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HISTORY OF MIGRANT HEALTH
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With monotonous regularity for more than 50 years, commissions,

committees and study groups have reported on the problems of migratory

farmworkers inclﬁding their illness and disability and their lack of
access to community health services., In part their poor health is
attributed to their poor emvironment and in part to their poverty,

/,

lack of education, cultural differences in perceptions of health and

health care, and lack of access to health care.

As early as 1909, President Theodore Roosevelt's Country Life

Commission recommended improvements in farm labor camps.

In 1915,
President Wilson's Commission on Industrial Relations declared.that

"the conditions under which migratory workers lives are such as "to

inevitably weaken their character and physique, and to make them
carriers of disease,..!

As Dust Bowl refugees swelled the ranks of the farm migrants in

the 1930's the National Catholic Rural Life Conference bemoaned the
fact that "Many of these farm laborers live in wretched hovels rather

A

i
\
|
1
\
\

Prepared by Helen Johnston, Migrant Health Program, for Florida
Health. Confevence, 1968

Y
\,

o

B




than homes; tﬂejlwprk long hours, receive'little péy, and eke‘out their
existeﬁce under conditions of abjeét povefty. Because of their squalid
living quarters as well as insufficient and unbalanced diets, they are
an easy prey to all sorts of illnesses ..."

" In 1940 the.Public Health Service compared disabling illness rates
for intergtate transients and for residents of similar socio-economic status
during a three-month period.- For each of thevdiséase groups observed, except
degenerative diseases; the rate_for family interstate transients was higher
than for poor residents. For digestive diseases and for accidents the rate
for transients was two and one-half times that for residents.

The.high rafe of digestive diSorders was considered by the Public

: Heaith Service to be "significant" and related to ”the.conditioné underAw
which many ... migratory agricultural Workeﬁs live ..." The report also
noted that "over half (57.8 percenﬁ) of the disabling illness of family
transients received no medical attention‘at ali, while among residents the

proportion was only one-third. ..."




A brief partial reépite in the gloomy past of migrants' health
conditions camedduringOWorld War II. Health services for poér rural
residgnté were generated by the Farm Security Adminiétration during
the depression of the 1930's. 'The Farm Security Admigistration early
1e§rned that a program established for county residents failed to reach
equally or more needy transienté who were in a county for only a brief
period to meet peak farm labor demands. 1In the e§r1y 1940's, the war-
time farm labor sh?rtage provided the stimulus that was'needed to
establish a health program for migrants adapted to their special situation.

- The program was implemented through nonprofit Agricultural Workers
Health Assqciations. The first Association started operating on an
experiméntal basis in 1938 in the Southwest. During 1938 it hgndled
approximately 15,000 patients through 18 offices in California and
Arizona at a cos?lof $400,000 or an averége cost of $26.67 per patient
per year,

By the mid-war years, six Agricultural ﬁorkers Health Associations

were operating under contract with the War Food Administration in the

U. 5. Department of Agriculture. They were organized to include States
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along.each major route of migration. They served primérily residents of
géverhmenﬁ-financed farm labor camps and réached a peak éf lOZ,OOO
}erspns (including both domestic and foreign workers) in any one year.
Thejmonthly cost per person»averaged about $2 for the entire period

of the wartime operation., Medical, denta}, hospital %qd.nursing
services were provided with heavy emphasis on nursing services.

With the liquidation of all "emergency" programs immediately
after the end of the war{ the Agricultural Workers Health Associations
were discontinued, The medical officers and other professional health
workers who had been assigned to the War Food Administration by the
Public ﬁealth Service to administer the program returned to the Public
Health Service or left the Government altogether.

In 1947, an interagency committee involved all major Fedéral v
agehcies-whose prograﬁs had a bearing on'migratory l;bor. This
comuittee reporﬁed on migrants' heaith and other problems énd made
extensiye health recommendations. Thésg recommendations were circulated

to all State Health Departments as well as to many other public and

voluntary agencies. They had little effect,

.
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Then followed more than a dozen years of studies, conferences,

reportg and recommendétiégs but liifie action, Most of the aétivit&
. .
in the 1aE? 1940's and the 1950's was limited in scope of service,
in geographic coverage, or in both., In New York, for example, a
special Staff of nurses assisted by county puElic health nurses
conducted clihics, and provided health examinations, immuﬁizations,
and health education. They also took special measures fgr the control
of syphilis. ZLocal areas in a number of States conducted limited
tuberculosis and venereal disease screeping programs in migrant labor
camps. Often the cases identified by scréening programs had already
disappeared by the time the findings became available.

The fact that many babies in the families of seasqnal farmworkers
were dying in California's wealthy San Joaquin Valléy attracted nationwide
publicity‘in the early 1950's and stirredlthe State first to make a study
and then to ﬁake some limited action. Tﬁe study recommended ''greater
decentralization of heal@h facilities, utilization of growers' camps, and

establishment of local clinics in outlying communities...; because the

status of nutrition has a direct effect upon health, attempts should be




made locally to provide at i%ast one nutritionist for each cdunty health

. ’
department. ...; a Plannéd and organiQZd SysFem o?hmedicél care on a state-
wide basis..%particuiarly in view of the fact that ﬁany (workers) ... are not
county residents.' .

The most pqsitive outcome in terms of improved conditiqns‘was,the
establisﬁment of the West Side Clinics in Fresno County in 1951 with grapt
assistance from the Rosenberg Foundation. In some respects, the new services
in Fresno County'résembled those of the Agricultural Workers Health Associati?ns.
_In one.important respect they differed——tﬁat‘was in the tremendous involvement
" of the community, from migrants, themselves,-to influential growers. ‘When the
,Foundatipn grant expi?ed, the West Side clinics seemedllikely to be closed.
Deep comﬁunity involvement was then the fact that overgamé the hostiliﬁx.of
the local medical society toward these nont;aditional ways of serving people
and won support from the county board of supervisors for continuation of funds..

Successful as the West Side demonstration was, it served for many

years only as a nice example of what might be possible under very special
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circumstances., It was not copied evén in adjoining areas of Fresno County--
— o e ‘

not to speak of other couptié% in California. People from all over the Nation
8 ) ) o :

and the world came to observe the work of the nurses in the camps and the
~J -
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garvices of tﬁe crowded night clinies. Still 1itt1evhappened elsewhere,
On~the'other side of the continent a similar project developed in Palm
Beach County, Flérida, at about the same time as the one in Eresno’County.
Here, too, the demonstration continued year after year without being copied
even in adjoining counties. Through vast reaches of agricultural areas between
California and‘Florida, there was one Children's Buréau--financed demonstratiog
in Celorado, and a few local service projecfs.sponsored by Catholic or
Protestant church groups. -There was little communication among these project
sponsors,-or betwéen them and profeséional organizations'in other areas to
which "their" migrants went at other times of the year.
For the migrant, community neglect compoqnded his self-neglect. ‘And
self-neglect was to é considerable extent induced by his feeling of rejection
by communities. The only interest most cémmuﬁities had in the migrants was to
have them.pgesent when they ﬁeré needed, and to have them leave aé soon &s

possible when the need was over.




In all the &egrg between the 1940's and the 1960}5, the way was
open -for étates and local communitieé to accept migrants and to plan to extend
local health services to them for the duration of their stay. No restrictions
were placed on Federal funds allocated to States for health purposes that would
necessérily limit their use only to persons who were considered to "belong."

In fact Fede;al representatives frequently used their persuasive powers to
encourage the use of funds for care of migrants. But the State and local doors
Fp migrants remained genérally closed.

Medicaid and ”Partnership for Health'", both programs in which the States
set the priority, up to the présent time.show little dispositign suddenly to
1lift the migrant from the bottom of their priority list where he has been
for so long. Those with the most experience Who have worked the longest .
toward extending health care to migrants againiand againbaffirm the continued
nged for the special attention to migrants' needs which is provided through
the Migrant Health Act.

Now,.as in 1962 when the Migrant Health Act was first passed, there is a

need--not for special studies or demonstrations--but for service to migrant
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people, geavred to their spECiéi situation and need, with the poséibility of

o

continuity of gare as they move from piaée tonlaceLincreasing as each locélity
takes reSpOnsi;ility for extending its health services to them for the duration

of theirlstay. Preventive éervices——imﬁunizations, health education, nutrition
counseling, topical application of fluoride, child-spacing §ervices, and othefs--
need to be an integral part of the "one-door'" provision of health care at times,
at places, and under circumstances that make it poséible for workers and family
members to use cafe convenient1§ and with self-respect. To supplement the
outlying clinics, arrangements continue to be needed for special tests and treat-
ment, and for health services when no clinic is_operatingf

Nor can the health and safety of migrants' 1iying and Working.environment

be neglectéd. Along with camp certification and legal enforcement of regulations,
e@ucation of the grower continues to be ngeded as to his responsibility, and
educ?fion'éffthe’migrant and his family as to theirs.. The working environmeﬁt, too, I

increasingly needs to be a concern as new health safety and hazards develop and

old ones continue,
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Many moré aides: recruited from among migrants and ex-migrants need

°

pg»be trained and given opportunities for working up the health career
1adder;.first serVing as liaison heglth}aides«fo help'meet a variety of needs
in the cliniés and the homes of migrant families.

. At the other end of the professional.wérker scalg, éontinued efforf
needs to be made to involve medical, dental, nursing, social work and
other students and faculty members as well as volunteers from church-
related institutions, youth groups civic organizations and a variety of
other sources. Fach migrant health'project should continue and grow as a
cﬁannel.through which the efforts of groupsvlike these éan be productive, and
through which the benefits of programs for crippled children, mentally
retarded, vocationally handicapped, Medicaid, Partnership for Hgalth,
and others can reach thg migrant populatiop.

The advice»of migrant people should éontinually be sought to help orient

project staff members and other project participénts to the needs and desires
of migranfs as people. And the use of migrant health projects as a beach-

head for broader developments to serve other needy rural people should be

encouraged, with full use of all available resources.




