oc-
casionally used barrier protection yet they indicated thar, ‘people get infected because they
are ignorant or they didn’t think they’d get it.” These women say thas ‘years age I didn’t know
or consider’ the link berween risk behaviour and infection, ‘yah! Now I do. Den’t be mesying
around’ is the best protection, condom or not because ‘cveryone, man or woman’ is at risk
‘gne way or another, period!’

All focus group participants vigorously denied intravenous drug use or homosexusal
contacts. It is unclear how open the participants were about their behaviours, as siatements
made regarding promiscuity differed between survey responses and group discussicns. Males
and females also arvibuted promiscuity to one another, without proof, while denying it for
themselves. _

In contrast to the males, the females interviewed spoke openly about their sexual activity.
Their concems focused on the suspected infidelity of their partners. Trust is & prominent
jssue for these women. One stated that men tend ‘to graze on other grass’, and another, that
4if you know your mare, you know whether he is lying or not’ and fif they get mad (when
asked to wear a condom,} then you know they doin’ something’ wrong!’ These women felt
more empowered to take care of their needs, ‘do I'look like I iet a man run the show?’; ‘don’t
let anybody use your body like a trash can’.

Discussion

The focns groups illustrated that most of the participants are aware of FIV and of its lethality
and its modes of transmission: Farmworkers from the three ethnic groups clearly link
promiscuity and HIV infection. However, .despite an understanding of the connection
between behaviour and disease, the link between cause and effect remains fiuid. Alrhough
most of the farmwerkers had had significant.exposure to western medicine and its principles,
théy did not view disease uniguely in these terms. Their concepts of heatth and illness reflect
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specific cultural beliefs and are imbued to varying degrees with folk mythologies. ‘The focus
groups illustrated that farmworkers largely held true to their indigenous belief systems despite
their migratory lifestyle and the exposure to American culture and American health care
Systerm. ' ’

The groups interviewed, Haitans, Jamaicans and African Americans, are all Afro-
Americans® and share similar cultural roots. Migrant farmworkers traditionally come from
poor rural areas in their narive countries and the southern USA, where modern western
medicine is not readily accessible, Their health culrure consists of a systemn of health beliefs
that is widely shared among Afro-Americans and ‘provides an explanatory system concerning
health problems that is consistent with their world view’ (Snow, 1993). It reflects a mixture
of cultural beliefs and medical practices derived from a variety of sources—knowledge
brought to the New World by slaves and European colonists during the colonial era, as well
as the knowledge of indigenous inhabitants of the rvegion (Bredwin, 1$96; Farmer, 1992;
Laguerre, 1987; Snow, 1993). More recently, the diffusion of western medicine has created
new ways to think about the body and introduced new disease catcgories (Brodwin, 1996).
Thus, illness narratives and explanatory models of disease ‘draw freely on biomedical symbels
and therapies’ (ibid, p. 77) as well as on more traditional etiologies and nosologies. “This
intertwining of traditional, popular, and biomedical ideas results in a system that is constantly
evolving to accommodate changing needs—it is broad enough to include pathological agents
as diverse as sorcery and viruses in the etiology of iliness and it is flexible enough 10
incorporate a new problem such as AIDS when it appears’ (Snow, 1993 p. 33). By example,
in their explanatory models of HIV/AIDS, Haidan, Jamaican and African-American farm-
workers offer critiques linking lived experience of migrant Jife, poverty and marginality with
specific forms of political and economic violence,

In this plural context, western concepts are redefined, adapted and incorporated into the
traditional health culrure. Although illness and belief systems differ subtly between islanders
and. African-Americans, and vary even within a particular group, they show strong similari-
ties. Core beliefs shared by all the participants include notions on causality of illness and the
function of blood as a parameter of one’s health status. In Medicine and Morakity in Haiti,
Brodwin (1996) explains that etiologic and moral distinctions between illness of God, maladi
Bondye, and illness of Satan, maiad: Satan, are crucial in explaining traditional Haitian

" concepis of illness and healing. Snow (1993) elaborates on a similar distinction in African—
-American tradifional medicine. While' unnatural illnesses are caused by ‘malignant intentions
‘nf another or by Satan, there are also illnesses that are cansed by naniral processes.
Accordmg to" Snow, blood is. consxdered by many to be the ‘health culrural focus’ for
rnost Afro-CAnbbeam (Snow, 1993). Gredt attention ' is given to the volume and quality of
. the ‘biood whzch cari be inflienced by natural and ehvironmental causes, as well as by human
and spmtual -ORES- &aguerre, 1987) Blood is a substance in constant flux; it responds to &
vanery of stlmui: in. a vanety of ways (Snow, 1993). To maintain health one must be attentive
o to its Purity,. coluur, consxstency, temperature, locanon and rate of motion as it curses
through ‘thé body.- C e
R % Afro-Amencan health culture, rotions of health and healmg are cmbedded in a

complex nexus of competing ‘religious; social and political discourses, In this system, western
} med[clne and scmnnﬁc explanauonsdofhealth,.and healmg compete with traditional construc-
ttons =based on d:fﬁ:rent perqepnons of the: body and 'Of the person Thm isa dynamm system
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Religion and the belief in God’s will arc fundamental vahees in Afro-Curibbean culiure.
The tension between heaith and sickness is similar to the upposition berween (God and Satan,
goodness and cvil, and moral life and disselute living. Fach person’s response 1o illness and
affiiction reflects 8 unigue blend of religious, cultural and personal influences and experiences
(Huffard, 1992). Some African-Americans think that God can be angry at human ransgres-
sions and show displeasure by inflicting sickness (Snow, 1993). Brodwin claims that he never
heard Ilaitians say ‘that God sends illnesses upon people or that God is responsible for
human affictions’ (Brodwin, 1996). On the other hand, heliefs in sercery abound. Humans
can be agents of illnesscs. Farmer reports that human agency ‘is the dominant leitmotiy’
(Farmer, 1992) in the etiology of AIDS among Haitlans. Malevelent people can send a
maladf nw, an illness caused by the spirit of a dead person (Brodwin, 1996), or a moe sida,
AIDS death, with the assistance of a sorcerer {Brodwin, 1906; Farmer, 1992; Snow, 1993).
Explanations of the origins of HIV discase varied widely amoeng the three ethnic groups.
This may be atrdbuted in part to the level of exposure to health educaton messages
promoted by the American govemnment, as well as the level of integration inte the host
culture. The interpretazion of HIV infection by Haitian farmworlkers is strongly influenced by
the belief in the role of blood in illness propagation and by the magical origing of disease.
Hlness is raditionally atiributable to desobeyisans or ‘bad’ behaviour. Several of the male and
fernale Haitians who participated in the focus groups believed that HIV infecton was ‘sent’
as punishment to the desobevisan. Ignorance is often blamed for lack of prevention, ‘people get
infected because they are ignorant or they dido’t think they would gert it.’ According ro the
African-American women, men and women alike ‘Haunt their thing everywhere and ignore
the connection’® between risky behaviours and infection. Haitians alse indicared thar the lack of
information in thetr native language added to the confusion. There was an element of fatalism
about the discase, yet also a belief’ that other factors, not preciscly defined in these focus
groups, could prevent infection. Haitjans siress the need for ‘cenmol’; a person in control is
centred and will act with risk aversion. *Control’ is fundemental to the sense of self, Many
Haitian males fear that women will manipulate them and take charge in bed. They belicve
that manipulation by females can be avoided in part by strict limitations on alcuhel intake
and through hard work. Throughout the focus groups, participants emphasized that they
were in New York to make money. To earn money one has to work, znd steady work requires
good health. By actively working, Haitian men are able to keep women ‘off rhetr backs’ and
o send money back to their families, and consequently avoid illness.
The information gained through the focus groups with Haitian migrant farmworkers
differs little from that obtained in interviews with HIV-infected Haitian immigrants in a
- major US city. A qualitative study of nine HIV-infected Haitians who lived in Boston,
Massachusetts at the time of their disease, notes a similar integration of rraditional folk illness
beliefs with modern medical concepts. All nine informants had used both spiritual and foik
healing practices. Although none mentioned that they had tred Vodou asan alternative cure,
four did attribute their disease to malediksyon of a hot/cold disequilibriurm (Martin er 4f.,
- 1695},
" The Iamaicﬁn sense of self derives from 2 notion of cleanliness and balance. The body
is ‘an open system that requires equilibrium and permesbility to maintain a state of Lealth.
Although a robust and corpulent physique is associated with good health, overindulgence and
waste of any kind are viewed as sinful and illness producing. Good health comes from proper
attention to nuttition and to the ‘nature of blood’. Figueroa’s (1995) ethnographic study of
Jamaicans documents their understandings of sexnally transmitred discases {§TDs), includ-
ing HIV disease. STDs reflect bad blood. AIDS is dirgy blood; it is spread by contact with
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decaying matter, Dirgy blood implies an ynnateral affliction, induced from without, which
leads to disequilibrinm and signs and symptoms of illness. Jamaican understandings of HIV
transmission reflect both western and folk medicine concepts. For example, BIV infection is
propagated by anal inrercourse because semen does not drain from the recium and stays in
the body as waste. Regular yaginal intercourse, however, is viewed as necessary 10 equalize
and cleanse the body. Sperm is ‘health enhancing’. Only sex that leads to procreation IS
acceptable. This belief explains Jamaican males” StrOng resistance to condom use (Sobo,
1993).

The Jamaican migrants mirrored these beliefs in the focus groups. All linked HIV
infection and AIDS with contaminated, déirry blood. Infection required intimate human
contact and intake of bodily fluids. Although the farmworkers did not associate the infection
with sexual intercourse, they expressed an undersianding that condom use could prevent it.
The distinction with the western scientific concept of disease transmission is inherent in the
conception of a germ as 2 spiritual, as well as a physically pathological, agent of disease. There
seerns to be some undesstanding that caution decreases with intoxication, and thar the loss
of inhibition from heavy aleohol use coudd lead to increased risk of HIV disease. However the
direct link bDetween alcohol, decreased condom use and an increased risk of HIV wrans-
mission/acquisition was not always clear to them.

The Afro-Caribbean understanding of disease permeates sthe native African-American
culture as well, Parricia Turner examines the role of folllore in a geographically and
socio—economically wide range of African-Americans in her book, I-Heard it Through the
Grapevine (Tumern, 1993). She found that current health beliefs were often imbued with folk
legends which date back more than 400 years. Themes of conspiracy, contamination,

_cannibalism and castration permeate thinking about modern sociologic phenomena, inciud~
ing the AIDS gpidemic. Rumours abour the origin of AIDS are found in 2Il sectors of society.
Tlowever, the conspiracy and contamination theories have been particularly evident among
African-Americans who imply that AIDS was purposely disseminated to eradicate or at least
diminish their population. These theories were evident among the African-American farm-
‘workers interviewed who attributed AIDS to ‘chemicals’ which ‘got out of hand'. These
notions are consistent with Afro-Caribbean explanatory models of the origin of the disease

_ {on conspiracy theories and AIDS, see: Farrer, 1992; Snow, 1903). Some also viewed HIV
infection as ‘people sent’ retibution for sinful wrongdoing. o
T Tt is evident from thié discussion that attitudes and knowledge about HIV inféction and
AIDS among migrant farmworkers are deeply rooted in’ Afro-American health culture.

- Although HIV is not understood purély in scientific. terms, the message that a decrease in
. "certain behaviours will also. decrease the risk ‘of infection is now comumonly accepted.
qugir‘qf;;;thi_s.knawli:_dge}fié ot necessarily. trahslated into ‘a change in behaviour, possibly
: of coi __-.%then-cbnddms 4re not uséd in part because the desire for
. conceptis Fece  gver.the need to-protect.oneself from HIV rransmission. In this
.- aes; interest in procretic n-gupeisedés.safery concefms. Additionally women are relactant 0

 demand:-coridom usé by théir parthers. The inherent finplication here is that they distrust
- i nle p aviners. Furthermore, §inge women are often dependent on men as a source of
-"""'ﬁnah(;i‘sil':..é.i.}'ﬁpbi:ti#-"Ehéii«"ﬁ_l‘aih; cone s 1o keéiiﬁién;;ﬁ@ﬁsﬁed, As is often.the case with
chaviour, Enowlédge:of atvers consequences i insufficient to induce a charige.

- disparity between knowledge ind behaviourds etrer nnderstood in the context of
of.migrinty. -mls_.f;ulgum_isfmag_kgc;} by _ui'x_liredictabilit'j(, impermanence
“Ta stiady.of farmworkiers in N York, Nelkin (1970) found that
i il s srulates that miigrant farmworkers;
sble to:create & world i which
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the unexpected does not oceur, take safety by adapiing to this disorder.” In this context, chaos
beeomes order (IFricdland & Nelkin, 1971). In her inirial study, Nalkin analyzes the “elassic’
behaviours of migrant workers with regard to heavy drinking, promiscuity, and lack of
concern for health and hygiene, as & means of adapting 10 the arbitrary nature of the workers’
daily lives. In the scuing of Yittle predictabie relationship berween their actions and conse-
quences’ {Ibid, p. 29), living is present oriented and self-focused and Jitle arention is given
to long-term adverse consequences of behaviour, She goes on to note thar migrant farmwork-
ers do not perceive themselves as empowered 1o make changes which would impact their
personal health or socisl circumstances, Although Nelkin studied this population over 30
years ago, and conditions at migrant work sites and camps have improved subsrantially
during this rime, the sense that one has little control over life does appear o persist with this
population {Rethenberg, 1998, personal observations).

It could be argued that migrant farmworkers share only 4 common work culture, and
that it is inappropriate to attribute shared social experiences 1o a set of coworkers. This
statement, however, connotes a lack of understanding of the intertwinement of the work and
social life of migrant farmworkers. Migrant work culture i the sociaf culture of thiy popu-
lation. Migrant farmworkers generaily live and work in close proximity 24 hours per day,
geographically and ethnically isolared from the local rural society. Migrancy connotes
isolation—isolation from the local culture as well as isolation from their home culture
(Presidential Commission on Mental Health, 1978; Mull, 1694a). Discrimination, educa-
tional deficiencies, and low wages are defining characterigtics of this culrure (Mull, 1994b},
Migrants atrempt to diffuse this isolation through rapid bonding with other coworkers they
meet at each site. African-American women spoke of their muld-ethric community as an
extended family: “We are our own family since we do not have much family up here.' Workers
generally form strong support networks, helping each other through crises, sharing food and
each other’s cultures. Migrant farmwork appears offen to be selected over other work options
because it preserves freedom and independence, and because it is often the only Jifestyle
known (Mull 1994a; Rothenberg, 1998). ‘Migrancy becomes a habir. Sometime you just
want 1o move’ (Rothenberg, 1998, p. 280). Migrant labour is also often the best option for
refugees and immigrants who have little education ard Bnglish speaking skills.

Migrant culture, as experienced by these workers, usually over g liferime, overlays a
variety of indigenous folk cultures in which disease is viewed in terms of inherent good and cvil
and health starus is contingent on a variety of factors such as limited economic means, social
isolation, language and cultural barriers. These factors often impede the migrants® ability to

e affect the very changes in lifestyle and behaviour which would improve their health status.
o Migrants perceive and experience their lives as sites of contradictions and conflicts between
local and global perspectives, folk and biomedical explapations, survival and need for
protection. These dilemmas tend to be misunderstood in mainstream health culture which
labels migrants as non-complant or unable to make raticnal choices (Nelki, 1970). There has
‘been little documented continuity of care between upstream and downstream residences.
From a western medical perspective, migrant farmworkers traditionally have taken little
responsibility for their personal health care, a judgement based largely on lack of follow-up
g care and over use of urgent care. It is more likely that the failure to take advantage of
primary care offered to them is due either to poor faith in the system to provide care, or due
" to the fact that these workers live in the present. The concept of behavioural changes
today, leading to better heaith in the distant future, is not consistent with their daily mode
of existence (Utting 1988). Yet, as noted above, there was evidence that the migrant
farmworkers interviewed did grasp somewhat that the aveidance of alcohol or other activities
which lead to sexual disinhibitién and promiscuity could protect them in part from
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HIV transmission. Many admitted to altering their previous behaviour and made of socializ-
ing. Further studies with larger numbers of migrant farmworkes ate needed to understand the
reasons for this behavioural change. It should be noted as weil that the lack of interest in
western medical notions does not preclude the use of indigenous health and healing methods.

When interpreting tirese focus group findings, it is important to consider several facrors.
The number of migrant farmworkers interviewed for this study was small, migratory habits
were individualized and the migranis interviewed may not be representative of the popu-
lation. Although some of the farmworkers were actually resertled rather than ‘true migrants’,
all fapmworkers studied did share a similar social culture, occupation and residence. This can
be attributed 1o the fact that even resettled farmworkers never, for the most part, had the
oppormnity to assirnilate. Resertled migrants may live in one home base, but they do not
retain a fixed work association with an employer, and they retain their social ties with ether
resettled migrants of similar ethnic background, rather than with the local culture (Mull,
1994a; Environmental Protection Agency, 1992).

The focus groups were conducted by three different moderarors. Language barriers and
concern about matching groups and moderators by gender, as well as the sensitivity of the
material, precluded finding one individual to cover all groups. The project design presented
further difficulries. Because of the wype of issues being discussed, written surveys were
developed to supplement the focus group data. However, since the majority of the farmwork-
ers were either illiterate or had limited command of English, and because of fime restrictions,
2 number of surveys were completed in a group serting by the focus group moderator.
Thercfore, the accuracy of the information obrained about personal habits should be
interpreted in tis light.

Despite these limirtations, the following conclusions are suggested by the data. The
health belief system of the average migrant farmeorker strongly reflects that of his or her
indigenous culture, A strong interplay exists between traditional beliefs, western medicine
and culrural motions about the self and the role of individuals in society. The western medical
message of risk avoidance is interpreted and practised in this context, although it is clear that
HIV education efforts to date have led to some alteration of risky behaviours. The data also
suggest that migrancy, as a distinct culture, may piay a part in the risk behaviours practiced.

- - Lastly, the participants indicated that community health workers were a valuable source of
health education. ’ o

" Additional funding for these programmes could lead to increased education and de-
creased TV tansmission. Further studies, in- which 4 larger sample size were 10 be

- employed, would be useful .to assess the extent to whick both migrant and indigenous
.cultyres contribute o healthfillness belief systér_ns and to health behaviour. It is hoped that
xthis. data will be usefu] for- AIDS prevention programmes a5 well as more generic health
. promiotion activifies for migrant farfnworkers. Despite their relatively low numbers across the
| .. . <Gouniry; these workers are viral to an economically viable frujt and vegetable industry. itis
i dufbeﬁj‘r&arcsts as-both co;isqmgrs..-'a\nd health providers to strive for the optimal health

| of-this population, . s . TR s e -
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{2]  The term “oApe-duerices’ s wsed nreder te all people of Afrdean arigm in the New World, ¢ apversely, the wrm

‘A frtcaneAnwerican’ is nsed specidvally when referring w people of Afrain heritage who were bom an the USA,
lrasGarcibeans’ are people of African deseent who were bDorn on vne of the Cersihedn jslands,
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