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SPECIAL ARTICLE

DELIVERY OF PRIMARY HEALTH CARE — UNION STYLE
A Critical Review of the Robert F. Kennedy Plan for the United Farm Workers of America
' R.W. CramBerLIN, M.D., anp J.F. RabpEBAUGH, M.D.

Abstracts The primary health-care program devel-
oped by the United Farm Workers of America, an
example of a consumer-controlled system, pro-
vides quality health care at locations and time con-
venient to patients and employs bilingual clinic
personnel from the same worker background to
bridge the cultural gap between provider and con-
sumer.

By combining health-care delivery with union ac-
tivities, it has been possible to finance the system

S legislation toward some form of national health in-

surance receives increasing attention, it is important
to examine the strengths and weaknesses of different ap-
proaches to the delivery and financing of primary care so
that something can be learned from the successes and fail-
ures of others. Such an investigation is particularly impor-
tant when the care system involves a considerable propor-
tion of consumers from a socioeconomic or cultural back-
ground that differs from those of the planners and provid-
ers.

The purpose of this paper is to examine one health sys-
tem that has a number of unique features, in terms of the fi-
nancing and delivery of care to a migrant Spanish-speak-
ing farm population and the personnel practices developed
by a consumer-controlled board of directors. This is the
health program developed by the United Farm Workers
of America, called the National Farm Workers Health
Group.

There are about 300,000 farm workers in California. This
population has been a particularly difficult one to provide
health care for because of low income levels, crowded and
often unsanitary living conditions, geographic mobility, lack
of fluency in English, and z cultural background (largely
Mexican but also Filipino, Arabian, Portuguese and oth-
ers) that differs from the majority of the people in the
health-care system.! Given these characteristics, and a type
of work that exposes its members to a number of chemical
toxins as well as requiring difficult physical labor, it is not
surprising that this group experiences a higher than aver-
age level of morbidity and mortality.

To understand some aspects of the care system worked
out for a segment of this population by the United Farm
Workers, it is necessary to understand something about
the union itself, for the two are intimately inter-
twined.??

Efforts to form a farm worker’s union were begun by Ce-
sar Chavez in 1962. The United Farm Workers won their
first contract in 1966 after a merger with the Agricultural
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through grower contribution by contract and to alter
unhealthy working and living conditions on the farms.
However, the lack of decision-making power by the
health workers has resulted in poor working condi-
tions and a high turnover of personnel.

Complete consumer control has built into it the
same hazards as complete professional control, and
some balance of power is clearly necessary if the
needs of both are to be adequately met. (N Engl J Med
294:641-645, 1976)

Workers Organizing Committee of the AFL-CIQ, a strike of
grape vineyards, and the formation of a national boycott of
California table grapes. The Union’s strength peaked in
1969-1970, when over 60,000 workers were picking under
United Farm Worker contracts. In 1973 many of the grow-
ers arbitrarily switched contracts to the Teamster’s Union
without holding worker elections, and the number of work-
ers under UFW contracts dwindled to about 10,000. This
development lead to another series of strikes, a reactivation
of the national boycott for grapes, lettuce, and Gallo wine,
and a series of protest marches, such as the one to Modes-
to, in which over 20,000 people took part.

In 1975 the California legislature passed a law requiring
union representation to be determined by a secret ballot of
the workers on each farm. These elections are currently be-
ing held, and preliminary results indicate that the union
will regain at least some of its lost strength.

The union health plan came into being during the time
from 1969 to 1973, when the union was at the peak of its
membership.* As can be seen from the following statements
from union literature describing the philosophy of the plan,
the health program was always conceived as being part and
parcel of union activities and not a separate entity in and of
itself:

“People are healthy not because of good hospitals or good
doctors, or good medicine. Healthy people are a product of
a healthy life. A healthy body demands that you have de-
cent living conditions and decent working condi-
tions.”..."“ A strong contract is of much more value to the
health of you and your family than a dozen clin-
ics.”..." Healing bodies while simultaneously healing the so-
cial ills that create conditions causing illness is truly a revo-
lutionary and innovative approach to preventive medi-
cine.” In other words, the health plight of the farm worker is
seen as “‘a symptom of poyverty and powerlessness’ rather
than as a separate entity by itself.

The health plan started from the same basic premises
used to develop the union: *“We started with two principles:
First, since there wasn’t any money and the job had to be
done, there would have to be a lot of sacrificing; second. no
matter how poor the people, they had a responsibility to
help the union.”

These principles were put into action first in the decision
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that the health program would have to be self-supporting
and not rely on any government subsidies or grants, since so
many of the programs started in this way collapse or are
badly crippled when the grant support runs out. To this
end, all union contracts were written so that the growers
agreed to contribute 10 cents per working-man hour into a
health fund. Secondly, the benefits were worked out with
the workers themselves. Possible health services were listed
and put on different-colored cards along with an estimate of
how much of the 10-cent contribution it would take to pro-
vide the service. A series of meetings were held with the
workers at different ranches, and they were asked to select
from these cards the best combination of services that could
be purchased for the 10 cents. After this selection was made
by several hundred workers, the most frequently selected
items were combined into a health program and named the
Robert F. Kennedy Health Program.

Although hospital coverage was desired, it was obvious
that it would take too much of the available funds, so that
the highest priority was given to preventive and early cura-
tive services. The package included prenatal and postnatal
care, well-child care, periodic screening and health exami-
nations, acute-illness care, health education and follow-up
care for people with chronic illnesses and outreach services
to the different farms. In addition, a death benefit was se-
lected to help pay funeral costs. Worker eligibility for these
services depended on the amount of time worked under a
union contract.

The original idea was to purchase these services from out-
side providers, but continuous problems led to the forma-
tion of clinics run by and for the union. Some of the prob-
lems that led to this decision were inconvenient hours and
location of health services, lack of Spanish-speaking person-
nel and understanding of the Mexican culture, the reluc-
tance on the part of some providers to accept patients paid
for under this plan, a tendency by others to overcharge for
their services, and the generally impersonal way in which
even adequate care was delivered. Finally, none of these
providers offered anything in the way of health education or
outreach services.

These deficiencies led to the formation of the first farm
workers clinic in Delano in 1970. This development, in turn,
was followed by the opening of the Calexico Clinic in the
Imperial Valley in 1971, and clinics in Sanger and Salinas
in 1973 (Fig. 1). ;

The clinics were financed largely through the Robert F,
Kennedy Health and Welfare Fund, which received the 10
cents per working-man hour contributed by the grower for
each person working under a union contract. Leroy Chat-
field, administrator of the fund, reported 55,000 worker
cards in the files in the summer of 1971; the fund was then
disbursing $60,000 a month in medical benefits that ranged
from 85 for a visit to the doctor’s office, up to $300 for
maternity benefits and 8400 for surgical procedures.
Members had to work 250 hqurs per quarter to qualify for
major benefits, but only 50 hours a quarter to qualify for the
minor-benefit program. The plan was designed for workers
who were without employment for weeks at a time, in con-
trast to many commercial insurance programs for farm
workers.?

March 18, 1976

Curinic OPERATION

The operation of the clinics varies somewhat according to
location, the number of union contracts in the area, the
number and type of personnel available, and the rise and
fall of union fortunes in general. The clinics themselves are
located close to the farms where the people work and are
open from about 10 a.m. to 7 p.m., so that the workers do
not have to miss a day’s work to be seen. Most of the per-
sonnel working in the clinics are bilingual, and many are
from farm-worker families and have received on-the-job
training.

One of the key positions is the family health worker.
These people do much of the initial screening and triage of
patients presenting problems, translate for health personnel
who are not yet bilingual, find out what is going on at home
that may be related to the patient’s health problems and
provide health education to pregnant mothers, mothers of
new babies, and people with chronic diseases. They also act
as health advocates by helping people fill out disability
forms, getting the patient to the proper agency or consul-
tant’s office and helping the patient negotiate the red tape
involved in being seen in an emergency room or hospital
clinic. Initially, family health workers carried out many of
these activities in outreach clinics in places such as Head
Start Centers. As the union became embroiled in the tur-
bulence of 1973, the focus was shifted to provide care on the
strike lines and to workers jailed for trespass.

Another activity of the family health workers has been to
gather data on the crowded unsanitary living conditions
that are seen where the workers live, and these statistics
have been used to jog legislators and health-department of-
ficials into improving and enforcing the environmental san-
itation codes. Most of the family health workers have had

Figure 1. Locations of National Farm Worker Health Group
Clinics.
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little formal education but are doing an excellent job and
form the backbone of clinic operation.

Other personnel have been recruited from people working
on the national boycott. Some are former college students
with little medical background who have been trained to

screen emergency calls, provide first aid, and follow women -

in labor until near delivery before calling the physician. Fi-
nally, there are a number of nurses and physicians who have
chosen to work the long hours at low pay because they be-
lieve in what the union is trying to accomplish.

The amount of effort used to blend traditional folk medi-
cine with scientific medicine has varied from clinic to clinic,
but this goal was regarded as important by the planners.¢
Some of the clinics have prescribed folk medicine for symp-
tomatic treatment of nonserious illness instead of providing
aspirin or phenobarbital.

One clinic actually employed a “curandera” (a'lay heal-
er) for several months. Since many of the problems seen in
the clinic were chronic conditions such as musculoskeletal
problems for which scientific medicine has no cure and that
were frequently accompanied by emotional components as
well, it was hoped that this person would add a dimension
of care that would be more acceptable to many of the farm
workers and better meet their needs.

Her procedure in seeing patients was to ask a few ques-
tions about symptoms, percuss the chest or abdomen, and
prescribe a treatment consisting of some combination of
massage, herbal medicine, or a “shot.” She did, in fact,
have a few dramatic successes with this approach. For in-
stance, there was one worker who had been severely injured
in a job-related electricity accident and, though physically
recovered, was unable to work and kept arriving at the clin-
ic with multiple vague complaints. The “‘curandera” pre-
scribed a program of back manipulation and massage.
When this treatment was completed, she told the man that
he was cured and could return to work, which he promptly
did.

However, several problems developed that ultimately led
to her termination. Her role in the clinic was not clearly
defined, and little orientation was given to the staff in why
she was there and how best to make use of her services. Her
“nonscientific’’ approach to patient care upset some mem-
bers of the staff, resulting in one resignation. Severe diar-
rhea developed in several patients from some of her medi-
cine. Finally, it was found that she was referring some of the
clinic patients to her home for continued treatments at a
higher fee than that charged in the clinic. In retrospect,
these problems could have been avoided if her role as con-
sultant on carefully selected problems had been made clear
at the beginning and the stall had been adequately oriented
in why she was there.

All the clinics do their own simple blood, urine, and cul-
ture tests, and buy standard medicines in bulk quantities —
a system that allows them to be dispensed to patients at a
cost considerably less than that found in a pharmacy. The
largest clinic, at Delano, has its own x-ray facilities; babies
are also delivered in a special area in this clinic. All the
clinics perform vision and hearing screening, tonometry,
electrocardiography and Denver Developmental Tests.
Finally, each clinic uses the problem-oriented record
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system, and records are kept in family folders so that all

- members of a family can be reviewed at the time of record

audits.

RELATION TO
UNION ACTIVITIES

As mentioned earlier, the activities of the clinic are in-
timately intertwined with the purposes of the union. Al-
though originally open only to members of the Kennedy
Plan, the clinics have recently been seeing nonunion mem-
bers as well, because it was decided by union officials that
this would be a good place to recruit new members. The
waiting rooms are filled with union literature and posters,
and patients are currently enlisted to sign authorization
cards saying that they wish to have an election on the farm
where they work and to be represented by the United Farm
Workers Union. Some are asked to conduct house meetings
in which they invite friends and neighbors over to tell them
about the union and the coming elections. The house meet-
ing has long been an important organizing tool of the union,
and it is used effectively for health education at the same
time. :

Clinical personnel are expected to attend union meetings,
participate in the boycott locally, walk picket lines, and de-
liver health care to jailed workers during times of stress. An-
other activity is to place pressure on local hospitals to pro-
vide more Spanish-speaking personnel. A description of
how one nurse combined her health and union roles is avail-
able in a recent article.*

Health workers also participate in safety committees
made up of growers and farm workers in equal numbers
to discuss hazardous working conditions on the farms.
Through efforts such as these, highly toxic pesticides such
as aldrin, endrin, and dieldrin were banned in farm-work-
er contracts four years before the Environmental Protec-
tion Agency restricted the use of these poisons. Clauses
have been written into contracts requiring growers to
provide hand-washing facilities on the spray rigs so that
workers will have an opportunity to remove pesticide resi-
dues. Other accomplishments of this committee include
the identification and removal or repair of defective
farm equipment and the provision of portable toilets in
the field.

At times, union activities interfere with the operation of
the clinics. Before the elections on the farms, the organizers,
under tremendous pressure themselves, were putting pres-
sure on the clinics to extend their working hours and take on
a new load of nonunion patients to aid them in their orga-
nizing. Sometimes an organizer would arrive with a new
nonunion worker with a chronic illness and expect him to be
seen immediately, in spite of a full waiting room. At other
times, patients who were often involved with specialists in
another care system would be led to believe that the clinics
could do better. These patients, and the organizers, were
upset when the physician’s first response was to try to en-
courage the person to return to his regular care system or to
request that all the past records be obtained and reviewed
before anything new was tried. This taking on of large num-
bers of new patients by a staff already too short of person-
nel did not do much to improve morale.
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