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Health Disparities based on race/racism, class and gender/sexism are matters of life and 
death. They express, in differences of both quality and length of life, the unequal 
structuring of life chances. Efforts to reduce or eliminate persistent health disparities 
offer among the most important opportunities to improve the health of residents of the 
United States, and are rightfully a high priority for public health and social science 
scholars.

A.J. Schulz, & L. Mullings, Gender, Race, Class and Health
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CHAPTER I 

THE PROBLEM

Ethnic minority populations are expected to exceed 30% of the United States 

(U.S.) population within the next decade and to climb to 40% by 2030 (OMHRC, 2001). 

This increased representation of ethnically diverse groups in the U.S. populations is a 

result of both immigration and increased birth rates within specific ethnic groups, notably 

Latinos.1

The State o f Iowa is no exception to this trend of increased diversity, particularly 

an increase of Latinos. In 1990, the population of Latinos in Iowa was 32,647, and by 

2000, the population had grown to 82,473, an increase of 152.6%. In one county in 

Central Iowa, the Latino population increased from 292 persons in 1990 (.8% of the 

county population) to 3,652 in 2000 (9% of the county population); this represents an 

increase of 1106%. Although the overall Latino population in Iowa currently is relatively 

small at 2.8% of the total state population, the impact is considerable on communities and 

the state (Grey, 1997, 1999; IDPH, 2001; Yehieli et al„ 2001).

Unlike many ethnic groups that migrate to urban centers, the migration of Latino 

population been rural as well as urban. Latino men, in particular, have migrated, either

1 “Hispanic” usually refers to people of any race who are from several different Spanish
speaking countries o f  origin, including Mexico, Puerto Rico, Cuba, the Dominican 
Republic, the nations of Central and South America, and Spain. Approximately 75% of 
Iowa’s Hispanic population comes from Mexico, while the rest are from 15 other Latin 
American countries. “Latino” usually refers to a male from Latin America; Latina refers 
to a female from Latin America, and in the Western hemisphere, this term also includes 
Brazil (Portuguese speaking). The United States government usually considers Hispanics 
to be racially White and of Spanish-speaking origin. People o f this ethnic group often use 
both terms, Hispanic and Latino (Yehieli & Grey, 2003). For this study, the term Latino 
has been chosen; recognizing that this is the male term, but in this study, it is at times 
used generically to refer to both sexes.
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temporarily or permanently, as agricultural workers throughout the U.S., with heavy 

concentrations in the Southwest, the South, and the Midwest. Over the past two decades, 

Latino men have been attracted to the State of Iowa primarily for the availability o f jobs 

in the meatpacking industry (Grey, 1999). In fact, immigrants have been actively 

recruited primarily from Mexico to work in the meatpacking industry in Iowa. The largest 

group of these “New Iowans” are Mexican men who initially came to work in the 

meatpacking industry as transient workers, but over time have become permanent 

residents of Iowa communities (Grey, 1999). The meatpacking industry that has drawn 

these immigrant workers has the highest national rate of occupational injuries (US 

Bureau of the Census, 2004) and is known for offering low wages and few benefits (Fink, 

1997, 1998; Grey, 1999; Stromquist & Bergman, 1997; US Bureau of the Census, 2004).

Immigrants coming to the state as “New Iowans” enrich the diversity o f the state 

and contribute to its economic growth. At the same time, they have health needs that 

challenge the rural Iowan communities where they settle. These needs include regular 

preventive as well as curative services for common ailments and traumatic injuries 

suffered in their work, particularly in the meatpacking industry. According to Yehieli et 

al. (2001), research is needed to document, confirm, and resolve disparities in health and 

access to care among the various ethnic groups in Iowa. However, such disparities are 

complex and difficult to study; the variables are not straightforward or easily explained 

(Freiman, 1998; 2001).
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Introduction

In Healthy People 2010, two main goals have been identified: to increase quality 

and years of healthy life and to eliminate health disparities among different segments of 

the population (US Department o f Health and Human Services, 2000a). Although both 

goals are vital to the health of the nation, it is the second goal of eliminating health 

disparities on which this study was focused. In addition, this study will focus on 

differences in access to healthcare services as one dimension of health disparities.

Disparities in Illness and Death

According to the Department of Health and Human Services, there continue to be 

disparities in the incidence of illness and death experienced by African American, 

American Indian, Alaska Native, Pacific Islander, and Hispanic populations when 

compared to the total U.S. population, in spite o f the progress being made in the overall 

health of the nation. These disparities are across a wide range of illnesses (Hamburg, 

1998; Smedley, Stith, & Nelson, 2003). In their National Survey of American Families 

(NSAF), Staveteig and Wigon (2000) confirmed that disparities exist both within and 

across racial and ethnic groups; even across groups at higher income levels, Anglos and 

Asians consistently fare better than African Americans, Native Americans, and Latinos.

Explanations for these ethnic and racial health disparities are various and 

complex. They have been attributed to differences in genetics (Evans, Barer, & Marmor, 

1994), social position (Dressier, 1988a, 1988b, 1993, 1994a, 1994b; Dressier & Bindon, 

1997; Dressier, Santos, Gallagher, & Viteri, 1987), low income (Quinn, 2000), exposure

2 Anglo refers to all Whites o f non-Hispanic ethnicity even though not all Whites are o f Anglo-Saxon 
origin.
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to unhealthy and toxic environments (US Department of Health and Human Services, 

2000a), health literacy (Kellogg, 2003), language (Mueller, Ortega, Parker, Patil, & 

Askenazi, 1999; Nicholas, 2000; Timmins, 2002), access to health services (Andrulis, 

1998; Berk & Schur, 2001; Brown, Wyn, & Teleki, 2000; Mueller et al., 1999; Shedlin & 

Shulman, 2004), and the interaction between and among these variables. For example, 

disparities in the incidence of lead poisoning in children reflect the variation in the 

quality of the environment including homes, air and soil. Thus the overall number of 

cases o f childhood lead poisoning have decreased since the 1980s, the risks are greater 

for those persons having low incomes, living in older homes, and belonging to African- 

American or Latino ethnic groups (US Department of Health and Human Services, 

2000a). This is of special concern in Iowa, which has the sixth highest number of homes 

built before 1950, all o f which contain lead-based paint. Iowa’s rate o f lead poisoning 

among children under the age of 6 years is 12.3%, which is three times the national 

average of 4.4% (Iowa Department o f Public Health, 2001).

Disparities in Health Service Access 

Linked to ethnic and racial disparities in morbidity and mortality are ethnic and 

racial disparities in access to health services. Although some studies suggest that ethnic 

and racial disparities in health outcomes are directly related to disparities in access to 

health services (Carlisle & Leake, 1997; Murray, 2003; Staveteig & Wigton, 2000;

Willis, 2002), the connection between health disparities and disparities in access to health 

services is not always clear and predictable, and may be mitigated by many of other 

factors. For example, although the Institute of Medicine (IOM) associated health 

disparities with inequalities in access and a pluralistic health care system, its report from
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the Committee on Understanding and Eliminating Racial and Ethnic Disparities in Health 

Care admitted that the issue was not limited to one disease, but rather was “remarkably 

consistent across a range of illnesses and health care services” (Smedley et al., 2003 p.5). 

The report suggested that the relationship between health and health care access might be 

more indirect, mitigated by common variables. Similarly, Bolen et al. (2000) 

demonstrated that differences in the distribution of health care access, health status 

indicators, and health risk behaviors, and the use o f clinical services across racial and 

ethnic groups, all could be attributed to socioeconomic factors. Drevdahl (1999) 

combined the concepts of access to health care and socioeconomic status and found that 

being poor was a major deterrent to obtaining equitable health care. Yet Drevdahl also 

found that when ethnic minority populations did have equal access to health care, they 

still had poorer health. Although the relationship between health and health care access is 

important (Evans et al., 1994) and requires further study, this relationship is outside the 

scope of this study, which focuses on disparities in access.

Most explanations for ethnic disparities in access fall into two categories: one 

focuses on the characteristics of the seeker of health care (ethnicity, language, income, 

citizenship status, sex, education, and health needs and status); and the other focuses on 

the health care system (institutionalized racism, ethnocentrism, cultural competence, 

location, bureaucratic barriers, and services provided, among others). Both explanations 

are relevant to the Latino population, and there is a considerable body of research 

suggesting that being Latino is associated with liabilities involving both the 

characteristics of the seeker and the responsiveness of the health care system.
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Characteristics o f Health Seekers

Ethnicity

Latinos, representing 12.5% of the U.S. population (US Bureau of the Census, 

2004), are especially vulnerable to both health disparities and disparities in access to 

health care. As a group, they suffer higher mortality rates from billiary disease, type II 

diabetes, diabetic nephropathy, end stage renal disease, gastric cancer, liver disease, 

homicide, and HIV than do non-Latino groups (HIV/AIDS Among Hispanics in the 

United States, 2002; Lawrence & Tuley, 1996; Smedley et al., 2003). Latinos, along with 

American Indians and Alaska Natives, were reported to have higher rates of 

hypertension, obesity, and diabetes, even when clinical conditions were the same 

(Smedley et al., 2003).

Summarizing the findings from the state-specific Behavioral Health Risk Factor 

Surveillance System (BHRFSS), Bolen, Rhodes, Powell-Griner, Bland, and Holtzman, 

(2000) reported differences in access to and use o f clinical services across five racial and 

ethnic groups. In Arizona, Latinos were reported to have the highest median risk factor 

prevalence rates o f the groups studied in terms of cost as a barrier to health care, had the 

second highest prevalence rate o f no health insurance (Bolen et al., 2000), and were least 

likely to have had routine physical examinations. Carlisle and Leake (1997) found racial 

and ethnic disparities in access to cardiac procedures in which Latinos, along with 

African Americans, were less likely to undergo coronary artery angiographies, bypass 

surgery, or angioplasties across all insurance categories.

Of the 41.2 million people in the U.S. without health care insurance, nearly one 

third are Latino, which is three times the rate of non-Latino Whites (Health Insurance
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Coverage, 2001), despite the fact they make up less than 13% of the general population. 

Latino families have a higher proportion than non-Latinos of primary wage earners 

making less than $7.00 per hour or only $14,560 annually, which results in Latinos being 

unable to afford family health insurance premiums of approximately $6,000 per year if 

not fully supplemented by employer-based contributions (Harrell & Carrasquillo, 2003). 

Paradoxically, an income of $14,560 places Latinos above the cut-off rates to obtain 

publicly funded insurance.

Immigrant Status

For undocumented immigrants, the situation is worse (Harrell & Carrasquillo, 

2003). According to Quinn’s 2000 study, only about 25% of the approximately 3.5 

million undocumented Latinos in the U.S. had employer-based health insurance, with the 

other 75% having no insurance. Because publicly funded insurance programs require 

proof of legal residency, non-citizens without documentation are not eligible. 

Undocumented workers are at higher risk of exploitation than legal residents, especially 

in domestic service, agriculture; and manufacturing, where jobs frequently do not provide 

health benefits (Berk & Schur, 2001; Shurr & Feldmen, 2002). Even legally documented 

Latinos hesitate to enroll in public insurance programs to avoid calling attention to 

themselves, and those who have immigrated since 1996 are excluded from enrollment in 

public insurance for 5 years as a result of welfare reform (Quinn, 2000).

Occupation

Further compromising Latino health; undocumented workers often must take jobs 

in which there is the greatest exposure to unhealthy environments. Exposure to toxic 

substances in the air, water, soil, and food, as well as exposure to physical hazards, is a
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major contributor to illness, disability, and death among this population. Environmental 

hazards have been linked to race and socioeconomic status (US Department of Health 

and Human Services, 2000a), with Latino agricultural workers having the highest rates of 

exposure to pollutants when compared to Anglos and African Americans (US 

Department of Health and Human Services, 2000a).

The workplace environment has influenced health disparities in several ways. For 

example, in 1999, 32.2 million people (12% of the total U.S. population) were at or 

below poverty level, and 6.8% of these people were classified as working poor (Murray, 

2003). The rate of working poor was 4.3% for Anglo males, 10.2% for the African- 

American population, and 10.7% for Latinos (Murray, 2003). According to Murray, 

African Americans and Latinos “lag behind white workers in desirability and prestige and 

compensation for their work” (2003 p. 222). Often these workers were found to receive 

few, if any, benefits, such as sick leave, health care coverage, or vacation (Fiscella & 

Franks, 1997; Grey, 1999).

Of concern for researchers examining the work environment is the occupational 

risk for injury and illness (Donham, 1990; Donham, Leistikow, Merchant, & Leonard, 

1990; Dortham, Rubino, & Thedell, 1977; Fink, 1998; Grey, 1999; Johnson, 1995). 

Murray (2003) reported that research on occupational disease and injury has been 

inhibited by the widely held belief that the discovery of health hazards and the proposed 

remedies are cost prohibitive, thus negatively affecting the bottom line of business. There 

is also a lack of reliable data concerning the ethnic or racial makeup of those injured on 

the job (Murray, 2003). It is known that African Americans have a 37% greater chance of
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injury and 24% greater chance of death compared to Anglos, yet data concerning other 

minorities are missing (Murray, 2003).

The occupation o f many undocumented Latino men increases the risk of poor 

health and limited access. The majority o f workers in U.S. meatpacking plants are recent 

immigrants, who either currently work in the industry or began their U.S. work 

experience in the industry. In addition to the danger o f injury and illness, meatpackers are 

exposed to a variety o f other conditions that can have a negative impact on health (see 

Table 1). These include cold, heat, noise, and stress (Campbell, 1999; Hedges, Hawkins, 

& Loeb, 1996).

According to the Statistical Abstract of the U.S. (2002), the number o f individuals 

working in the meatpacking industry has increased from 359,000 in 1980 to 427,000 in 

1997 (the last year reported). The average wage for these individuals has grown from 

$6.99/hour in 1980 to $9.98/hour in beef/hog processing and $8.43 in poultry processing 

(US Bureau of the Census, 2004). Often meatpackers must purchase their own protective 

gear from their employers (UFCW, 2005). The equipment is frequently bulky and heavy, 

which may ironically increase the possibility o f injury (see Figure 1).

Where benefits for many meatpackers include employer-based health insurance, 

which usually not do take effect until 6 months after initial employment (Hedges et al.,

1996), the turnover period for jobs in many plants is often less than 6 months, and 

injuries most often occur during the first 6 months o f employment (Grey, 1997, 1999; 

Hedges et al., 1996). In addition, if an injury occurs, there is no compensation for lost 

wages. Even with insurance, meatpackers frequently cannot afford to pay the 20%
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deductible to cover treatment for illnesses or injuries or functioning that occur when they 

are not working (Grey, 1997, 1999; Hedges et al, 1996).

Table 1. Total Case Incidence Rates for Non-Fatal Injuries and Illness

Industry 1998 2000
Meatpacking 29.3 24.7
Overall Private Industry 6.7 6.1

Source: Statistical Abstract o f the United States. (2002). Retrieved 
from http://www.census. gov/prod/2002pubs/01 statab/stat-abO 1 .html.

For the Latino worker, wages in the meatpacking industry are higher than for similar jobs 

in Mexico or Central America, making it is worth the risk of illegal immigration to work 

in the industry. Quinn (2000) reported approximately 3.5 million undocumented Latino 

workers in the U.S., with the exact number in the meatpacking industry unknown. The 

industry perpetuates the recruitment of undocumented workers in areas near the U.S.- 

Mexican border, such as McAllen and Eagle Pass, Texas, using Spanish-language 

advertisements. According to an article in U.S. News & World Report, the industry “likes 

it when people are illegal, they work harder.. .because they never know when they (the 

INS) are coming”

Migrant or immigrant workers who are recruited by the meatpacking 

industry frequently come to areas that are unprepared for their arrival. These 

communities often have had little exposure to cultures other than their own. Because of 

language differences and cultural misunderstandings, additional stress is placed on recent 

immigrants while they are adjusting to their new environments (Grey, 1999). Although it
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may be argued that these areas now benefit from being transnational, it is not an easy 

transition for either the new immigrants or the long-time residents.

EARPLUGS; 53.25 
Actual Cost: 5.13

SAFETY 
GOGGLES: SS.00 
Actual Cost: 52

SLEEVES: 52.5 
Actual Cost: 5

I

LATEX GLOVES: S I.4 
Actual Cost: S.12

BOOTS: 512-20 
Actual Cost: S17.

BUMP CAP: $8.00 
Actual Cost: 
55-8.00

HAIR NET: S1.00 
A ctual Cost: S.03

BEARD NET; S.05 
Actual Cost: $.02

APRON: $4.24 
Actual Cost: 
$1.11

ARM GUARDS: 
$5.00
Actual Cost: 
S2.2S

MESH GLOVES; 
$60*85.00 
Actual Cost: 
$30-60.00

Employers
Charge
Workers
C a ta lo g
Price

Figure 1. Protective Meatpacker Working Gear

Source: UFCW. (2005). Employers unfairly charge workers for required personal 
protective equipment. Retrieved November 29, 2005, from 
http://www.ufcw.org/workplace
connections/meatpackingandpoultrv/safetvhealthnewsandfacts/unfaircharges.cfin
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Sex

Finally, the literature suggests Latino men in particular, are at risk for disparities 

in access to health care. It has been well documented that men of color in the U.S. have 

poorer health outcomes and less access to health care than do non-Hispanic White males 

(Addis & Mahalik, 2003; Nicholas, 2000; Rich & Ro, 2002; Ro, Casares, Treadwell, & 

Thomas, 2004). For example, oral health is an indicator of one’s overall general health, 

and men of color receive less dental care than Anglo men. Even with the ability to pay for 

such services, Latino men along with African American men have higher rates of 

untreated dental problems than do poor Anglo males. “Lack of access for dental care 

contributes to poor physical appearance, pain and discomfort, periodontal disease, and 

even delayed diagnosis of oral cancers, from which men of color die at a higher than 

expected rate” (National Cancer Institute, 2001; Rich & Ro, 2002; US Department o f 

Health and Human Services, 2000b). In addition, a higher proportion of men of color 

have no insurance coverage, are less likely to seek health care, and are less likely to 

receive adequate care when they do access health services compared to White males 

(Rich & Ro, 2002; Smedley et al., 2003).

Compounding low income and lack of health insurance with migrant (possibly 

undocumented) status, male gender, and high risk working conditions, and male sex and 

gender considerations, rural Latino workers appear to have the highest liability for 

continued disparities in access to health care (Kellogg, 2003; Rich & Ro, 2002; Ro et al., 

2004; Smith, 2003). For example, in the State of Iowa, Latino males have a higher rate of 

alcohol use than other state populations and experience more barriers to health care, such
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as difficulty obtaining transportation and a lack of health care providers who speak 

Spanish (IDPH, 2001; Yehieli et al., 2001) than any other population.

Research has demonstrated that men tend to seek access to health care providers 

less often than women (Kellogg, 2003; Rich & Ro, 2002). This tendency has resulted in 

poorer health outcomes for men (Addis & Mahalik, 2003; Galdas, Cheater, & Marshall, 

2005; Kellogg, 2003; Nicholas, 2000; Plowden, 2003; Rich & Ro, 2002; Timmins, 2002).

Nicholas (2000) studied men’s health in relation to cancer and determined that 

male role socialization was a strong indicator of when men sought health-related 

assistance. He hypothesized that male role socialization, which views men as less 

vulnerable to disease than women, was directly related to participants being less 

knowledgeable about health in general and about cancer in particular. In addition, 

Nicholas suggested that this lack of knowledge might contribute to men having poorer 

coping mechanisms to manage cancer than do women. Men may repress emotions, not 

report symptoms and treatment side effects, not ask for help, or not seek out help in 

general because they do not want to be seen as “unmanly”(Nicholas, 2000). Even when 

considering other factors that are reported to contribute to health care disparities, such as 

low socio-economic status and lack of health insurance coverage, it is important to take 

into account how men view their own health needs in relation to their concepts of 

masculinity (Plowden, 2003; Rich & Ro, 2002; Ro et al., 2004).

Responsiveness o f  Health Care System

According to Rich and Ro (2002), one factor in the issue of health disparities and 

men of color is institutional racism. Their study maintained that providers do, whether 

consciously or unconsciously, consider race when determining treatment options and that
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institutions foster racism through their hiring practices, community relations, and clinical 

systems that, ironically, are intended to help people (Rich & Ro, 2002). Although 

providers strive to give appropriate and complete care to men of color, if they do not have 

staff who can serve as interpreters o f language, culture, and religious practices, there will 

be barriers to care. Providers will be less likely to be aware of particular cultural or 

religious practices, which may decrease the value of the practitioner’s advice and care 

(Rich & Ro, 2002). Such institutional shortcomings may reinforce feelings of inferiority 

in the ethnic health seeker.

Medical pluralism is less subtle in some situations. Large medical centers, for 

example, often are characterized by two systems of health care: one for individuals with 

insurance, who more often see staff attending physicians in private offices, and the other 

for those without insurance, whose care tends to be provided and directed by medical 

trainees (Rich & Ro, 2002). Such medical pluralism is replete with ethno-centric 

administrative and bureaucratic barriers to care (Smedley et al., 2003). This view is 

supported by White-Means (2000), who examined older individuals’ patterns of health 

service access by race and found that race matters in the use of community services. 

Persistent racial differences were found to be a function of “unmeasured” racism, 

meaning institutional and unrecognized racial prejudice or discrimination. White-Means 

concluded that “public policy that focuses solely on health finance may not remedy the 

existing racial disparities in health levels, a key factor affecting both the cost of health 

care and the overall quality of life in our nation” (2000 p. 88).
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Health Seeking Behavior

Several authors have examined the issue of health seeking behavior of Latinos 

and the factors contributing to it. They have found, in general, Latinos seek out a variety 

o f health care providers and methods to help themselves (Engebretson, 1994; Keegan, 

1996; Martaus, 1986). Latinos use clinics and hospitals for scientific or allopathic care, 

care that focuses on illness and pathology, the dominant health care system in the US 

(Sobralske, 2004). According to Sobralske (2004) allopathic care is not considered 

holistic; it is focused only on the body systems and typically does not include the mind 

and spirit. Molina, Zambrana and Aguirre-Molina (1994) contend that while allopathy 

care reflects the dominant Anglo culture it does not always fit the needs or other values of 

the Latino culture or any other culture in general (Dreher & MacNaughton, 2002). 

According to Congress (1992) traditional Mexican Americans view health from a holistic 

standpoint where one cannot separate physical problems from nonphysical problems.

Several studies have shown that Latinos use a combination of remedies for 

ailments, these include folk medicine, over-the-counter medications, herbal medicines 

and traditional allopathic care to relieve or alleviate symptoms (Applewhite, 1995; Burk, 

Wiesner, & Keegan, 1995; Engebretson, 1994; Keegan, 1996; Skaer, Robinson, Sclar, & 

Harding, 1996). Use o f either allopathic medicine or a traditional folk healer/curandero is 

dependent on a variety of factors such as the availability o f the practitioner, the cost 

associated with the use, transportation, and the ability to take off from work (Larkey, 

Hecht, Miller, & Alatorre, 2001; Sobralske, 2004).

Early studies explored the use o f health services and the definition o f Latino 

concepts such as familism. These studies were focused on Mexican Americans living in
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neighborhood “barrios” of large urban centers or in communities of the American 

southwest (Hoppe & Heiler, 1975; Kay, 1977). Building on early work by Clark (1959), 

that identified the significance of family as a core theme in Latino culture, her work was 

further expanded upon by Burk, Weiser and Keegan (1995) who defined it as “the value 

of family as an interdependent and cooperative network of individuals” (p.41). According 

to these and subsequent scholars they found that familism is deeply rooted in the Mexican 

American culture and does not seem to change as people adapt to the American culture. 

For example, Ramos-Sanchez (2000) found that familism influences individuals 

behaviors when seeking mental health services. In 1989, McKenna found that “elders 

rely heavily on their families for their health needs” (p. 207). This was further supported 

by Schiavenato (1997) who found in her study that families are very influential in 

assisting elders to make decisions about seeking and using health services in their 

communities, additionally she found that elders were influential with younger people. 

Thus the issue of familism is vital to the understanding of health seeking behavior of 

Latinos. However, this is not the only issue that influences Latinos health seeking 

behavior.

Keefe (1982) found in a study o f foreign bom and US bom Latinas suffering 

from mental illness found that their health seeking behavior correlated with several traits. 

These traits included (a) socioeconomic status, (b) level of acculturation, (c) intensity o f 

religious affiliation, (d) presence of an extensive social support system and (e) familiarity 

with public mental health services (p. 1472). This study showed that foreign born 

Mexican American women were poorer, thus limiting their ability to access mental health 

care. They were less sophisticated with American culture and lacked English language
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skills which limited their knowledge of the public resources and ability to communicate. 

Additionally, foreign bom Latinas had a more limited social network for support during 

emotionally difficult times thus relying on family. Further demonstrating the strength of 

the family was the finding that US bom Latinas, who have larger social networks, rather 

than using friends, would seek out family for emotional support.

Sanchez, in 1983, did a study of elder Hispanic men and women which examined 

the utilization o f health services and their use o f a lay health network consisting of 

families and social networks. During this study it was found that women are more 

sociable and active in the community than men. The study found that lay people were 

significant to the health care seeking process. Elders rely heavily on their families and 

network of close friends to assist them in seeking care. Sanchez further found that 

language and cultural barriers influenced health seeking behavior.

In 1986, Martaus did a study of Mexican and Mexican American migrant farm 

workers in northwest Ohio in which categories o f illness were uncovered. The study 

involved 20 workers of both genders, all o f whom were over 18 years old, had incomes 

less than $8,000 annually, sixteen were married and five had completed high school. 

Martaus found that these workers recognized illness by perceiving a change in normal 

physical functions or an inability to perform expected roles in the family, the community 

or at work. Three categories of illness explanation were uncovered: hot/cold imbalances, 

illness of emotion, and illness caused by bacteria, viruses or other microscopic 

organisms. Illness was evaluated according to severity, those that were of short duration, 

had a know cause or were easily treatable were defined as not serious. If an illness had a 

long duration, would not respond to home remedies or interfered with breathing or eating
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it was defined as serious. Martaus found that study participants use a combination of 

methods to treat themselves and family members. These ranged from prayers to God or a 

favorite patron saint to home remedies to over the counter medications or to seeking out 

professional help. However, use of professional help was the least used method of 

treatment.

In 1996, Adams-McDarty did a study asking participants to describe health and 

illness and the actions they took to promote health and treat illness. The study involved 

14 individuals in Mexico ranging from 19 to 85 years old. While this study was 

conducted in Mexico it is illustrative of the perceptions o f many Mexican Americans. 

Health, according to the participants, was described as (a) to be active, (b) free from 

illness, (c) to be happy and content, (d) to be physically fit, (e) able to work, (f) able to 

reach objects, (g) free from stress, (h) have good color. Conversely, illness was described 

as (a) body not functioning correctly, (b) inability to work or be active, (c) having aches 

and pains or a headache or stomach ache, (d) lacking energy, weakness, or malaise, (e) 

sadness or feeling like they would rather be dead. Health seeking behaviors described 

include (a) going to a doctor, (b) using herbal teas, (c) resting, (d) taking medication, and 

(e) drinking fluids. Typically, homes remedies such as herbal teas, massage, baths, and 

poultices would be tried first; if  these were not successful then a doctor would be 

consulted. Participants identified as the most common reason for delaying treatment from 

a physician, was the cost o f services.

In their study of the effects of gender o f closely related/associated people on the 

health seeking behavior of people o f the opposite sex, Norcross, Ramirez, and Palinkas 

(1996) found men 2.7 times more likely than women to be influenced to seek health care
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by a member of the opposite sex. Usually wives were most influential. Of married 

participants they found that they were 2.4 times more likely than unmarried participants 

to be influenced by a member o f the opposite sex to seek out health care. Norcross et al 

concluded that women, especially wives act as “cultural health care brokers”, exerting 

great influence on men’s decisions to seek health care (p.478). They also stated that men 

need to be educated to be more responsible for seeking appropriate and timely health 

care.

Vega, Kolody, Aguilar-Gaxiola (2001) examined the issue of help-seeking 

behavior for mental health issues among Mexican Americans and reported that not much 

has changed in the 25 years between their study and a report by Padilla and Ruiz (1973) 

for the National Institute for Mental Health. They found in their review of the literature 

since the 1973 report, that there is underutilization and gaps in treatment o f the Latino 

population and that it is heighten among immigrant populations. Additionally, they 

reported there is disparity in utilization among the various Latino nationality groups.

They reported that Cubans in Southern Florida use mental health services at higher rates 

than other Latino subgroups. Accordingly, this may be related to their having a higher 

socioeconomic status and living with in an “enclave” where there are more Cuban 

American physicians. They ftirther reported that Puerto Ricans in Puerto Rico have the 

lowest level of utilization. They identified Mexican American as also having serious 

utilization issues (Alegria et al., 1991; Portes, Kyle, & Eaton, 1992). For those groups 

reporting low levels o f mental health utilization they reported several factors contributing 

to the issue, (a) low socioeconomic status, (b) low insurance coverage, (c) local provider 

characteristics, (d) language difficulties (Alegria et al., 2000).
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Vega et al (2001) using data from a household survey (the Mexican American 

prevalence and services study) o f 3,000 participants in Fresno County, California 

examined three issues (a) contrast use across multiple sectors of care among immigrant 

and US bom Mexican Americans with recent history of psychiatric disorders, (b) 

multiple provider utilization patterns, and (c) identification o f specific factors associated 

with the use o f mental health and general medical providers. They found that US bom 

Mexican Americans rely more heavily on family physicians and counselors for treatment 

than foreign bom immigrants. Additionally, they found immigrants relied more heavily 

on informal networks such as family and friends for treatment of mental health issues. 

Upon comparing patterns they determined that people with a recent disorder use a 

combination of providers. Key in their findings was the discovery that overall 80% o f the 

foreign bom receive no treatment or other assistance including informal assistance for 

their mental health issues (p. 139).

In examining the differences in help-seeking strategies among Latino and Euro- 

American dementia caregivers Valle, Yamada and Barrio interviewed 89 caregiver-care 

recipient pairs (2004). They found that Latino caregivers were usually younger; less 

educated and had less monthly income than Euro-American caregivers. Their major 

finding was that Latino caregivers reported fewer people in their social networks and less 

help-seeking behaviors than Euro-American. When looking specifically at the help- 

seeking behavior o f the two groups, Latinos were less willing to seek out advice or 

assistance from those outside of their social network, and it was reported they were more 

reluctant to discuss issues and seek advice from their social network than Euro- 

Americans. The decreased use of their informal network by Latinos does not imply that
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they used formal networks of health providers more, rather that they were simply less 

willing to seek out assistance. The findings o f Vega, Yamada and Barrio suggest there 

may be cultural mechanisms in place that underlay significant ethnic differences in social 

network help-seeking behaviors of the two ethnic groups.

Of the cultural mechanisms in place there may be strong sense of filial obligation 

and a sense of burden that may manifest itself as a feeling of shame in admitting to these 

feelings, which they regard as inappropriate. Additionally, caregivers may not want to 

seek out help from their informal support structure because they do not want to burden 

the family. Lastly their reluctance to use seek out help and assistance may be related to 

cultural attributions of dementia as a normal experience o f aging (Valle et al., 2004).

Sobralske (2004) examined the health seeking behavior of Mexican American 

men in Washington state. She did an ethnographic study o f south central Washington and 

interviewed eight men about their health-seeking behavior. In her study she found that the 

Latino men in the area had varying levels o f  acculturation, number of years living in the 

state and in the US, levels of education, cultural values, and ethnic identity. Sobralske 

determined that the “area had an interesting mix o f traditional Mexican American cultural 

values and values assimilated from the dominant society” (p.207). She further determined 

that gender influences health care seeking behavior -  being a man requires fulfilling 

cultural obligations to family, friends, employers, co-workers, and the community. She 

determined that family and friends, especially wives, play an important role in Latino 

men’s health -seeking behavior. Lastly the dominant type o f  health care sought and used 

was the dominant allopathic health care system.
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The issue of health/help-seeking behavior is complex and not simply an issue of 

the ability to access care. The literature concerning health seeking behavior and Latinos 

demonstrates several aspects, a) the influence of the family can not be undervalued, b) 

wives, in particular are key to influencing health seeking behavior among men, c) Latinos 

weigh options for seeking care that other cultural groups do, d) social economic status 

plays a major role in health seeking behavior. Additionally, as has been previously 

pointed out, socialization of men, along with the issues raised in this section imply that 

health seeking behavior has many facets that need to be taken into account when planning 

and determining how to impact the health care of Latinos.

Summary

Although there is ample evidence to suggest that access to health care by Latinos 

is severely compromised, a review of studies on this subject reveals that the findings are 

not always consistent. For example, a study by (Shurr & Feldmen, 2002) found that 

although Anglos were more likely than other groups to have either private insurance or 

Medicare, the disparities in access experienced by Latinos could not be attributed solely 

to lack of insurance and restricted access to health care. Two additional studies identified 

that even when insured, Latinos were less likely to visit a physician’s office or access 

preventive services, such as vaccinations (Berk & Schur, 2001; Wallace & Villa, 2003). 

Thus, although it would be easy to conclude that disparities in access to care experienced 

by Latino populations are the result of unyielding, ethnocentric health care systems and 

the mitigating variables of socioeconomic status, sex, language differences, 

economics/insurance status, migrant status, environmental exposure, and lifestyle, these 

variables do not always perform as expected (HIV/AIDS Among Hispanics in the United
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States, 2002; Plowden & Miller, 2000; Poss, 1999; Shedlin & Shulman, 2004; Smedley et 

al., 2003; US Department of Health and Human Services, 2000b).

Alternative explanations have been reported in the literature for disparities in 

access, such as male role socialization and the social construct o f masculinity (Addis & 

Mahalik, 2003; Galdas et al., 2005). Galdas et al., for example, concluded that social 

position and occupation were contributing factors to males’ health-seeking behaviors and 

that the lower a man’s educational level and economic status, the less frequently he 

sought non-emergent services, such as office visits, and the more he relied on emergency 

room services.

These findings indicate that although some studies have explained ethnic 

differences in access to health care by references to ethnicity, there may be additional, 

more subtle factors, such as gender, education, and position in the community, that are 

masked by assertions of ethnic homogeneity. Moreover, an often-unresponsive health 

care system may further compromise the access o f men of color to effective health care.

In the search for explaining disparities in access to health services, the existing 

literature has attempted to identify patterns o f health seeking behavior, characteristics o f 

an unresponsive provider system, as well as characteristics o f the users. The results of the 

research, however, remain inconclusive and have not been particularly useful for 

informing public policy to assess equal access to health care. The inability to draw 

policy-relevant conclusions from the literature may be attributed at least in part, to 

methodological dimensions -  specifically (1) the tendency to compare Latinos, as a group 

with other ethnic groups and (2) the artificial separation of the user from the context. The 

work o f Galdas et al. (2005) concerning men’s health-seeking process is instructive.
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Although the focus was on sex rather than ethnicity, their review of a large body of 

literature pertaining to sex differences in health-seeking behavior identified several 

contradictions when comparing male and female health-care choices, making it difficult, 

if not impossible, to draw useful inferences. They concluded that the sex comparisons 

they reviewed often did not take into account biological, economic, psychological, or 

cultural processes responsible for observed differences (Galdas et al., 2005). They further 

concluded that studies of men’s health/help-seeking behaviors needed to focus on intra

group behavior to yield a greater understanding o f how individuals access health care.

Most o f the studies examining Latino health-seeking behavior have focused on 

comparing Latinos with other ethnic groups, primarily with Whites and African 

Americans. Without the benefit of intra-cultural comparisons, such studies have failed to 

produce descriptions o f the health-seeking process of Latinos in a manner that would help 

practitioners and policy makers to understand the needs of this ethnic group and to 

improve health care strategies and interventions.

Purpose of the Study 

The purpose o f this study was twofold: (a) to describe and compare the health- 

seeking behavior of Latino men residing in a rural Midwest community that had a recent 

experience o f immigration; and (b) to describe and analyze the capacity o f  one Iowa 

community to respond to its changing ethnic composition, specifically in the provision of 

health care to this immigrant group.

In addition to its practical significance, the current community-based study has 

both theoretical and methodological value, as it is one of the few studies of intracultural 

variation in health seeking behavior and access. Using the community as the context for
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analysis, the researcher examines health-service use by Latino men in one rural 

midwestem community. Departing from studies that compare Latinos with indigenous 

populations of European descent, this study views the community as the context in which 

the processes o f health behavior are both circumscribed and facilitated. The factors that 

contribute to health-seeking behavior are examined against the backdrop of everyday life, 

yielding a more complex and complete understanding of this process.

The study attempts to conform the monolithic view of culture, often found in the 

literature, by focusing on variations within one ethnic group while controlling for gender 

and migrant status. Additionally, studies of ethnic assimilation and health-care access 

often have been conducted in urban settings that have had considerable experience with 

numerous migration cycles over time. This study explores the impact of more recent 

migration on a rural community in which the ethnic composition is in the process of 

changing. Finally, most of the studies o f health and health care disparities have used 

survey methods (Adamson, Ben-Shlomo, Chaturvedi, & Donovan, 2003; Bolen et al., 

2000; Staveteig & Wigton, 2000) in which the community is largely ignored as a source 

of explanation and behavior is taken out o f context. This study examines health seeking 

behavior in the community to reveal the course of events and processes linked to health 

seeking behavior in everyday life (Evans et al., 1994).

Ultimately, the goal o f this study is to contribute to the existing literature on 

ethnic disparities in access to health care through a critical examination of the health- 

seeking behavior o f men from one ethnic group who reside in the same community and in 

which the variables o f gender and immigrant status were controlled.
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CHAPTER II 

CONCEPTUAL FRAMEWORK

This chapter provides a review of conceptual frameworks for health-seeking 

behavior and health service use. The conceptual framework presented here is derived 

from the health seeking models o f Andersen (1995) and Igun (1979), and guides the 

explanation of how, when, where, and why Latino men living in one rural community 

seek and use health care. Additionally, they guide how the community health care system 

is deployed and modified to respond to a changing ethnic composition. Although 

examining individual decisions is useful in understanding ethnic patterns of health 

seeking, the broader picture o f how whole communities respond gives a more complete 

picture of variation in access. As the literature has shown, Latinos are at risk for a 

disproportionate share o f inequalities in health care when compared to Anglos but 

explanation cannot rest simply by attributing variation to cultural or ethnic differences. 

Rather, the question must be pushed to an understanding o f the factors within ethnic 

groups that contribute to ethnic disparities in health. Intra cultural comparison is the goal 

of the following exploration o f health seeking behavior in one rural community in the 

midwest.

Models of Health-Seeking Behavior

Several well-known models have been developed by a number of different 

researchers, including Parsons (1951), Freidson (1961), Suchman (1965), Fabrega (1973), 

and Frankenberg (1968) to express differences in health seeking behavior. Each of these 

models was found to have limitations that have compromised their capacity to account 

for the ethnic disparities in access to care. Parsons (1951) for example, did not include
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non-Western healers or the impact of culture on health-seeking behavior. Suchman’s 

1965 model was fragmented and linear suggesting that people with illnesses seek 

treatment in only one system at a time rather than acknowledging that patients may move 

among different systems in each health related event. Fabrega (1973) examined how 

people made decisions and then how they moved from one source of care to another. 

However, Faberga’s research was criticized for paying too little attention to the socio

cultural context in which health-seeking takes place; and unable to address the role o f 

family, friends, and other relatives in health seeking behavior (Igun, 1979 p.446). 

Similarly, Freidson’s model (1961) while useful for identifying the effect o f lay- person 

referrals on health-seeking behavior it did not explore the factors that influence a lay 

person to refer someone to a health care provider. Finally, Frankenberg’s model (1968) 

which focused on the socio-cultural aspects o f health seeking and the demands that 

family and friends may place on individuals, did not address the feet that patients, along 

with their relatives and friends, may monitor the effects o f treatment and may move from 

one source of treatment to another based on the perceived results.

Andersen’s Behavioral Model o f  Health Services Use 

In contrast the behavioral model o f health services use developed by Andersen in 

the 1960s and was subsequently revised numerous times (Andersen, 1995), was 

originally designed to measure the determinants o f acute care health service use. It has 

been applied by researchers to a variety of populations, including Latinos and African- 

Americans, and has been expanded from acute care to other settings (Andersen, Lewis, 

Giachello, Aday, & Chiu, 1981; Bradley et al., 2002; Guendelman, 1991; TTiind & 

Andersen, 2002). According to Andersen’s model, behavior and attitudes are grouped
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into three categories that lead to the use of health services. The first category, 

predisposing characteristics, includes societal factors that predispose individuals or 

groups to seek health care. The second, enabling resources, examines health service 

system factors, and the third is the individual’s or population’s need for care, known 

simply as need (Andersen, 1995). Andersen’s model, as initially developed in the 1960s 

(see Figure 2), was very simple, but it has since been elaborated and modified to its 

present state (see Figure 3).

Predisposing - 
Characteristics

Demographic

Social Structure

Health Beliefs

-> Enabling— 
Resources

Community

Need

Personal/Family Perceived

(Evaluated)

Use of
Health Services

Figure 2. Andersen’s Original Behavioral Model o f Health Services Use

Source: Andersen, R. M. (1995). Revisiting the behavioral model and access to medical 
care: Does it matter? Journal o f Health and Social Behavior, 36, 1-10.
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Predisposing Characteristics

Even with subsequent modifications, the basic element o f Andersen’s model 

(1995) has remained the same. Among the basic elements, the predisposing 

characteristics o f either the individual or the population include (a) demographic 

characteristics, such as age, marital status, and gender; (b) social structure, such as status 

(social location) in the community, and the coping ability to deal with presenting 

problems in conjunction with the capability to command resources to deal with problems 

within the physical environment of the individual or community; and (c) the health 

beliefs of the individual or the population, which include attitudes, values, and 

knowledge that people have concerning health and health services that may or may not 

influence their perceived need and use o f those services (Thind & Andersen, 2002).

In terms of predisposing characteristics, Andersen’s model was criticized for not 

conceptualizing the area o f health beliefs sufficiently and therefore not examining social 

networks, interactions, and culture adequately (Guendelman, 1991; Guendelman,

Samuels, & Ramirez, 1998; Portes et al., 1992). In the mid 1990s, Andersen attempted to 

alleviate this criticism by incorporating more explicitly the health behavior of individuals 

and populations and by recognizing that external components, such as the environment 

and the political arena, play important roles in health services use (Andersen, 1995). 

However, these dimensions of the model continued to lack substance to adequately assess 

and evaluate the impact o f the context in which the individual lives and the impact o f this 

context on health service use.

Enabling Resources
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Andersen explained that enabling resources take place at both the individual and 

the organizational levels (Andersen, 1995). Enabling resources represent the actual ability 

of the individual to obtain health services (Andersen, 1995), and these factors must be 

present for service utilization to occur. Personal enabling factors include income, health 

insurance, regular sources of care, travel and waiting times, and the knowledge of how to 

use available services. Organizational enabling factors include the availability of 

providers and their spatial distribution (Andersen, 1995; Thind & Andersen, 2002).

Need

The most important aspect of the model, according to Thind and Andersen (2002), 

is need. Andersen claimed that he was vilified for being “over simplistic” in his emphasis 

on need as the basis for use of health services at the expense of health beliefs or social 

structure (Andersen, 1995). He contended that any view of the model must take into 

consideration how people view their own health and functional state. In addition, 

individuals must determine whether concerns about their health are sufficient to warrant 

seeking professional help. Andersen recognized that perceived need is a social 

phenomenon that cannot be taken out o f the social context in which people live.

However, he further argued that within the broader boundaries of predisposing factors, 

there is a biological imperative that accounts for some people’s seeking assistance and 

using the health care system more than others (Andersen, 1995).

Health Status Outcomes

In recognition of the need for health services to improve the health status of 

populations, as seen initially in the Healthy People 2000 and now in the Healthy People 

2010 initiatives, Andersen added health status outcomes as a component of his model

R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.



32

(1995) and attempted to include dimensions that were of particular importance to the 

development of health policy. Key components were effective access and efficient 

access. Effective access is determined by measuring improvements in health status and 

consumer satisfaction, such as elimination of health disparities (US Department of Health 

and Human Services, 2000a). Efficient access is the amount of increase in satisfaction or 

improvement in health status when compared to the amount of health care services used 

or the cost benefit ratio of providing services (Andersen, 1995).

Feedback Mechanism

In his latest version of the model, Andersen incorporated a feedback mechanism 

to demonstrate that outcomes affect predisposing factors and perceived need for health 

services (Andersen, 1995). Andersen maintained that a feedback mechanism was 

necessary because of the rapidly changing and dynamic nature of health services. Many 

have agreed that this addition provides a more comprehensive view of the behavioral 

model of health service use (Bradley et al., 2002; Thind & Andersen, 2002). For 

example, a community with a rapidly growing immigrant population that does not speak 

English may decide that it is in the interest o f the community to provide interpreters in 

the community hospital to aid in providing care to this population.

Andersen’s model of health services use was strengthened for the current study by 

Igun’s model (1979) of the stages of health-seeking behavior (see Figure 4) to provide a 

more complete picture of health services use (see Figure 5). Igun’s model o f health- 

seeking behavior addresses how and why people decide that they need health services.

R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.



33

Self treatment 
(voluntary)

Symptoms
experienced Communication to 

significant others

Recovery (cure) and 
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Assessment of effects 
of treatment on symptoms Expression of concern by 

kin and close friends

Death 
(Terminal)
 4

Assessment of the probable 
efficacy or appropriateness 
of sources of treatment

Selection of treatment plan

Figure 4. Igun’s Stages in Health-Seeking Behavior

Source: Igun, U.A. (1979). Stages in health seeking: A descriptive model. Social 
Science and Medicine, 13A, 445-456.

R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.



Reproduced 
with 

perm
ission 

of the 
copyright owner. 

Further reproduction 
prohibited 

without perm
ission.

Health Seeking Behavior Model by Igun

Environment

Health Care 
System

External
Environment

OutcomesPopulation Characteristics Health Behavior

Perceived 
Health StatusPersonal

Health
Practices

Predisposing 
Need
Characteristics Resources

Enabling*•
Evaluated Health 
Status

Consumer
Satisfaction

Use o f  Health 
Services

Figure 5. Combined Model of Health Services Use

Source: Andersen, R. M. (1995). Revisiting the behavioral model and access to medical care: Does it matter? 
Journal o f health and social behavior, 3 6 ,1-10.
Igun U.A. (1979) Stages in health seeking: A descriptive model. Social Science and Medicine, 13A, 445-456.

UJ



3 5

Igun’s Stages o f Health-Seeking Behavior

According to Igun (1979) the stages o f health-seeking behavior (see Figure 3) 

incorporate specific components o f other models and create a more robust model of 

health-seeking behavior. Unlike Andresen’s model consisting of component variables 

Igun’s model grounded in the distinction between symptomatic and asymptomatic health- 

seeking behavior. Using a dynamic orientation, Igun ascribes the process o f health 

seeking in which: individuals define themselves as ill, and significant others, or those 

with whom individuals interact closely, accept that they are ill and treat them accordingly 

(Igun, 1979). In addition, six assumptions must be in place:

1. Illness is an undesirable state and people prefer to be illness-free.

2. There is a special taxonomy attached to illness that is closely bound up with the 

patient’s culture and may vary from society to society.

3. Illness has both personal and social importance.

4. The need for treatment is a subjective versus an objective factor in health- 

seeking behavior.

5. Ill people may have ideas o f treatment or need that are different from the ideas 

of the professionals they consult.

6. People are rational even when ill, and they will evaluate treatment based on 

economic and utility considerations using the best data available to them at the time 

(Igun, 1979).

Iguns’ model of health-seeking behaviors includes the following stages: 1) 

symptom-experience, 2) self-treatment, 3) communication with significant others, 4) 

assessment of symptoms, 5) assumption of the sick role, 6) expression of concern, 7)
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assessment of probable efficacy or appropriateness of treatment, 8) selection of treatment, 

9) treatment, and 10) assessment o f effects o f treatment on symptoms. Several phases or 

“stages,” as Igun referred to them, may occur simultaneously or alone, and a stage may 

be skipped based on the nature o f the illness or injury.

Symptom-Experience Stage

This stage involves four aspects (Igun, 1979):

1. The physical experience, which includes pain, discomfort, and change of 

appearance or loss o f fimction.

2. The cue process, which may be a continuous process of events or one event that 

alerts people that something is wrong with their health. In the advent o f a traumatic event, 

this occurs simultaneously with the onset of physical symptoms.

3. The cognitive aspect, which is different from the cue process because this is 

where actual meaning is attached to the illness.

4. The emotional response, which is the response o f fear or anxiety that occurs 

with physical symptoms, cue process, and cognitive interpretation. This is the feeling 

ascribed when meaning is given to the illness. The more serious the perceived illness, the 

higher the feeling o f anxiety. By the end of this stage, the individual is ready to move on 

to the self-treatment stage or to the stage of communication with others (Igun, 1979). 

Self-treatment Stage

Two factors affect when individuals move into this stage: (a) understanding and 

labeling of the symptoms, and (b) perceiving the symptoms as not serious and therefore 

able to be self-treated (Igun, 1979). Individuals may pass over this stage if these two 

aspects are not met or if self-treatment fails, according to Igun.
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Communication with Significant Others Stage

Communication may be verbal or non-verbal. In the case o f verbal 

communication, the ill person volunteers information to others that he/she feels ill. In 

non-verbal cases, family members and friends may note something about the person 

indicating that the person is ill (e.g., loss o f appetite, change in the color o f the skin, or 

inability to participate in activities o f daily living). This stage may occur simultaneously 

with the assessment of symptoms stage (Igun, 1979).

Assessment o f Symptoms Stage

Two aspects determine this stage: (a) whether the person assumes the sick role, 

and (b) a tentative diagnosis o f the illness state. At the end of this stage, the person may 

assume the sick role (Igun, 1979).

Assumption o f the Sick-Role Stage

During this stage, the individual is legitimized by others, including society, that 

he/she has the right to adopt the sick role (Igun, 1979). Frankenberg (1968) noted that 

social relations are affected at a number of levels during this stage, including family, 

extended family, and other social groups, which may include work groups.

Expression o f Concern Stage (by Family, Close Friends, and Neighbors)

This is the beginning o f formal recognition of the illness by those who are close to 

the ill person. This may include visiting the ill person or sending get-well cards. During 

this time, lay persons may offer referrals that begin to exert pressure on individuals 

concerning treatment options (Igun, 1979). Often this occurs at the same time as the next 

stage.

Assessment o f Probable Efficacy o f or Appropriateness o f Sources o f Treatment Stage
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The language of the illness comes into play during this stage. The taxonomy of 

illness based on the cultural context in which the individual lives begins to exert 

pressure/influence on the selection of treatment options (Igun, 1979).

Selection o f  Treatment Stage

At this stage, the decision for treatment occurs. The costs and benefits of 

treatment are weighed. According to Igun (1979), cost o f treatment, whether verbalized 

or not, is always considered as an active component in the decision-making process 

concerning treatment options.

Treatment Stage

During this stage, the treatment plan is begun. This could be an appointment with 

a primary care provider, a hospital visit, or simply obtaining over-the-counter medication. 

Depending on the illness, this stage could lead to death or to the final stage of assessment 

(Igun, 1979).

Assessment o f  Effects o f Treatment on Symptoms Stage

This stage frequently occurs at the same time as the treatment stage. During this 

stage, all participants, including the patient, family, friends, and health care providers, 

monitor and evaluate the treatment to determine its effectiveness. I f  the treatment does 

not have the desired outcome, then the ill person returns to the assessment o f symptoms 

stage and starts the cycle over. If this occurs, there could be a re-labeling o f the illness 

and/or selection of another treatment process (Igun, 1979).

Combining the Two Models 

The work of Andersen (1995) on health services use and of Igun (1979) on the 

process of health-seeking behavior guided this investigation o f health-seeking behavior
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and health services use among Latino men in a rural Iowa community. The Igun model, 

drawing upon the work of other health seeking models, provides a dynamic view of 

health seeking while Andersen’s model describes the variables that influence the process. 

Both permit the cultural concepts o f familism and non-Western treatment options 

(Bernal, Knight, Ocampo, Garza, & Cota, 1993; John, Resendiz, & Vargas, 1997) to be 

considered when studying the health-seeking behavior of Latino males in a rural Iowa 

community. The value of both models is that they combine the two major explanations in 

the literature -  characteristics of the health seeker and characteristics o f the health system 

- to adequately understand health-seeking behavior and ultimately explain disparities in 

access.
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CHAPTER III 

METHODOLOGY 

Introduction

This study described and compared the health-seeking behavior of 20 Latino men 

residing in a midwestem community fictitiously called Drinkwater in the fictitious county 

of Gamma. The use of anonymous place and individual names was required for Human 

Subjects Board approval by The University of Iowa’s Institutional Review Board (IRB).

The method used to conduct this research combined a community field study with 

individual interviews o f 20 Latino men who resided in the same community. It is 

acknowledged that research of Latino men has special methodological considerations that 

distinguish it from other types of research. First and perhaps most self-evident is the issue 

of language and the ability of the study participant and researcher (with limited Spanish 

skills) to understand each other. Often people are reluctant to let others know if they do 

not understand what is being said (Timmins, 2002). All but two o f the men interviewed 

were able to speak English well enough to understand the questions asked. The two men 

who didn’t speak English well required the use o f an interpreter to assist with language. 

The interpreter was a bilingual and bicultural male originally from Costa Rica. None of 

the other men had difficulty in understanding questions asked of them and none had 

difficulty in answering the questions.

The second issue is the legal status of the individuals interviewed. Within the 

community studied it included an undocumented population that used false names, 

addresses, and phone numbers. The literature suggests that inquiring about the legal 

status o f participants is a major deterrent to health seeking behavior and is also a
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deterrent when interviewing participants in studies (Dalla, Ellis, & Cramer, 2005; Shurr 

& Feldmen, 2002). According to Berk and Schur (2001) this is not unusual. Thus, while 

the accuracy of information obtained from interviews may not be in question, it is often 

difficult to place the participants in the community or to question directly on legal status. 

Although these factors may have limited the reliance on interviews, they were 

supplemented by observation in the community.

The specific aims of this study were:

1. Describe and compare the health-seeking behavior of Latino men residing in a 

rural Midwest community that had a recent experience o f immigration.

2. Describe and analyze the capacity of one Iowa community to respond to its 

changing ethnic composition, specifically in the provision o f health care to 

this immigrant group.

This community-based field study combined standard public health data, 

interviews, and a community assessment. A complete community assessment was 

conducted to elucidate the impact o f the minority Latino population on the social capital 

o f the overall community. In-depth interviews with Latino men concerning their decision

making process for seeking health care were conducted. In addition, statistical data was 

derived from city, county and state public health reports, and census data; these sources 

were examined and compared to information obtained from the study participants.

According to Arensberg and Kimball (1965), a community study is an accepted 

research method for gathering information and describing the people who live in the 

community.

A community study is a method in which a problem (or problems) in the
nature, interconnections, or dynamics o f behavior and attitudes is explored
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against or within the surround of other behavior and attitudes of the 
individuals making up the life o f a particular community. It is a 
naturalistic, comparative method. It is aimed at studying behavior and 
attitudes as objects in vivo through observation rather than in vitro through 
isolation and abstraction or in a model through experimentation, (p. 3)

Additionally, Corin believes that culture is studied differently in epidemiological 

research and in-depth anthropological research. According to him epidemiology defines 

culture through one or more categorical variables; ethnicity, place o f birth, mother 

tongue, etc. On the other hand,

Anthropology considers culture as a group or matrix o f collective 
influences that shape the lives of groups and individuals. There are 
variations between anthropological schools and, within those 
schools, between European and North American traditions. But all 
define culture to include: ways of life, shared behavior, social 
institutions, systems of norms, beliefs and values, and the world 
view that allows people to locate themselves within the universe 
and give meaning to their personal and collective experience 
(Corin, 1994)

Setting

The community o f  Drinkwater, Iowa, was chosen as the site for this research for 

the following reasons:

1. Drinkwater is a moderate-sized Midwest community in which all citizens were 

likely to have experienced the impact o f migration. Within the last 15 years, increasing 

numbers of Latinos have immigrated to Drinkwater to work in the local meatpacking 

plant. The most recent census figures indicated that Drinkwater’s population o f26,000 

was evenly divided among males and females, with approximately 24.4% under the age 

of 18 years and 21.7% over the age of 60 years. The percentage o f the population that 

was Latino was reported in census figures to be 12% in Gamma County and 9% in 

Drinkwater (US Bureau of the Census, 2002).
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2. The history of migration to Drinkwater over the past 15 years was recent 

enough for residents to remember the characteristics of the community prior to the recent 

wave o f immigration. At the same time, many of the newer immigrants had been in 

Drinkwater long enough to establish permanent residences and start businesses, making it 

possible to identify the development o f social capital among the Latino community.

Many immigrants had also been in Drinkwater long enough to learn to speak English, 

facilitating the investigator-informant relationship.

3. The researcher’s prior work and existing contacts in the community facilitated 

the entry process and establishment o f rapport with community residents.

For a more complete understanding of the impact o f migration on the health o f 

immigrant populations, several data collection strategies were necessary to approach the 

problem from different perspectives (Dreher, 1994). Thus this study began with 

generalized data collection about the community, its institutions, and its populations.

Data were collected intermittently over a period o f several months and preceded from a 

generalized approach to a more focused problem-oriented method. For purposes of 

clarity, data collection is presented as a phased activity, although in reality naturalistic 

studies require that data be collected as community events and activities occur rather than 

in strict linear phases.

Throughout the entire study I observed Latinos in a variety o f settings and 

interacted with them in several ways. I shopped at several of the local bodegas; dined at 

several o f the local area Mexican restaurants, and attended church services. I observed 

interactions between Latinos and Anglos in a variety of settings including the local 

shopping center, the library, governmental offices and the community college. I observed
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both Latinos and Anglos in the waiting rooms at the Primary Health Clinic and hospital 

waiting rooms. All o f these interactions aided in my understanding o f how Latinos and 

Anglos were interacting in the community.

Phase One

The study began in June 1999 when I conducted a community assessment of 

Drinkwater, which included a description of the physical structure o f the town as a geo

political locality, its history during the past 10 years, and a socio-demographic analysis o f 

its population. In addition, its social structure was identified and analyzed, including the 

major social institutions (economic, educational, political, recreational, and religious) and 

its class structure, which involved linking socioeconomic variables with ethnic 

composition. This preliminary work provided contacts when I returned to Drinkwater and 

facilitated my entry into the Latino community to conduct the current study. Through 

phase one and continuing through phase two, data were collected using standard 

fieldwork methods, which included interviews with key informants and a review of 

cultural materials and documents (e.g., newspapers, public information, and radio 

programs, among others).

Phase Two

During Phase Two, which occurred from August 2004 to August 2005, data 

continued to be collected from Drinkwater’s daily newspaper, The Drinkwater Times 

Republican. Relationships with key informants in the community, which were begun 

during phase one were maintained with periodic visits between the phases and were, 

strengthen in phase two. The Des Moines Register database was searched for all articles 

concerning Latinos, immigration, health care, and any other information concerning the
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community of Drinkwater that pertained to this study. Several articles were found 

concerning the community and its reaction to the large influx of immigrants since 1990.

Using community-based ethnographic methods of gather general information and 

then looking for specifics, data were collected regarding social institutions, kinship, the 

economy, the community power structure, social positions and roles, and shared beliefs 

and values. Data collection was conducted according to conventional community study 

methods, working from general data regarding community life in Drinkwater to problem- 

focused data regarding the health o f the Latino community and its impact on the health- 

seeking behavior and health service use of Latino men.

I discussed the health-seeking behavior, general living conditions, and adaptation 

of Latino men living in Drinkwater with a local fireman/emergency medical technician, a 

state representative, the President o f the Chamber o f Commerce, local Anglo business 

people, ministers, attorneys, physicians, retired individuals, teachers, and school board 

members. I also had discussions with the physician in the Primary Health Clinic, several 

nurses, and a local pharmacist at a major chain store. These discussions provided helpful 

information, and the findings are presented in Chapter IV.

Phase Three

Phase Three consisted of in-depth interviews conducted from August 2004 

through March 2005, with an analysis of the findings. Interview guides were constructed 

to be similar and comparable to the one developed and used with success by Yehieli et al. 

in their 2001 study of Bosnian and Latino immigrants in Black Hawk County, Iowa. The 

guide was pretested on March 20th, 2003 during an interview with a bilingual Latino man 

from the Iowa City, Iowa area and was reviewed by two Latino men (one from Mexico,
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and the other from Costa Rica) in May 2003 to assure cultural acceptability. Each of the 

items reflected a variable of interest developed in the study by Yehieli et al. (2001). The 

interviews established demographic information and examined generalities concerning 

health-seeking behavior and health service use, such as the proper protocol for reporting 

on-the-job illnesses or injuries, as well as individual decisions made by workers when 

they were ill or injured (See structured interview).

All participants were asked about the use o f traditional healers or curanderos as 

their use is relevant to this study. Studies (Davidhizer, Bechtel, & Giger, 1998; Fishman, 

Bobo, Kosub, & Womeodu, 1993; Keegan, 1996; Mikhail, 1994; Zapata & Shippee-Rice, 

1999) have demonstrated that Latinos do use traditional healers usually at low rates in the 

US ranging from 17% to 44% in the studies cited. However, traditional healers are not 

usually sought out for work related injuries (Keegan, 1996), but because they may be 

used study participants were questioned about their use. All participants were asked about 

cultural specific illness such as Susto or empacho. “Susto” and “empacho” are folk 

illness that include symptoms of nervousness, anorexia, insomnia, listlessness, 

despondency, involuntary muscle tics, and diarrhea. Treatments may include the 

consumption of orange blossom, Brazil wood, or marijuana teas. For example, the cure 

for “susto” believed to be most helpful, is a ceremony known as limpia (Spanish for 

"cleansing") or barrida (Spanish for "sweeping"), which may not be entirely successful 

the first few times it is attempted. It is considered best to receive the limpia or barrida as 

soon as possible after the traumatic event occurs, preferably administered by a curandero 

(Rubel, O'Neil, & Collado-Ardon, 1984). For empacho, this is a form o f stomach upset 

which is believed to be caused by a bolus o f undigested food or the ingesting of the
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wrong foods at the wrong time of the day or eating undercooked foods. Symptoms 

include anorexia, vomiting, diarrhea bloating, indigestion, and constipation. The most 

common treatment is massaging the stomach or back, pinching the skin of the back and 

pulling it until it pops (Fishman et al., 1993).

For the current study, 20 Latino males were interviewed. The interviews were 

conducted in English, with an interpreter used twice, and took place in a variety of 

settings, including businesses, churches, and English as a Second Language (ESL) 

classrooms. The interpreter used both times was well trusted by both the interview 

participants and the researcher, as he is an instructor in the ESL program. Participants 

were given a choice of informed consent documents in either Spanish or English, and all 

chose to sign consents in Spanish. Interviews lasted approximately 30 to 90 min, notes 

were taken during the interviews, and no tape- or video-recordings were used. The 

following is the interview guide.

Health seeking behavior and service use by Latino men in three occupational groups 
within one community 

Interview

Age on last birthday?

Marital Status: S M D.

How many children do you have?

Where are you originally from?

What is your highest level o f formal schooling?

How did you learn English?

Who do you live with?
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How long have you lived in Drinkwater?

How long have you lived in the United States?

Do you have close family members still in your native country?

Do you send money back home? If yes, about how much, and how frequently?

Where do you work?

What is your job?

What is your hourly wage?

How long have you worked there?

Do you receive any benefits from work? Yes No___
If yes, what are they?

Do you have health insurance? Yes No___

Which of the following types of health insurance do you have if any?

Insurance from your employer______
Insurance from someone else’s employer______
A plan you buy yourself_________
Medicare (government program for those over 65)________
Title 19_______
Refugee Health Program________
Dental Insurance_________
Other_____________

During the past year in Iowa, was there ever a time when you did not visit a doctor or get 
medical help for any of the following reasons?

Yes  N o   Cost
Yes______  N o _____  Language barrier
Yes______  N o _____  No transportation
Other (specify)

During the last year how often have you seen a doctor or nurse or gone to a clinic for a 
health visit?

During the last year how often did you go to the dentist?

Do you smoke? Yes/No If yes, how much?
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Do you drink alcohol? Yes/ No If yes, how much per week and the type?

Do you use any recreational drugs?

If you are injured at work such as a cut what do you do? Do you continue to work if it is 
not too bad or do you go get it treated? If you get it treated who do you see? Are you paid 
for time off from work for an injury you receive at work?

If you start to have nausea/vomiting or diarrhea at work what do you do? Do you talk 
with anyone about this? Who do you talk with about this? Do you stay at work or go 
home when feeling this way? Are you paid if you go home because of this?

If you are injured at home such as a cut what do you do? Who helps you there?

If you are nauseated, vomiting or have diarrhea at home what do you do? Would you go 
to work if feeling this way? Would you go to the doctor or clinic? Who helps you decide?

Have you had any health problems because of your job?

Have you had any of the following health problems because of your work?
Pulled muscles______________
Broken bones________________
Back Pain____________________
Cuts________________________
Joint pain due to repeated movement_____________
Skin bums due to chemicals or fire________________
Hearing damage_______________
Headaches________________
Other_______________________

Where do you usually get health care?

How many days o f work have you missed because o f illness or injury this past year?

Do you ever get health care from people who are not doctors or nurses such as 
curanderos?

Do you ever suffer empacho or susto? If  yes, who treats you?

If you want information concerning your health or a health issue who do you ask for 
assistance?

A family member_________
A friend from your native country________________
A former health care provider from your country____________
An American doctor
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An American nurse__________________
An American pharmacist_______________
A worker in a store that sells health related items_____________
Other________________________

In general would you say your health is:
Excellent____
Very good_____
Good______
Fair______
Poor_______

How safe do you consider your neighborhood to be?
Very safe_____
Somewhat safe_____
Not safe______

What do you think the local health department, hospital, doctors, nurses and clinics could
do to help you and your family healthier?
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Have you ever been injured or become ill at work? Tell me what happened.

Who helped you?

What did your supervisor do or say?

Where did you get treated? Did you get any medication for this?

Would this treatment be different in your home country?

Tell me about a recent injury or illness that you have had that did not happen at work. 

Who helped you at home?

Where did you get treatment for this? Did you go to the doctor?

Did you get any medicine for this?

Would this treatment be different in your home country?
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Human Subjects Approval

Human Subjects approval was obtained from The University o f Iowa’s 

Institutional Review Board (IRB) on September 7,2004, and was renewed on September 

7,2005. All Latino men interviewed for the study signed informed consent documents 

(Appendix A), and community leaders, health care providers, and others were provided 

with study information sheets (Appendix B). No risks were anticipated for participants 

except those involving confidentiality issues.

Selection of Interview Participants

Participant selection involved the use o f the snowball technique to identify the 

men who would be interviewed. Initially, a variety o f informants were contacted from my 

previous work in the community, including local business leaders, ministers, teachers, 

school board members, and health care providers. Several o f  these individuals suggested 

contacting Sister Chris at the local Catholic Latino Ministries o f St. Mary’s Parish who 

worked extensively with the Latino community. Sister Chris suggested approaching the 

ESL and general education diploma (GED) programs at the Community College 

Education and Training Center. At the local Democratic headquarters, where I hoped to 

observe their activity and possibly discuss local Latino involvement in politics, I met a 

former ESL teacher whom I knew, who facilitated an introduction to the Director o f the 

ESL program at the local community college.

In late October 2004,1 met with the ESL director (who was bilingual and 

bicultural), described the proposed study, and provided copies of the study information 

sheets and the English and Spanish informed consent documents. The ESL director 

shared these materials with college officers, who agreed to make their facilities available
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for the study interviews. Local IRB approval was unnecessary because University o f 

Iowa IRB approval had already been obtained.

I began by developing a relationship with the ESL faculty, several of whom I 

knew from previous work or from other connections with the community. After 

explaining the purpose o f my study to the ESL faculty, I was invited to present it to their 

students. Interpreters, both Anglo and Latino, helped with introductions and assisted in 

explaining the purpose o f and reasons for the study. After questions were addressed, the 

students were informed o f  the researcher’s interview schedule o f Monday evenings and 

all day on Tuesdays. I was invited to remain at the ESL classes and a desk was 

conveniently located in an area that facilitated interaction with the students on a weekly 

basis. Most students attended the facility several days per week, and my presence on the 

same days over several months led to familiarity on a first-name basis.

During the students’ break times, I approached class members and asked if they 

would be willing to participate in the study. I also shared meals and coffee breaks with 

students and frequently assisted with questions and interactions between different groups. 

For example, when a Latino student and a Sudanese student were having difficulty 

explaining to each other in English where they were from, I drew a crude representation 

of the Americas and Africa to help them. Frequently, teachers identified students whom 

they believed would be good participants for the study, and either gave me their names or 

asked the students to speak with me. In addition, I interviewed two ESL instructors who 

were Latino; based on their interviews, they were able to tell their students that I could be 

trusted, and they encouraged students to talk with me. All but three of the study
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participants attended ESL classes, two of the three were from local businesses and one 

was an assistant minister at the local Baptist Church.

To maintain trust and flow o f information participants were not questioned about 

their legal status. Because of issues involving the Immigration and Naturalization Service 

(INS), Latino men often use various names, and it is difficult to track participants who 

use different names at work, in the clinic, and at the hospital.

Confidentiality

It might seem unnecessary to stress the voluntary nature o f participation in a 

community study, but this factor is particularly important in working with a population 

with questionable legal status. Community participants were privileged to decline 

participation in this study simply by refusing to interact with the researcher. The principle 

o f informed consent was paramount throughout the data collection process. The 

researcher obtained signed consent from all interview participants, who were instructed 

that if they chose not to answer a question, there would be no consequences, and they 

were free to stop the interview at any time. Each participant was assigned an interview 

number, and only the researcher had access to the interview information, which was kept 

in a locked file cabinet. All material was presented in aggregate form, and examples from 

interviews were presented anonymously.

Limitations

While the community-based approach offers several advantages to the study of 

ethnic disparities in access it also imposes a number of limitations with the current data. 

There are a number of limitations with the current data. The majority o f the men were
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selected from the ESL program, which suggests an interest in cultural integration in the 

community, which may influence health-seeking behavior.

As with all community-based studies I can only present the experience of one 

group of men in one location. While it is not possible to generalize from the findings o f 

the study, the stoiy of one community can generate insights into health seeking behavior 

than can be tested in other locations (Nicholas, 2000; Plowden & Miller, 2000; Portes et 

al., 1992; Shedlin & Shulman, 2004; Shi, Nakamura, & Takano, 2004).

Because only men were studied, the impact on the family o f health-seeking 

behavior cannot be concluded from the findings. Additionally the role o f provider of 

health care that is played by wives and mothers has not been examined and would be 

important.
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CHAPTER IV

FINDINGS: A COMMUNITY IN TRANSITION

Drinkwater (incorporated in 1853) is rural town of 26,000 residents, which serves 

as the local commercial and governmental center for Gamma County. Drinkwater is like 

many Midwestern towns; the community sits along the side of the Iowa River, is serviced 

by several freight trains with a large train switchyard, the streets and blocks are set in a 

uniform grid style running north to south, east to west. Most visible upon arriving in town 

is the county courthouse built in the late 1800’s, which has been restored, to its' original 

splendor. The town is divided by the switchyard, the older sections o f town being north 

o f the switchyard (see Drinkwater community map, figure 6).

When this study was conducted, the Anglo population, mostly o f northern 

European descent, was still the dominant culture o f Drinkwater as it was at the time o f 

incorporation. They reflect the strong work ethic and values commonly attributed to the 

U.S. Midwest. Drinkwater is an aging community, with 21.7% of its population (or 

28.8% of the adult population) over 60 years of age, most of whom were presumed to be 

white (Grey, Conrad, Boyd, & Woodrick, 2001; US Bureau of the Census, 2002). Prior to 

the 1990s, the community was declining in population, as seen in an 8.2% decrease in 

county population from 1980 to 1990. Since 1990, however, there has been an increase in 

population o f 3.4%. This increase in population has been attributed to the influx of 

immigrants into the community.

Today people in the Drinkwater area, using 2000 census data, described their 

racial heritage in the following categories: White (non-Latino), 83.6%; Latino, 12.6%; 

Black, 1.3%; American Indian, 0.7%; other, 8.6%; and two or more races, 1.8%. The
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dominant racial category in the Drinkwater community, according to the 2000 

census data, was White (non-Latino). However, as shown in Figure 7, the Latino 

population has grown rapidly in the community, the state, and the nation. The change in 

demographics has aided in stabilizing the population of the community. Examination o f 

the census data for the community shows a drop in the population of the town of 6.6% 

and the county o f 8.2% from 1980 to 1990 (US Bureau o f the Census, 2004). Since 1990, 

this loss has been recovered in the community, and the population has grown by 3.2% in 

the town and 2.7% for the county. The Latino population has made up this reversal in the 

trend between censuses. Without the Latino population, the community was expected to 

continue in its downward trend in population and in the economy, but with Latino 

migration, both the population and economic viability of the community have improved 

("UNI study says immigrants, refugees help Iowa economy," 2004; US Bureau o f the

Census, 2004).
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Figure 7. Hispanic Population o f Gamma County, State o f Iowa, and U.S.

Source: Salant, Dearien, & Gray. (2004). Gamma County: Hispanic origin. First 
Step. Retrieved November 29,2005, from
http://indicators.nwaf.org/Sho wOneRegion.asp?IndicatorID=3&FIPS=19127& 
Datatype=Intercensal
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Data regarding the Drinkwater community indicate that the Latino population is 

diverse in age and marital status. Although the bulk of the population is relatively young, 

with the majority o f the population in their 20s to 40s, there are both older and younger 

individuals, as shown census data. The immigration pattern in Drinkwater has changed 

during the past decade. The migrant population is no longer only single young men, who 

initially settled in apartments on the north side o f the community in the poorer sections of 

town. Now the Latino community has a mixed population that includes women and 

children. In addition, was reported that Mexicans who immigrated originally to southern 

California are now coming to Drinkwater because the jobs are steadier, the pay is higher, 

and the quality o f life is perceived as better.

Households

Homes in the Drinkwater area consist mainly of single-family dwellings and 

apartment buildings o f less the four stories. The northeast side of town has a mixture of 

Anglo residents and a large Latino population, the homes are the lowest priced in the 

community, and the area is in close proximity to the major employer for the Latinos, the 

General pork processing plant. The ethnic composition in the western section of the town 

is mostly Anglo with an occasional Latino family. Although the majority o f the southern 

section of town is Anglo, there is a very small Sudanese population that was once 

concentrated in a single apartment complex on the southern edge of town but has since 

expanded to the northeast part o f the community.

At the time of this study, there were a total o f24,806 households in Drinkwater, 

o f which the bulk, 20,635, were classified as family households: parents, children, and 

often grandparents or other relatives. There were 4,171 non-family households (1572

R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.



6 0

male households, 1948 female households). Fifty-five percent of the population was 

living in the same home as they were five years ago. In 2000, there were 10,860 homes 

(10,177 occupied, 7,131 owner occupied, 3,046 renter occupied) in the community, and 

house values ranged from a low of $31,900 for homes with two or more self identified 

ethnic races living in the home to $170,700 for homes owned by White non-Latinos. The 

median value o f mobile homes was $18,100. In 2000, the median rent was $464 monthly 

(City-Data, 2005).

Further breakdown of demographics for Drinkwater includes a  slightly higher rate 

of marriages and dissolutions than the rest of the state (see Table 2). An indicator o f the 

life and health of households is the domestic child abuse rates in 2003, when there were 

14,936 confirmed reports of child abuse or neglect statewide. In Gamma County, 296 

cases were reported. The rate in the county since 1998 has not grown and ranges between 

1.20-1.9% of cases reported in the state (Iowa Department of Human Services, 2004).

Table 2. Rate o f  Marriages and Dissolutions

2002- Number of Crude Number of Crude1
2003 Marriages Rate1(2) Dissolutions Rate
County 577 7.4 (21) 256 3.3 (26)
State 40,777 6.9 17,398 3

Source: Oleson, J. (2005). The Iowa Health Fact Book. Retrieved October 1,2005, from 
http://www.public-healtfruiowa.edu/FACTBOOK/

1 Rate per 1,000

Rank among 99 counties

The housing stock in Drinkwater is old, with nearly half o f the housing stock, or 

47%, being built prior to 1960. This has significant health factors related to lead-based
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paint, which was no longer sold after 1960; however, homes built prior to this time often 

have lead-based paint on the walls. Although the concern is for children who are exposed 

to lead-based paints and possibly ingesting the paint and paint dust, it also has 

ramifications for the community as a whole. Lead poisoning, while affecting all bodily 

organs, it is especially harmful to the brain and nervous systems, affecting children’s 

intelligence, hearing and growth. Children having high-lead levels combined with high 

poverty rates places a burden on a community such as the need for more special 

education due to learning disabilities associated with lead poisoning and the allocation of 

substantial community public health resources for medical and environmental case 

management services (Iowa Department o f Public Health, 2001). Drinkwater’s 

percentage of children living in poverty was 15% at the time of the current study.

Festivals/Celebrations 

As noted, the Drinkwater community is becoming more diverse. Local festivals 

and celebrations are related to the usual celebrations found in many rural American 

communities, for example, the Fourth o f July, Christian holidays, and Labor Day. In 

addition to the usual celebrations, Drinkwater has added a local celebration at the end of 

September and the beginning of October called the Octember Festival, much like a 

German Oktoberfest, but with a Latin twist. This festival includes a parade, a carnival, 

and special sales at local stores. Increasingly, Latinos have been organizing more o f their 

own unique celebrations, such as Cinco de Mayo and feasts that commemorate important 

saints.
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Business and Labor

Although the downtown area o f Drinkwater was once a thriving business center, 

there are now several empty storefronts. Businesses have relocated to the south edge of 

town, and chain stores have replaced many smaller, locally owned retail businesses that 

previously were located downtown. There are several large grocery stores, but none are 

located north of the railroad switchyard and tracks, which are in the center of town. The 

older sections of the community are north of the yard and tracks where several smaller 

grocery stores ("mom and pop" style stores, all owned by Latinos) are located. The 

Latino population has begun to own and operate businesses, including four small grocery 

stores, four restaurants, three clothing stores, and at least one bar, with most being located 

in the downtown area. These are easily identifiable because of the Latino store names; in 

addition, all employees encountered were Latino, and much of the advertising on the 

outside was in Spanish. I visited all o f these locations and often the employees were 

surprised to see and an Anglo in the businesses. Often when purchasing something in the 

small grocery stores the clerks spoke no English. Within the State of Iowa, the number of 

Latino-owned businesses grew by 87.5% between 1997 and 2003, with 1,535 Latino- 

owned firms being reported in 2002 {Hispanic Heritage Month September 2005: Latinos 

in Iowa, 2005). No county-specific statistics were available.

The Iowa Department of Economic Development Community Quick Reference 

provided a breakdown of Drinkwater employers with greater than 100 employees (see 

Table 3).

The Drinkwater business community has been part o f the global economy for 

many years; many of the products produced in the community have had an international
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market. Since 1990 and the arrival of the Latino population, the community itself has 

become part of a transnational workforce benefiting both the immigrants themselves and 

the communities in their home countries. Members of this transnational workforce send 

remittances and other goods back to families in their home countries (Grey et al., 2001; 

Paluch, 2003).

Table 3. Drinkwater Employers with Greater Than 100 Employees

Name Product/Service Employment Number of
Latinos
Employed

General & Co. Fresh pork processing 2100 >1000

American Controls 
International

Valves, regulators 1100 <100

Air Industries Heating, air conditioning 1100 <100

Long-Term Care 
Home

Long-term care nursing 
home

925 <10

Drinkwater Medical 
Surgical Center

General acute care hospital 690 <10

Box Corporation of 
America

Shipping containers 127 0

Acme Precision 
Casting

Aluminum & zinc die 
casting

120 0

Mark Manufacturing Gaskets and mental 
stampings

112 0

Drinkwater Company Finishing, drywall, and 
masonry hand tools

100 0

Source: Location One. (2003). Drinkwater, IA, Gamma County. Retrieved August 16, 
2005, from
https://secure.l6cationone.com/lois/communitv/print.do ?community_id2748&page=99

In 2003, Drinkwater had a per capita personal income (PCPI) of $28,048. This 

PCPI, which ranked 18th in the state, was 99% of the state average, $28,340, and 89% of 

the national average, $31,472. The 2003 PCPI reflected an increase o f 1.8% from 2002.
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The 2002-2003 state change was 1.7% and the national change was 2.2%. In 1993, the 

PCPI of Drinkwater was $19,492 and ranked 10th in the state. The 1993-2003 average 

annual growth rate of PCPI was 3.7%. The average annual growth rate for the state was 

4.2% and for the nation was 4.0% (Bearfacts 1993-2003, 2005). The average weekly 

wage in 2003 was $564 with an increase of 3.87% over 2002. This was 22.4% below the 

national average of $726 and 4.5% below the statewide wage average of $591. The labor 

statistics for the State of Iowa indicated that the unemployment rate for September 2005 

was 4.5%, which was down from 4.9 % the previous year. Gamma County was at 4.5% 

unemployed compared to 5.5% in 2004. The largest private sector for jobs was in 

manufacturing, 28.07% of the workforce, and 39% of this category was in food 

manufacturing, or General and Co. (Gamma 2004 Annual County Profile, 2005). Table 4 

provides a complete breakdown of employment by industry for the years 2001-2003. The 

estimates of employment for 2001-2003 are based on the 2002 North American Industry 

Classification System (NAICS). The study participant’s average annual salary ranges 

from $17,000 to $25,650, excluding the top two wage earners and two unemployed 

workers.

The Bureau of Economic Analysis provided a breakdown of personal income that 

is displayed in Table 5. The largest manufacturing plant (General and Co.) in the 

community is included in the number of manufacturing jobs noted in Table 5, but the 

company does not disclose personal income information, thus making it difficult to 

calculate the actual personal income related to the meatpacking plant.

The largest amount of income in Drinkwater is from the manufacturing sector of 

the community, which is made up of the largest employers, including Latinos with the
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exception of the long term care home. The health sector, the second largest employer, 

plays an important role in the economy, as it contributed $57.6 million in annual income 

in 2002 by employing 1,860 people. With its linkages to the local economy (product 

suppliers and contracted outside labor), it supports an estimated 2,664 employees and 

$73.4 million in payroll within the county (Otto & Artz, 2001). Unemployment rates are 

shown in Figure 8 (Salant et al., 2005). The workplace is the area where most interactions 

between Latinos and other groups, including Anglos take place, and are usually limited to 

work-related issues. Frequently, these interactions are difficult because of language 

barriers. According to many community residents however, the interactions between 

supervisors at the meatpacking plant and the Latino workers have improved, as more 

Latinos now speak English and more of the supervisors speak Spanish. This is 

appreciated by the Latinos, who express appreciation for supervisors who speak Spanish 

(Black, 2005 ).
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Note: Monthly data for counties and states are not seasonally adjusted. Rates shown 
on this site through December 2004 have been finalized based on BLS updates.
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Table 4. Total Full-Time and Part-Time Employment by Industry (Number o f  Jobs) fo r

Drinkwater, Gamma County Iowa

Item 2001 2002 2003
Total employment 24,260 23,804 23,810
Wage and salary employment 20,407 19,875 19,782
Proprietors employment 3,853 3,929 4,028

Farm proprietors employment 885 885 879
Nonfarm proprietors employment 2/ 2,968 3,044 3,149

Farm employment 1,062 1,065 1,049
Nonfarm employment 23,198 22,739 22,761
Private employment 19,607 19,154 19,163

Forestry, fishing, related activities, and other 3 (D) (D) (D)
Mining (D) (D) (D)
Utilities 153 158 158
Construction 1,061 987 967
Manufacturing 5,630 5,597 5,382
Wholesale trade 831 699 615
Retail trade 2,885 2,854 2,809
Transportation and warehousing 728 581 580
Information 292 238 248
Finance and insurance 571 578 606
Real estate and rental and leasing 424 445 450
Professional and technical services 527 529 (D)
Management of companies and enterprises 0 0 (D)
Administrative and waste services 1,098 1,085 1,092
Educational services 144 149 (D)
Health care and social assistance 2,318 2,302 (D)
Arts, entertainment, and recreation 236 240 307
Accommodation and food services 1,239 1,237 1,257
Other services, except public administration 1,242 1,292 1,438

Government and government enterprises 3,591 3,585 3,598
Federal, civilian 135 137 139
Military 180 180 182
State and local 3,276 3,268 3,277

State government 1,117 1,094 1,096
Local government 2,159 2,174 2,181

Source: Analysis. (2005). Total full-time and part-time employment by industry (number 
o f jobs). Gamma, IA: U.S. Department of Commerce.

(D) = Not shown to avoid disclosure of confidential information, but the estimates for 
this item are included in the totals.
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Table 5. Personal Income Information for Drinkwater, Gamma County, Iowa

Item 2001 2002 2003
Income by place of residence

Personal income 1,048,846 1,081,226 1,100,871
Population (persons) 39,334 39,235 39,249
Per capita personal income (dollars) 26,665 27,558 28,048

Derivation of personal income
Earnings by place of work 744,155 754,342 784,578
less: Contributions for government social insurance 90,290 90,940 95,283
Employee and self-employed contributions for government social insurance 46,503 46,941 48,857
Employer contributions for government social insurance 43,787 43,999 46,426
plus: Adjustment for residence 3,571 5,108 4,080
equals: Net earnings by place of residence 657,436 668,510 693,375
plus: Dividends, interest, and rent 208,192 212,596 208,111
plus: Personal current transfer receipts 183,218 200,120 199,385

Earnings by place of work
Components o f earnings

Wage and salary disbursements 558,710 554,848 575,406
Supplements to wages and salaries 118,263 128,195 139,868
Employer contributions for employee pension and insurance funds 74,476 84,196 93,442
Employer contributions for government social insurance 43,787 43,999 46,426
Proprietors' income 67,182 71,299 69,304
Farm proprietors' income 5,649 12,664 7,277
Nonfarm proprietors' income 61,533 58,635 62,027

Earnings by industry
Farm earnings 10,183 16,972 11,599
Nonfarm earnings 733,972 737,370 772,979
Private earnings 610,908 609,960 634,808
Forestry, fishing, related activities, and other 7/ (D) (D) (D)
Forestry and logging 72 83 83
Fishing, hunting, and trapping <L) (L) (L)
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Table 5. (continued)

Agriculture and forestry support activities (D) (D) (D)
Other 0 0 0
Mining (D) (D) (D)
Oil and gas extraction 54 (L) (L)
Mining (except oil and gas) (D) (D) (D)
Support activities for mining 0 0 0
Utilities 11,663 12,490 13,167
Construction 32,916 30,745 31,510
Construction of buildings 6,813 6,843 6,760
Heavy and civil engineering construction 7,928 6,842 6,759
Specialty trade contractors 18,175 17,060 17,991
Manufacturing 275,073 282,154 284,090

Durable goods manufacturing (D) (D) (D)
Wood product manufacturing (D) 605 (D)
Nonmetallic mineral product manufacturing 2,840 2,983 2,925
Primary metal manufacturing (D) (D) (D)
Fabricated metal product manufacturing 100,075 101,247 92,476
Machinery manufacturing 62,308 70,365 77,651
Computer and electronic product manufacturing (D) (D) 281
Electrical equipment and appliance manufacturing (L) (D) (D)
Motor vehicle manufacturing 0 0 0
Transportation equipment mfg. excl. motor vehicles 0 0 0
Furniture and related product manufacturing 1,559 1,345 1,313
Miscellaneous manufacturing (D) (D) (D) .

Nondurable goods manufacturing (D) (D) (D)
Food manufacturing (D) 0>) (D)
Beverage and tobacco product manufacturing (D) (D) (D)
Textile mills (D) (D) (D)
Textile product mills (D) CD) 86
Apparel manufacturing 70 (L) ... (D)
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Table 5. (continued)

Leather and allied product manufacturing (L) (L) . (L) .
Paper manufacturing (D) (D) .(D).
Printing and related support activities 1,428 1,350 1,410
Petroleum and coal products manufacturing 3,504 1,788 1,912
Chemical manufacturing (D) (D) <P)
Plastics and rubber products manufacturing CD) (D) 149

Wholesale trade 30,916 28,581 26,007
Retail trade 52,254 52,380 51,224

Motor vehicle and parts dealers 10,749 10,228 8,303
Furniture and home furnishings stores 1,174 1,104 1,050
Electronics and appliance stores 1,069 1,132 903
Building material and garden supply stores 5,203 4,957 5,010
Food and beverage stores 9,544 9,789 9,097
Health and personal care stores 3,010 3,217 3,183
Gasoline stations 3,577 3,661 3,696
Clothing and clothing accessories stores 1,612 1,657 1,663
Sporting goods, hobby, book and music stores 1,697 1,289 1,360
General merchandise stores 9,955 11,478 12,990
Miscellaneous store retailers 2,971 2,401 2,602

Nonstore retailers 1,693 1,467 1,367
Transportation and warehousing 27,463 21,765 22,092
Air transportation (D) (D) (D)
Rail transportation 6,829 7,335 7,292
Water transportation 0 0 0
Truck transportation 14,801 8,375 8,622
Transit and ground passenger transportation (D) 436 (D)
Pipeline transportation (D) (D) (D)
Scenic and sightseeing transportation 0 0 0
Support activities for transportation 1,561 1,388 1,184
Couriers and messengers (D) (D) - (D) .
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Table 5. (continued)

Arts, entertainment, and recreation 2,750 2,423 3,743
Performing arts and spectator sports (D) (D) (D)
Museums, historical sites, zoos, and parks (L) (D) (D)
Amusement, gambling, and recreation (D) 2,148 3,610

Accommodation and food services 13,222 13,563 13,987
Accommodations 2,163 2,226 (D) . . .

Food services and drinking places 11,059 11,337 (D)
Other services, except public administration 20,760 21,609 32,081

Repair and maintenance 6,030 6,250 15,869
Personal and laundry services 4,143 3,934 4,077
Membership associations and organizations 9,968 10,837 11,504
Private households 619 588 631

Government and government enterprises 123,064 127,410 138,171
Federal, civilian 7,559 7,951 8,095
Military 3,018 3,866 5,811
State and local 112,487 115,593 124,265
State government 42,811 43,283 47,127
Local government 69,676 72,310 77,138

Source: Analysis. (2005). Personal income by major source and earnings by industry. Washington, D.C.: U.S. Department o f  
Commerce.

Notes: All state and local area dollar estimates are in current dollars (not adjusted for inflation); (D) = Not shown to avoid 
disclosure o f  confidential information, but the estimates for this item are included in the totals; (L) = Less than $50,000, but 
the estimates for this item are included in the totals; (N) = Data not available for this year.

The average salary for study participant’s range from $8.20/hour to $14.42/hour or $17,056 to $29,996 annually. Excluded are the top 
two wage earners.
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Government

The city o f Drinkwater was incorporated on July 27, 1863, and then amended on 

June 16, 1975, under the City Home Rule Act. The city operates under a mayor/council 

form of government. Policy making and legislative authority rest with the seven-member 

council. The mayor and council members are elected for 4-year staggering terms and 

currently all are o f European descent residents with no Latino members. A city 

administrator is responsible for the day-to-day operations o f the government. The city 

charter calls for police, fire, traffic safety, culture, recreation, community development, 

public works, sewage collections and disposal, compost facilities, a transit system, 

municipal parking lots, various housing programs, a library under a board of directors, a 

water distribution system, and a convention and visitors bureau (City-Data, 2005). See 

Table 6 for a complete breakdown of government offices, number o f employees, and 

payrolls (Financial Department, 2004).

A Board of Supervisors made up of all European descent members governs 

Gamma County. The county is currently renovating a former extended-care nursing 

facility just west o f town into a law enforcement facility and jail. With funding assistance 

from the federal government, the new complex will alleviate overcrowding at the old 

county jail and enable the sheriffs office to work more collaboratively with federal 

officials (Gamma County Sheriffs Office, 2005). According to the sheriffs office the 

percentage of Latinos currently in the jail does not exceed the percentage of Latinos in 

the Drinkwater community.
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Table 6. Drinkwater Government Employment and Payroll (March 2004)

Function Full-time
employees

Monthly
full-time
payroll

Average 
yearly full
time wage

Part-time
employees

Monthly
part-
time
payroll

Streets and Highways 20 $67,974 $40,784 0 $0

Fire - Other 0 $0 1 $1,468
Firefighters 31 $114,946 $44,495 0 $0
Police - Other 14 $40,153 $34,416 0 $0
Sewerage 21 $71,902 $41,086 1 $1,098
Local Libraries 8 $24,879 $37,318 8 $4,012
Other and Unallocable 6 $16,778 $33,556 2 $2,827
Transit 4 $9,850 $29,550 7 $6,733
Water Supply 22 $69,964 $38,162 1 $303

Housing and
Community
Development(Local)

5 $14,331 $34,394 1 $1,727

Parks and Recreation 15 $44,555 $35,644 32 $14,353
Financial
Administration

6 $20,592 $41,184 0 $0

Other Government 
Administration

4 $19,074 $57,222 9 $3,582

Judicial and Legal 1 $5,444 $65,328 0 $0
Police Protection - 
Officers

40 $156,346 $46,903 0 $0

Totals for Government 197 $676,788 $41,225 62 $36,103

Source: Drinkwater, Iowa, Detailed Profile. (2005). Retrieved October 28th, 2005, from 
http://www.citv-data.com/citv/Drinkwater-Iowa.html: http://www.citv- 
data.com/citv/Iowa.html
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The Latino population is subject to civil regulations that pertain to the community 

as a whole. In 1999, according to Sister Karen of the local Catholic Latino Ministry, 

Latinos living in Drinkwater tend not to trust the traditional institutions of government 

such as the police. Sister Karen, was brought into the community by the catholic diocese 

to establish the Catholic Latino Ministry, she is bilingual and bicultural and lived for a 

number of years in South America. .According to informants in both the Anglo and 

Latino communities she is knowledgeable, well respected and liked. She reported that 

many Mexicans told her that the police in Mexico are corrupt and dishonest, and 

therefore are not well respected. She suggested that Mexicans living in Drinkwater do not 

trust the police to provide assistance because of their prior experiences in Mexico. In 

addition, because Latinos may be undocumented workers, they do not report crimes or 

provide information about incidents to the police. This information was further reinforced 

by Sister Chris (Sister Karen’s successor) in 2005; she reported that relationships with 

law enforcement had improved slightly but still had a long way to go to ensure trust 

within the Latino/a community. Sister Chris is also bilingual and bicultural and also lived 

for several years in Latin America.

According to Sister Karen and Sister Chris in, a major problem associated with 

the Latino community in Drinkwater has been proper documentation of U.S. immigration 

status. Many Latinos do not have papers or purchased papers at the border only to find 

them inaccurate or wrong. It can take up to 7 or 8 years to obtain a “green card” 

signifying legal status and authorization to work. Although many Latinos in Drinkwater 

now have work authorization, a large portion o f the population is still believed to be 

undocumented. Because of the complexity with forms both Sisters have assisted
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immigrants in filling out paperwork to obtain green cards and then referring immigrants 

to attorneys who specialize in immigrant issues.

Crime

The Drinkwater community has a higher than average crime rate compared to the 

rest of the country. Table 7 breaks down criminal offenses by types and numbers, with 

totals for Group A (22 categories that are divided into 46 offenses) defined as crimes 

against persons, property, and society. The criteria for designating a crime as a Group A 

offense are (a) its seriousness or significance, (b) the frequency or volume of its 

occurrence, (c) how widespread its occurrence in the U.S., and (d) how likely it is that the 

offense will come to the attention of law enforcement. Group B crimes are defined as 

those crimes not falling under the Group A definition. The combined total number of 

offenses that occurred in the community in 2004 was 2433. Additionally, Latinos along 

with other accused people are tried locally.

Several Anglo informants in the community attribute the increase in crimes 

statistics to the increase in the Latino population. However, according to the sheriffs 

office this is not the case. According to the deputy sheriff (2005), this may be related to 

the substance abuse problems in the community.
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Table 7. Criminal Offenses and Number o f Arrests

Group A Offenses Number of Arrests Group B Offenses Number of Arrests
Kidnapping 2 Bad Checks 13
Forcible Rape 3 Curfew/loitering 106
Forcible Fondling 7 Disorderly Conduct 176
Robbery 13 Driving under the influence 166
Aggravated assault 152 Drunkenness 190
Simple Assault 121 Family Offense 4
Intimidation 18 Liquor law offense 214
Arson 3 Runaway 7
Burglary 46 Trespass 64
Larceny 181 All other offenses 476
Motor Vehicle Theft 29 Total 1416
Theft by Fraud 73
Stolen Property 13
Vandalism 75
Drug Violation 212
Drug Equipment 
Violation 52
Incest 1
Statutory Rape 6
Pornography 1
Weapons law 
Violation 9
Total 1017

Source: Iowa Uniform Crime Report. (2005). Iowa Department of Public Safety,
Program Services Bureau, Administrative Services Division.

Education

Drinkwater Community School District’s K-12 schools are publicly supported, 

directed by a locally elected all Anglo school board, and administered by a school an 

Anglo administrator. Table 8 displays Drinkwater Community School District enrollment 

figures for 2004 and statistics regarding reduced or free school meals an indicator of 

proverty. The only parochial school, the Drinkwater Area Catholic School, serves 

kindergarten through sixth grade; students after Grade 6 attend public schools with and 

all Anglo staff.
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According to school k-12 district figures, 421 public school students were 

enrolled in English as a second language (ESL) in 1997-1998; in 2003-2004, this number 

increased to 818 students, an increase o f 51.4% (Doyle, 2004). ESL is a large concern for 

both the Anglo and the Latino communities as it is recognized with understanding and 

speaking English students will be able to learn more easily. The community has 

attempted to help Latinos learn English both in traditional public classroom settings and 

in a strong community ESL program. According to Sister Karen, Sister Chris, and the 

ESL Director, the Community College Education and Training Center has over 500 

students enrolled in ESL programs. In addition to Spanish, Native American dialects also 

are spoken as a primary language among the immigrant population, making English the 

third language that many are learning after Spanish and Native American languages. 

According to a Spanish interpreter working in the hospital, the educational level o f the 

Mexican population varies greatly, from no schooling to completion of high school and 

some college.

Another growing concern in the Drinkwater School District is the number of 

Latino students dropping out o f senior high school. The 2000-2001 dropout rate (most 

current data) for the State of Iowa was 2.4%, which was one of the lowest rates in the 

country at that time (Salant, Dearien, & Gray, 2005). Drinkwater Community School 

District figures for 1996-1997 revealed a dropout rate o f 3.17%, with an increase of 179 

students in 1997-1998 or 3.73%. Latino students reported not feeling supported as their 

reason for dropping out. In response, the school district started a program in 1999 entitled 

the “Caring Connection,” which was an attempt to reach out to Latino youth. The

R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.



7 8

program is sponsored by the school district with the goal of decreasing the number of 

dropouts.

Woodbury Elementary School, which serves the northeast side of town, currently 

has a 30% Mexican enrollment. A growing concern for the community was having such a 

high proportion of one ethnic group in a single school due to federal desegregation 

requirements. The district considered the use of busing to ensure desegregation o f the 

school. However, busing never occurred, and instead Woodbury became a magnet school 

with a dual language program in English and Spanish. As a result, the school currently 

has a waiting list of students wanting to attend Woodbury (Doyle, 2004).

Table 8. Drinkwater Community School District Enrollment Figures

Elementary
Schools

Total Middle
Schools

Total Senior High 
School

Total Total Entire 
System

Grade Grade Grades
EC-5 2244 6 - 8 1169 9 -  12 1569 4982

2003 State County
Enrollment 481,226 6,618
Students eligible for free meals 107,324 2,236
Students eligible for reduced price meals 36,907 593
Percent of students eligible for free or reduced price meals 30% 42.7%

2004-2005 High School
Number of new students 183

Licensed staff 100

Adult employees 179

Number of computers 428

Source: Doyle, R. (2004). Annual progress report to the community. Drinkwater, IA: 
Drinkwater Community School District.
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Religion

The community o f Drinkwater is predominately Christian, with two Catholic 

churches and 21 Protestant churches from a variety of mainstream and fundamentalist 

denominations. In the past 5 years, two Spanish-speaking Pentecostal churches have been 

established. Until the latel970’s, there was a Jewish synagogue, but it closed after the 

major contributor left in the late 1970s.

In the early 1990s, a local Lutheran minister started holding services in his 

church’s basement specifically for the Latino population. The services were well 

attended, but the pastor met with opposition from his congregation as they became more 

concerned with his accommodations for Latinos. A petition was circulated calling for his 

removal, and he decided to leave after he received hate mail. Shortly before his departure, 

the Catholic Archdiocese of Dubuque installed a Spanish-speaking priest, and the local 

Latino Ministry Office was opened (Grey, 2000). Since then, a number of Protestant 

churches in the community, including Baptist, Methodist, and Lutheran churches, have 

begun conducting services in Spanish.

Health Care

Drinkwater has one hospital, the Drinkwater Medical and Surgical Center, which 

is affiliated with the McFarland Clinics in Ames, Iowa. The hospital is publicly owned 

and governed by a board of directors who are all of European descent. The local hospital 

provides routine primary care and nursing care in orthopedics, ophthalmology, general 

surgery, pediatrics, OB/GYN, and internal medicine The hospital staff include 78 medical 

doctors, 10 osteopathic doctors, and 15 dentists (City-Data, 2005). According to the Iowa 

Board of Nursing, there are 434 Registered Nurses, 250 Licensed Practical Nurses, and
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20 Advanced Practice Registered Nurses in Gamma County (Total nurses in county, 

2004). Drinkwater also has several podiatrists and chiropractors. None of the health care 

providers are Latino. The county board o f health is made up of local health professionals 

and a consumer representative, however none are Latino. Two major clinics serve the 

population in Drinkwater; the McFarland Clinic is the largest in the community serving 

the majority of the Anglo population, and the Primary Health Clinic, which serves the 

majority of Latinos. In addition to the hospital and clinics healthcare is delivered in two 

other major settings. The first is the local school system, which has school nurses (RNs) 

in all of the school buildings. For many Latino families rely on the information obtained 

from these professionals to make decisions concerning healthcare, such as when family 

members need to go to see a physician. The other area where many Latinos have contact 

with healthcare professionals (RNs) is the work setting. For instance, in the meatpacking 

plant whenever there is an injury the first person to care for the injured is the 

occupational health nurse.

Within the Latino community, there are reported to be two curanderos (traditional 

Mexican healers) and one bonesetter residing in the Drinkwater. However, this figure 

could not be confirmed because attempts to locate these individuals were unsuccessful. 

Herbs used in traditional medicines are available at local Mexican grocery stores, 

commonly known as a “bodega”, and often the clerks in these stores provide information 

to customers on their use.

Common indicators of public health data for Drinkwater are shown in Tables 9 

and 10. These indicators are reported as aggregate data and are not broken down into 

ethnic categories.
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Table 9. Gamma County Health Statistics

Cancer rates 1993-2003
Number
reported

Crude1
(Rank)3

Adjusted
(Rank)3

Cancer Incidents 2405 615.9 (40) 501.5 (06)
Cancer Mortality 1136 290.9(17) 226.1 (02)
Prostate Ca incidence 40.3 209.1 (26) 181.6(15)
Prostate Ca Mortality 85 44.1 (25) 40.6(11)
Lung Ca Incidence 396 101.4 (09) 80.5 (04)
Lung Ca Mortality 351 89.9 (03) 69.9 (01)
Breast Ca Incidence 322 162.9 (46) 129.7 (48)
Breast Ca Mortality 77 38.7 (80) 31.2 (25)
Colorectal Ca Incidence 304 77.9 (64) 61.1 (61)
Colorectal mortality 119 30.5 (57) 23.3 (45)
Non-Hodgkin’s 
Lymphoma Incidence 84 21.8(67) 18.2 (60)
Non-Hodgkin’s 
Lymphoma mortality 43 11 8.6
Leukemia Incidence 75 19.2 (47) 15.6(43)
Leukemia mortality 41 10.5 8
Skin Melanoma 
Incidence 80 20.5 (20) 18.4(19)
Skin Melanoma Deaths 15 3.8 3.5
Oral Ca Incidence 39 10 8.3
Oral Ca Deaths 13 3.3 2.5
Cervical Ca Incidence 17 8.6 7.3
Cervical Ca Deaths 5 2.5 2
Non Injury Mortality 
rates 93-2002

Overall 5082
1301.5
(24) 983.5 (01)

Heart Diseases 1472 377 (53) 277.9(16)
Stroke 365 93.5 (45) 66.9 (23)
COPD 325 83.2 (05) 62 (01)
Pneumonia/Flu 207 53 (34) 37.5 (18)
Diabetes Mellitus 129 33 (28) 25.6(13)
Atherosclerosis 44 11.3 7.8
Infections 63 16.1 (18) 12.9(13)
Renal Disease 47 12 8.8
Liver Disease 32 8.2 6.9
Alzheimer’s Disease 213 54.6 38.6
Injury Related 
Mortalities 93-2002
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Table 9 continued
Transportation 70 17.8 (78) 18.4 (74)
Motor vehicle accidents 62 15.9 (78) 16.2 (75)
Suicides 48 12.3 (34) 12.6 (26)
Firearm related 35 9 9.1
Falls 39 10 7.2
Homicides 11 2.8 2.8
Poisoning 7 1.8 1.8
Bums 5 1.3 1.1
Drowning 7 1.8 2
Other 44 11.3 9.1

Source: Oleson, J. (2005). The Iowa Health Fact Book. Retrieved October 1,2005, from 
http://www.public-health.uiowa.edu/FACTBOOK/

’Rate per 100,000 population, 2Adjusted to year 2000 population, 3Rank among 99 
counties

Table 10. Low Birth Weights and Infant Mortality

2003 Rates Low Birth Rates Infant Mortality
Local 7.31 7
State 6.6 6
National 7.9 7

Source: Salant, P., Dearien, C., & Gray, D. (2005). Gamma County: Infant mortality. 
First Step. Retrieved December 7th, 2005, from
http://www.indicators.nwaf.org/ShowOneRegion. asp?IndicatorII>=:28&FIPS=T9127&

1 Rate per 1,000

The Behavioral Risk Factor Surveillance System (BRFSS) survey is an ongoing 

telephone survey that is conducted each year in every state, including Iowa, as well as in 

the District o f Columbia and Puerto Rico. It is financially and technically supported by 

the Centers for Disease Control and Prevention (CDC) and is a scientifically designed 

and validated method of collecting information. BRFSS results can help inform health 

professionals regarding health behaviors and beliefs of the general population and can be 

used as a measure of the effectiveness o f various public health strategies (Oleson, 2005).
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The Iowa BRFSS collects health risk behavior information from over 5,000 

household telephone surveys in both English and Spanish, and is designed to collect 

information on nationally agreed-upon topics and on additional areas of special interest to 

Iowa. Because the BRFSS is conducted annually, the prevalence of these behaviors may 

be followed longitudinally. The risk behaviors of those surveyed (Iowa residents age 18 

years and older) are major contributors to illness, disability, and premature death. The 

goal of the Iowa BRFSS is to provide data to initiate and guide health promotion disease 

prevention programs (Oleson, 2005). Results of the last 2 years of available state data 

(county data were not available) are presented and compared to U.S. totals on Table 12.

Table 11. BRFSS Results 2002-2003

BRFSS Iowa U.S. Iowa U.S.
2002 2002 2003 2003

Binge Drinking 20.1 16.1 19.4 16.4
Chronic Alcohol abuse 6.2 5.9 6 5.7
Smoking 28.2 23 21.7 22
Diabetes 6.5 6.8 6.7 7.1
Hypertension 24.9 NA 25.1 24.8
Cholesterol Checked 67.5 NA 71.3 72.8
High Cholesterol 33.2 NA 31.7 33.1
No Health Insurance 8.8 14.1 11.9 14.5
Mammogram 76.8 75.8 76.2 NA
Pap Smear 88.1 86.6 86.6 NA
Obesity 22.9 22.4 23.9 22.9
Overweight 38.3 37 37.7 36.8
HIV Test 31.8 43.9 32.3 45
Asthma 6.4 7.6 6.2 7.5
Rank Health Status 88.5 85.2 88.4 85.3

Source: Oleson, J. (2005). The Iowa Health Fact Book. Retrieved October 1, 2005, 
from http://www.public-health.uiowa.edu/FACTBOOK/

Given that high rates of substance abuse have been reported in the Drinkwater 

community, it was critical to examine the admission rates for substance abuse treatment
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which may indicate the number of people abusing drugs. Although the rates are higher 

than many areas of the state, they are not the highest and are most often in the middle of 

the rankings. Table 13 provides county statistics for admissions to substance abuse 

programs as they compare with rates for the entire state. The statistics for substance 

abuse are not divided in ethnic categories and the presence of the Latino population 

cannot account for the current rates.

Table 12. Substance Abuse Admissions

Substance Abuse 
Admission Rates 2003- 
2004

County
Number

County 
Crude 

Rate 1>2
State

Number
State
Rate

Adult Alcohol 
Admissions 308 39.1 (35) 24996 42.4
Juvenile Alcohol 
Admissions 49 6.2 2750 4.7
Adult Marijuana 
Admissions 201 25.2 9887 16.8
Juvenile Marijuana 
Admissions 128 16.3 5142 8.7
Adult Other Admissions 386 49 (7) 16600 28.2
Juvenile Other 
Admissions 38 4.8 829 1.4

Source: Oleson, J. (2005). The Iowa Health Fact Book. Retrieved October 1, 2005, 
from http://www.public-health.uiowa.edu/FACTBOOK/

1 2 Rate per 1,000 population, Rank among 99 counties

Primary Health Clinic

The Primary Health Clinic was established in Drinkwater by the local hospital and

city government in 2001 to replace a weekly free medical clinic that had been conducted

in a church basement. The free clinic was designed to offer free or reduced-cost health

care to anyone in the community, but Latinos were the targeted population. The clinic’s

current interpreter was a young European descent woman with several years of Spanish
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education who assisted when needed. In the past, the interpreter was the Director of the 

Community College Education and Training Center, which administers the large ESL 

program in the community. At the time of this study, approximately one third of the 

clinic’s patient population was Latino, and its’ popularity grew as word spread that the 

clinic did not ask about immigration status.

In February 2005,1 met with the physician, Dr. Kruse (pseudonym) at the Primary 

Health Clinic in Drinkwater. He spoke little to no Spanish and used interpreters for visits 

with Latino patients. Dr. Kruse stated that there was a strong history/tradition in 

Drinkwater of helping and caring for all members of the community. Although he was 

unable to give exact figures concerning the number of patients seen in the clinic, his 

position affords a view of Latino health care that is worth citing. In addition, he has more 

consistent and routine interactions with the Latino population than other health care 

providers thus his interview offers more insight into the Latino population. For this 

reason I have included his interview over other providers.

What are the major health problems seen with Latinos?

Dr. Kruse’s response to this question was “Over-use injuries, back and repetitive 

motion injuries, especially with the younger men.” However, he was beginning to see 

chronic health problems associated with aging, such as heart disease, diabetes, as well as 

alcohol abuse, and binge drinking. Men consulted him with regarding sexually 

transmitted diseases, most often after having intercourse with someone other than their 

wives. According to the Dr. Kruse most cases turned out negative, but the men came 

because of guilt and not wanting to pass a disease to their wives.
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What are the major difficulties encountered in the practice when working with the 

Latino men?

Dr. Kruse stated, “Like men everywhere, the men don’t care for themselves as 

much as they should.” According to the experience of this physician, Latino men tend to 

be very involved in caring for their families, especially the children. In his opinion Latino 

men accompany their children more frequently than Anglo fathers. The men he saw were 

usually sicker than they needed to be and often were concerned about their immigration 

status. Men frequently did not use correct names at the clinic or with their employers, so 

if the doctor needed to provide a work excuse, he was very careful to ask what name to 

put on the excuse. At times, the use of various names has led to confusion for both the 

clinic and the local employers.

The doctor claimed a large number o f patients who simply did not access the 

health system because of fear concerning their immigration status. In addition, he 

believed that the history of migration to the community had affected who had access to 

health care assistance.

Is there a lack o f insurance among Latinos or is there a problem o f being 

underinsured?

Doctor Kruse responded that both problems existed in Drinkwater and that the 

results of lack o f insurance were often seen in the emergency room of the hospital 

because people went there as a last resort.

How do you and the clinic view General, the local meat packing plant?

The doctor’s opinion was that the plant treated their employees “like slave labor.” 

He reported a lack of respect toward employees, and if employees caused any
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inconvenience to the company, they were fired. This was not limited to Latinos, but 

included all races: “If you rock the boat, you are gone.” The doctor described a recent 

example of a European descent woman who had worked for the plant for over 10 years. 

She was having difficulty keeping up with the line because of back and arm pain from 

sustained repeated work. The doctor wanted to place her on light duty to give her time to 

heal and recover; however, he knew that if he placed too many restrictions on what she 

could do, she would be fired, yet too few restrictions would not help her condition. Thus, 

he worked very closely with the patient to determine what to recommend. In spite of his 

efforts, she was fired as a direct result of being placed on light duty. According to the 

company, there were no light duty jobs, and therefore they let her go.

Another example provided by the doctor concerned the issue of downed hogs. 

Hogs that were down (i.e., they died in transport) were not to be placed on the line for 

slaughter and eventual consumption; rather, they were to be sent to the rendering plant. 

An employee reported that the downed hogs were being placed on the line, which was an 

unethical practice. This man had worked in the quality improvement section of another 

meatpacking company and had the experience to understand the rules concerning downed 

animals. Because he spoke up, however, and questioned the behavior, he was fired. He 

contacted the local union for assistance, but received an ineffective response.

Who are the company doctors for General?

Dr. Kruse indicated that the company doctors were affiliated with the south side 

McFarland Clinic (McFarland clinic is the largest clinic in the community and treats the 

majority o f those individuals with insurance, or those not requiring a sliding scale for 

payment attempts were made to contact the company doctor but he refused to meet with
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me). According to Dr. Kruse, the physicians from the McFarland Clinic toured the 

General plant and thought the safety and health conditions of employees were good. They 

were informed that the employees were monitored closely for compliance to safety 

regulations, for example, the need to maintain a straight wrist versus bending the wrist 

and increasing the chances for repetitive motion injury.

Other Medical Personnel 

In addition to the doctor I spoke with five nurses. Two of the nurses were from 

the emergency department at the local hospital, one was in the Primary Health Clinic, and 

two were community health nurses in charge of the lead monitoring amongst children. 

They reported that there were communication problems with Latino patients if an 

interpreter was not available. The emergency room nurses reported, several nurses had 

started to learn some basic phrases in Spanish but were not fluent. All the nurses 

indicated that they usually did not see patients until they were very ill and were no longer 

able to manage their health problems at home, or if they had work-related injuries. Most 

times the nurses were not aware of the insurance status of their patients but assumed that 

they did not have insurance. Additionally, the nurses were not aware of patient’s legal 

immigration status, but they assumed that several of the people they treated were 

undocumented, and at times they knew they had been given false identification 

information. The nurses contend that the emergency department discharge instruction 

system, which provided information in both English and Spanish, was very helpful for 

patients. In addition, information was available on the regular hospital floor in both 

Spanish and English, but was more limited than what was available in the emergency 

room. The community health nurses had numerous items which discussed lead poisoning
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in both English and Spanish. Additionally, the community health nurses reported they 

frequently are in contact with the school nurses.

Attempts to discuss issues related to the Latino population and access to 

medications occurred at five different pharmacies. Only one pharmacy (Walgreens) 

permitted me to discuss issues related to the Latino population with a pharmacist. The 

local pharmacist described the greatest concerns as language related, given that many o f 

their patients did not speak English, and they had no employees who spoke fluent 

Spanish. However, she believed that the computer system at the store was very helpful 

because it provided detailed medication information in both English and Spanish. She 

reported that, at times, patients were concerned about the cost o f the medications, but this 

was a universal concern not limited to Latino clients. She stated that several patients had 

some insurance, although it was rather limited in scope of coverage.

Community Summary 

Drinkwater, like many communities in the midwest (Iowa) is a community in 

transition -  it has become more ethnically diverse in the last fifteen years than in the 

previous 100 years. Without the influx o f Latinos to the community, the population 

would have continued to decline (US Bureau of the Census, 2004). Several community 

leaders including a member o f the school board, the mayor, and educators expressed that 

they were thankful for the immigrant population, as they believed the community would 

have started on a slow decline without the influx of immigrants. However, the 

relationship between the indigenous European and Latino immigrants is many faceted. 

There are positive changes such as filling jobs that are essential to the local economy, 

revitalizing the declining downtown, and participating fully in the economic viability of
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the community by purchasing homes and business. While these positive changes have 

occurred there have been, and continue to be, negative results of the Latino immigration 

such as the language difficulties both for the new immigrant but also the indigenous 

population, which is experienced in multiple settings such as in health care, schools and 

work.

In Drinkwater the last major wave o f migration occurred in 1885, with the largest 

portion of immigrants coming from either Scandinavia or Germany; however, the 

community was still principally native bom (72%) and of northern European decent 

(Benson, 1984). The numbers of immigrants dropped steadily throughout the last half of 

the twentieth century (Haslett, 2001). The limited numbers o f refugees that arrived from 

Southeast Asia in the mid- to late-1970s (Associated, 2001) was small compared to the 

number of immigrants in the late nineteenth and early twentieth centuries (Haslett, 2001). 

This lack of major immigration resulted in a sense of “sameness” or homogeneity in 

many Midwestern communities (Haslett, 2001; Valentine, 2005), such as Drinkwater 

prior to the immigration of Latinos. This homogeneity made the appearance of 

newcomers more obvious, especially given that the majority of new immigrants in the 

1990s were no longer northern European, had darker skin color, and often spoke little or 

no English (Haslett, 2001; US Bureau of the Census, 2002; Valentine, 2005).

A daily newspaper, The Drinkwater Times Republican, cable TV with a national 

Spanish channel, and two local AM radio stations and three local FM radio stations (two 

having religious programming) serve the area. There are no local Spanish newspapers or 

radio stations. A local Spanish newspaper, La Voz de la Comunidad, or The Voice of the 

Community, was published in 1996, but it lasted for only seven months because it lacked
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adequate advertising support from the business community (Gamma 2004 Annual County 

Profile, 2005; Grey, 2000; Haslett, 2001). According to Grey (2000), this Spanish 

newspaper served three important purposes for the Latino community: It provided news 

about Mexico and the world through the Associated Press and other wire services, it 

informed the Latino community about local services, and it gave businesses an 

opportunity to advertise to the growing Latino market. Advertising was mostly sold to car 

dealers, banks, and grocery stores, with some employment notices from the General 

meatpacking plant.

The closing of the Spanish newspaper corresponded with a large raid by the INS 

on the General meatpacking plant on August 24,1996, which was followed by the 

deportation of 135 undocumented workers. After the raid, an increase in negative 

stereotypes of Latinos appeared in comments and letters to the editor o f the Times 

Republican. Rumored throughout the community was a belief that the Times Republican 

had forced the closure of La Voz de la Comunidad out of fear o f being too 

accommodating to the local Latino population (Grey, 2000; Haslett, 2001). The publisher 

denied this allegation in the fall o f  1996 and, to promote a more positive image of Latino 

life, printed a series of front-page articles in December 1996 about Latinos living in 

Drinkwater (Ames, 1996a, 1996b, 1996c; Burke, 1997; Emke, 1996a, 1996b; Grey, 2000; 

Milligan, 1996a, 1996b, 1996c).

Regrettably, soon after more positive images of Latinos appeared in local press 

coverage, increased negative exposure occurred in both the Des Moines Register and U.S. 

News and World Report regarding alleged drug trade in the community (Grey, 2000; 

McGraw & Witkin, 1998). In the late 1990s, it was reported that up to 50 pounds of
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methamphetamine (meth) per week were arriving in the community from Mexico via 

California and that this trade was controlled by Mexican drug cartels (Iowa Department 

of Public Safety, 2002). The Gamma County Sheriff stated that there were six major 

dealers with a network of 20 workers each working for them in the community and in 

surrounding areas (McGraw & Witkin, 1998). Supposedly, Drinkwater was a major 

distribution center for cities such as Waterloo, Des Moines, and Cedar Rapids.

In 2005, Iowa legislated one of the country’s toughest anti-meth laws with the 

Iowa pseudoephedrine control law (Senate File 169) passed by the legislature on March 

16, 2005, and signed by Governor Vilsack on March 22, 2005, with most provisions 

effective on May 21, 2005. This law prohibits over-the-counter purchase o f more than 

one package of a product containing pseudoephedrine within a 24-hr period, or more than 

7,500 milligrams o f pseudoephedrine within a 30-day period. Those who purchase a 

product containing pseudoephedrine are required to sign a logbook, which may be 

accessible to law enforcement officers (Iowa Pseudoephedrine Control Law (Senate File 

169), 2005). The result has been a sharp decrease in the number of meth labs, with no 

meth lab raids being reported in Gamma County since the enactment of the law. The drug 

trade, however, remained an area of concern for the local drug taskforce, given that 90% 

of the meth brought into the community came from the Southwest. According to the 

deputy sheriff, the Latino population preferred either cocaine or marijuana, with an 

increase in use o f these substances noted among this population.

Since 2000, there have been fewer local newspaper articles concerning the 

immigrant population. The Des Moines Register continues to report coverage of Latinos 

in the state and often mentions Drinkwater. Both papers, however, focus less on negative
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issues and more on constructive contributions of Latinos to the community. These 

include the positive economic impact of the Latino population, the life they left behind 

Mexico, their health insurance and health risks, and the concerns o f parents and teachers 

regarding the needs o f Latino children in the schools (Black, 2002, 2005, 2005 ; Blake, 

2003, 2004a, 2004b, 2004c, 2004d, 2005; Campbell, 2005; Eller, 2003; Espey, 2004; 

"Gamma County agencies bring public awareness to hunger and homelessness," 2004; 

Hawkins, 2003; Kauffman, 2003; Krantz, 2004a, 2004b; Livermore, 2005; Paluch, 2003; 

Perkins, 2004; "Q & A on Woodbury's bilingual program.," 2004; Roos, 2005 ; 

Schlensinger, 2000; Schrader, 2004; Schultz, 2004; Siebert, 2003; Suckow, 2005; "Tell it 

like it is - Anti-immigration ads bad," 2000; Truman-Cook, 2003; "UNI study says 

immigrants, refugees help Iowa economy," 2004; Weiskircher, 2003).

An article appearing in the Drinkwater newspaper on August 21, 2005, reported 

2004 statistics from the Medical Expenditure Panel Survey (MEPS) in relation to health 

insurance and the uninsured population in the community. According to this article, 36% 

of the uninsured population under 18 years of age and 29% over 18 years of age were 

reported to be Latino. The article also discussed several issues facing Latinos in regard to 

their health insurance status, such as their use of the state’s Hawk-I program offering free 

or low-cost health insurance coverage to children. Some of the difficulties associated 

with the program included having a child (usually bom in the U.S.) who qualified for 

coverage but having other children (not bom in the U.S.) who were not eligible for 

coverage. Also explained was use o f the federally subsidized Primary Health Services 

Clinic, which identified Latinos as its target population, and its affect on undocumented 

workers, which was fear of being reported to the INS. The Public Relations Director of
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the local hospital reported in the same article that the hospital was pleased with the 

Primary Health Services Clinic because it helped decrease the rate of non-emergent visits 

to the emergency room. Although there was an increase in the number of uninsured 

individuals using the emergency room, not all were Latino, and it was noted that local 

economic issues, such as increasing numbers of uninsured, were affecting all ethnic 

groups in the community (Suckow, 2005)

A review of the newspapers and personal interviews with the Anglo population of 

the community revealed that there had been a negative and a positive reaction to the 

increased Latino immigration since the 1990s. Many Anglos maintained that the Latino 

population had caused an increase in crime and drug problems as evidenced by the 

increase in drug- related arrests that occurred with the increase in immigration.

Comments were heard that included negative stereotypes about Latinos; for example, 

“Mexicans are dirty and lazy.” On the other hand, the Latino population in Drinkwater 

occupies the lowest level of class structure. While this can be attributed to the several 

factors, such as language differences and racism, the strongest factor is the economic 

status of the individual and the population as a whole.
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CHAPTER V

FINDINGS: STUDY PARTICIPANTS -  THE NEW IOWANS

. For phase three of the data collection twenty individual interviews were 

conducted over a span of seven months. All but three of the interviews occurred in the 

Community College Education and Training Center. A breakdown of the participants is 

on table 13.

Individual Interviews

#1 Jose

Jose is 42 years old, understands and speaks English well, and has a sixth-grade 

education obtained in Mexico. He and his wife are studying English in the ESL program 

at the community college training center, where this interview was conducted in 

November 2004. Originally from Mexico, this participant lives with his wife and three 

children in a rented single-family home in Drinkwater on the north side of the 

community. He sends remittances to his parents and several siblings in Mexico but 

declined to state how much. He had been in the U.S. for 19 or 20 years, and he and his 

family have lived in Drinkwater for 14 years. Most recently he worked for Dave’s 

Concrete Redi-Mix as a driver, earning $11.00 per hour, but was laid off because of 

weather. He currently has a part-time position as a interpreter at Anson Middle School. 

His work history includes previous employment at Tama Beef Packing and 10 years at 

General, where he had full benefits including health insurance. He left General because
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he was paid more at Dave’s Concrete Redi-Mix. His wife is working at General for 14 

years, and they were receiving benefits from her work that included health insurance.

Jose had seen a physician only once in the past year because he believed that the 

health insurance deductible was too high at $15.00. Yet, he reported going to the dentist 

every 6 months for preventive dental care at the cost of $50 per checkup. He denied 

smoking, drinking, or using recreational drugs. Jose maintained that he was in good 

health and lives in a safe neighborhood. His brother, in Mexico, is a physician, and at 

times they talk about health care problems over the phone; his brother gives him physical 

check-ups when he visits Mexico approximately every 2 to 3 years. He reported having 

seen traditional healers (curanderos) in the Drinkwater area in the past, where he was 

treated for “nerves” and his wife was instructed to give him massages. He believed, in 

general, that health care for Latinos was good in the area, especially the services offered 

at the Primary Health Clinic. He thought more interpreters were needed, especially in 

schools and businesses.

When asked what he would do about injuries sustained on the job, Jose related 

that he would tell his boss, who would let him go home or would send him to a company 

physician if necessary. He was not sure who would pay for treatment for such an injury. 

He indicated that he was injured on the job at General and that General was a “bad plant, 

they don’t care for nobody, bad plant -  assholes no pay for injury. They try to fire you if 

you get hurt, will not try to help, rather they fire you.” He reported that he was working at 

General when a light fell on him, hitting him in the shoulder and lacerating his lip. After 

the supervisor was made aware of the incident, he was sent immediately to the company 

nurse, who dressed his lip wound, which did not require stitches. His shoulder did not
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bother him very much at the time of the incident; however, it started to become more 

painful the next day and continued to worsen. He returned to the nurse’s office to report 

the pain and was sent to the company physician, who examined him, further. He was 

diagnosed with a repetitive trauma injury and informed that there was nothing more that 

could be done other than to rest his shoulder and to find other work at the plant. He was 

informed at the plant that they did not have another position for him, and his choices 

were to do his job, quit, or be fired. He received a poor evaluation, and rather than be 

fired, he resigned and looked for other work. He sought legal advice during this time but 

was informed that he did not have a strong enough case. He had worked for General for 

10 years and was grateful for the good living he earned there, but in the end he believed 

they had treated him badly. It took time for him to find another well-paying job, and 

unfortunately his current position was seasonal. His translation work paid fairly well but 

was only part-time, and he complained that the students at the school could be difficult.
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Table 13. Participant Data

# Name Age Country of Origin
Time in 

US
Time in 

Drinkwater Ed. Level
Who do you live 

with?
Marital

Status Children
1 Jose 42 Mexico 20 yrs 21 yrs 6 Family M 3
2 Jorge 41 Villachuato, Mexico 24 yrs 7 yrs 12 Family M 4
3 Ernesto 19 Mexico 3 yrs 2 yrs 12 Brother, sister-in-law S
4 Isaac 39 Villachuato, Mexico 11 yrs 5 yrs 7 Family M 4
5 Regeletto 22 Jalisco, Mexico 6 mo 3 months 12 Sister S
6 Angel 32 Guadalajara, Mexico 12 yrs 12 yrs 12 Parents, siblings s
7 Valario 29 Guadalajara, Mexico 14 yrs 13 yrs 10 family M 2
8 Carlos 26 Guanijato, Mexico 10 yrs 10 yrs 12 Alone S 1
9 Manuel 31 Mexico City, Mexico 4 months 4 months 9 Family M 2

10 Omar 26 Mexico City, Mexico 2 months 2months 12 Friends x 2 S
11 Isidaro 23 El Salvador 5 yrs 5 yrs 7 cousin s
12 Dom 20 Mexico 8 yrs 5 yrs 12 Sister s
13 Jaime 30 Costa Rico 1 yr 1 yr BS wife and her parents M
14 Felipe 30 Mexico 6 yrs 6 yrs 8 Parents, siblings S 3
15 Hector 68 Mexico 15 yrs 7 yrs BA wife and her parents M 2
16 Rector 39 Mexico 23 yrs 12 yrs 12 Friends x 1 M 3
17 Samuel 36 Mexico 10 yrs 10 yrs 2 yrs. College wife M 3
18 Roberto 54 El Salvador 20 yrs 10 yrs BA wife M
19 Estavan 32 Mexico 12 yrs 12 yrs 12 wife and friends M
20 Ricardo 38 Najarita, Mexico 25 yrs 10 yrs 12 cousins S

vo
00
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Table 13. Participant Data (con’t)

# Name Current Work
Hourly

wage
Health

Ins.
Health
Status # of visits

#of visits to 
DDS Services Used

1 Jose Concrete mix $11.00 Y Good Brother in Mexico MD 1 Occ. H.
2 Jorge General $11.55 Y Good 1 1 PHC, Occ H.
3 Emesto Unemployed $0.00 N Excellent 0 0 none
4 Isaac Erosion Control Co. $11.50 N too $$ Excellent 0 0 School Nurse
5 Regeletto General $11.50 N Good 0 0 ER
6 Angel Unemployed $0.00 N Good 0 0 none
7 Valario Marks Construction $14.70 Y Excellent 1 1 PHC, Occ H., ER
8 Carlos Unemployed $0.00 N Good 0 0 Occ. H, ER.
9 Manuel General $11.00 N Good 1 time in Mexico 0 Occ H, ER. Mexico

10 Omar Unemployed $0.00 N Good 0 0 Occ H.
11 Isidaro Unemployed $0.00 N Good 0 0 Occ H.
12 Dom General $11.80 N Good 0 0 Occ H, ER
13 Jaime Community College $12.98 Y Good 3 0 MC
14 Felipe Construction $13.50 Y Good 1 time in Mexico 0 Mexico
15 Hector Community College $13.00 N too $$ Good 1 time in Mexico 1 Mexico
16 Rector Disabled $8.20 Y Poor 12 1 Occ H, PHC
17 Samuel Self Employed $76.92 N too $$ Good 3 times in Mexico 1 Mexico
18 Roberto Assistant Minister $21.64 Y Good 2 2 MC
19 Estavan General $14.42 Y Good 1 time in Mexico 0 Mexico
20 Ricardo Store owner and General $14.41 Y Good 5 1 Mexico

Occ.H- Occupational Health, PHC -  Primary Health Clinic, ER- Emergency Room in Drinkwater, MC- McFarland Clinic
o
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#2 Jorge

Jorge is 41 years old, has been employed at General for the past 10 years as a 

meat and rib cutter, and has full benefits, including health insurance. His hourly wage is 

$11.55. He resides with his wife and four children, and originally comes from 

Villachuato, Mexico, where his parents and siblings still live. He sends remittances to 

them, but he would not state how much. He has been in the U.S. for 24 years and in 

Drinkwater for 7 years; his family had been here for 2.5 years.

Jorge was interviewed in November 2004 at the community college, where he 

was studying to improve his limited English. He graduated from high school in Mexico. 

At the time of this interview he was on sick leave because of a recent bilateral hernia 

repair that occurred approximately 4 weeks prior to the interview. He had enough sick 

time insurance to cover his expenses at the time o f the interview. During his recuperation 

at home, his wife and children helped to care for him. He had gone to a dentist once in 

the past year for a sore tooth but did not routinely receive preventive dental care. He 

claimed that he did not hesitate to see a physician when he was ill, and that either he or 

his wife would call to make an appointment at the Primary Health Clinic as needed.

Jorge stated that if injured on the job, he would report the injury to his supervisor 

and then see the company nurse or go to the emergency room, as necessary. In the past, 

he had been very careful about calling in sick because he did not want to lose points 

(demerit points were given each time someone was either late or absent from work). He 

described his health as good and the area he lived in as very safe. He did not know any 

traditional healers, and if he did, he would not go to them. However, when asked if he
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had ever suffered from “empacho” or “susto,” he replied that he had “susto” once from 

eating bad food while he was living in Nebraska.

When asked if he were ever injured on the job, Jorge related an incident at 

General. While he was working on the production line, he slipped and fell on the wet 

slippery floor. His co-workers saw him fall and helped him, the supervisor was notified, 

and he was sent to the company nurse, where he was given acetaminophen and told to 

return to work. No x-rays of his injury were taken. As a result of the fall, he subsequently 

experienced chronic shoulder and back pain. He linked this pain not only to the injury but 

also to the repetitive nature of his work. He reported some hearing loss because of the 

plant’s high noise level; however, his hearing had not been tested. Finally, he described 

being exposed to ammonia, which irritated his eyes at times. He tolerated these 

discomforts however, because he believed the pay and benefits were good.

Jorge’s main concern regarding health care in the Drinkwater community was the 

need for more interpreters at both the clinic and the hospital. He liked the community and 

believed that it was a good place for his family.

#3 Ernesto

Ernesto is a 19-year-old single man living with his brother and sister-in-law. He is 

originally from Mexico, where his parents and other siblings still live; but is not sending 

remittances home. He is a high school graduate and learned English in Mexico and at the 

community college. He has been in the U.S. for 3 years and lived in Drinkwater for two 

years. Though currently unemployed, previously he worked at Iowa Quality Beef (IQB) 

20 miles east of Drinkwater. He was laid off when the plant closed on August 24, 2004. 

While at IQB, he worked in the scale room and earned $10.70 per hour.
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Ernesto describes his health as excellent and the neighborhood he lives in as safe. 

He has no health insurance and did not need to see a doctor because he was “healthy.” He 

denies drinking alcohol, smoking, or using recreational drugs. He has never been injured 

on the job, but if this occurred, he would see the supervisor and the company nurse. He 

also has not sustained any major injuries at home. If he needed assistance at home, his 

brother would help him. His usual method of treating any health issues was to use over- 

the-counter medications. He would only see a traditional healer or chiropractor in 

Mexico. He stated he once had “empacho” lfom bad food in Mexico, and he did see a 

curandero in that case.

#4 Isaac

Isaac is 39 years old and married with four children. Originally from Villachuato, 

Mexico, he has been in the U.S. for 10 to 12 years and in Drinkwater for 5 years. He 

completed a seventh-grade education and his interview was conducted at the community 

college during a break in ESL classes. His mother and several siblings were living in 

Mexico, and he occasionally sends remittances of $100.00 to them when he has the extra 

money.

Isaac has worked for Iowa Erosion as a construction worker for two years. He and 

his family were eligible for insurance, but because of the cost for premiums, he had not 

enrolled. He had not been to a doctor or dentist in the past year. If he needed care for 

himself or his family, he indicated they would go to the local emergency room. When 

asked if he knew about the Primary Health clinic, he stated he did not. Isaac relied on 

school nurses for assistance with his children and sought their advice. He reported 

drinking one or two alcoholic beverages per week but denied smoking or using
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recreational drugs. He claimed that he was never ill and had no complaints of chronic 

pain, discomfort, or other health problems. However, he occasionally had back or 

shoulder pain, for which he took over-the-counter medications (Tylenol). He had 

“empacho” once in Mexico and was treated by his wife. He stated that health care costs 

and insurance were too expensive in Drinkwater and therefore he would not use it.

Isaac related that he has never been injured on the job; if he were injured, he 

would tell his supervisor, and if he were ill, he would tell his supervisor. However, he had 

no sick leave, so if he did not work, he received no pay. For this reason, he rarely called 

in sick. His wife and family would care for him at home if he were ill or injured.

#5 Regeletto

Regeletto is a 22-year-old single man originally from Jalisco, Mexico. He has a 

twelfth-grade education and is studying at the community college in the ESL program.

He lives with his sister and brother-in-law in Drinkwater, while his parents and several 

siblings remain in Mexico. He had been in the U.S. for six months and in the Drinkwater 

area for three months. He started working at General two months previously as a meat 

cutter; because he had been there for less than six months, he is not eligible for benefits. 

He makes $11.50 per hour working on second shift.

Regeletto has not seen a physician or dentist in the past year. He reported that in 

the past year, he had not been sick. However, if he did become ill, his sister had 

medications from Mexico that he could use, including analgesics and antibiotics. His only 

reported work-related injury occurred in Mexico when he was working at a metal shop 

where he suffered a strained groin from lifting. At the time, he did not report the injury to 

anyone, but when the pain did not completely resolve, he reported the injury. He was told
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that he should have made a report the day of the injury. Although he was instructed to 

complete a report and give it to the company nurse, no further action was taken, and the 

injury resolved on its own with no complications. He denied ever having either 

“empacho” or “susto” and had not been to a curandero.

Based on Regeletto’s limited exposure to the U.S. health care system and 

discussions with family and friends, he responded that the major issue for Latinos in 

Drinkwater was the need for additional practitioners who spoke Spanish.

#6 Angel

Angel is a 32-year-old man from Guadalajara, Mexico, where he still has 

extended family. He currently lives with his parents and siblings in Drinkwater. He spoke 

very good English, which he learned while in school in Mexico, and he continued to 

study English at the Drinkwater community college. He had been in the U.S. for 12 years, 

all in the Drinkwater area.

Angel is a construction worker and is a seasonal worker. He has no health 

insurance and had not been employed at his construction job long enough to obtain 

benefits. He reported seeking healthcare in the emergency room once in the past year but 

declined to state why. He denied smoking but acknowledged drinking until he felt he 

might lose control and then stopped. His appearance was disheveled and dirty, and he 

presented with red eyes and a pronounced hand tremor. His gait was poor and appeared to 

be duck-like. Often his answers were elusive and vague. Community members conferred 

that he is a substance abuser.

When discussing the issue of work-related injuries, Angel reported that he was 

not sure what he would do. However, after further discussion, he said that he once
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suffered a sprained ankle and hurt his right hip and side from a fall on the job. He was 

assisted by his co-workers. To avoid seeing a physician, he did not report the injury; 

instead, he took aspirin and returned to work. He acknowledged that he had sore throats 

when working because of exposure to dust, but he did not go seek health care for these 

problems. He stated that his mother often treated his ailments with over-the-counter 

medications, and she also gave him money.

When asked what the community could do to improve health care for Latinos, he 

reported that there was a need for more interpreters. His other area o f concern was the 

length of time it took to see physicians; he complained that they took too long once they 

got to you, and they could work faster.

#7 Valerio

Valerio is a 29-year-old man with very good English skills, acquired in 

Drinkwater, who has been in the area for 14 years with his wife and two children. His 

extended family remains in Mexico in the Guadalajara area where he was from originally. 

He has a tenth-grade education.

Valerio has been employed at Dave’s Construction Company for 1 year earning 

$14.70 per hour. His previous employment was at General, where his wife currently 

works, and they obtain health insurance through her employment. He reported seeing the 

PHC physician and a dentist approximately once per year. He usually treated himself 

with over- the-counter medications after consulting with his wife for non-serious injuries. 

However, if over the counter medications were not helpful, he would go to the physician 

at the Primary Health Clinic. He denied smoking and acknowledged drinking about a six- 

pack of beer per month.
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When asked what he would do if injured on the job, he reported that he would tell 

the supervisor and then report to the company nurse or make an appointment with the 

company physician. He would do the same if he felt ill; however, he would try to 

continue working because he had no sick time to cover his wages if he did not work. 

Valerio reported that he had been injured while working at General while attempting to 

lift some heavy boxes when he felt his back strain. He reported the incident to the 

supervisor and was examined but was told to rest his back; no further treatment was 

given. Since this incident, he had chronic back trouble, which he blamed on the incident 

at General. In addition, he had worked in an area where his hands got painfully cold. 

Seeing a tank o f what he believed was warm water, he stuck his hands into the tank to 

warm them, but the water was much hotter than he anticipated and his hands were 

scalded. His co-workers assisted him, and he went to the company nurse, who sent him to 

the emergency room where his wounds were dressed and he was given pain medication. 

He did not return to work until his burns were sufficiently healed.

When asked about how the community could improve health care for Latinos, 

Valerio stated that things have improved with the new clinic. However, he reported that 

there was a need for additional interpreters or providers who spoke Spanish and that 

emergency room staff needed to be more caring and attentive to their patients.

#8 Carlos

Carlos is a 26-year-old man from Guanajuato, Mexico, with fundamental English 

skills. He has been in the Drinkwater area for 10 years and currently lives alone; 

although, his parents live in the community. He has a daughter in Mexico whom he rarely 

sees.
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Recently, Carlos was laid off from Drinkwater Trowel, where he worked as a 

hammer operator earning $13.96 per hour receiving full benefits, including retirement 

and health insurance. He previously worked for General for 3 years but left for better pay 

and benefits. Since being laid off, he attempted to get rehired at General but was not 

successful. He speculated that he was not rehired because of his previous high wages and 

on-the-job injury. At the time of the interview, he had no health insurance and was 

collecting unemployment insurance.

He reported that he was in good health and had not sought health care within the 

past year. He acknowledged smoking three cigarettes per day and drinking three to four 

beers per month.

Carlos stated that if he were injured on the job, he would report to his supervisor, 

be seen by the company nurse, and then go to the emergency room at the Drinkwater 

hospital, if needed. If he felt he was able, he would continue to work. He reported 

sustaining a laceration injury to his finger while working with a wizard knife at General. 

When the incident occurred, his friends stopped the line and assisted him to the company 

nurse, who took him to the emergency room for sutures. He was off work for one day and 

returned wearing additional protective gear. He was unable to remember having any 

injuries or illnesses at home, but if he needed treatment, he would ask his parents for 

assistance.

Carlos believed that the greatest need in the community regarding health care was 

more care providers who spoke Spanish or at least more interpreters.
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Manuel is a 31-year-old man from Mexico City who lives with his wife and two 

young boys. He has a ninth-grade education and very limited English skills; but is 

studying at the community college to learn English. A interpreter assisted with the 

interview.

Manuel has moved back and forth several times between Drinkwater and Mexico. 

He had lived in the community previously for two years, returned to Mexico, and then 

came back to Drinkwater four months ago with his wife and children. He is unemployed, 

but his wife is working at a local convenience store. She has no benefits, and therefore 

they have no health insurance. No one in the family has sought medical or dental care 

since their arrival. According to Manuel this was not a problem for him because he did 

not like doctors and hated to take medication. If one of the children were to become ill, 

they would go to the Drinkwater Hospital emergency room if needed, but he was “not 

really involved with his children’s health as his wife takes care of them.” He reported that 

his wife suffered from “susto” and that she treated herself with folk medicine that she 

brought from Mexico. Carlos described himself as a very private person who would seek 

advice about his health only from his family. He firmly believed that the community 

needed more interpreters in all areas, in businesses and as well as health care settings.

When asked if he had ever been injured on the job, he related that he once tore off 

a fingernail while working at General, but he did not report it to anyone because he was 

afraid that the plant would fire him or report him to the INS. He sought treatment at the 

free medical clinic when it was still in the church basement.
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#10 Edgar

Edgar is a 26-year-old man from Mexico City residing with friends in Drinkwater. 

His family is still in Mexico. He had been in the U.S. for only 2 months, all of that time 

in the Drinkwater area. He is currently unemployed, but came to Drinkwater to seek work 

at General. He smokes tobacco cigarettes but denies using alcohol or recreational drugs. 

He has a seventh-grade education and speaks limited English; the interview was 

completed with the assistance of a interpreter.

Edgar described an on-the-job injury that resulted in a finger laceration while he 

was employed in a car shop in Mexico installing windows. His co-workers assisted him, 

and he was sent to the company nurse who sutured the wound. He was unsure what he 

would do in Drinkwater if he became injured or ill except to ask his friends for help or 

ask clerks in the bodegas for assistance with medications. Asked if there was anything in 

his opinion that could be done to assist Latinos in the area with their health care, he stated 

that treatment should be less expensive and more interpreters should be available.

#11 Isidaro

Originally from El Salvador, Isidaro is a 23-year-old single man with a 

seventh-grade education who has lived in the U.S. for 5 years, almost all in Drinkwater, 

except for 6 months in Pennsylvania. He resides with his cousin and her five children. 

His mother also lives in Drinkwater, and his father is deceased. He still had extended 

family in El Salvador with whom he has retained contact. Isidaro is unemployed at the 

time of this interview, which took place at the Community College Training Center. His 

last job was as a seasonal worker for a seed company. He had previously worked as a
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meatpacker for General in Drinkwater and for Tyson in Waterloo but was fired from 

both positions for demerits he received for fighting.

Health and health seeking: Isidaro has no health insurance and had visited a 

physician only twice in the past 5 years, both times at the family practice clinic in 

another community because he believed they had better interpreters. One visit was for 

acid reflux problems and the other was for back pain. He reported smoking one pack of 

cigarettes and drinking one or two beers per day.

When discussing what he would do if he were injured or ill on the job, Isidaro 

stated that if he did not feel too sick, he would continue working. However, for a severe 

illness or injury, he would tell a supervisor and see the company nurse. Once when he 

had a small finger laceration, he was instructed to see the company nurse, who dressed 

the wound and sent him back to the line. When asked if he had missed work in the past 

year, he reported missing 10 to 15 days because he did not feel well, but he declined to 

discuss why he missed work. He reported having had “empacho” as a child but had not 

had it since. When he needed health advice, he asked his mother or cousin, and at times 

he discussed medications and medical issues with bodega clerks.

#12 Dom

Dom, a 20-year-old male from Mexico, has a tenth-grade education and had been 

in the U.S. for 13 years. He has lived in Drinkwater for the past 5 years but previously 

lived in Santa Ana, California, where he learned English in school. At the time of the 

interview, he resides with his sister and her family; his parents are deceased and he has 

one brother remaining in Mexico.
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Dom has been employed as a meat cutter at General for the past 5 months and has 

no benefits. He anticipated reaching his 6-month anniversary without difficulty, at which 

time he would be eligible for full benefits, including health insurance. His current hourly 

wage was $11.80 per hour or approximately $24,500 annually.

When discussing health and health seeking and what he would do if he were 

injured on the job, Dom reported that he would continue to work if the injury were minor. 

For a more severe injury, he would report to his supervisor and then to the company 

nurse. He related an incident in which he received an injury while working on the night 

shift loading pallets onto a truck trailer. Another pallet shifted forward and smashed his 

hand. When he reported the incident to his supervisor, he was told to rest for the night at 

the plant because there was no company nurse on duty during the night shift. The injury 

was reported the next morning, and he was sent to the ER in Drinkwater, where his hand 

was put in a cast. Because of the pain, he stayed home from work for several days, during 

which he received no workers’ compensation. He then returned to the loading docks with 

his hand in a cast. When the cast was removed, he began working on the meatpacking 

line as a meat cutter.

Dom reported that he had no major injuries at home other than simple lacerations 

or abrasions and had not sustained either injuries or extended poor health. I f  he became ill 

at home, he would discuss his symptoms with his sister and she would help him. When 

queried about what he or others would do when ill or injured at work, he responded that 

sometimes they went to the nurse, who gave them pills, or they simply continued to work. 

He stated that people often worked when they were sick because if  you missed work, you 

lost points, and if you lost too many points, you could be fired. Asked if he sought
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medical care when he was ill, he reported that he would go if he needed to, but that did 

not happen often. He related that once he could not keep a health care appointment 

because he lacked transportation. When asked what the community could do to improve 

health care for Latinos, he suggested having more interpreters and bilingual nurses, 

especially during the evening and at night.

#13 Jaime

Jaime is a 30-year-old newly wed from Costa Rica, who has a Bachelor of 

Science degree in Industrial Engineering. He speaks excellent English, which he learned 

in school and at college, and he lives with his Anglo wife and her parents. He had been in 

the U.S. for 14 months, all in the Drinkwater area. His mother is deceased and his father 

and sister are still in Costa Rica. He teaches in the ESL program at the community 

college, earning an annual salary o f $27,000, and receives full benefits, including 

vacation, dental, life, and health insurance.

Recently Jaime was seen by a physician for minor surgery to remove a pilonidal 

cyst. He reported receiving excellent care from his physicians and other medical 

personnel at the hospital, and he was cared for at home by his wife and in-laws. His 

mother-in-law is a registered nurse and often instructs him on what medications to take or 

how to treat himself at home. He feels comfortable consulting her. Although he intended 

to go to the dentist annually, he often forgets to make appointments. He describes his 

health as very good. He acknowledged smoking about one pack of cigarettes per day and 

drinking about 30 beers per week. At the time of the interview at the community college, 

he had a cold, for which he was taking over-the-counter medications. However, if he felt 

nauseous or sustained an injury at work, he would inform his supervisor and then either
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go home or go to his physician or the emergency room. If he became ill at home, he 

would call in to work if needed. He denied ever having been injured on the job.

Jaime had not used the Primary Health Clinic for medical care. His physicians are 

at the McFarland Clinic, which is the largest clinic in the community. When asked what 

the community could do to improve health care for Latinos, he stated that basically 

people were doing a very good job but that there needed to be more care providers who 

spoke Spanish and understood Latino culture.

#14 Felipe

Felipe is a 30-year-old man with an eighth-grade education who is from 

Michoacan, Mexico. The interview was conducted at the community college, where he 

attended the ESL program to improve his English and to study for his general education 

development (GED) test. He is divorced and has three children living with their mother in 

California. He has lived in the U.S. for 6.5 years, all of that time in the Drinkwater area. 

He currently resides with his parents, brother, and sister, and has numerous extended 

family members in Mexico.

Felipe has been seasonally employed for 3 years as a construction worker and 

concrete finisher. He earns $13.50 per hour. He is currently not working but he would be 

working again when the weather improved. He received health insurance through the 

company only when he is working. Although he is eligible to obtain insurance during this 

time at his own expense during this period that he is laid off, he has declined this 

opportunity because of cost. He reports smoking about one pack of cigarettes and 

drinking three to four beers per day. If he became ill with an upset stomach, he routinely 

took Pepto-Bismol; when this did not relieve his symptoms, he went to the doctor at the
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PHC. He responded that if he were injured or became ill on the job, he would report it to 

his supervisor and then go to either his doctor or the emergency room. When he was ill at 

home, he called in to work as needed; however, he had no sick time, so if he did not 

work, he did not get paid. He acknowledged some chronic pain in his back, for which he 

took over-the-counter medications, and occasionally he had minor chemical bums from 

the concrete, which he treated himself. He related an incident involving an on-the-job 

injury while he was unloading a truck. A gust of wind blew the door of the truck, pushing 

him into the truck, striking his head, and causing a small laceration. His supervisor saw 

the incident and asked if he wanted to go to the emergency room. He refused to go, as he 

was able to stop the bleeding, and the laceration was small. He continued to finish 

working that day without further incident.

Felipe does not have a routine source of healthcare. If he became ill, he would go 

to the emergency room, as it was easier than making an appointment, or he would walk 

into a clinic to be seen. Recently, he was ill with a cold, and rather than make an 

appointment or go to the emergency room in Drinkwater, he went to a neighboring 

community (20 miles away) and went to the clinic there because he perceived it to be 

quicker and have better translating help available. He also routinely asked his family, 

specifically his mother, for health care advice. At times, he asked employees at the 

Bodega and at regular drugstores for assistance with medications. He identified the major 

health care issue for Latinos in the community to be the need for more interpreters, 

because often people, including himself, had to wait a long time to be treated. He 

believed that he was fortunate to speak English well enough to make his needs known.
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Hector is a 68-year-old male from Guanajauto, Mexico, who has been in the U.S. 

since 1990 and has lived for the past 7 years in Drinkwater. He earned a Bachelor of 

Science degree in Social Anthropology from the Federal University in Mexico City, 

where he learned English. He is married with two grown sons, who reside with his wife. 

His wife was a registered nurse in Mexico. Several extended family members are still 

living in Mexico.

Hector teaches in the ESL program at the community college and also in the local 

community schools, where he earns approximately $13.00 per hour. He is eligible for 

benefits and has vacation, sick time, and holiday benefits. Although eligible he does not 

carry health insurance, because he feels that the family premiums are too expensive for 

he and his wife. His wife treats all minor illnesses and injuries for him and the rest o f the 

family. If she were unable to treat the problem, he would go to the Primary Health Clinic. 

If he were ill or injured on the job, he would inform his supervisor and either go home or 

to the emergency room. He stated he had not had health or dental care in the past year 

because “I’m healthy.” He did not smoke but drank an occasional glass of wine.

Hector had worked at General for 18 months but was never injured. When he was 

concerned about the effect on his hearing from the loud noise in the plant, he had his 

hearing tested, but no hearing deficiencies were detected. He related, however, while he 

was working at a steel plant in the Los Angles area, his shoulder bothered him. He went 

to Mexico to consult a naturopathic doctor, who informed him that it was a repetitive 

trauma injury and prescribed glucosamine. When asked if he knew of any curanderos in

R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.



1 1 6

the community, he stated that he heard there were a few but did not know how to contact 

them.

According to Hector, the most important action that the community could take to 

assist Latinos with their health care was to make it more affordable. He stated that health 

care was just too expensive in Drinkwater, and he waited until he visited Mexico he get 

his treatment there. He stated that he knew of several people who did the same thing. The 

other issue that concerned him was lack of dental care. He believed that medical care had 

improved since the Primary Health Clinic opened, but dental care was lacking throughout 

the community.

#16 Rector

Rector is a 39-year-old man from Mexico who is separated from his wife and 

three children, who also lives in the Drinkwater community. He currently resides with a 

friend and had been in the Drinkwater area since 1993. He came to the U.S. in 1982 and 

had been employed as a migrant worker in Florida, California, New Mexico, and Iowa.

He had an eighth-grade education and learned English at the community college in 

Drinkwater. Before being placed on Medicaid for a disability, he was earning $8.20 per 

hour. His last position was at General as a meat cutter, where he had worked prior to 

becoming disabled.

Rector-injuries were sustained from a fall that occurred while he was employed at 

West Liberty foods in West Liberty, IA. He related that he was working on the night shift 

with a cleaning crew and was cleaning a piece of equipment with a steam hose. When his 

glasses became fogged and affected his vision, he slipped, fell, and injured his right 

shoulder, arm, and right knee. At that time, his co-workers saw what occurred, notified
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the supervisor, and assisted him to the company nurse, who sent him to the hospital. His 

injuries required surgery, and he was given disability pay for 25 weeks, during which 

time he developed depression. He was referred for physical therapy and then to a 

psychiatrist and psychologist for counseling. He only went to the physical therapist. 

Shortly after this incident, he moved to the Drinkwater area with his family. He started 

working at General, often in two different areas, but he developed chronic pain in his 

right shoulder and arm from his injury and became more depressed. Because of the pain, 

he asked to be moved to another area, but this was not permitted. At one point during this 

time, he left the line without notifying anyone and went to the bathroom. This resulted in 

disciplinary action, which he believed caused his dismissal. He was requested to sign 

papers but he refused to do so (the purpose of the papers was unclear to him). At the time 

of the interview, he was seeing his physician monthly at the Primary Health Clinic for his 

chronic pain. His affect was very flat and his mood was very depressed during the 

interview. He denied smoking and reported drinking only once or twice per year. He did 

indicate that he had seen brujas (witches) in Mexico to help him with his health problems, 

but these treatments did not work.

#17 Samuel

Samuel is a 30-year-old man from Guadalajara, Mexico who is married and lives 

with his wife and three children. He is well educated and had been on a career path to 

become an attorney in Mexico. He speaks excellent English, which he had learned in 

Mexico. He came to the U.S. because he believed he could earn more money here. He 

settled in Drinkwater ten years ago where he has opened a real estate business and 

restaurant. The interview took place in his real estate office.
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Samuel was first employed at General as a forklift driver and did not have to work 

on the meatpacking line because he could speak English. The company also frequently 

used him as a interpreter. Samuel is a true entrepreneur who, in addition to his own real 

estate business and restaurant, is also a landlord. He reported an annual income of 

approximately $160,000. As a self-employed businessman, he had no sick leave, holiday, 

or vacation benefits. Although he can afford health insurance for him and his family, he 

chooses not to have any coverage because he believes the premiums are too expensive. 

Both he and his family make frequent trips to Mexico where they have extended family. 

They defer treatment of health care needs, until they return to Mexico. His wife and 

children live the majority of the time in Mexico because, as he stated, “It is cheaper to 

live there.”

Samuel has never suffered an on-the-job injury or illness. If  he became ill, he 

would simply stay at home, but he described his health as excellent. If he were sick, he 

would consult his wife or friends or the Primary Health Clinic if necessary. He denied 

smoking and described himself as a social drinker. He had never suffered from “susto” or 

“empacho” and was quite surprised to be asked about these conditions, as most Anglo 

people were not familiar with them. He had heard that there were curanderos in the 

community but had never contacted them.

When asked to identify health care needs in the community, Samuel stated that 

better interpreters were needed at the Primary Health Clinic because they were sometimes 

not very good. He also indicated that there were Latinos in the community who might be 

eligible for health insurance at their jobs, but they would refuse to enroll if they did not
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have valid social security numbers because they were afraid of the INS. Many others 

believed it was just too expensive.

#18 Roberto

Roberto is a 54-year-old man from El Salvador who lives with his wife and two 

daughters. He was interviewed in his office at a local Baptist chinch, where he is an 

assistant minister responsible for the church’s Latino Ministry. He is well educated and 

has a Bachelor of Arts degree in Theology. He learned English while in college in El 

Salvador. He has been in the U.S. for 20 years and had spent the last 10 years in the 

Drinkwater area. He earns a salary o f $45,000 annually and has lull life, health, and 

dental insurance, as well as sick leave and vacation benefits.

Health and health seeking: Roberto reported that he was generally in good health, 

but if he did suffer an injury or illness he would see a physician. He obtained routine care 

from his physician at the McFarland Clinic. He reported that he was recently ill with the 

flu, which was treated with rest and fluids. He indicated that he sees his dentist twice a 

year for routine care. He does not smoke or drink and exercises routinely.

When asked what were the major issues for Latinos in the community, he 

identified the need for practitioners who spoke Spanish, or at least more interpreters. He 

also identified transportation as an issue for some people in his congregation.

#19 Estavan

Estavan, who was interviewed at the community college, is a 3 3-year-old 

mane from Villachuato, Mexico, who resides with his wife. He has a high school 

education and learned English in both Mexico and the U.S. He had lived in the U.S. for
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12 years, all in the Drinkwater area. Both his parents and several siblings still lived in 

Mexico. He denied smoking and stated that he drank on occasion.

Health and health seeking: At the time of the interview, Estavan was employed 

at General as a rib cutter and earned $11.76 per hour. He has worked there for 5 years 

and receives full benefits. He had never been injured or become ill on the job. He did not 

enroll in health insurance because he believed the premiums were too expensive. If 

injured on the job, he would notify his supervisor and then go to the company nurse. 

Depending on the outcome, he would return to work, or go to the emergency room or go 

home. If he became ill and it was not too bad, he would continue working and not say 

anything.

When Estavan required health care, he consulted the doctors in the Primary 

Health Clinic because “they charge less than other doctors.” He reported that usually he 

and his wife discussed what was wrong with either of them and then obtained over-the- 

counter medications for their symptoms. Sometimes they asked friends or store 

employees for assistance and advice. He described his health as excellent, and he denied 

knowledge of any curanderos in the community.

#20 Ricardo

Ricardo is a 38-year-old male from Narjait, Mexico, who resides with his four 

cousins. He has been in the U.S. for 12 years, all of that time in the Drinkwater area. He 

has a high school education and learned English while in school. His mother and much of 

his extended family remain in Mexico. He has two occupations; he is an owner of a small 

family clothing store and he works at General as a forklift operator, mainly because of the 

benefits he received. He reported an annual income of approximately $30,000.
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Ricardo avoids going to U.S. doctors because the deductible is too high, and 

preferred to wait until he visits Mexico to obtain health care. He saw a curandero while 

he was in Mexico but had not seen one in the U.S. He reported receiving treatment for 

stomach problems in Mexico several times during the past year. However, he had also 

been seen in the U.S. for these symptoms. He went to the clinic 20 miles away rather than 

the ones in Drinkwater, because they were “nicer there and the interpreters are better.” He 

thought that health care providers in Drinkwater “treated you like a number, they need to 

be nicer.” Ricardo denied experiencing any on-the-job injury or illness. However, he 

stated that if injured, he would tell his supervisor and then go to the company nurse for 

treatment. The company nurse would decide if he needed to be treated further in the 

emergency room. If he were injured or became ill at home, his cousins would help him 

and advise him.

Participant Summaiy

The participants ranged in age from 19 to 68 (see Table 13). The length o f their 

tenure in Drinkwater ranged from 2 months (Ernesto) to 13 years (Valerio). Seventeen of 

the men who participated in this study were Mexicans who had migrated from the 

Southwestern Mexican towns of Villachuato, Guanajuato, and San Jalisco in the State of 

Michoacan. In addition to the Mexicans, two migrated from El Salvador and one from 

Costa Rica. They ranged in age from 19 to 68. They are well educated, only six had not 

completed high school, and four had attended college, three graduating. Eleven of the 

men are married nine are single or divorced. Of the married men ten live their wives, one 

of the men’s wives lives the majority o f the time in Mexico with their children.
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The participants began arriving in Drinkwater in the late 1980s and early 1990s to 

seek employment in the meatpacking industry that actively recruited many of them. 

Seventeen of the participants reported traveling back and forth between Mexico and 

Drinkwater to visit family and take care o f personal business, which included delivering 

remittances to their relatives in Mexico.

All but one o f the men reported that they were in good health. One (Rector) was 

on disability after a workplace accident in which he fell and then suffered subsequent 

depression. Eleven of the twenty men reported workplace injuries, ten of which occurred 

in the meatpacking plants. The injuries included finger lacerations (Isidaro), hand injury 

(Dom), chemical burns (Isaac), head lacerations (Jose and Felipe), falls (Jorge, Angel, 

and Rector), scalding (Valerio), and strained groin (Regeletto). These injuries often 

resulted in repetitive trauma and chronic pain (Jose, Jorge, Valerio, Isidaro, Felipe, and 

Hector).

Practically every individual who worked in an industrial setting suffered some 

kind of injury although several did not report these injuries because they had no sick pay 

benefit. In addition to the lacerations and falls, which made up the majority of injuries, 

workers complained about the noise, caustic chemicals, dust resulting in sore throats, and 

the exposure of their hands to extreme cold.

Eight participants reported that they would use the ER only if they had a major 

illness or injury and if they could not be treated at home, preferring to rely on their wives, 

mothers, or other family members to assist. Although none of these eight had health 

insurance, it is likely they may not have applied for insurance without valid identification 

and were afraid that the INS would be contacted. However, the ER nurses stated that they
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were never aware of a patient’s legal status and knew o f no cases in which the INS was 

informed about undocumented patients receiving treatment.

Four participants reported having health insurance and using either the Primary 

Health Clinic or other providers in the community. Two of these men had recent surgery 

that was covered by their insurance, and they continued to receive follow-up care. They 

are similar to Anglo men in the same county; they accessed care when they believed they 

needed it and used the resources that were available to them without difficulty. These 

four participants had better English skills than the majority of the participants. They 

reported having been either in the area for more than 10 years or, in the case of one man, 

being married to an Anglo woman and having a family member who is a registered nurse. 

These participants understood how to access the health care system and used it more 

readily than other participants.

Six participants who did not have health insurance and typically waited until they 

visited Mexico to receive health care. Two were eligible for insurance but refused it due 

to the cost of premiums (approximately $80 per month), and one who could afford the 

premium chose not to enroll. These participants routinely returned to Mexico at least 

once a year, if not more frequently, and while there, they obtained routine health care. 

One participant’s brother was a physician in Mexico, and he conversed with his brother 

about his health care needs from time to time. Another participant’s wife was a registered 

nurse in Mexico who provided care for him in the U.S. She also advised him whom he 

should see when he visited Mexico and which over-the-counter medications he needed to 

buy in Mexico that required a prescription here.
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Equally surprising was the minimal use of traditional healers in the community 

although this may reflect the reluctance of Latino men to share their use of the traditional. 

Two of the men acknowledged that they had consulted curanderos in Mexico, and one 

reported visiting brujas (witches) in Mexico.

Non work-related illness included two surgical procedures: removal of a pilonidal 

cyst (Jamie) and a hernia repair (Jose). Reports of chronic illness included acid reflux 

(Isidaro) and “stomach problems” (Felipe). Only three men reported suffering culture- 

specific illnesses o f empacho, susto, and nervosa.

The individual interviews demonstrated that many of the participants and their 

families believe that the cost o f health insurance is too high because their wages cover 

only their basic needs with no extra for insurance premiums. The cost of family 

premiums at General and Co. is currently $19.50 per week or $80.00 per month. 

Moreover, the newest Latinos in the community, although they may have been employed, 

were either not yet eligible for coverage or their employer did not offer it.

Initially, the results of this study appeared to indicate that need was the primary 

motivator for health-seeking behavior by Latino men in this community; however, the 

complete picture was more complex. Participants who had an injury/illness that they 

perceived as particularly threatening reported that they usually sought care either in the 

Primary Health Clinic or the emergency room. If the health problem was not perceived in 

this manner or if it did not prevent them from working, they did not seek care and would 

continue to work. Even when an injury occurred on the job, some participants indicated 

that they would rather not inform their employers for fear o f the consequences, either in 

lost wages or in demerit points, which are counted against them. A person who obtains
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too many demerit points at General may be fired. Five participants responded that they 

preferred to wait to have their health care concerns treated in Mexico, if this was 

possible. This was often attributed to the lower cost of health care in Mexico and also to 

easier communication. With regard to communication, two participants indicated that 

they traveled to clinics 20 miles from Drinkwater, where there were better interpreters 

than those in the Primary Health Clinic.

Although there are sufficient data to indicate that more needs to be done to 

improve the health care o f the Latino population on a national basis, minimal local data 

are available that are adequately separated along racial lines. However, what is known is 

that since the establishment of the Primary Health Clinic in Drinkwater, the emergency 

room has been used less frequently for routine care by the insured Latino population but 

more frequently by the uninsured Latinos. It is also known that because of cost, Latino 

men are willing to forego care even when it may be detrimental to their health.
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CHAPTER VI

CONCLUSIONS

Returning to the purposes, this study attempted to better understand the factors 

that contribute to ethnic disparities in access to health care by examining health-seeking 

behavior and experience of one ethnic group in the context of one community, controlling 

for gender and occupation.

Purpose I

Purpose 1: Describe and compare the health-seeking behavior o f  Latino men 

residing in a rural Midwest community that had a recent experience o f  immigration.

As indicated in Table 13, the participants in the study used a broad range of 

community resources in seeking health care including occupational health nurses, the 

Drinkwater Hospital emergency room, the Drinkwater Primary Health Clinic, the 

McFarlane Clinic, a clinic in a town twenty miles away, school health nurses, over-the- 

counter medications, local bodegas (Hispanic grocery stores that also sell medicinal herbs 

and icons) and a curandero. In addition to the local health facilities, the men also used 

health resources in and from Mexico. These include physicians, curanderos and bujas 

(witches) as well as prescription medications and herbal medicines. At least six o f the 

twenty participants opted to travel 1400 miles to Mexico where they are likely to receive 

culturally consonant treatment at a much lower cost. A trip to Mexico also offers the 

additional advantage of providing a time to attend to family and financial matters.

A comparison of the health-seeking behavior of Latino men in Drinkwater, Iowa, 

revealed considerable variation among the participants. This finding is consistent with the 

literature that suggests that health-seeking behavior among Latino men is likely to have
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variation (Applewhite, 1995; Burk, Wiesner, & Keegan, 1995; Engebretson, 1994; 

Keegan, 1996; Skaer, Robinson, Sclar, & Harding, 1996). Even with the study’s small 

sample size o f twenty men, it was clear that the participants sought health care in a highly 

individualized fashion based on their individual needs, perceptions and constellation of 

circumstances. Additionally they use a variety of treatments ranging over the counter 

medications, to traditional allopathic care along with chiropractic care. This study did not 

demonstrate the use of curranderos or use of traditional herbs.

The variation in health-seeking behavior expressed in this sample ranged from 

refusing care, even it was when identified by others as needed, to returning to Mexico to 

receive health care, to fully using available community services in Drinkwater. For 

example, Angel refused treatment for trauma resulting from a serious fall even when 

others recommended he be treated. Although he denied substance abuse, this participant 

was reported in the community to be a user of illegal drugs. It is likely that he refused 

treatment out o f fear that his addiction would be discovered or that he would be reported 

to the INS. At the opposite end of the continuum are Jorge and Jaime, who reported 

taking full advantage of the local health care system. Both participants had recently had 

surgery at the Drinkwater hospital.

Generally consistent with Igun’s model o f health-seeking behavior, most o f the 

participants (Jose, Jorge, Regeletto, Valerio, Carlos, Manuel, Omar, Dom, Jaime, Felipe, 

Rector, Hector, Roberto, Estavan and Ricardo) demonstrated that they advanced through 

Igun’s stages as expected. For instance, Jose related the incident of a light fixture falling 

and striking him on the shoulder and lip. He and his co-workers identified that he needed 

assistance. The supervisor was notified, saw he needed care, and sent him to the

R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.



1 2 8

occupational nurse who assessed him and dressed his wound sending him back to on the 

line. The next day he identified he needed further assistance and return to the 

occupational health nurse who referred him on to the company physician. Six men in this 

group (Jorge, Carlos, Edgar, Jaime, Felipe, and Rector) described incidents in which they 

were injured and were assisted by others who observed the incident. For example when 

Carlos fell at West Liberty foods his co-workers and supervisors were there immediately 

to provide assistance to him. Nine of the men (Jose Regeletto, Valerio, Manuel, Dom, 

Jaime, Hector, and Ricardo) related incidents in which they individually sought out care. 

One participant (Angel) chose to ignore an injury even when others thought he needed 

care.

The frequency of workplace injuries in the population provided an opportunity to 

compare the individual responses of Latino men and their health seeking behavior. The 

initial response to a workplace injury was almost identical among the men in the sample, 

including the same decision points. After the injury occurred, the worker, often advised 

and encouraged by co-workers, would decide whether or not to report it to the supervisor. 

After it was reported, the supervisor would decide whether or not the injury was 

sufficiently serious to send the worker to the nurse. The nurse would assess the 

seriousness and either not treat it and send the worker back to the line, treat it and send 

the worker back to the line, treat it and send the worker home, or send the worker to the 

hospital emergency room.

For non-emergent illnesses and injuries, the decision making process becomes 

more complex and the health seeking behavior shows greater variation. For colds, flu, 

gastro-intestinal problems, surgical repairs, and health maintenance, other variables come
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into play. These include health insurance, documented legal status, the access to wives 

and mothers who have health care knowledge, the capacity to go to Mexico or acquire 

treatments from Mexico, disposable income, the need and ability to acquire care outside 

of the community, their position within the community. For example, Jaime suffered 

with sever pain to his lower back and buttocks. He consulted with his mother-in-law an 

RN who recommended he see her physician at the McFarland clinic. This physician 

referred him to a surgeon (approved of by his mother-in-law) who removed a pilonidal 

cyst from him. Jaime is covered by health insurance and has sick time available to him. 

Another example is Jorge, who had recent surgery for a bilateral hernia repair. He noted 

he was having pain and discomfort in his lower groin and he went to see the physician at 

the PHC who referred him to a surgeon. While he has insurance his main concern was if 

he would have enough sick time to cover lost work time. He calculated this and 

determined he could take the needed time off to recuperate. A further example is Hector, 

he is carries no insurance and chooses to obtain any needed health care in Mexico. His 

wife is an RN in Mexico but not in the US. He consults her frequently about health issues 

and she advises him. Together they purchase medications they need in Mexico that would 

require a prescription here but not there. They make decisions in a very different manner 

than the previous two examples.

While the process, itself, conformed more or less to Igun’s stages o f health 

seeking behavior, at each decision making point before treatment, several variables were 

taken into consideration to direct the course of action ’s stages of health seeking 

behavior, at each decision making point before treatment, several variables were taken 

into consideration to direct the course of action. In the industrial setting the for instance,
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the question is should he report the injury? In addition to the biological imperative o f the 

injury itself, he quickly assesses several factors: Sick pay benefit? Is it just him or does 

he have a family? Does he already have several demerits that would influence his 

employment status? How easy would it be to get another job? What is his legal status?

However, it is not until the selection of treatment stage in which the costs and 

benefits of treatment are weighed that the Latino experiences differ. At least six o f the 

twenty participants used the option of going to Mexico for treatment as apposed to local 

treatment. They have determined that it is worth it to travel 1400 miles to Mexico where 

they are likely to receive culturally consonant treatment at much less cost. It also has the 

advantage of providing a time to attend to family and financial matters.

The Latino men in the study reported using health care services, as they deemed 

necessary within the context of their individual situations. Lack of access because of lack 

of insurance for these participants was not the complete answer regarding those who were 

reluctant to use health services. One important issue involved their legal status as 

documented or undocumented immigrants. All participants described how their home and 

work environments influenced their health practices; this is consistent with the literature 

as seen in Keefe (1982) and Sanchez (1984). For example, 2 participants sought advice 

from their spouses or mother-in-laws, who were nurses. In terms of the work 

environment, those participants who had worked in the meatpacking industry for longer 

than 6 months and who were eligible to obtain insurance usually did carry insurance. 

These men received more routine medical care than those without insurance as 

demonstrated by Jorge, who had a recent hernia repair that was covered by his insurance 

through the local meatpacking plant.
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Consistent with Andersen’s model predisposing factors were identified in the 

interviews that influenced health seeking included presence of knowledgeable women in 

the household; position within the community, including length of time and type of 

employment, head of household, regular access to Mexico and documented status. 

Similarly identified were enabling factors such as disposable income, health insurance 

and knowledge of the health care system. What the accounts o f health seeking behavior 

by the Latino men in Drinkwater reveal is that each of the predisposing and enabling 

factors behaves differently in relation to other variables at the health seeking decision 

points and in the strategies they developed for seeking health.

Many o f the men for example, were eligible to receive individual health insurance 

or purchase health insurance fore their families but declined to do so -  some because of 

the cost, others because of their undocumented status and still others because they 

believed they could receive better and less expensive care in Mexico.

Purpose II

Purpose II: Describe and analyze the capacity o f one typical Iowan community to 

respond to its changing ethnic composition, specifically in the provision o f  health care to 

this immigrant group.

Over the last decade members o f the Drinkwater community have acknowledged 

the needs of the Latino immigrants. This was seen in the community’s response to the 

healthcare needs o f the Latino population and the local uninsured population. Members 

of the health care, business, education and religious community identified the need for 

some type of care to be provided for growing Latino population. This gave direct support 

to in the establishment of the free clinic in the 1990s, which grew into the federally
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subsidized Primary Health Clinic a direct response found through the feedback 

mechanism.

When the immigration was mostly men the emergency room initially served as 

the health interface for the Latinos and the community in this study. In order to decrease 

the cost of such expensive care and to decrease the number o f uninsured persons (mainly 

Latinos) who were using the emergency room, a free medical clinic was begun by the 

hospital and several local churches in the early 1990s that was available one evening per 

week. This clinic was located in a church basement and relied on volunteers (i.e., 

physicians and allied health care providers). The goal of the free clinic was to provide 

care for the growing uninsured population of the community who were mainly Latinos.

As the Latino population continued to grow, the Primary Health Clinic was begun as a 

partnership with the hospital, local government and with input from various leaders 

(business, health care providers) opening in 1999 with the assistance of federal funds.

The issues surrounding the health needs of the immigrant population are complex. The 

Latino population was using the services of the emergency room as its primary care 

clinic, which was increasing the financial burden of the publicly owned hospital and 

medical staff. At the same time, the employers who needed the services of the immigrants 

were reluctant to offer full health insurance plans and did not object to shifting the burden 

for the cost of care from the hospital and clinic offices to the federally subsidized Primary 

Health Clinic. Additionally, physicians were caring for more Latinos in their clinics who 

could not speak English, thus compromising communication and quality of care. The 

establishment of the Primary Health Clinic, with its own physician sympathetic to the 

immigrant population, has tended to insulate the existing clinics and medical provides
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from the uninsured and Latino population from other clinics and medical providers. This 

has resulted in a decreased burden for medical providers in other clinics.

In general, the Drinkwater Primary Health Clinic received commendation from 

the Latinos although two drove to a health clinic twenty miles away where they said the 

service was better and the staff had a better understanding of Spanish and the Latino 

culture. The two professional men in the sample received their health care at the 

McFarlane Clinic, which primarily serves the Anglo population of Drinkwater. All but 

four o f the men in the sample indicated that the major deficit in the Drinkwater health 

care system was the need for more and better interpreters, “who speak Spanish and 

understand Latino cultures,” (Jamie). Two cited that transportation might be a problem; 

one complained about the lack of dental facilities, two others reported that the staff in the 

Drinkwater emergency room needed to be more caring and attentive, but by far, the 

greatest concerns were the affordability both of care and of insurance, and the need for 

effective interpreters.

Members of the community and health care professionals responded in ways they 

believed were useful and helpful to the Latino community. This was demonstrated in the 

establishment of the Primary Health Clinic and the availability of Spanish educational 

materials in the local pharmacies and hospital. However, a dilemma reported by both the 

Latino population and the community was the language difficulty that still existed 

between care providers and Latino patients. Members of the Anglo community thought 

that the interpreter services provided were adequate. However, the Latino men who 

participated in the study expressed an opposite view. Although the physician, nurses and 

interpreters in the Primary Health Clinic believed that it was doing an excellent job in
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providing interpreters for communication with Latinos, the problem of the interpreters 

not being adequately trained in medical Spanish and culture was a repeated theme o f the 

study participants. Furthermore, although there were enough health providers for the 

Latino population, the number of health care providers who spoke Spanish and 

understood Latino culture was described as insufficient by a majority of the participant.

One interesting health-seeking variation not usually found in the literature was 

reported by several participants who waited to obtain care until they visited Mexico. 

Although this may be a common occurrence in the Southwest border communities o f the 

U.S., it is significant that men reported traveling 1400 miles to Mexico to obtain medical 

care. According to Altman (2006), this represents a growing trend. Altman reported a 

growing number o f uninsured Americans or those seeking cosmetic surgery that leave the 

U.S. to obtain medical care. For some countries such as India and Thailand, this 

phenomenon has developed into a multibillion-dollar industry.

Recommendations for Future Research 

Recommendations for future research based on this study are threefold. First, 

although Drinkwater was selected for its representativeness o f midwest communities it 

would be useful to construct this study in another location, to determine whether other 

communities are having similar experiences. Second, the study could be expanded in the 

community to explore the important role of families - specifically wives and mothers and 

their effects of health-seeking behavior and service use on the entire family. Third, it 

would also be useful to see if other migrant ethnic groups had similar experiences.
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INFORMED CONSENT DOCUMENT

Project Title: Health seeking behavior and service use by Hispanic men in three
occupational groups within one community.

Research Team: Neil S. MacNaughton RN, PhD(c) -  Principal investigator

WHAT IS THE PURPOSE OF THIS STUDY?

This is a research study. We are inviting you to participate in this research study because 
you are a Hispanic male who lives in Drinkwater, Iowa, which has a large meatpacking 
plant. You may or may not work in the meatpacking plant. If not working in the meat 
packing plant you may be working in a local business or have your own business.

The purpose of this research study is to examine the health seeking behavior of Hispanic 
men. This means asking why, when, and with whom Hispanic men seek health care. It is 
known that a number of issues are involved in seeking health care. These issues may 
include things such as, whether or not you have insurance, the type o f illness or injury 
you have, if you have a care provider you see regularly, or if your care provider speaks 
Spanish. This study can aid in the understanding of what issues are involved in decisions 
of why, and with whom Hispanic men seek health care. This type of information can help 
health care providers be more open to the needs o f Hispanic men.

HOW MANY PEOPLE WILL PARTICIPATE?

Approximately 30 men will take part in this study at the University o f Iowa.

HOW LONG WILL I BE IN THIS STUDY?

If you agree to take part in this study, your involvement will last for 1-2 hours, over two 
interviews.

WHAT WILL HAPPEN DURING THIS STUDY?

You were identified by a friend, minister/priest, church member, or teacher as someone 
who might be willing to discuss your health care with the researcher. First, the study will 
be explained to you, and you will be asked if you would like to participate. If you agree 
to participate, you will be asked to sign a consent form. If you do not agree, nothing more 
will occur.

If you have agreed to participate, you will be interviewed twice. The first interview will 
ask you questions about your employment, if you have been ill or injured on the job or 
not, who cares for you when you are ill, how do you decide when to get help with your 
health care, and where do you go for help. The second interview will ask you to describe 
actual times you will ill or injured. You will be asked detailed questions concerning what 
occurred, and why you made the decisions you did concerning this illness or injury. You
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will also be asked to describe how you would have treated this illness or injury if you 
were still living outside of the United States.

These discussions about your health care may take place in your home, your office, at 
church, a school, or a local restaurant. If you are asked something you do not care to 
answer you do not have to.

WHAT ARE THE RISKS OF THIS STUDY?

There may be some risks from being in this study. You may be asked questions that may 
make you feel uncomfortable. If this occurs, you do not have to answer the question. 
Every effort will be made to protect your privacy. All data concerning you will not be 
shared with anyone. Men participating will be assigned a number for identification 
purposes, and no personal information will be given out to anyone. All material used for 
analysis will be examined for potential sources o f identification and only aggregate 
(group) data will be made public.

WHAT ARE THE BENEFITS OF THIS STUDY?

You will not benefit personally from being in this study. However, we hope that, in the 
future other people might benefit from this study because we may have a better 
understanding of how, and why Hispanic men seek the care they do. Additionally, this 
may help us plan better for Hispanic male’s health care needs by having the services, and 
people needed to provide care

WILL IT COST ME ANYTHING TO BE IN THIS STUDY?

You will not have any costs for being in this research study.

WILL I BE PAID FOR PARTICIPATING?

You will not be paid for being in this research study.

WHO IS FUNDING THIS STUDY?

The Ruth Landes Memorial Fund is partially funding this research study. This means that 
the University o f Iowa is receiving payments from the Ruth Landes Memorial Fund to 
support the activities that are required to conduct the study. No one on the research team 
will receive a direct payment or increase in salary from the Ruth Landes Memorial Fund 
for conducting this study.

WHAT ABOUT CONFIDENTIALITY?

We will keep your participation in this research study confidential to the extent permitted 
by law. However, it is possible that other people may become aware o f your participation 
in this study. For example, federal government regulatory agencies and the University of
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Iowa Institutional Review Board (a committee that reviews and approves research 
studies) may inspect and copy records pertaining to this research. Some of these records 
could contain information that personally identifies you. However, all data will be stored 
using identification numbers. Data will be stored on the researcher’s computer which is 
password protected, signed consent forms will be stored in a locked file cabinet that only 
the researcher has access to. If we write a report or article about this study, we will 
describe the study results in a summarized manner so that you cannot be identified.

IS BEING IN THIS STUDY VOLUNTARY?

Taking part in this research study is completely voluntary. You may choose not to take 
part at all. If  you decide to be in this study, you may stop participating at any time. If you 
decide not to be in this study, or if you stop participating at any time, you won’t be 
penalized or lose any benefits for which you otherwise qualify.

WHAT IF I HAVE QUESTIONS?

We encourage you to ask questions. If you have any questions about the research study 
itself, please contact:

Principal investigator: Neil MacNaughton RN, PhD Candidate,  
Faculty Supervisor: Toni Tripp-Reimer RN, PhD, FAAN, 

If you have questions about the rights of research subjects or research related injury, 
please contact the Human Subjects Office, 300 College of Medicine Administration 
Building, The University of Iowa, Iowa City, Iowa, 52242, (319) 335-6564, or e-mail 
irb@uiowa.edu. General information about being a research subject can be found by 
clicking “Info for Public” on the Human Subjects Office web site, 
http://research.uiowa.edu/hso.

Your signature indicates that this research study has been explained to you, that your 
questions have been answered, and that you agree to take part in this study. You will 
receive a copy of this form.

Subject's Name (printed):

(Signature of Subject) (Date)

Statement of Person Who Obtained Consent

I have discussed the above points with the subject or, where appropriate, with the 
subject’s legally authorized representative. It is my opinion that the subject understands 
the risks, benefits, and procedures involved with participation in this research study.

(Signature of Person who Obtained Consent) (Date)
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DOCUMENTO DE CONSENTIMIENTOINFORMADO

Titulo del Proyecto: Comportamiento en la busqueda de servicios de
salud y su uso por hombres hispanos entre tres 
grupos ocupacionales en una comunidad.

Miembros de la investigacion: Neil S. MacNaughton RN, Candidato de PhD —
Investigador principal

;OUAL ES EL PROPOSITO DE ESTE ESTUDIO?

Esto es un estudio de investigacion. Nosotros lo estamos invitando a usted a participar en 
este estudio porque usted es un hombre Hispano que vive en Marshalltown, IA, en la cual 
hay una planta grande de empaquetar came. Puede ser que trabaje o no en la planta 
empaquetadora de came. Si usted no trabaja en la planta empaquetadora de came puede 
ser que usted trabaje en un negocio local o que tenga su propio negocio.

El proposito de este estudio de investigacion es para examinar el comportamiento del 
hombre Hispano en la busqueda de servicios de salud. Esto significa que preguntemos 
por que, cuando, y con quien, el hombre Hispano busca el cuidado de su salud. Es sabido 
que hay un numero de cuestiones envueltas en la busqueda del cuidado de salud. Estas 
cuestiones pueden incluir tales cosas como: si usted tiene o no seguro, el tipo de 
enfermedad o herida que tenga, si usted tiene un proveedor de salud al cual usted ve 
regularmente, o si su proveedor habla Espanol. Este estudio puede facilitar el 
entendimiento de las cuestiones que estan envueltas en la decision del por que y con 
quien el hombre Hispano busca el cuidado de salud. Este tipo de information puede 
ayudar a los proveedores de cuidado de salud a ser mas abiertos a las necesidades del 
hombre Hispano.

;CUANTA GENTE PARTICIPARA?

Aproximadamente 30 hombres tomaran parte en este estudio en la Universidad de Iowa. 

;POR CUANTO TIEMPO ESTARE EN ESTE ESTUDIO?

Si entras en acuerdo en tomar parte de este estudio, tu participation durara de 1-2 horas 
en el periodo de dos entrevistas.

;OUE PASARA DURANTE ESTE ESTUDIO?

Usted fue identificado por un amigo, ministro / padre, miembro de su iglesia, o
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profesor(a) como alguien que estana dispuesto a discutir su cuidado de salud con el 
investigador. Primeramente, se le va a explicar el estudio y luego se le va a preguntar si 
le gustaria participar de este estudio. Si usted esta de acuerdo a participar, se le pedira que 
firme un formulario de consentimiento. Si usted no esta de acuerdo, nada mas ocurrira.

Si usted consintio en participar se le entrevistara dos veces. En la primera entrevista se le 
va hacer preguntas sobre su empleo; si usted alguna vez estuvo enfermo o se lastimo en el 
trabajo, quien le cuida cuando usted esta enfermo, como decide cuando obtener el 
cuidado para su salud, y donde va para obtener este cuidado. En la segunda entrevista se 
le preguntara que describa las veces que estuvo enfermo o herido. Se le va hacer 
preguntas detalladas en cuanto a lo que ha ocurrido, y por que usted ha escogido la 
decision que hizo en cuanto a la enfermedad o herida. Tambien, se le va preguntar que 
describa como hubiera tratado a la enfermedad o herida si estuviera viviendo afuera de 
los Estados Unidos.

Estas discusiones de su cuidado de salud tomaran lugar en su domicilio, su oficina, la 
iglesia, una escuela, o un restaurante local. Si se le pregunta algo que usted no quiera 
contestar, no lo tiene que hacer.

; CUALES SON LOS RIESGOS DE ESTE ESTUDIO?

Pueda que haya algunos riesgos por estar en este estudio. A lo mejor se le pregunta algo 
que le haga sentir incomodo. Si esto ocurre, usted no tiene que contestar la pregunta.
Cada esfuerzo se va hacer para proteger su privacidad. Toda la informacion pertinente a 
su persona no va a ser compartida con nadie. A los hombres que participen se le va a 
asignar un numero por el proposito de identificacion, y ninguna informacion personal va 
a ser compartida con nadie. Todo material utilizado para este analisis va ser examinado 
para omitir fuentes potenciales de identificacion y solamente el agregado colectivo de 
informacion se va hacer publico.

CUALES SON LOS BENEFICIOS DE ESTE ESTUDIO?

Usted no se beneficiara personalmente por estar en este estudio. Sin embargo, deseamos 
que en el futuro otras personas puedan beneficiarse de este estudio por lo que tendremos 
un mejor entendimiento de como y cuando el hombre Hispano busca el cuidado que 
elige. Adicionalmente, esto puede ayudamos a planificar mejor los servicios y 
necesidades del cuidado de salud del hombre Hispano al tener los servicios y las personas 
necesarias para proveer el cuidado.
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;ME YA A COSTAR ALGO ESTAR EN ESTE ESTUDIO?

Usted no va tener ningun costo por estar en este estudio de investigacion.

; SE ME VA PAGAR POR PARTICIPAR?

A usted no se le pagara por estar en este estudio de investigacion.

;DE DONPE PROVEEN LOS FONPOS PARA ESTE ESTUDIO?

El Fondo Memorial de Ruth Landes suministra parte de este estudio de investigacion.
Esto significa que la Universidad de Iowa recibe pagos del Fondo Memorial de Ruth 
Landes para mantener las actividades requeridas para conducir este estudio. Ningun 
individuo en el equipo de investigacion recibira pago directo o aumentara su salario del 
Fondo Memorial de Ruth Landes por conducir este estudio.

; Y QUE HAY ACERCA DE LA CONFIDEN Cl ALIDAD?

Mantendremos la confidencialidad de su participacion en este estudio de investigacion 
hasta donde nos permita la ley. Sin embargo, es posible que otras personas se enteren de 
su participacion en este estudio. Por ejemplo; agencias que regula el gobiemo federal y la 
Junta de Revision Institucional de la Universidad de Iowa (un comite que revisa y 
aprueba los estudios de investigacion) estos pueden revisar y copiar archivos que 
pertenezcan a esta investigacion. Algunos de estos archivos pueden contener informacion 
personal que le identifique. Sin embargo, todos los datos van a estar guardados bajo su 
numero de identificacion. La informacion va a ser guardado en la computadora del 
investigador que va a estar protegido por una clave, los formularios de consentimiento 
firmados, van a ser guardados en un gabinete de archivos con Have que solamente el 
investigador va a tener acceso. Si escribimos un reporte o articulo de este estudio, 
describiremos los resultados del estudio en manera resumida para que no se le pueda 
identificar.

;ES VOLUNTARIO PARTICIPAR EN ESTE ESTUDIO?

Tomando parte en este estudio de investigacion es completamente voluntario. Usted 
puede escoger a no tomar parte en absoluto. Si usted decide estar en este estudio, usted 
puede parar de participar en cualquier momento. Si usted decide no estar en este estudio o 
si para en cualquier momento de participar. A usted no se le va a penalizar y tampoco va 
a perder alguno de los beneficios por la cual califique.
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; Y QUE PASA SI TENGO PREGUNTAS?

Nosotros le animamos a que usted haga preguntas. Si usted tiene alguna pregunta de este 
estudio de investigacion, por favor comunicarse con:

Investigator Principal: Neil MacNaughton RN. PhD candidate,
(

Supervisor de Facultad: Toni Tripp-Reimer RN, PhD, FAAN,
(

Si usted tiene preguntas de los derechos de los sujetos en la investigacion o accidentes 
relacionados con la investigacion por favor comunicarse con:
Human Subjects Office, 300 College of Medicine Administration Building, The 
University of Iowa, Iowa City, Iowa, 52242, (319) 3356564, o e-mail irb@uiowa.edu. 
Informacion general para ser un sujeto en la investigacion puede encontrarse en “Info for 
Public” en el web de la Oficina de Sujetos Humanos, http://resurch.uiowa.edu/hso.

Tu firma indica que este estudio de investigacion le ha sido explicado, que sus preguntas 
han sido contestadas, y que estas de acuerdo en tomar parte a este estudio. Usted va a 
recibir una copia de este formulario.

Nombre del Sujeto (imprenta):_____________________________________

(Firma del Sujeto) (Fecha)

Declaration de la persona obteniendo el consentimiento

Yo he discutido los puntos ante dichos con el sujeto o, donde era apropiado, con el 
representativo legal autorizado del sujeto. Es mi opinion que el sujeto entiende los 
riesgos, beneficios, y procedimientos envueltos por participar en este estudio.

(Firma de la persona que obtuvo el consentimiento) (Fecha)
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Study Information Sheet

Project Title: Health seeking behavior and service use by Hispanic men in three
occupational groups within one community.

Research Team: Neil S. MacNaughton RN, PhD Candidate -  Principal Investigator

WHAT IS THE PURPOSE OF THIS STUDY?

The purpose of this research study is to examine the health seeking behavior of 
Hispanic men. This means asking why, when, and with whom Hispanic men seek health 
care. It is known that a number of issues are involved in seeking health care. These issues 
may include things such as, whether or not they have insurance, the type of illness or 
injury they have, if they have a care provider they see regularly, or if their care provider 
speaks Spanish.

Community leaders are being contacted to acquire information concerning how 
the community has responded to the wave of immigration that has occurred in the last 
fifteen years. These leaders are important to this study, as they will aid the researcher in 
identifying resources that the community may or may not have. Only the community’s 
response and policy changes that have occurred will be discussed with community 
leaders, personal opinions and views will not be collected.

The proposed study will complement the large-scale survey studies of health 
utilization and access with in-depth field-based observations and interviews in a single 
community. Using the community as well as the individual worker as the primary unit of 
analysis, it will examine health-seeking behavior within the pressures of daily life, 
yielding a more complex and complete understanding of health care utilization and 
access. This study also provides the opportunity to explore the experience of migrants in 
a rural state in which the ethnic composition is changing.

WHAT ARE THE RISKS OF THIS STUDY?

There may be some risks from being in this study. You will be asked questions 
about how your community is dealing with changes that may have resulted in difficult 
times for yourself and people in your community. We will only collect information about 
your community’s changes in policy and the public response made by your community to 
these issues. You may skip any questions you do not wish to answer and you may end 
the interview at any time.

WHAT ARE THE BENEFITS OF THIS STUDY?

You will not benefit personally from being in this study. However, we hope that, 
in the future other people might benefit from this study because we may have a better 
understanding of how, and why Hispanic men seek the care they do. Additionally, this 
may help us plan better for Hispanic males health care needs by having the services, and 
people needed to provide care
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WHAT ABOUT CONFIDENTIALITY?

We will keep your participation in this research study confidential to the extent 
permitted by law. However, it is possible that other people may become aware of your 
participation in this study. For example, federal government regulatory agencies and the 
University of Iowa Institutional Review Board (a committee that reviews and approves 
research studies) may inspect and copy records pertaining to this research. Some of these 
records could contain information that personally identifies you. However, all data will 
be stored using identification numbers. Data will be stored on the researcher’s computer 
which is password protected, signed consent forms will be stored in a locked file cabinet 
that only the researcher has access to. If we write a report or article about this study, we 
will describe the study results in a summarized manner so that you cannot be identified.

WHAT IF I HAVE QUESTIONS?

We encourage you to ask questions. If you have any questions about the research 
study itself, please contact:

Principal Investigator: Neil S. MacNaughton RN, PhD Candidate 
Faculty Supervisor: Toni Tripp-Reimer RN, PhD, FAAN, (

If you have questions about the rights of research subjects or research related injury, 
please contact the Human Subjects Office, 300 College of Medicine Administration 
Building, The University of Iowa, Iowa City, Iowa 52242, (319) 335-6564, or email 
irb@uiowa.edu. General information about being a research subject can be found by 
clicking “Info for Public” on the Human Subjects Office website, 
http://research.uiowa.edu/hso.
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