Section VI
Health & Accessto Care

Executive Summary

» Overall the indigenous access health care at wevydtes; however women
access care at higher rates than men do.

» Factors that account for this low rate of acceskide systemic barriers like lack
of insurance, high costs, transportation diffi@gtilong waits, and undocumented
status plus cultural barriers such as languageuafamiliarity with U.S. medical
culture.

* The indigenous are averse to the way modern medisipracticed. They possess
a different worldview regarding disease, health healing, which leads them to
avoid care (until the condition is extreme), andl& an obstacle to compliance.

* When possible they seek care in Mexico as welt@s traditional healers who
operate outside of the formal medical establishnme@alifornia.

* Women, who are the most likely to seek care inf@atia for childbirth and
delivery services, present a new and time-consuctiadenge. Many providers
lack sufficient familiarity with this population tmake the appropriate
adaptations.

* Providers, who strive to deliver culturally-appriagpe care, struggle with a lack of
gualified interpreters, staff shortages and anall/&ck of resources.

* The extremely crowded and sub-standard conditionghich the indigenous live
increase the risks for poor nutrition, infectiouseéses, delayed development in
children, and domestic violence.

 Women and men both suffer from depression: in woihean be related to
cultural isolation following childbirth; among un@ammpanied men it can be
linked to loneliness due to separation from thamifies.

* The inferior social status of indigenous women, borad with culturally-
sanctioned early age of marriage and childbeanmbl@w levels of education,
endanger women'’s health and place them at higHfargihysical abuse.

VIII-1 Overview: Low Accessto Care

Indigenous farmworkers access medical care fambtie rate of the general population,
and even lower than other Mexican-origin farmwoskeln this section we examine these
rates, for both men and women, and ponder the meabkat account for this extremely
low rate of access.

As indicated in Chart VIII-1 below, there are stgdnder disparities in accessing
medical care. In all four comparisons women \asitoctor more than men. The
disparity between men and women is far more prooedifior farmworkers (using both

! For previous work on access to care among thigéndus see Bade, 1994 (Sweatshops, Sacrifice and
Surgery)



NAWS and the ICS) than it is for the general popata(CHIS)? In the two measures of
the indigenous population, the ICS and southerniéées in the NAWS, the women go
to the doctor at twice the rate of men or morewdfcompare farmworkers with the
general population, the disparities for men are mgreater than for women. In the
general population, 73% of men make a medical,wsdiile the three farmworker male
rates vary from 24% to 43%. The variation for vammis much less. In the general
population, 86% of women make a medical visit. faomworker women, the rate varies
from 62% to 75%.

Chart VIII-1. Percent Interviewees make Medical Visit -- ICS @men
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Leaving the general population aside, Chart VIdldo shows stark disparities within the
farmworker population. Namely, there are diffemnbetween the indigenous and other
(mestizo) farmworkers, especially for the men. e Thmparison in the NAWS indicates
that 24% of indigenous men (southern Mexicans) nalglator visits, while 43% of the
mestizo men (rest of Mexico) make visits. Fa itldigenous and mestizo women the
rates are much closer: 68% for the indigenous wofeeuthern Mexicans) and 75% for
the mestizo women (Rest of Mexico).

2 We used three sources: our Indigenous Communitye$y(ICS), the U.S. Department of Labor’s
National Agricultural Workers’ Survey (NAWS), aniget California Health Interview Survey (CHIS). Our
rates refer to percentage of individuals who vib#emedical provider one or more times. CHIS dsks
one year back, the ICS and the NAWS ask for twasyback. Therefore, if asked for a one year period
the rates for farmworkers would be even lower ttegrorted here. See Section IV for explanationsirig
southern Mexicans as a proxy for the indigenous.



VII1-2 Factorsthat account for low access

What accounts for this disparity in access to tateveen the indigenous, mestizos and
the general population? We first cite the systelpairriers to access and then the cultural
ones. The reason most often cited is the highafasare and lack of medical insurance.

VII1-2.1 Lack of insurance

As can be observed in Chart VIII-2 below, the @tensurance coverage for indigenous
adults is incredibly low. Only 9% of the southé&fexican interviewees were covered,
19% of their spouses and 74% of their generally.dd8n children. These rates for adult
Southerners are lower than for adult farmworkessfthe rest of Mexico but almost the
same for children. The indigenous children (like mestizo children), most of whom
were born here and are below the poverty line,ifyui@r publicly-sponsored health care.
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VII1-2.2 Other factors affecting low access

While affordability and lack of insurance are cemaimportant factors, they are far
from the only ones. In hundreds of interviewsrawe course of more than two years,
our research team repeatedly encountered a papuéaterseto medicine as practiced in
this country, reluctant to seek care except astaésort, not trusting of the providers
they encountered, and often confused or angerdledlyeatment they did receive.

We argue that any effort to improve access to healte for the indigenous, in addition
to addressing matters of affordability, must alederstand the reasons underlying the
mistrust and avoidance we encountered, and seekatie and creative ways to meet
the health care needs of this hard-to-reach papualafThe discussion that follows is an
attempt to begin that process.

For now, we turn to what we learned listening tigenous informants, as well as to
outreach workers and health providers, about tbtifa that help account for the low



rates of medical care among the indigenous. Timesaede systemic difficulties such as
lack of legal residence, transportation problemsglwaits and poor treatment at clinics,
and cultural-linguistic barriers that include fediCesarean sections, and preference for
medical treatment in Mexico.

VI11-2.3 Transportation

As noted in Section VI-1, only around fifty perceritindigenous households own cars or
trucks, and among newer arrivals up to eighty pgrcan be without their own means of
transportation. Women, who are the ones mostfitceseek health care, can be left
isolated with any means of getting to a health carger. Proximity to health care
services varies greatly by region and those in inglklistance of a clinic are the
fortunate minority® In the Central Valley, where settlements areetispd and distances
considerable, having a car often determines whetherbtains medical care. The only
transportation available in some isolated areaggpensive “independent” taxi/car
services'

A patrticularly dire situation exists for the tomatod strawberry pickers who live in
makeshift shelters in the canyons of San Diegotthnmounty in close proximity to
upscale suburban neighborhoods. These canyorengsiguffer from a not uncommon
double disadvantage: no legal papers and no weshagart from bicycles. As one
interviewee described the situation, “We have toypwith snakeda migraand
thieves... If we get sick we just have to live witlbr go to Tijuana... Sometimes people
are able to buy [medicine] in a drugstore.”

Even where public transportation might exist, l@agrio use it can present an almost
insurmountable obstacle for indigenous women whe Higtle formal education, speak
no Spanish and are struggling to cope with thelsbbtransition from a small, remote
village in southern Mexico to an intense and coimfysirban America of the 2kcentury.
Our study has identified a number of newer netwarkese members arrived in the U.S.
without prior experience traveling and working odéstheir homelands in Mexico. If
this trend continues, there will likely be increagnumbers of indigenous who arrive
without basic coping skills. An activist in Samdaria, California, described a Mixtec
woman she knew who was terrified of using the lans, noted that “many of these
women come directly from their villages and caedrn from one day to the next how to
function in a modern society. Those who've migiagéésewhere in Mexico are better
able to handle the transition to the U®S.”

VII1-2.4 Long waits, inconvenient hours and humiliating treatment

3 For further discussion of the transportation learfor the indigenous see Bade, 1994 and 2000
* In the case of a patient in Huron needing to get tlinic in Fresno, the cost was $60.
® Interview done by Rick Mines, December, 2008

® In Section Il we note that the indigenous in teéworks we studied are coming directly to the Uhite
States more often now instead of living for a tiae¢he border.



Even for the few with health insurance throughrtleenployer, or eligible for some form
of public assistance, the delay between makingogoniatment and getting to see the
provider is an exasperating experience. “It c&e &3 months and by then you're
dead,” complained a 69-year old former Mixtec famwnker in Santa Maria. For him it
was better to go to Mexico, pay out of pocket aageen right away.

Taking time off work and spending it in the waitirmgpm is another disincentive. Time
is literally money, and hours spent away from ie&ls and in a clinic places financial
burdens on these low wage workers. Only a fewadioffer evening hours.

The treatment received at the hands of rude rex@pts is another frequent complaint.
While many indigenous men are able to make therasalnderstood in Spanish, simply
having a Spanish-speaking person on hand is nagigs of decent service. Indeed,
mestizo staff often perpetuate the discriminattwat ts widespread in Mexico. One
community activist in the North Coast area is caned that indigenous people are
singled out for poorer service: “We're less impattior them and so they keep you
waiting for 2-3 hours.” Elsewhere in Californiagdigenous informants independently
reported having to endure long waits and condesogrickatment by clinic staff. A
Mixtec-speaking man in San Diego recalled an enmywat a local community clinic
where he had been asked to bring his daughtenfarray. He was made to wait several
hours by a receptionist who pretended not to spegkSpanish. When he finally got
angry she suddenly shifted into fluent Spanish.

In Fresno an accomplished mother of four who spsaksral variants of Mixtec, and has
worked for a number of years as an interpretenclliclinics, described how “there is no
respect for the patient; they gesture at them, medes and yell at them.”

Indigenous Community Survey data shows that indle@msnmunities with a longer
presence in the United States, people are mory likeseek help from the health care
system. However the numbers reveal little aboeitoiniality of care or patient
satisfaction. The following is an account as toldne of our researchers by ay&ar
old man from San Miguel Cuevas about a terrifyipgede in Fresno:

The man was in the hospital for two or three daydthe doctors
told him he had either cancer or AIDS. The man readly
frightened. His problem was that he was vomititapd. He
wasn’t allowed visitors because they said he wgkli
contagious. While he was in the hospital a nusseecby and
threw a bag at him, and this behavior by the nlafsdim really
scared. When he opened the bag he saw that towdsHe felt
even sadder because they were treating him lileagng. After
two days they told him there was nothing wrong vhitim, and that
maybe it was something he’d eaten. The man skt him a
long time to recover from the trauma of the waythad given



him the news. He never saw the nurse’s face, ln@hhair. She
was blond.”

To be treated with respect and dignity is, of ceuxalued by everyone, but no more so
than by indigenous communities where great stopéaised on politeness, formality and
courtesy. Careless comments can easily causeoffesge, or even trauma. Mixtec
women in Ventura reported feeling humiliated by ¢heic’s interpreters who remarked
that they were “good for producing babies but motidoking after them,” and that they
got sick because their homes were “like pig stiestfording their patients respect costs
nothing but earns considerable goodwill, whileitufa to do so drives patients away.
Indeed the word gets around, leading to avoidaheegoven clinic or provider. A 48-
year old Triqui man who has worked for years pigKiettuce and broccoli in the Salinas
Valley is typical of many men who see no pointwer trying to seek health care when,
as he put it, “They treat us worse than dogs.” \@osely, a provider who establishes
rapport with his or her patients gains a reputatorrgiving good care and the word
quickly spreads. Even care-averse men will travabnsiderable distance to be seen by
someone they feel is trustworthy, albeit only d&saresort. Such is the case witta*
Doctord’ as they refer to the Physician’s Assistant atnalsrural clinic in western
Sonoma County. This woman, who does not speakldreguage and who admits to
only rudimentary Spanish, is nevertheless gregtpreciated by Mixtec and Zapotec
men who work in the vineyards and dairies of thetNGoast.

Nor is the poor treatment confined to front-linegmmnel® In the Central Valley region

an advocate expressed deep frustration at thedstdf agencies in her area where the
indigenous are regarded as “low status.” She &kanhto “pulling teeth” to get clinic
administrators and social service providers to medesof indigenous interpreters already
available in the area, and lamented the overaBtaasce to providing culturally-
competent services.

VII1-2.5 Cultural-linguistic barriers

The ability to communicate is critical in the phyian-patient encounter. One of the
physician’s first steps in caring for a patienbidaining an accurate history. A
practitioner places great importance on this steg,uses his or her powers of listening,
together with the physical examination and, if regkdests to arrive at a diagnosis and a
decision regarding treatment. The inability ofigatt and doctor to understand each other
erects a barrier from the outset, heightening igleaf misdiagnosis, inappropriate
treatment and non-compliance by the patient. Reestern-trained physician the
challenge of treating an indigenous patient gogsf simple translation barriers.
Elizabeth Gomez is a trained medical interpreten wirks at the Oxnard Clinic. Ms.
Gomez, who is trilingual in English, Spanish and me&tive Mixtec, explains that there
are often no words in Mixtec for numerous medialditions such as asthma,
tuberculosis, anemia and diabetes. She must ajgmuise language to explain to parents

’ Information gathered by interviewer Anna Garcia.

8 For further discussion of behavior toward the getious by medical personnel see Bade, 2004, 2005



why their children need to be vaccinated, why thay be at high risk for lead

poisoning, or should be tested for anetias for women’s health, there are often no
terms in Mixtec for certain body parts, particwattose relating to the reproductive
system. It is even difficult to explain a proceglsuch as a cervical exam, or a concept
such as contraception. Ms. Gomez says that isth&e considerable time and tact to put
a woman at ease and establish trust. The proldeshe same in Mexico. She knows
of no culturally-sensitive medical care for theigehous in Mexico, nor any effort there
to educate or inform patients about their prescrilbeatment. She points out that no
vocabulary has been developed in the home coumtryidge the divide between
biomedical and traditional approaches to healing.

VI11-2.6 Fear of Cesarean sections

During our research, an illustrative example ofdcbenmunication gap emerged on the
subject of Cesarean sections. Repeatedly, indigewomen we interviewed expressed
their distress at having their babies delivere€Cksection. At first, we wondered if
indigenous women were being subjected to this gha®eat a rate higher than other
groups. While we are unable to answer that questimntitatively:® probing the matter
did shed light on a subject where poor communicagicross the cultural-linguistic
divide has created an arena rife with misunderstgndn fact, some indigenous activists
believed it was yet another conspiracy againsiritigenous: by performing C-sections
on defenseless indigenous women, the hospitaleginopinion, could extract additional
money from the government, since they believedrdiatbursement for C-sections
would be higher than for vaginal births.

Probing the issue was not an easy matter, giveretince about discussing
reproductive matters, especially in the presenaerafle interpreter, as well as the
reluctance to complain or appear ungrateful foe frare. Finally, one of our Mixtec
interpreters, after sufficient trust was establishreported that women were very angry,
that they felt they were being forced against thglirto have C-sections, and that they
believe they’re being assigned incompetent dostdrs don’t know how to deliver
babies and thus resort to performing C-sections.céhcluded the litany of complaints
with a question and a plea: “They want to knehwythey are always told they have to
have a C-section?” Interestingly, it was our ipteter’s wife who stepped forward to
shed light on the matter.

® Alarm over lead poisoning in mestizo and indigenohildren has been growing in recent years. ®surc
of contamination include exposure to lead pairgub-standard housing as well as folk remedies,S@odi
candies imported from Mexico. For an account@$earch into an outbreak of lead poisoning among
Oaxacan children and pregnant women living in teat@l Coast, see Handley, et al, May, 2007. ff- 9
906. For an account of how lead-contaminated ftads from Oaxaca are inadvertently transported to
California, see Handley and Grieshop, 2007, pfp5112206.
http://ije.oxfordjournals.org/cgi/content/full/38205

10 Administrative data is not collected for the inefigus as a distinct group.

™ From the perspective of traditional medicine, aatac midwife told community workers that when
doctors practice Cesareans, they cut not onlykimeasnd layers of muscles and fat, but also thieifit
layers of energy that our body has, so after thatwomen need to seek treatment from a traditioealer
to help them heal and recover. (Personal Commtiorcaith Nayamin Martinez, December, 2009).




The interpreter’s wife, whom we will call Francistes been working as a Mixtec
interpreter for more than five years at a localicli Francisca explained that there are
several reasons why indigenous women might hahave a C-section. First, because
they only come to the clinic at the end of theggmancy. Since they are not accustomed
to prenatal care in Oaxaca, they “just wait ‘tils itime for the baby to be born.”
According to clinical regulations, this automatlgaduts them in a high-risk category,
increasing their chances for a C-section. Frandistiaves this is an important area
needing attention: there should be outreach tonamtgndigenous women explaining the
importance of prenatal visits. These kinds of @ath efforts for farmworkers do exist in
her area, but they’re only conducted in Spanishthunsd they fail to reach the many
Mixtec women who don’t understand Sparish.

A woman also might receive a C-section for the segiy obvious reason that she’s
already had one before. When Francisca is catléd interpret, she is able to explain
that there’s a risk of complications, including fhessibility that the previous sutures
might burst, a fact the women had not understodtere are educators at the clinic that
are supposed to explain this, but when things gsy they may not have the time or
remember to bring Francisca in to interpret. Ske suspects that the doctors don’t
realize that the Mixtec women they are attendingpdy don’t understand what is
happening to them. In spite of the years Frandissaworked at the clinic, she is still not
clear how the facility is organized nor does sheetthe confidence to approach anyone
in authority to voice her concerns

Francisca’s account also prompted discussion efaed matter that had been bothering
her husband: he knew of two Mixtec women who haglesl away from the clinic and
given birth at home. Now they were finding themeslunable to obtain birth certificates
or documentation for their infants. He offeredstas another example of what happens
when Mixtec girls arrive not knowing anything abdwaitw things are done in this country,
and he longed for a program to educate indigenolssajnd women about pregnancy and
childbirth.

Nearly three hundred miles away, a resident workiegemergency room of a county
hospital provided a physician’s perspective, conifitg and expanding on much of what
Francisca told us. This doctor has gone to corslude lengths to learn about Oaxaca’s
indigenous peoples, with the intention of providaage in a culturally-sensitive manner.
But communicating with indigenous patients in tlosital setting, even with an
interpreter on hand, presents even well-intentigetggicians with huge challenges. He
told of Mixtec women who have been picking strawigsralong the Central Coast as
follow-the-crop migrants, with little or no prenbtare, arriving at the hospital ER ready
to deliver:

12 One Family Nurse Practitioner in Ventura Countjipveerves many Mixtec patients, has collected data
from her own practice demonstrating that culturalbpropriate care does lead to earlier dates of anb
prenatal care for pregnant Mixtec women.



They may be higher risk but it's difficult to explethat they may
need a C-section; they're very resistant to hawi€rsection.
Often there’s a perception that if the doctor iggood, they’ll get a
C-section. There’s not a good understanding oé€lisns and
they see it as ‘the worst thing that can happen.’

By law, hospitals are required to provide care larguage the patient can understand,
but when situations arise outside of normal hoamsl, the on-staff interpreter is not
available, they may turn to a telephone interpi@tagervice. This at least puts the
hospital in legal compliance, the resident expldjrmit it's seldom satisfactory. When a
woman is in labor they need to conduct regularnagihecks given the complications
than can and do arise, however the women are ‘fearjul of male providers and they
don’t understand the procedures and it's hard pda@x things to them.”

Even outside of the intensity of the Emergency Rolamguage can raise a barrier to
appropriate care. A Mixtec woman who works asmaerpreter in Fresno expressed her
concerns: “l don’t think they prescribe the righedicine for what we have because they
don’t understand what we’re saying.” One of ouktec informants in the Watsonville
area, and an activist within his community, repdtteat people complain that the doctors
don’t give people very much information. The samferimant also wondered about the
extent to which the indigenous themselves boregddhe responsibility. From personal
experience he knew that doctors and nurses triedgtain things, such as how to take
the medicine being prescribed. He went on to dpethat a cultural behavior may be
at work here, noting that the indigenous, when dskgquestion, instead of admitting they
didn’t understand, or requesting clarification, glynanswer &i” to all questions, in order
to avoid an impoliterio.” And so perhaps the doctors simply assumed hiagely
understood.

The resident at the county hospital concurredriagt of his colleagues don’t have an
effective connection to the indigenous populateomd so while he believes that his
colleagues genuinely strive to provide good, caltyrsensitive care, they simply don’t
know how. For example, “They think Mixtec womer &ery stoic and don’t want pain
medication because they don’t speak up. It's tepathey fall into,” he says, “and they
just assume all sorts of things.”

Many physicians simply rely on the patient to bring friend, a relative or even a child
to interpret. Often it can be a male relative aghin, with the extreme sensitivity
around the female body, this raises barriers tectffe communication and care.

The cultural-linguistic barrier, though daunting not insurmountable. In the downtown
Oxnard branch of the Clinicas del Camino Real, tr@ploy a process of “relay”
interpretation: on staff is a female Mixtec-Sparsgleaker who interprets between the
patient and a bilingual Spanish-English healthstast who then interprets for the
English-only health provider. Tending a Mixtecpphtient does take more time, but
one OB/GYN Nurse Practitioner, who speaks only Bhglhas found the extra effort



worthwhile. She reports that her Mixtec patienmts atentive, compliant, and return for
their follow-up appointments on time.

VII1-2.7 Seeking medical treatment in Mexico

Many of the indigenous we interviewed opt for theuble and expense of seeking care in
Mexico. The reasons given are multiple: becawstsare a fraction of those in
California, they don’t have to deal with confusipgperwork, they can pay out of pocket
for immediate attention, and medicine is practicete to their liking. Those living
throughout the southern half of the state reparieklling for medical and dental
treatment in Tijuana, as well as to purchase meeiciThe same was true even for people
living further afield. People in the Central ValJen the Fresno-Madera, Tulare and
Bakersfield regions all reported going to Tijuabnarhedical attention and medicine, as
did people living on the Central Coast in the Veaj$anta Maria, Salinas and
Watsonville regions. While proximity to the bordard having legal U.S. residence
obviously facilitate this cross-border care-seekawgen those without documents
reported risking the trip to obtain medical treattihat they deemed affordable and
effective.

A 36-year old Triqui farmworker who lives in a mergroup house in Greenfield put it
this way: “When they get seriously ill, they goMexico and afterwards they brave the
border to get back. Few use the medical serviees’h

Elsewhere on the Central Coast a community worker i& familiar with navigating the
U.S. system and has health insurance through hisejported that even he prefers to go
to Mexico for care:

Here they give you an appointment that’s a long uffdand it's
expensive; even if you have insurance it's cheapdrfaster there.
And for dental care, they want to charge me $5f608ome
dental work here, and my insurance won't covewitile in

Mexico they will charge me 2,000 pesos (about $160¢place a
molar.

For some, obtaining care in Mexico has become ataaypplement U.S. insurance
coverage by paying out-of-pocket in Tijuana whegirtMedicare coverage is
insufficient. Others who are unable to travel texito entrust friends or relatives to
purchase their medicine for them, including inject, so they can self-medicate.

VI11-2.8 Public health carefor theindigenousin Mexico
While the above discussion highlights the appealeeking medical care in Mexico for

those who are willing and able to pay out of pockethould not be concluded that health
care for the indigenous population is superior iexMo. Far from it. Mexico’s



government-run health care system has seriousitdediben it comes to meeting the
needs of its indigenous peoples at all levelsitirtgtinal, cultural and interpersonal.
Therefore, it's not surprising that the same awgrso accessing health care in California
also exists towards using the Mexican governmeaws health care service. Repeatedly
our researchers found that in Mexico public heedtre for the indigenous was inferior to
that found in California. Interviewees reportedajrdifficulty obtaining appointments,
extremely long waits and degrading treatment byipiers in Mexico who look down on
people who don’t speak Spanish well.

In Tijuana, with its sizeable indigenous populatitrere is no interpretation service in
the hospitals and clinics, unlike in California wiesome services do exist. Those who
don’t speak Spanish must bring along a friend [atire in order to understand what the
receptionists, nurses and doctors are saying. eéffasts to provide indigenous
interpreters have been sporadic and underfundél imterpreters quitting when they
were not paid?

While the Mexican government has set up clinicargas of high poverty, accessing care
can prove a time-consuming and frustrating expedgerin Colonia Cafidén Buena Vista,
a farmworker settlement just south of Ensenadaaja Balifornia, people described
lining up at the clinic door at 4:00 a.m. so asltain an appointment chit at 8:00 a.m.
when the clinic opened. When there are more pdbple chits, the unlucky ones have to
try again another day. Those who have transportaéind can afford it, seek private
doctors in nearby towns.

Nor are medical services better for the indigenoubeir regions of origin. Our research
team visited the remote village of Jicayan de Tpaaiillage of about 1,000 in eastern
Guerrero. We learned that the government had tigdeult a clinic in the village,
however the clinic had neither medicine, suppliesstaff. In the past a doctor would
occasionally visit the village, but it had been signths since they had seen or heard of
him. People in need of urgent attention driveg¢lmemore hours over rugged dirt roads
in this mountainous region to reach medical c®ae man described what happened to
his daughter-in-law when she required an operatlde.managed to get her to town to a
doctor who charged him 2,500 U.S. dollars for timgery and subsequently was
demanding 50 dollars for each monthly follow-upitviS'he man had to borrow the
money and now relies on relatives working in Catfa to pay off the debt.

Some of the less remote villages we visited didehawnics with a doctor in residence.
However, mistrust of the biomedical approach armdiniability to communicate kept
people away. One Oaxacan village of just undeoasand had a clean, well-
maintained clinic with a doctor available Mondayotigh Friday. The doctor spoke only
Spanish while nearly two thirds of the local popiola spoke only Mixtec. The clinic

had a nurse (from a nearby town) who could intéyyet in spite of her presence,
villagers preferred their traditional healers andwives. Nor did pregnant women come

13 Matilda Laura Velasco Ortiz, Professor, Departnwr@ultural Studies, Colegio de la Frontera Norte
(COLEF), Tijuana. Personal communication, May 2008.



for prenatal care, despite efforts to reach othém?* Over the previous year, this
physician recorded fifteen births in the villagéwdich twelve were home deliveries.
Only in extreme situations, when all else fails #melsituation is dire, do women come to
the clinic or go to the hospital in the nearestriowA similar preference for home

delivery was reported by a doctor assigned to anconity of about 5,700 where 90% of
the women give birth at home with local midwivéshe doctor in this area expressed
deep frustration over this custom: there’s a higthbyate in his area, lots of pregnancy
complications and local women die every year irdthith.*>

At a hospital in western Oaxaca, where 80% of titeepts are Mixtec-speakers, the
medical director lamented having no one on staf wjhoke the local language. Nor did
the hospital have a kitchen to prepare food foaimgmts. Instead patients rely on their
families for meals, or the hospital staff goes seetking food donations from local
merchants to feed the patients. The hospital wirgepeated the oft-heard comment that
patients only come as a last resort. First theywdusehold remedies, go to pharmacies
or turn to traditional healers. When they arrivéh@ hospital it is often late in the iliness
or pregnancy and it is difficult to help them, esp#y given the language barrier.
Furthermore, there are long waits, up to three hrib see a specialist. Even well-
intentioned Mexican physicians find it difficult provide long-term or preventive care
when most patients only come when they are vekyaic then don’t return for follow

up visits.

The observations of a U.S.-trained physician witemdy traveled to Oaxaca echoed our
findings. He saw considerable mistrust betweeigambus patients and physicians,
noting that the physicians are usually on shoritassignments and don’t speak the local
language’® In the city of Oaxaca, where he followed a pettiitn, there were no
interpreters and instead family members were relmzh for interpretation from the
indigenous language to Spanish. He noted that ixiddeunlike the U.S., there is no law
requiring that care be available in a person’s tamguage. Nevertheless, there are some
innovative efforts underway to improve the quatifyicare in some indigenous
communities. He visited one such government-furgtegram in San Juan Numi,

outside of the city of Tlaxiaco in western Oaxad#ere, an herbalist from the

% This does not mean that they did not receive patoare from traditional midwives.

!5 Reliable data for maternal mortality rates (MMR)Jaxaca are hard to come by. By some estimates, an
indigenous woman is nearly ten times more likelgi®min childbirth in Mexico than a woman in the

United States. Some MMR estimates:

Mexico (2000-2007): 62
Indigenous in Mexico (2003): 124+
United States (2005): 13

See: United Nations Commission on Human Rigimdigenous Issues (2003), p. 16: “The risk of dying
in childbirth is more than twice as high for anigeehous woman as for a non-indigenous woman.”
According to UNICEF, the MMR for Mexico (2000-200%#s 62.
http://www.unicef.org/infobycountry/mexico_statigtihtml). In the United States, whose MMR is
considered high compared to other industrializaghtries, the MMR in 2005 was 13 (see:
http://www.medicalnewstoday.com/articles/80743.php

16 Many of the “doctors” in the rural villages arééms practicante$ with limited clinical experience.



community, a fnédico tradiciongl’ was paired with a western-style doctor and tbget
they were succeeding in providing more effectiveeca

This dual-system approach is, unfortunately, theeption. As Leoncio Vazquez, an
indigenous activist in Fresno noted, “Encounterth\the medical system in Mexico are
not very positive and so they're already pre-digplo® avoid modern medical settings.”
17

VI11-2.9 Undocumented status

Our researchers did not inquire about a personsigration status. Nevertheless, it was
clear that our interviewees were acutely awarentfimmigrant sentiment in the United
States. Some believed they were not entitled e icethis country and others expressed
the fear of approaching any institutional settiest lit put them at risk of deportation. An
outreach worker on the North Coast who helps m@nazess to medical treatment
explained that simply registering them to see dth&erker raises alarm bells since they
fear the paperwork might be passed along to otmesisused to deport them.

For those who do not speak English or Spanishistiiation and paranoia can be
extreme, especially during an emergency when they@able to understand what is
happening. A Mixtec farmworker described his eigrare on the morning of September
11, 2001. Shortly after he and his companions @gzking strawberries, the crew
leader called them all over, told them the coumtag at war and sent them home,
warning them to stay indoors. The farmworker refnerad how rumors flew, including
that Mexico had attacked the United States andttieat lives were in danger. He spent
the next two days huddled indoors, terrified andhle to learn what was happening
since he could not understand the news on Spamgfudge radio or television.

VII1-3 Indigenous Perspectives: disease, health & healing
VII1-3.1 A different worldview

An indigenous person’s belief system and understgnaf his or her relationship to
nature, society, the spirit world, and to the cospadl play important roles in notions of
disease, health and healing. A key feature ofwtloiddview is the importance of
maintaining equilibrium between the various foraesvork in the world. One of the

most frequently expressed needs for balance isdaetwhe duality of “hot” and “cold”
(concepts which do not necessarily refer to tentpegp A detailed treatment of this
subject is beyond the scope of this report, howauaef discussion can shed light on
the important differences between the indigenouksthe western biomedical approaches
to health matters, and help us understand why @émtigs patients often avoid medical

" Leoncio Vasquez, Interim Director, FIOB, Fresmueaking on “Indigenous Peer-to-Peer Conference
Call” facilitated by Adam Sharma, Farmworker Heabrvices, Inc., Oakland, CA. June 26, 2008. For
more information se&ww.farmworkerhealth.org




treatment that they find offensive, and why non-pbance is often an issu&. The
following excerpts are taken from a recent treatisé/lexico’s indigenous communities
by Federico Navarrete Linares, a renowned Mexicaolar who specializes in
Mesoamerican studie¢8 The translation is ours.

While each indigenous society may have its own avoelw,

linked to its particular language, history and naftenvironment,
these worldviews share much in common. For exanmglarly all
indigenous peoples believe that the world has aisner forces,
that are either hot or cold. Hot elements are@atsd with the
sun, the sky, the masculine, order, light and (ifeld elements are
associated with the moon, the earth, the femirdismrder,
darkness and death. Although hot elements aredsres
superior to cold elements, it does not follow tthat former are
good and the latter are bad, since both are nagdssdife. Plant
growth, for example, requires the heat and lightefsun, but also
depends on the cold forces of earth and death fdeasition].
While males possess a greater quantity of hot elesnthey also
require cold elements to maintain health; womethésame way
need hot elements. Similarly, there are hot dess#sat cause an
excess of heat in the body, and cold diseases$cih@to excessive
temperature loss. What's important, accordindgheindigenous
worldview, is the balance between these opposirgefo
Equilibrium is necessary for human health, for abtranquility
and wellbeing, and it's important in the wider seas well, to
ensure that plants grow and life continues.

...In the indigenous worldview nature is not sefgafeom society.
This means that what occurs in one realm has coesegs in
another: a social conflict can impact the reshef¢cosmos;
hunting a wild animal without permission from th&reer of the
forest can bring harm; taking water from a sprinthaut offerings
and gifts to its guardian spirit can cause thengpto dry up.

...The territory an indigenous community inhabstsnseparable
from the group’s identity and survival; it is n@en simply as a
resource to be used and exploited.

Navarrete goes on to describe how indigenous hgphiactices depend on an intimate
knowledge of the environment and of local plantd animals. The healer makes use of
his or her knowledge of the pharmaceutical propsmif plants, as well as knowing their
hot and cold attributes. For example, plants déinatclassified as hot are used to treat

18 An interesting presentation of indigenous headtte@ttitudes is found in a DVD prepared by Bonnie
Bade, see Bade, 2008.

19 Navarrete Linares, 2008, pp. 78-85. For his dption of the relationship between the indigenous
worldview and health Navarrete cites Alfredo Lopemstin’s Cuerpo humano e idiologia. Las
concepciones de los antiguos nahudBlAM-Instituto de Investigaciones Antropol6gicd980.



illnesses that are caused by an excess of coldeaksmIn the indigenous worldview
health is a condition that is achieved by balantioggand cold elements in the body, as
well as balancing the several souls each persoiesavithin with the external forces that
interact with these souls. As Navarrete describes

There are illnesses such as “susto” (literallygtit) that result
when one of the person’s internal souls leavedtay as a result
of a shock. When someone who is suffering frora tloindition
goes to a modern doctor, it is of no help to ted patient that such
a thing doesn't exist or that the ideasaftois false from the
perspective of modern medicine. The person isigehu

suffering and could even die from his/her condifidn

A concept such asustocan seem completely alien to a biomedical practér.
However, thinking of it as a post-traumatic strés®rder (PTSD) can begin to build a
bridge between the indigenous and the modern wienlds: Just as PTSD has a
significant psychological and cultural componenti@ doesustq and its effective
treatment requires the intervention of a qualifedctitioner:

In this light, traditional healers are extremelypiontant in the
community as they share the patient’s worldview eaual
prescribe the appropriate treatments for many atenesing
medicinal plants, prayer, ceremonies and other davfrdiagnosis
to ascertain, for example, where the person’s weul as a result
of sustoand how to bring it back into the bodly.

When a Mixtec woman who works as a medical integori@ Fresno was asked about the
hot-cold concept of iliness causation, she exptairn&Vhen it's cold you need to avoid
“cold” foods such as rice. When it's hot you shibaloid foods such as mango.” When
asked if medical personnel in the local hospitalensvare of these sorts of things, the
Mixtec interpreter replied that they simply doniscliss this with the doctéf.

VII1-3.2 Useof traditional healersin California

Throughout California there’s a web of Mexican ttiathal healers practicing their
healing arts discretely and below the radar otafiinstitutions. They can besrberos
(herbalists)sobadoregmassage specialisté)ieserogmanipulators similar to
chiropractors)curanderogspiritual healers), or some combination therdafthe San
Joaquin Valley, in San Diego, along the coast intMea County, Santa Maria, the

2 Navarrete Linares, 2008, p. 83.

% Navarrete Linares, 2008

% For a popular yet perceptive and highly readatikeussion of Mexican ethno-specific conditionshsuc
assusto, empachanal de ojoand others, see Avila and Parker, 1999. Avilapsyhiatric RN whose

own experience with Mexican folk healing allows tebridge the divide between the western biomédica
approach and traditional knowledge systems. Aetathportant source is the dissertation by Dr. Benn
Bade for University of California at Riverside dlati: "Sweatbaths, Sacrifice, and Surgery: The tReof
Transnational Health Care by Mixtec Families inifdahia,” 1994



Salinas Valley, and the North Coast, people spdkaowing traditional healers and of
seeking them out for a variety of ailments. Tlatments are familiar and non-
threatening, cheaper and often the outcomes argveosOne family we interviewed in
Watsonville wished to take a sick child to Mexiba since the journey was not possible,
instead they drove three hours to Santa Mariagk g services of a traditional healer
and reported that the child recovered.

A farmworker living on a quiet suburban street ifaan town on the Central Coast
described a neighbor of his as@adomwho saw a steady stream of people entering his
home, from seven in the morning till seven at nighhissobador as do other

indigenous healers we learned of, charges on imglgtale: five, ten or fifteen dollars,
whatever people can affofd.

Yet in spite of the many traditional healers segwine indigenous community in
California, respondents feel there is a shortagtisfkind of care. Numerous individuals
we interviewed expressed frustration at not hagiogess to a traditional healer or to
familiar medicinal plants. Also missing is access sweat bath, drafio de vapor.
Besides the therapeutic value of the heat and taéaal herbssweat baths play an
important role in re-establishing a spiritual coctien to the earth, a connection deemed
essential for health. Women in particular missilgaccess to sweat baths following
childbirth, as discussed below.

VII11-3.3 Perinatal care

Indigenous women, and the activists who work whtbn, report a dislike, mistrust and a
profound fear of the way pregnancy and childbiria managed in the biomedical setting.
Given that perinatal care is currently the mogsgdient encounter between the indigenous
and the modern medical system, the attitudes weuertered offer valuable insights into
beliefs and behaviors. While the gynecological abstetric care indigenous women
receive in California is likely to result in fardtier rates of maternal and child survival
when compared to Mexico, women generally did ngress appreciation for the care
they received, highlighting an arena of culturdlismn.

As noted earlier, indigenous women avoid prenated @nd only arrive at the clinic or
hospital when they’re ready to deliver. Certaipignatal care from the biomedical
system is not something they are accustomed toexidd, yet women give a variety of
other reasons for avoiding it in California. Acdsits and culturally-attuned practitioners
who work with indigenous women shared the following

B “They don’t go for prenatal care so as not to lasay’s work. To go to
the clinic means losing a whole day. They havetarge child care for

% For a journalistic account, including a short videf a Oaxacan traditional healer working in Mader
California, see: Sack, 2008



the youngest, walk to the bus stop, take the busttavn, wait for their
appointment, and then come back again. Some coitiesuhave very
bad bus service. Many women work up to a few dbegfere the baby is
born, some even up to the day they deliver.”

B “We've found that nearly all the women are anemidray pregnancy.
They don’t want to take vitamins because the sayllitause the baby to
grow too large and result in their being given aection.”

B Pregnant women have concerns that are not addrbgseestern
medicine: they are very worried about how thigrviosandcoraje will
affect the baby; even second generation young wdrmkhto these
beliefs even though they grew up in the &S.

B Women will seek out aobador(massage specialist) to relieve stress and
physical discomfort related to pregnancy; it's ipexsive, convenient and
comforting.

B The contrast between the indigenous and the meajigabaches to
childbirth is like “heaven and earth” accordingotwe Mixtec health
outreach worker in Fresno. She explains that embgs women
traditionally think of this time as a happy occasipre- and post-partum
practices include hot herbal teas and massagas. e it's all about
machines. Of course they're going to be alarmdttiegins during
prenatal care with the need for blood tests andiltinesound. And during
labor: “Traditionally only certain foods are conseninand nothing cold
like ice chips should be taken. Yet when indigen@omen request a sip
of water, they are offered ice-chips.” And theslldwing birth, “They
want you to bathe! They even want you to getlodflibed and walk by
yourself to the bathroom.”

B Following childbirth, Mixtec women in their homeromunities undergo a
carefully-prescribed regimen of sweat baths, utldesupervision of
other experienced women, and they include the tiseedicinal herbs, all
to aid recovery and help re-establish the bodyislégium. The lack of
access to sweat baths on this side of the boraecaatribute to the
women’s profound sense of isolation and post-padepressior?>

4 These ethno-specific conditions, loosely transla® “nerves” and “anger,” reveal a concern thainst
emotions and heightened stress can have negatigegoences for the fetus, and hence the desire to
maintain emotional equilibrium during pregnancy hil®% biomedical practitioners might interpret the
avoidance of prenatal care as a failure to undeddtae importance of maternal health during pregpan
worries about the effects akrviosandcorajereveal indigenous women attuned to the connections
between their own health and that of their baloy they express their concerns from within theinow
worldview.

% Respondents lamented the inability to set up shvetits, either because they live in apartment
complexes or they feared neighbors would compladhlacal authorities intervene if they tried buildi
the necessary fire pit in their backyards. Wehdidr reports of people who were able to set up tswaths
on their property, including a traditional hedlethe Central Valley who lives outside of town and
maintains a low profile. For a first-hand accoah& sweat bath experience, see “Alive and Well:
Generating Alternatives to Biomedical Health Cayevbixtec Migrant Families in California” by Bonnie
Bade in Fox and Rivera-Salgado, 2004.



VII1-3.4 Coping with illness

Given the lack of insurance, the high cost of ctire,many barriers to access, the
preference for self-medication and traditional tmeent, people tend to seek biomedical
care only as a last resort. Following are the speaple follow when coping with iliness,
as described to our researchers:

1) Start with a traditional tea or home remedy atadhget. Those unfamiliar
with the appropriate remedy will seek advice fraatives and neighbors.
Failing that, and if one is available, they wile&eadvice from a
salesperson atBotanica-a store selling herbs and traditional remedies.

2) Next, people will seek out Mexican medicines thagw or have used in
the past. These might be available at a local béaxgrocery story or at a
flea market. People either request the medicinednye or describe their
symptoms and ask the salesperson for a recommend&hop keepers
and flea market vendors become their de facto pheists.

3) If these efforts fail to provide relief, the nexeg is to visit the local
Western-style pharmacy to purchase an over-theteonmedication
recommended by a friend, neighbor, family membesoonething the
person has used before.

4) If a traditional healer is available, the persoryra@ek treatment in
exchange for a small fee.

5) Finally, after all avenues have been exhaustedlandondition has
worsened, they go to the clinic or emergency room.

As a Central Valley outreach worker commented: gdma doctor at an early stage is
likely to require a series of tests which indiges@armworkers view as an expensive
waste of time. Those who have been to doctorseriéb prefer examinations that don’t
involve “a bunch of machines” and instead lead tigk diagnosis and prescription.
Since prescriptions are often antibiotics, someld/qust as soon skip the doctor visit and
move straight to self-medication. Antibiotics danhad at local flea markets or from
someone who purchased them in Tijuana. Injectamagrized as a quick way to get
results and many people are able to inject therasalv know someone who can do the
injecting.

VII1-4 Provider Perspectives
VII1-4.1 A recent phenomenon

The appearance of Mexican indigenous patientgymfstant numbers caught the health
care system off guard and unprepared. Prior tonide1990s few providers

distinguished indigenous patients from other Mexicamigrants, or had any

background knowledge or training in how to deligalturally-appropriate care. A
bilingual Family Nurse Practitioner at a commuraliyic in Oxnard reports only
becoming aware of this distinct group around 19&8n she began to see patients who
spoke little or no Spanish. Ten years later hialfey patients are Mixtec, and she and her



colleagues have begun to see other indigenous gtiaajuding Zapotecs, Triquis and
Amuzgos.

VI11-4.2 Provider-patient communication gap

Even with an interpreter available to assist, ptexs who deal directly with indigenous
patients describe the difficulty of interacting lvjteople with very low levels of
education, with limited exposure to western medi@nd technology, and who hold
entirely different notions of disease, its causafiod its treatment. Yet the challenges go
beyond ones of language, terminology and worldvieWws®men, who account for the
majority of indigenous patients, have limited knedde of their own bodies and
reproductive systems, have no vocabulary for matgrmal body parts, are extremely
reticent about discussing matters of sex and rejatezh, and are fearful of being

touched by male providers.

VI11-4.3 Reticence to speak up

Providers have noted that indigenous patients noageif-identify as indigenous or
admit when they don’t understand Spanish. Prosifled it frustrating when their
indigenous patients profess to understand wheaditifiey do not. This tendency not to
admit being indigenous and to remain “invisible’sheeen attributed to the
discrimination they have experienced in Mexico anthe U.S. at the hands of
mestizos?

VII1-4.4 Lack of suitable educational material

Activists and outreach workers lament the lackedlth education materials suitable for
a barely literate population. Particularly impaoitare materials on contraception, the
risks of teenage childbearing, information on ptaheare, and education about infant
safety, given the dramatic differences between itimmg in a remote village and those in
modern urban America. Most pamphlets producedgeycies are aimed at readers with
an 8" grade education, but organizations that servénttigenous report that women,
who are most of their clients, left school aftes #\ or 5" grade, and many are not
literate in any language. Pamphlets, even thast@ri@g drawings and photos, have not
proved effective, only the more time-consuming fe@éace communication has worked.
Some groups believe that informative video progréonshealth matters and parenting)
could be effective and could be played as DVDs aiting rooms. However the cost of
this kind of effort has proved a constraint.

VII1-4.5 Time, staffing and budget constraints

Caring for indigenous patients present a numbehaflenges from the perspective of
providers, chief among them the strain it puts loeaaly-stretched resources. A clinic

% The Indigenous Community Survey found that amaspondents who described a medical encounter
for a serious condition, fifty-five percent saigyhhad trouble understanding what was being s@itl.out
of 128)



administrator noted that while an appointment witBpanish-only patient can take
around 25 minutes, it can take 30-45 minutes tasaadigenous patient. “There’s a lot
of hand holding required, it's a slow and time-aamgng process,” he said, noting the
extra staff time required to deal with paperwofktaff even have to take time to explain
how to use public transportation so patients vedurn for follow up visits. The
administrator described how this can cause hi$ ttdill behind and to lengthen the
patient wait times. While a solution would be torgase staffing and interpretation
services, there is a shortage of family practitienie the U.S., and a lack of qualified
interpreters. Additionally, these demands are ogmat a time when clinics are facing
severe budget cuts.

VII1-4.6 Hiringinterpreters

Whereas several clinic administrators expresseskaealto hire more indigenous
interpreters, they described the obstacles thegueriered when the candidates possessed
no documents or social security numbers. In ogmne an administrator approached the
Mexican Consulate, but found it was of little atmise, since it had no indigenous
language resources or any connection to the indigeimmigrant community in its area.
Administrators who have sought the help of indigenorganizations for assistance and
guidance in hiring interpreters described the fat&in at what appeared to be conflicting
agendas at work, with favoritism for those assedatith the indigenous organizations
emerging when there was a possibility of employméde health administrator likened
working with indigenous leaders to the challeng&ofking with the Hmong refugee
population, and spoke of the arduous and time-acoimsyeffort to build bridges of
understanding and trust across the cultural divide.

VII-4.7 Legal issues

Providers have described the quandary they face Wiey encounter cultural practices
that are illegal in the United States. In Sectit5.5 below we describe the legal
problems that can emerge with underage teenageensotharticularly where the father is
a few years older and can be considered in viglatidaws against statutory rape. Our
research did not collect systematic informationulpmlygamy, but one provider
reported seeing multiple cases.

VII11-4.8 Male dominance

A number of providers express frustration at hodigenous men frequently insist on
being present during a woman’s medical visit, @&cts interpreter and asserting control
over provider-patient communication and decisiorkimg Women'’s inferior status in
Mexico persists when they come to the United Staklesnany of the indigenous groups
we encountered, women are expected to be submissimen and not speak up for
themselves. Women'’s lack of power, combined witbdistic isolation and minimal
education, prevents them from assuming contraheif town bodies and can keep them
trapped in abusive relationships. Whereas peneeptioviders would like to screen for
domestic violence, they're reluctant to do so i &lvsence of culturally-appropriate



intervention services. (See Section VIII.5.6 kefor additional discussion on domestic
violence.)

VI11-4.9 Building bridges

Providers serving the indigenous agree on the teeestablish relationships with the
indigenous communities in order to improve commation and deliver quality care.
However, developing those relationships can becditfand time-consuming, even for
sympathetic providers. With staffing shortages landget cuts, primary care providers
are stretched thin with heavy patient loads ankl fae time to reach out and get to know
the indigenous communities in their areas. Needels, there are a few promising
initiatives that are attempting to bridge the cdtudivide in innovative ways.

VI11-5 Health concerns and needs

This discussion is drawn from interviews with kejormants, including providers,
community activists, members of the indigenous comitres, as well as from field
observations by our research team. As such iesgmts the views of individuals familiar
with indigenous farmworkers in California. We hawedata on the frequency of given
health conditions, specific diseases or outconiEga is not kept for minority Mexican
language groups by county health departments.a result, we had no administrative
information at our disposal to provide quantitatexedence of the disadvantages the
indigenous face in California relative to other M immigrants.

VI11-5.1 Extreme crowding

In Section VII-4 we described the extraordinarilghrate of crowding among
indigenous farmworkers. Here we offer some fiemtdhaccounts of housing conditions
encountered by our research team while conduatiregviews. We then go on to
describe some of the health implications of thes®litions, as expressed by providers
we interviewed.

As shown in Chart VII-5, the Watsonville and Saimagions present the highest rates of
crowding:

In Watsonville (P4jaro and Lomas) and Salinas wgabe
interviewing families who live in garages or in dhraoms
without a kitchen, without a bathroom, without haat
with a single bulb for lighting. These familieschi ask
permission to use the bathroom and the kitchenpahd
according to a set schedule.

We were struck by the lack of material possessionsng
the families from San Martin Peras. We met farailidno
offered us the only plastic chair they possessedhat



house our interviewer had to conduct the intervigvie
seated on a clothes basket and the interpretensat
plastic bucket. The family sat on the floor. Grother
occasion, we had to conduct the interview standmg
because they didn’t have a chair, nor a tableartwed to
sit on.

In the crowded Ventura region, we observed thevalg:

In Santa Paula and in Fillmore, in almost all thartments
where we conducted interviews we found severallfami
or several single men living in the same apartmdiie
families rent a room and the single men rent spacine
living room floor.

When Marbella was initially interviewed she onlyte her
own family and two cousins living in the househol¥hen
we returned hoping to interview the cousins, wentbthat
another couple and their children were moving th®
house. We also learned that the two cousins vienglin
the garage.

In Santa Maria we encountered the following extremgation:

We interviewed a woman last night who lived in an
ordinary-looking 1930s suburban house with a detdch
garage in back. She informed us that in additiohetrself
and her two young daughters there were anothee@gle
living at the address. There were 19 kids, 16 suddes
(20 living in the garage), plus 6 women and onlg on
bathroom. The men bathe in back with the gardese ho
The woman told us she is looking for another pkaoe
hopes to move out soon.

And in the Bakersfield region:

While in Taft | interviewed a woman and noted
cockroaches moving about on the floor and on thé wa
behind her. No one mentioned them, nor made any
complaints about the apartment. There are thraples
living in the apartment. Two couples sleep inlleeroom
upstairs and the third couple sleeps in the livo@m. The
apartment is fairly new and appears to have working
appliances and faucets. The bathroom is in a pabe of
repair.



We realized there was fear we would discover howyma
people are living in a house, apartment, room oagm
because people are afraid that if it's known, sameaunight
come to evict them, i.e. the owner, the managercity or
some other authority. We were able to speak wigh t
owner of some apartments who told us that he’sdaym
to 15 people living in a single apartment, but “$excurity
and for their own good” he’s established a rule of
maximum of 10 per apartment.

People gave a variety of reasons for enduring stmiided conditions, including the
high cost of rent and the desire to save and semauah money as possible to their
families in Mexico. Providers, for their part,pegssed great concern over the health
implications of poor housing conditions, including:

1) Lead exposurethey’re seeing contamination in 4-5 year old ai@h who
are living in garage$’

2) Infectious diseasesa Family Nurse Practitioner in Ventura reportd tha
RSV (Respiratory Syncytial Virus Infection) is aises bronchial
infection in young children. It sweeps through toenmunity every
winter and is exacerbated by close living conddior local pediatrician
estimates that Ventura County has several hundreesceach year that are
serious enough to require medical attention, inolygdome 50
hospitalizations. Of these, some of the childmensa sick that they must
be transferred to the pediatric intensive care innf8anta Barbara where
they are intubated. The practitioner notes tHa¥ Rffects poor and
crowded communities disproportionately. She dbéssrit as a close-
contact disease similar to tuberculosis and féwtsdne day TB will
spread in a similar way through the community.

3) Epidemiological riskthe same provider noted that this is a non-
immunized population; if someone gets measlesyyasarious disease in
adults, it can spread through the entire population

4) Poor nutrition: from November through Janu&tyhere’s no work and
people are under considerable pressure to pagtttend so they cut back
on food; one outreach worker reported seeing fasilat were only
eating eggs and beans. Other observers have adtigth consumption of
junk food, candy and soft drinks.

" see footnote 129 for other suspected sourcesadfdentamination.
% |n the ICS, this time period was identified bgnajority of informants in response to a directsfion
asking for the period of no work.



5) Food preparation & storageunder crowded conditions it is difficult to
gain access to the kitchen, which limits the aptilit prepare healthy food;
food storage space is restricted when several iizsrshare one
refrigerator.

6) Reliance on unhealthy processed foogackaged and highly processed
foods are more convenient to store and consumggimyhcrowded
situations; additionally they are a cheaper fornsadbries and are favored
by children who are accustomed to seeing advergagon TV.

7) Sanitation:plumbing systems are not designed to handle tige lanmber
of people sharing the same facilities. One phgsiciescribed seeing a lot
of skin problems in children, attributing it to pdoygiene.

8) Delayed childhood developmesgeveral providers, all working
independently and at separate facilities, repaingglarge numbers of
indigenous children with delayed speech and delayedall
development, even when no other medical problemg@sent. They
attribute it to a lack of infant stimulation. Thegeculate that in crowded
and substandard living situations infants are textgd on the floor and
suffer from a lack of “tummy time.” Due to a laokspace, children are
not able to benefit from the important crawling phaf development, and
without physical-muscular stimulation they faildevelop muscle tone.
Also, with both parents away working, babies aterofeft in the care of
older women and, with too many children to loolegfhutrition is poor
and infants are kept restrained for long periodsnoé.

9) Family SeparationCrowding has led neighbors and others to call Child
Protective Services; this results in encountersdhafrightening and
confusing for indigenous parents who are at risksihg custody of their
children. Agency personnel, lacking interpreterd eesources to deal
with the indigenous population, also find thesaatibns extremely
frustrating and difficult to resolve in a humanemmer.

10)Domestic violence (DV)roviders in many of the regions believe DV is
exacerbated by multiple families living in the sanmét.

VII1-5.2 Isolation and depression among women

Frontline providers, including nurses, outreachkeos and community activists, report
that post-partum depression is a serious condamang indigenous women. As a
Mixtec interpreter on the Central Coast descrilbed i

Women will cry by themselves; they don’t want tedst feed, or
they don’t want to stay with their partner; thegtjwant to
withdraw. | think it's because they're away froheir village,



they're alone and can't drive. They're often nlaise to a park,
the husband is away and there’s no transportation.

Another provider noted that the absence of tragiticweat baths and supportive
communal rituals adds to the women’s linguistic anlfural isolation, coming at a time
when they’re already emotionally vulnerable. Mahyhe mothers are also quite young
(see section VIII-5.5 on teenage pregnancy below).

A clinic administrator on the Central Coast ackrnediged that depression is a huge
problem and that in 2007 they began screening prggmomen. They've provided some
mental health counseling, using interpreters asnmédiaries, and he estimates that they
were able to prevent at least ten suicides ovepitéeious year.

A Family Nurse Practitioner in Ventura agreed {hadt partum depression is a serious
problem that deserves more attention. In her paathey attempt to address it in Well
Baby classes where groups of eight mothers gathaeet with two outreach workers.
They believe that the group setting is a culturafiypropriate approach with indigenous
women, instead of attempting individual mental trettierapy.

In the Central Valley a community activist alsoep that post partum depression is a
problem, but noted that the local health care agsnn the area make no effort to
identify or address the problem.

VI11-5.3 Mental health problems among men

Since indigenous men seldom approach clinics fim, liiehas been outreach workers
who have noticed the problem of depression amoesgetimen who are lonely and far
from home. An unhealthy syndrome can take holdraymoen living on their own, be it
in encampments, in crowded apartments, in garageisenls. They miss their families,
they have unhealthy diets, there is a lack of e@re and exercise, and many turn to
alcohol and drug use. Their physical and mentalthesuffers and they can find
themselves spiraling out of control. A Mixtec a#ch worker in San Diego reports
seeing mental health problems among the men livinlge canyons. He described the
men as profoundly sad and overcome with feelingafefiority and impotence.

This sense of despair was echoed by an outreadtewat the other end of the state, on
the North Coast. He observes that newly-arriveligenous men find it difficult to
adapt, are easily exploited, and when they fagldbieve the goals they had set for
themselves in coming here, the stress combinedlittlthnews from family leads to
depression. They start hanging out and drinkirtd ¥iends, and their descent into
alcoholism begins.

Activists report that alcohol consumption is resigitin multiple problems for the
indigenous community. They point out that alcotmhsumption is culturally sanctioned,
especially during fiestas, where binge drinkingosnmon. However, there is also
considerable drinking during the week as well,gg@tsuming beer is not really viewed as
“drinking.” Outreach workers note that driving Whintoxicated is a serious problem



resulting in DUI arrests, in auto accidents anddnous injury. One of our interpreters
informed us that Mixtec men in his area see notlingng with driving while
intoxicated, even with women and children in thiigke. He and other indigenous
activists believe there is an urgent need for eiilicand outreach around this matter,
especially since the men are used to drinking aivihd in Mexico where it is not
censured.

Another condition afflicting indigenous farmworkerey be PTSD, or Post Traumatic
Stress Disorder. A mestizo outreach worker whoemto daily contact with Zapotec
men searching for work, describes cases of sevemlynatized men who are still
suffering from the violence and abuse they expegdrwhile crossing the border. Itis
affecting their daily lives and the outreach workelieves they urgently need someone
to talk to about it. However, there are no Zapatéerpreters in the area.

VIII-5.4 HIV/AIDS

While our study did not gather information on thesaditions, interviews with providers
and outreach workers revealed that there is corahtiefear and misinformation
regarding the disease, together with a strongteesis to the use of condoms.

Outreach workers in the Central Valley describetiganous men who were under the
impression that contact with pesticides is whataéead to HIV/AIDS. Others believed
they could protect themselves by rubbing their pevth lemon following sexual

relations. And men who had contracted a venelisabde reported washing their penises
with bleach. Even those who were diagnosed with ##scribed using bleach on their
penises.

Efforts to encourage protective behavior have pddwastrating, these outreach workers
report: “We have difficulty persuading our cliemésuse condoms, even when we provide
them. Men just don’t want them, and that’s it.”

VII1-5.5 Phenomenon of teenage pregnancy

All the providers we interviewed remarked on theyvearly age of pregnancy within this
population. The observation is supported by compahe percentages displayed in
Chart VIII-32° A quick examination shows that the median agéiith of first child

for all California mothers is in the 20 to 24 yedd-range, while for the indigenous
women it is in the 15 to 19 year-old range. It féar all of California, less than a
quarter (24%) of the mothers were 19 or less atithe of birth of their first child, while
for the indigenous mothers, more than half (56%)ewl® years old or less.

2 This graph displays, first: the age of the 137hmas from the Indigenous Community Survey (ICS), by
different age groups, and second: the age of dilod@aia mothers for different age groups from CHi&a.
The sample size in the CHIS for these women is@pmately 15,000. For details see:
http://www.chis.ucla.edu/methodology.html
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This early age of marriage and childbearing is dsgboulturally acceptable within
indigenous communities, and Mexican physiciansisgrin Oaxacan villages report that
it is not unusual for young girls to give birthtteeir first child at age fourteen. Women’s
health experts, however, warn that giving birtswath a young age can result in
premature births and low birth weights, endangentbung mothers’ health, and increase
their risk for malnutrition, high blood pressuredaanemia. Nevertheless, the girls often
go on to bear a second child while still at a wayyng age, compounding health risks for
themselves and their children.

What is culturally acceptable in their home conteadt place the indigenous on a
collision course with norms, institutions and lawshe United States. In the U.S. there
are serious legal issues associated with beingnderage teenage mother, especially if
the father is a few years older and the girl ithe United States without her own parents
nearby. One provider has learned that in somgémdius communities a girl of 13 is
considered ready to go out into the world, and ¢ivéd aged 13 and 14 are coming across
the border, without a parent or close relativesyrifer to look for work® This provider
went on to describe what can happen when one séthederage and unaccompanied
girls becomes pregnant by a man even just a fevsydder than her. She told of a
hospital where the nurses thought it their dutgathin Child Protective Services. This
has only served to compound the problem: the fathamrested and jailed, while the

30 A Mexican regional newspapblmagen de Zacatecareported an increasing number of unaccompanied
minors crossing the border to the U.S., noting ih&008 more than 19,000 of these unaccompanied
children and youth were deported to Mexico. telisOaxaca and Guerrero among the principal stéites
origin. August 25, 200%ttp://www.imagenzac.com.mx/migrantes/daran-apoymras-migrantes-

deportados




young girl ends up frightened and alone in a seac@untry, with a new baby, unable to
speak English or Spanish, and with no means of@tipp

Health workers describe a profound and unmet needducation around sexuality, the
risks of teenage pregnancy, birth control and l&a8s. However, efforts to reach out to
educate the community on these matters have ererednteep-seated cultural
resistance. One outreach worker, already sensditiee reluctance Latino parents have
towards discussing sexuality with their teens, reggsbmaking absolutely no headway
with indigenous groups for whom the topic of sexyas simply a taboo topic, and
bearing children at a young age an accepted norm.

VII1-5.6 Domestic violence

Outreach workers and health providers consideralsisrious problem that is both hard
to get at and has not yet been addressed. [triskdem whose roots lie deep within
indigenous communities and Mexican society whermei have few rights and where
violence against women is accepted as “the crossemamust bear.”

Activists working in Mexico report that while fargilziolence is gradually being
addressed in urban areas, it remains high witldiggnous communities where,
according to one estimate, it affects between &D4npercent of adult woméhWhile
we have no data regarding its prevalence in Cailiéthere is no question that this
practice has crossed the border, and that it eadutiin indigenous households and
causes considerable pain and suffering.

Paramount among the barriers to addressing thidgrroin California is the lack of a
culturally-appropriate strategy. Health workens@unter multiple cases of women who
are victims of abuse by their partners, but finelWwomen are unwilling to press charges
against their abusers for fear of finding themselvean even worse predicament when
they are ostracized by both family and commun#y outreach worker described the
case of an indigenous woman on the Central Cadmt:was unusual in that she sought
help from a community organization and agreed tangma shelter in order to escape her
abuser. However, once her time was up at theesteatd she had to move out, her entire
community rejected her.

Consequently indigenous women who speak no Englisthoften only limited Spanish,
are left with no alternatives but to remain prigsnaf abuse. A Central Valley service
provider described the women victims she encoudtaseneither able to go to the police,
nor to leave their husbands, because there simgpéyne place for them to go.

Some health providers have talked of screening gagients for domestic violence.
However, in the absence of culturally-appropriategpams and services, they see little
point. On the Central Coast one group has orgdnifermational meetings to address a
multitude of topics, including sexual assault andhéstic violence. The activist

31 See the Family Violence Prevention Fund:
http://endabuse.org/section/programs/global _préeehtproject context




spearheading this group reports that while the imgeare well-attended, there are many
in the indigenous community who don’t want to hawgthing to do with the

organization out of fear that their women will bew“uppity.” At present, providers

and activists wishing to help indigenous womencamestrained by the lack of
appropriate counseling services, the lack of satesimg for those wishing to escape their
abusers, and the inertia of a community that do¢sansider it a problem.



