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A Smoother
Road for Migrants

Years of studying the plight of our
perhaps  maost-neglected  minorily
group—imigrant sworkers—ure cul-
minating ot lust in getion to (wrnisi
medica! and nursing care; and health
education at migrant family service
elinice dotted wcross the national
Sponsored by community
groups, these projects are sapported
Jointly by the ULS, Public Health

Service, wnder the Migrant Health

i,

Aet, and by local permanent res-
dentswho wre interested tn the heelth
af their temporary neighbors, the
migratory farm employees,

Placing & man on the moon is a goal
that we as a nation appreach with
confidence. But to provide continu-
ous medical services for migrant peo-
pleas they move from one work area
to another is a task that stll con-
founds st

The accusation, "When you can't
resolve @ problem, you conduct a
study!™ has some validity in the mi-
grant labor field as reporls of na-
Howal, state, and local commissions
accumulate on dusty shelves.

From the report of the Country
Life Commission in 1909 to the latest
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findings, the recommendations are
monotonously alike: improve hous-
ing, license wnd supervise camps,
guide workers, raise family income,
provide adult and child educational
opportunities, extend health and
medical services, establish dav care
far childreen, and o0 on,

Yet the million T.5. migrants who
move seasonully for agriculture work
still exist under substandard condi-
tiong. They continue to have long idle
periods: when no work is available.
And they continue to have difficulty
in gaining dccess to community serv-
fces—imeager in some work commun-
ities, or offered at points far from
migrant  locations, and  often  re-
stricted to local residents. That so HiE-
tle has been done to implement sound
recommendations may reflect the in-
trinsic difficulties involved.

The greatest obstacle is that solu-
tions to problems cannot be achieved
in any single place. The migratory
tarm laborers, some two to three mil-
lion men, women, and children from
virious  socioeconomic  minorities,
live during the winter in the south-
east and southwest, The agricultural

areas to which one third of this pop-
ulation travels during a given vear
are scattered widely over the whole
United States. Altogether, nearly
1,000 counties in 48 states are en-
compassed by the three major
streams of migration: one along the
east coast, one along the west coast,
and the third fanning out from Texas
to all the central states, Therefore,
plans developed in south Texas for
Spanish-speaking migrants must he
fitted in with solutions in such north-
ern states as Michigan, Wisconsin,
the Dakotas, Montana, Washington,
and Oregon. Migrant programs in
Florida for southern Negro workers
must be coordinated with those in
Virginia, Pennsvlvania, New York
and other states,

For example, one 12-vear-old boy
who had poliomyelitis at  eight
months, was seen last summer in a
Pacific Northwest county. During
the previous five vears, he had been
examined and lad his braces re-
paired in California, Texas; Louisi-
ana, Idaho, and Oregon, Hiz 1985
examination indicated the necessity
for corrective surgery. An application
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MURSES working in migran! health projects find themseives practicing in & variety of settings. Those shown above are in Wisconsin

ttop left] and Kansas {fop right)
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was made to a private charitable in-
stitution, His family waited until late
fall for his appointment—only to be
teld to come back in six months f
they returned to the same work areal

Cften more than one family mem-
ber has o serious health problem. For
instance, all but 1 person in a family
of 13 had positive tuberculosis test
reactions. Although the father had
Leen il most of the sunumer, he
wontld accept neither testing vor an
x-ray, but his nine children were
weraved, For four of them, the phvsi-
ciin recommended prophylactic 1so-
niazid for two

vears.  However,

MISS JOHNSTON, now deputy chicl, Mi-
grant Health Branch, Divisson of Community
Henlth Services, Pohlic Health Service, U5,
Department of Health, Edocation, and Wel-
fare, i a gradunte of Nebmska University,
has done postiraduate. study, in economics,
iociology, and ogeicultore, and has worked
with migennts’ health problems  since 1960,

because this family left the area
within three days, local nurses only
could send a detailed report to the
state where the family reportedly
spent the winter in the hope that
they could be found and treated
there.

Long-term, practical reforms in
health care must be fitted into solu-
tions of such problems as housing,
sanitation, emplovment, low family
income, communiby-migrant relation-
ships, Programs
which aid one migrant group may
not help others, at least not without
modification to sait their inherent dif-
ferences. Language variations among
migrant groups “are obvious, but
health workers must recognize the

and education.

more subtle distinctions among peo-
ple and groups if thev are to serve
migrants effectively. For example, o
high-school educated migrant who is
potentially a helpful ally is guickly
alienated if an approach to him is
based on the false stereotype that all

Longtorm reforms must be tied in with sclutions to such problems as housing and. sanitation,

migrant workers must be illiterate.

Critical to gaining acceptance of
medical services by migrants are the
prafessional workers” understanding
of migrants and the readiness of
health personnel to shape their att-
tudes, their services, and the settings
where these are offered to the people
and their situations. Teo often in the
past, migrants have been called "un-
cooperative’” because they Failed to
adopt local health pattems-patterns
which might vary in each work com-
mnity,  Conlused, migrants may
justifinbly have looked upon health
workers as hard to understand or
reqch,

Not the least of the past difficulties
has been lack of funds. Typically,
those communities interested in as-
sisting migratory families lacked the
TIBCESSAry TIUTses, sanitarians, and
health educators, and hiad no money
to employ more staff,

With the 1962 passage of the Mi-
grant Health Act, things took a Keart-
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ening  turn, The Act avthorized
grauts by the U5, Public Health
Service to either public or private
nonprofit gronps for part of the cost
of family service clinies or other ae-
tivities to improve migrants’ health
services and conditions, "The original,
three-vear authorization was an ex-
]Jl‘rl:]tlf_'llt:l! measure o assist come-
mumnity-sponsored  migrant projects,
and in this process to delimeate more
precisely  the extent of migrants’
health needs, Onee a realistic com-
ity service was established, mi-
prants themselves could be encour-
aged Lo apply mood health and safety
prictices.

Congressional veports at the time of
the 1962 Act specifically enjoined
against the payment of hospital bills
on the premise that some hospitaliza-
tion could be eliminated if migrants
had early medical cave, sanitation
services to improve their living and
wirking environment, and education
to enable them to maintain good

GENERAL MEDICAL CARE to families s provided b
cult te colfect, project workers report more mothers saeking care

health, In 1962 Congress regarded
an empliasis on prevention ng more
important than paving hiospital hills,
By Apeil 1966, 78 projects had ob-
tained migrant health grants which
paid about 60 percent of total peoj-
ect costs, The remainder is met by
the applicant from other sources.
Some projects serve migrant farm
workers and families in 4 single
county or part of 4 county; others
cover up to 15 or more counties,
Most projects  operate  seasonally,
with a dormant period in winter and
renewed activity in the spring, Only
projects in the so-called “home-base”
areas, where migrants live during the
off season and work if work i3 avail-
able, operate the vear arcund. These
homebase programs serve the reser-
voir population from whieh migrants
are dravn, sinee no one knows who
will move the Follwing spring or
which family member may join oth-
ers in the north durdng the summer
even thongh he had planned to stay

¥ nearly. fwo-thirds of the migrant health projects. Although statistics are diffi-

in early pregnancy and fewer children with scute diarrhea,

in the south, Many projects began
with limited services, or within a cir-
eumseribed geopraphic ares bot with
plang to expand as they learned ligw
to pmeeed successfully, Most have
added reclilicd
their programs in other wavs as they
entered the second or thivd yvear of

more services, or

aperition.

Sanitation, nursing, and health ed-
ucation—in that order of importaince
—are the services commeon to all mi-
grant health projects. Otherwise the
projects vary from area to area.
Nearly bwo thirds provide generl
medical care to families, usnally at
night two or three times a week, ot or
neir points ol large migrant popula-
tion. Ordinarily clinics are held in
abandoned  schoolhouses,  church
basements, or housing units in lahor
camps, A few projects transport mao-
bile equipment from place to place
during each week. The clinies usu-
ally are staffed by community physi-
cians who are paid an houry or
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session fee based on the rate for pub-
lic health eliniec services, or on the
local welfare rate.

In Heu of extending generalized
family health services, some projects
refer migrants to area physicians and
reimburse them at the fee for wel-
fare cases. A public health nurse vis-
its the migrant to determine whether
he saw the doctor; whether he is
following the doctor’s instructions,
ane, if the referral was not com-
pleted, the purse tries to leam why
and eliminate any obstacles  that
stand in the way. Where plivsicinns,
nurses, clerks, receptionists, and oth-
ers donate their services to o project,
this is caleulated as part of the loeal
contribation: Dental needs of mi-
grants have come very early to the
attention of project staff. Other serv-
ices include medical sociul work and
nutrition.

Public health agencies have led in
the development of most community
projects. Oceasionally, the applicant
15 a local igrant committes, a
board of supervisors, or some other
Interested proup qualified to operate
it health program. Project directors
include physicians, ministers, a sei-
entist, a hardware dealer, 1 school
principal—many different community
leaders who have won the support of
lneal professional health sworkers es-
sential in project operation,

Allies o project operation have
sprung up regardless of the projects”
anspices: local agricultural extension
agents help to find migrant camps
and participate in adult education
[PIOSTAINE; chureh grouns  transport
patients to clinics or other agencies;
day care centers and summer schools
lor migrant children refer sick young-
sters o teach good health prac-
tices; the Lions Club often bays
glagses for migrants: and the public
employment service not only deter-
mines where migrants are, their num-
bers, ane how long they will stay in
an area, but it alse informs migriants
and growers about the project.

With the annual turnover in ini-

grant “eensus,” and the seasonal

tumover in every project area; the
usual measuvements of health and
services—morbidity  and
statistics—are extremely hard to come
by, However, project staffs report
secing fewer children with the acute
dimrhen that requires  hospitaliza-
tion, and more mothers secking care

mortality

early in pregnancy. They also note a
growing acceptunee of services by
migrants and inereasing community
participation as cited in these ex-
cerpts from annual project reports:

Among crewleaders [the persong re-
spansible for recouiting e finding
jolis for migrant workers, especially
on the Eost Coast], some showeed
“a surprising responsibility and con-
cern for members of their erews.” We
got good cooperation . . . in regard
to transporting patients o efinfes anel
in referring sick persons to our
staff. ...

Although ome grower objected fo
Tiwing his workers approached . . . |
most were very  cooperative arel
slated that they were glad more ef-
forts were being made to provide
facilitics and services. for migrant
workers, One grower's wife paid for
braces for @ migrant child when the
need  way brought to her atten-
tion, . . . Another grower paid o hos-
pital Bill for a child with diar-
rhea. . .,

As physicians saw the needs of the
migrants, they pave much more freely
af their time, professtonal services,
and even supplics, Nurses who had
bevn unfamiliar with the migrant git-
nation hecame champions for pro-
mating better health neasures and
seeing  thet the migrant workers
found medical care. (Some of these
nrrses hed been inaetive, had had no
precious public health preparation or
cxpertenee, amd had heen reeriited
for short-term project emplogment.)

There-is a fecling in the community
that sueh o program has many ad-
vatetages, not onldy in the health area
but soctal as well, All personnel . ..
foreed the migrant families casy to
work with gnd cooperative.

Some projects still report frustra-
tions: the lmited time in which care
must be given; the nonattendance of
migrants at family heolth clinics
which are far from their camps; over-
crowding of project clinies with eon-
sequent Jack of privacy or time with
patients; inabilitv to find the ex-
tremely maobile migrant to determine
the outcome of his referral, or to
carry out a referral from another
project area; the lack of receptivity
of those migrants whe need assist-
ance most,

With regard to difficulties in ob-
taining hospitalization for patients, a
national evaluation team working
under the American Public Health
Association commented that exclu-
sion of the migrant and his family
from hospital care was the most fre-
gquently and universally mentioned
deficiency in the program and the
prineipal deterrent to adequate care.

When the Migrant Health Act
came before Congress for renewal
early in 1965, it was extended for
three vears, the prohibition against
use of grant funds for payment of
hospital bills was removed, and the
appropriation  eeiling  was  radsed.
Hospitalization is limited to 30 days
for any one admission and applies
puly to care in general short-tenm
agencies. It permits sueh payment to
hospitals only by approved projects
which offer general medical care
through family clindes or other -

"rangements geared to migrants’ work

and life situations.

Project applicants for hospital cure
monies must furnish evidenee of mi-
grants’ need for hospitalization, wad
of hardship to hospitals if reimburse-
ment is not made. Applicants also
must establish agreements with hos-
pitals o sérve migrants at pre-estab-
lished
costs.

The migrant’s road is still ng]!.
but his chances of finding  health

rates  based on reasouable

services along the wav are improv-

ing, And communication
health workers serving the migrant in
his  journey easier as  the
United States map becomes dotted
with projects trying hard to serve
him and his family. 2
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