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ABSTRACT

SOCIAL SUPPORTS OF OLDER HAITIANS

IN PORT-AU-PRINCE AND MIAMI:

EFFECTS ON HEALTH PRACTICES AND PERCEIVED HEALTH STATUS

Patricia A. Seabrooks

Older ethnic minorities often use their informal social

support network to fulfill many of their needs including

health care, although their health status may require

intervention from a formalized system for care and

treatment. Older individuals, in general, depend more on

the members of their social network than do other age groups

because of the many life events that impact the aging

individual. The older immigrant has the additional problems

of migration, loss of network members and also confrontation

by an often hostile society. All of these migration

experiences are intensified for Haitians who migrate to the

United States because of their African heritage and skin

color.

The social support that is provided by the social

network members to older Haitians was studied to determine

its relationship to the older Haitian's health-seeking

practices and self-rated health status. A comparison was

made between older Haitians living in Miami, Florida and

older Haitians yet living in Port-Au-Prince, Haiti.

The Norbeck Social Support Questionnaire, an interview

guide to collect the subjects' report of preventive health

care practices, and a short questionnaire regarding self

vi



rated health status were used to interview ninety-seven (97)

subjects, 45 in Miami and 52 in Port-Au-Prince.

The findings showed that the Miami subjects reported

having a slightly larger network than their Haitian

counterparts. Although the Miami subjects had less contact

from network members than the Haitian subjects, they

reported being in better health.

The older Haitians in both countries reported using a

variety of similar folk remedies and other self-care

practices to maintain health and prevent illness.
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CHAPTER I

INTRODUCTION

This study examines the impact of immigration on the

health-care practices and self-rated health of elderly

Haitians. It does so by first exploring the extent to which

immigration influences the social support and social

networks of this population and, secondly, ascertaining the

specific ways in which changing patterns of social support

and social networks influence health behaviors and

perceptions of health. Elderly Haitians living in Haiti and

elderly Haitians who have immigrated to Miami-Dade County,

Florida, were interviewed for the purposes of this study.

While immigration is clearly not the only factor

influencing the social networks and social support of older

Haitians, it is our hypothesis that the changes caused by

departure from one culture and attempted integration into

another are central and that they profoundly affect the

quality and strength of the social network and social

support of this population. They must be understood by

those in the health care professions who are interested in

the health status and quality of life of newly arrived

immigrants in this country.

Review of the literature shows a lack of published

information about elderly Haitians and their social

networks. Some attention has been given to the health care

problems of Haitian mothers, infants, and children but, to



date, little attention has been given to the health care

concerns of elderly Haitians. Because of this lack of

published literature, it is not known whether the social

network influences the health behaviors or health

perceptions of older Haitians, or, if so, how these changing

behaviors, resulting from immigration, might be manifested

in this particular population. This study examines both of

these issues.

Background to the Problem

Haitians have been immigrating to the United States in

relatively large numbers for several decades. Haitians who

entered the U.S. during the first migration wave of the

1960s came, for the most part, as legal aliens. They were

awarded the status of "refugee." Most of them entered via

New York and made arrangements for the immigration of their

family members and close friends. Later immigrants in the

late 1970s and early 1980s were not so fortunate. These

Haitians settled, for the most part, in the Miami-Dade

County area of Florida and, to a lesser extent, in other

Southern states. There are now about 36,000 documented

Haitians in the Miami area and many more who are not

documented (Behavioral Science Research Institute, 1983).

In the late 1970s and early 1980s, the influx of

Haitians to the Miami-Dade area began, increasingly, to

generate a great deal of concern. In the legal community,

for example, problems arose because the Haitians were not
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considered legitimate refugees. Haitians, in general, were

viewed by the U.S. government as economic refugees. As

such, they were classified by the U.S. Immigration and

Naturalization Service as illegal aliens, subject to

incarceration and/or deportation. Indeed, in 1992, the

Supreme Court ruled that the U.S. Coast Guard can continue

to interdict Haitian boats and return asylum seekers to

Haiti without first determining their refugee status

(Refugee Reports, 1992).

Those who were able to prove that they were in danger

of political persecution because of particular group

membership were usually allowed to remain in the U. S. Such

cases, however, were rare.

Refugee status would have afforded the Haitians certain

rights and privileges that might have assisted them with the

acculturation process in the new society. Historically,

refugee status was assigned to individuals who fled their

homeland because of a well-founded fear of persecution for

religious or political reasons. Prior to 1980, the United

States accepted as refugees individuals who were from

Communist countries, the Middle East, or who were victims of

natural disasters. The 1980 Refugee Act redefined the

criteria for refugee status, bringing the American

definition more in line with the rest of the free world

(Miller, 1984).

In 1981, the Carter Administration assigned a task

force to investigate the condition of the Haitians. The
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Administration had been accused of racial discrimination and

these efforts were undertaken to deflect some of this

criticism. The task force recommended that Haitian, as well

as Cuban, refugees who were entering the country at a very

rapid rate during 1981, be given the status of "entrant"

until some other permanent classification could be created

(Masanz, 1984). The status of entrant replaced the

designation of illegal alien. This allowed the Haitians

freer, albeit restricted, movement within the country.

In the Miami-Dade health care community, concern was

equally great. This was true both because of the large

number of Haitian immigrants placing demands on the already

over-taxed health care delivery system and because of the

specific health care practices of the Haitians. It appeared

that the number of communicable diseases in the Dade County

community increased with the influx of Haitians. Haitians

were commonly blamed for this increase which created a

secondary level of social problems and additional barriers

to the Haitians' attempts at assimilation (Naunton, 1983).

An Aging Population

As the debate over "economic refugee" vs. "political

refugee" continues, one issue remains clear. There will be

a Haitian presence in the Miami-Dade area for decades to

come. Elderly Haitians, both those who arrived in the early

waves of migration and those who have joined, and will

continue to join, younger family members who have achieved
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legal status, will need culturally sensitive health care and

education if the negative health care behaviors are to be

changed.

Field observations show that the majority of the

Haitians who came to the United States during the most

recent wave of Haitian immigration were young adults,

although older Haitians have since come to join their

families who were here already. It is to be expected that

the life expectancy for the young Haitian immigrant will

increase in the United States because of improved

environmental conditions and greater access to health care.

This, in turn, will swell the population of older adults of

Haitian origin in the future.

While it is true that immigrants change when they move

to a new society, many of their traditional values, beliefs

and practices continue to influence their behavior (Woehrer,

1982). The health care practices of the Haitians must be

studied so that they can be understood and incorporated into

the formal health care delivery system in order to increase

the effectiveness and accessibility of health care.

As the number of elderly Haitians increases, new ways

for providing culture-specific services must be developed.

The process of aging may be different for Haitians than for

other ethnic minorities in the United States. Issues

surrounding the experience of aging need to be understood by

health care professionals regardless of culture or

ethnicity. One must keep in mind that the concept of aging



and old age are steeped in cultural meanings as well as

myths (Miller, 1991).

The percentage of individuals over 60 years of age has

been steadily increasing in the world. The increase is

greater in the developed world than in developing countries

such as Haiti. It has been estimated that for the period

from 1950 to 2025, this population will increase by 90%

(Rice, 1984).

In the United States, many social policies have been

developed to improve conditions for older individuals. The

implementation of the Social Security Act in 1935, the Older

Americans Act in 1965, and Medicare, with its many

amendments and revisions, are a few of the social programs

that were designed to buffer some of the socioeconomic

problems experienced by the elderly.

Volunteer programs, such as Foster Grandparents and the

Retired Senior Volunteer Program (RSVP), were designed to

help older individuals continue some level of social

involvement while providing modest funds for travel and

food. Despite these efforts, it is obvious that not nearly

enough has been done to ensure a minimum quality of life for

older Americans.

While old age brings physical and socioeconomic

challenges to the majority of the elderly, minority seniors

are particularly affected. Not only do they experience age

discrimination, but most experience some level of racial

discrimination as well (Butler, 1975). Often, this racism



is experienced in conjunction with the effects of a life

time of poverty and other forms of neglect.

Life expectancy for the general population has

increased significantly since 1900, yet life expectancy for

racial minorities in the United States is still much lower

than for the majority. This is primarily due to the effects

of poverty and to the low levels of education that influence

the health-seeking process and the application of preventive

health practices. Many of the health problems which lead to

untimely deaths in minorities have been shown to be

preventable by the adoption of specific health habits, a

strong social support system, and other primary care

services (U.S. Department of Health, Education, and Welfare,

1979). Many authors have discussed the impact of

socioeconomic and educational factors on aging among

minority individuals (Butler, 1975; Streib, 1976; Dowd,

1983). In 1977, the life expectancy for whites of both

sexes was 73.8 years, while life expectancy for blacks of

both sexes was 68.7 years (U.S. D. H. E. W., 1979). By 1989,

life expectancy for Whites of both sexes had increased to

76.2 years; for Blacks of both sexes it had increased to

71.4 years (U. S. Bureau of the Census, 1991).

Life expectancy for Haitians is even lower than for

American Blacks. The life expectancy for Haitians living in

Haiti during the period 1975-80 was 52.2 years (Wilkie &

Perkal, 1984). Statistics are not available for Haitians

living in America. It can be assumed that the lower life



expectancy reflects the effects of severe poverty and

diseases. With improved living conditions and access to

better health care, one would expect the life expectancy of

Haitian immigrants to approach that of other ethnic groups

in America.

Cultural Assumptions Inherent in this Study

There are four basic assumptions about culture which

are inherent in this investigation:

First, it is believed that the individual's deep sense

of self is formed in childhood and remains almost unchanged

when it comes into contact with a different and/or hostile

culture (Mead, 1970). Haitians, like other immigrant groups

before them, bring those childhood cultural practices with

them. The ways in which these practices influence behavior

can best be understood within their cultural context. The

individual's ethnic background, which includes particular

values and beliefs that are passed on from generation to

generation, serves as an essential part of identity and

gives structure to certain patterns of behavior and

relationships (Woehrer, 1982).

Second, any study of health care beliefs or practices

of Haitians in the United States is doomed to fail unless

careful consideration is given to the cultural influences

from the home country. Inevitably, certain human practices

or habits will continue regardless of the resident

environment (Berger & Luckman, 1966). The dominant cultural



group is often confused by traditional practices that

immigrants bring to the new country. Only when the origins

of those practices are understood can the immigrant group be

counselled on how best to integrate their practices with

those of the dominant culture. The dominant culture, as

well, can be educated to fear less those practices that are

not harmful and may, in fact, be helpful to the Haitians.

Third, discourses on the nature and meaning of life and

life events of any cultural group can only be understood

when the observer, an outsider to the culture, becomes

familiar with the symbolic meanings of such events. A

knowledge of symbolism and culture-specific information also

assists the observer in separating herself from the

respondent, thus ensuring a greater level of objectivity.

The fourth, and last, assumption is that conflict

between a particular set of dominant cultural values and the

values of the Haitians can be quite destructive and can

contribute to the Haitians' resistance and/or inability to

make use of the existing health care system. Cultural

advocacy can ease some of this conflict (Clarke, 1967).

When health care professionals know more about the

practices and perceived resources of the Haitians, they can

be more effective in utilizing those resources in the

delivery of health care or in the prevention of health

problems. Both cultural factors that influence

health-seeking behaviors as well as the effects of

immigration must be identified and understood.
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It is well documented that the family is central in the

lives of the Haitians as well as other ethnic groups of

African heritage (Charles, 1981; Jackson, et al., 1981;

Laguerre, 1984; Sudarkasa, 1983). Haitians continue to

practice the familial and cultural traditions and beliefs,

either intact or as permutations of the original African

institution from which they originated.

The family-kin network is very strong among Haitians

and is a very important influence on health care practices.

More significance is granted to the consanguineal kin

network, the group made up of blood relatives regardless of

how extended, than to the conjugal relationships, made up

spouses and in-laws (Sudarkasa, 1981). The conditions of

poverty and slavery also influence cultural behaviors of the

Haitians and must be kept in mind while studying their

health care practices.

Old age among the Haitians is viewed as a completely

natural process. Murray (1979) pointed out that in

non-industrialized cultures, old age and death were viewed

holistically, as part of the life process, and received the

same respect and appreciation as other life stages. Old

people are held in high esteem and maintain control and

influence over younger family members.

The lack of literature on Haitian elders was

supplemented with a review of studies on the Caribbean

family. In addition, studies of the lower socioeconomic
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Black American elders were used to help develop a framework

for understanding the older Haitian.

This dissertation focuses on Haitians because of the

unique opportunity provided by recent, rapid immigration to

study social support pre- and post-migration. Furthermore,

the relationships between health care practices, health

status and the social support network of older Haitians was

selected because as the number of Haitians, and in

particular elderly Haitians, increases in the United States,

health care professionals must begin to anticipate unique

health care problems and concerns and identify resources and

culturally-informed solutions to the problems.

Purposes of the Study

The specific aims of this study were to:

1. Identify the social support networks of older Haitians

living in Miami and to compare them with the social support

networks of older Haitians living in Port-Au-Prince, Haiti.

2. Describe the use of prevention-related health behaviors

and self-rated health perceptions of older Haitians in both

countries.

3. Determine if and/or how the social support network

influences the use of prevention-related health behaviors of

older Haitians in both countries.

4. Determine the differences between perceived health

status of older Haitians living in Haiti and Miami.
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Chapter Two is a review of literature that includes

ethnographic literature on Haiti in an effort to establish a

cultural context within which social support and the social

networks can be understood. The theoretical framework for

the study is also discussed. Chapter Three discusses the

methodology used to collect the data and includes a

description of the respondents. Chapter Four presents the

findings from the analysis of the data. Chapter Five

discusses the conclusions drawn from the findings.
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CHAPTER II

REVIEW OF THE LITERATURE

The interest in the social support and the social

networks of older Haitians as they relate to health-seeking

and self-rated health guided this review of the literature

on the people and the country of Haiti and their life

experiences. Information not available in the literature

has been supplied from field observations and field notes

that were taken during visits to Haiti and interviews with

Haitians in both Haiti and in Miami.

Only a few researchers have studied or written about

the Haitian family in the Caribbean (Herskovits, 1937;

Leyburn, 1966; Lundahl, 1979) and fewer still have written

about the Haitian family in the United States (Charles,

1981; Laguerre, 1984; Stepick, 1984). There are reports of

studies addressing specific phenomena that affect family

life and family functioning of the Haitian in the United

States such as value orientation (Weidman, 1978),

childbearing (Dempsey & Gesse, 1983), health-seeking

(DeSantis, 1985), and family planning (St. Hill, 1992).

However, there are no known studies that address the older

Haitian's role, function, needs, support or health care

practices in the Caribbean or in the United States.

Based on field observations in Port-Au-Prince and

Miami, one can see that older Haitians are active in their

respective communities and both contribute to and receive
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the support of the family and the Haitian community. In

particular, it is the older Haitian female (usually, the

grandmother, regardless of age) who seems to exert the

strongest influence over the family.

The chronic effects of poverty and poor health care

practices prevent the Haitians in Haiti or the Haitian

immigrants from enjoying long life. In Haiti, only 4% of

the population is over the age of 65 and the life expectancy

is less than 53 years (Wilkie & Perkal, 1984). In time,

improved nutrition and living conditions should increase the

life expectancy of the Haitians in the United States and

exert more demands upon an already over-taxed health care

and social services delivery system for older adults.

Older adults are more likely to maintain cultural

beliefs and practices brought from their homeland, making

acculturation into the host society a lengthier process for

the elderly than for younger people. Likewise, the older

Haitian immigrant values may be more reflective of those

brought from the Caribbean than the values of the younger

immigrant family members. In one of the households studied,

there was a 76-year-old female, her 78-year-old husband, a

34-year-old daughter and an eight-year-old granddaughter.

Another 40-year-old daughter who was separating from her

husband and another son lived near the parents' home in the

Little Haiti area of Miami. Typically, the advice,

guidance, and counsel that the 76-year-old respondent gave

to her daughter were met with resistance as the daughter had
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been educated in the United States and very much embodied

the behaviors and attitudes of the Miami area. The music

and television programs watched by the 8-year-old

granddaughter during the time of the researcher's visit to

the family home were equally reflective of American values.

It was clear from the grandmother's comments that neither

the music nor the television programs were to her liking.

Intergenerational conflicts are often part of the reality of

immigration as younger people become more acculturated while

the adult maintains practices and beliefs from the homeland.

Contradictions between a particular set of dominant

cultural values and the values of the Haitians can be a

potential cause of stress in the Haitian family which would

manifest itself in an internal barrier to the immigrants'

use of the health care delivery system. External barriers

which prevent immigrants from accessing needed service

systems also exist. Such barriers include the inability to

speak the language of the new culture, lack of appropriate

information, and insufficient personnel who can understand

and communicate with the immigrants in a common language

(Marchete, 1984). Culturally sensitive health care

providers can serve the immigrant family in such a way as to

buffer the potential stress that can be felt within the

Haitian family due to cultural, as well as intergenerational

contradictions between the older and younger generation.
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Life in Haiti

This section reviews the literature on the following

areas: (a) Haiti and life experiences in Haiti and (b)

sociopolitical and economic structure and cultural

characteristics and values.

Environment

Haiti occupies the western one-third of the Caribbean

Island of Hispaniola. The remaining two-thirds of

Hispaniola belong to the Dominican Republic. The island of

Hispaniola is approximately 600 miles southeast of Florida

and about four hundred 400 miles west of Puerto Rico. Its

land area is about 10, 700 square miles of mostly rough

mountainous acreage. Port-au-Prince, its principal city and

the capitol of the country, is located in the middle of the

country beside a natural bay (Mintz, 1971; ONAPI, 1982).

Because of its location, Haiti has a warm and humid climate.

The original inhabitants of Haiti were the Arawak

Indians who were also indigenous to many of the other

Caribbean islands. Columbus discovered Hispaniola in 1492

and encouraged other Spaniards to colonize the island as

they searched for gold. The quest for gold led to eventual

conflicts with, and enslavement of, the Arawaks. The

Spaniards settled the island and worked the gold mines until

there was little gold left. They abandoned the island and

continued on toward Central and South America leaving the

island almost uninhabited, since the Indians had been
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exterminated by war, disease and attrition (Charles, 1981).

It has been suggested that the Indians chose death and

extinction over a life of bondage and servitude (Herskovits,

1937).

The colony of Hispaniola officially became a French

colony in 1697, after having been inhabited by the French

for 72 years. The French colonists developed plantations of

coffee, sugar, indigo and cotton. The need for cheap labor

and manpower greatly influenced the development of Haiti.

Slaves were imported from West Africa by the European

colonists to work the plantations. The plantations in Haiti

became more than vehicle for the production of crops;

rather, they served as the basis for the entire

sociopolitical design of the country (Charles, 1981; Mintz,

1971). Today, Haiti suffers from a distinct separation of

the workers (peasants) from the leaders (elites), and

consists of a large number of extremely impoverished

peasants and a small number of middle- to upper-class

elites.

The original African slaves came from a great many

different tribes, a fact that caused initial difficulties in

communication. The communication problems did not deter the

slaves from interacting with each other, however. While the

languages were different, they were structurally and

idiomatically similar. The slave population, led by

Toussaint L'Ouverture, Jean-Jacques Dessalines, Alexandre

Petion, and Henri Christophe, revolted against the French in
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1791 and eventually won independence for Haiti in 1804

(Charles, 1981; Horowitz, 1971; ONAPE, 1982; Rubin, 1954).

Haiti was the first independent, Black-ruled republic

in the world and the second free republic in the Western

Hemisphere after the United States. It is also the poorest

and most densely populated country in the Western

Hemisphere. The population of about 6,000, 000 has seriously

disturbed the ecological balance of the country. A large

portion of the land is uninhabitable because of the rough,

mountainous terrain. The population continues to grow

without an appreciable increase in economic and agricultural

development.

Malnutrition is endemic in Haiti. The mean calorie

consumption of a Haitian adult is generously estimated to be

between 1200-1800 daily; this is only 88% of the minimum

daily requirements (Wilkie & Perkal, 1984). One can observe

the effects of inadequate calorie consumption on the

peasants as they walk through the streets of Port-Au-Prince.

The vast majority of them appear underweight and, in some

cases, emaciated. While the signs of starvation, e.g., the

protruding abdomen and very thin extremities, may not be as

prevalent as in other poverty-stricken countries, the

beginning signs of starvation are far too evident.

Charcoal is the primary energy source in most Haitian

homes. The charcoal comes from burned forests, a practice

which has stripped the land of the natural protection from

harsh and dry winds. The stripping of the trees has further



19

impeded productivity by eroding the soil of the forests and

hills.

Agriculture, in general, has declined because of the

heavy tax burden on the peasant farmers. The farmers are

unable to realize enough profit to pay the taxes, creating a

chronic battle for subsistence. Small peasant farms are

primarily cultivated to provide food for the family but also

to secure cash for the purchase of manufactured goods. Most

farmers own the land on which they live and grow their

crops; some, specifically the tenant farmers and

sharecroppers, pay rent to absentee landowners. However,

the majority of the farmers are landowners and their land

has usually been in the family for many years. The

tremendous difficulties experienced by farmers has prompted

many of them to migrate to the more populated urban areas,

primarily Port-Au-Prince.

Economic and Political Structure

The mass exodus of the peasants from the rural to the

urban areas has created many environmental problems for the

already overcrowded towns. The sewage and water systems are

inadequate to accommodate these large numbers. Women in

Port-Au-Prince frequently do their washing in any available

stream or water hole. Many even bathe in these same water

holes.

Bodily elimination needs are frequently performed in

the streets. In 1980, only 12% of all households in Haiti
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had access to running water and 2% had access to sewage

services (Wilkie & Perkal, 1984).

The residences of the elite are easy to recognize since

they resemble large colonial era houses. They are typically

large structures with porches and attached satellite

buildings. During the colonial period, the satellite

buildings housed workshops, warehouses, kitchens and

sanitary facilities. In urban areas, one occasionally sees

modern concrete homes. In the rural areas, the residences

are much more primitive. They are constructed with mud

walls and thatched roofs. Along the highway to Limbe, one

can see that some of the huts are now being built with

concrete blocks, although in much the same pattern as the

mud huts.

Several authors have described the residential patterns

of Haitian peasants such as the lakou (Charles, 1981;

Herskovits, 1937; LaGuerre, 1978; LaRose, 1975; Lundahl,

1979). The lakou is a family compound wherein the original

or conjugal adults live in a master hut while the other

adult males are given plots of land on which to build huts

of their own. All of the huts share a common yard. The

members of the lakou may also be close friends who have been

accepted into the "yard" and are treated as family. Charles

(1981) reported that three kinds of lakou are operant in

Haiti. The traditional lakou developed when individuals

left property for residential use to their children. As the

family members married and intermarried, they created a
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large and extended family or lakou. These lakou members

always belong to the group regardless of location or

emigration. The second type of lakou developed during

colonial times around sugar mills where many of the slaves

lived. This type of lakou remains today after being

developed by the slaves, their families and close friends.

The third type of lakou consists of a concentration of close

friends and/or family members who live in an urban area and

share a common yard (Charles, 1981). For the peasant

society, the lakou serves as an important means of support,

both expressive and instrumental.

Most of the authors who have written about Haiti have

described in some detail the politics and economics of the

country. They frequently cite the lack of technology as one

of the explanations for underdevelopment. The description

of Haiti's economic situation by Herskovits in 1937 could

easily have been written today. In relative isolation,

Haiti has done little to stimulate economic growth since its

emancipation. As mentioned earlier, the majority of Haiti's

domestic gross national product comes from its agricultural

goods. The amount of goods produced has steadily declined

since the early 1950s. Agricultural equipment is primitive

(Lundahl, 1979). Neither tractors nor other heavy motorized

equipment exist in Haiti. Farmers typically use animals and

other farmers to till the soil and harvest the crops.

Cement and cement blocks are made by hand. The only heavy

equipment one sees is on the highway from Port-Au-Prince to
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Cap-Haitien where the government maintains the mountain

road.

wilkie and Perkal (1984) reported that by most

socioeconomic indicators, Haiti is in a negative economic

growth period during a period of great population growth.

It is the most densely populated country in the world. The

birth rate continues to rise. The Haitian government has

attempted to stimulate growth by enticing foreign industries

to move to Haiti labor is cheap (ONAPI, 1982). The cheap

labor and passive attitudes of its citizenry are considered

real assets by foreign businesses. Ironically, with the

arrival of the foreign companies, the cost of property and

food have increased (Charles, 1981). It has been argued

that, as a result of foreign investment, the delicately

balanced peasant economy has been disrupted and the

"marginal economic interventions" have not significantly

changed the quality of life of the Haitian people (Charles,

1981).

More than 50% of adult Haitians are considered, by

government definition, to be part of the labor force. This

implies that 50% of the adults in Haiti are unemployed.

However, many of these are women who work in the

marketplace. As such, they constitute a very strong part of

the Haitian economy but are not recognized by government

statistics. Money is used for most transactions in the

peasant market although bartering is also common. Haitian

women and children often operate market stands in enclosed
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buildings, open-air settings, or along the highway.

Products sold in these markets include items made of straw,

mahogany, cotton, live fowl, prepared foods, imported

gadgets and small electrical appliances.

Unskilled adult workers earn about $80 per month while

skilled workers earn an average of about $400 (ONAPI, 1982).

One researcher from the United States has observed that, in

reality, workers earns much less than government figures

would suggest. Laborers earn about $10 to $20 per month.

Government employees earn the most at about $1000 per month,

but that salary is significantly augmented by a very liberal

expense account which is not subject to taxation.

The economics of Haiti are very closely tied to the

political machinery. The monetary unit in Haiti is the

gourde, equal to 20 cents in the United States. All

business in Haiti is transacted using the American dollar.

This practice diminishes the perceived value of the gourde

and encourages Haitians to collect and hoard American

dollars. Haitians frequently approach Americans for dollars

in exchange for gourdes. The Americans use the Haitian

currency for goods and services at a favorable exchange rate

while the Haitians save the American dollars for later use.

In 1957, after much political turmoil, Francois (Papa

Doc) Duvalier was elected President of Haiti. In 1964, he

declared himself president for life. After his death in

1971, his son Jean-Claude (Baby Doc) Duvalier assumed the

his father's title of president for life. The system of
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government under the first and second Duvalier regimes is

reported to have been one of oppression and intolerance.

The peasants who had been treated as marginal citizens since

the United States' occupation were never able to gain enough

political strength to make any real changes. When Duvalier

took over, the peasants further withdrew from the political

arena to minimize their contact with officials. The

government did nothing to encourage their participation

through education or social programs. The peasants reverted

to traditional sources of support. Among these were the

clergy and voodoo leaders who helped to explain and

interpret the world around them in supernatural terms.

Individuals who attempted to effect societal changes were

often subjected to the arbitrary powers of the Tontons

Macoutes, the Volunteers of National Security, or the

Leopards. These groups were organized by the first Duvalier

regime to exercise control over dissenters. There are

further reports of secret police brutality of Haitians who

oppose the president and his policies (Metraux, 1971).

During the Carter administration, Ambassador Andrew

Young was sent to Haiti to discuss human rights violations

by the Haitian government. At the time, Haiti had no civil

rights legislation whatsoever (Charles, 1981). Although it

was reported that the situation was better in 1987, the fear

and intimidation among the citizens was still very

noticeable at the time this research was undertaken.

Politics remains a taboo subject.
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The dire conditions under which the Haitian people live

appear, to the outsider, intolerable and yet 6,000,000

people somehow manage to survive. Visitors to Haiti who

have been observing the conditions in the country report

that 90% of the citizens appear to be poor while 10% appear

to be comfortable or well-to-do. Those in this category

include the president.

Charles (1981) stated that for many Haitians, there are

only two choices: to rebel or to move away. Many have made

the second choice and have sought refuge in nearby countries

such as the Dominican Republic, Canada, the Bahamas, and the

United States.

For the others who can neither move away nor rebel,

another option exists. This option involves strength

through numbers and encourages Haitians to combine forces to

try to increase the standard of living. Metraux (1971)

reported findings from a field study in a Haitian village

where the peasants formed cooperative labor groups to

complete the harvesting needs. These groups ranged from the

simple "rounde" where several farmers banded together to

help each other clear land, plant, and harvest, to the more

sophisticated formal work societies (Metraux, 1971).

Recent reports out of Haiti suggest that the country is

somewhat more amenable to political change. For the first

time since the election of the first Duvalier regime, free

and open elections were held in Haiti. This change did not

come without great sacrifice. Many citizens were injured or
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killed during the eighties as the country tried

unsuccessfully to hold elections. However, their

perseverance finally resulted in the election of an Anglican

priest, Mr. Aristide, to the presidency. Despite this

seeming success, the Haitian people once again find

themselves in the throes of political upheaval. Less than

two years after his election, Mr. Aristide and his ruling

party were ousted in a coup. The Haitian government

continues to be in a state of disarray while the military

controls the country (Miami Herald Staff, 1991; Steinback,

1991).

Social structure and Social organization

One's social class in Haiti is determined by a variety

of factors including the lightness or darkness of the skin,

family wealth, education, or positions of authority with the

government or the military. Traditional upper class status

was assigned to the freed mulattoes who had adopted the

French customs and social institutions. It has been

estimated that about 10% of urban Haitians belong to the

elite upper class. However, another source reported that

the number may be as low as 2% (Area Handbook of Haiti,

1973).

Field observations show that the family lay at the very

core of Haitian life. The family is not defined in the same

narrow sense as it is in developed countries. The Haitian

family includes all consanguineal and affinal kin as well as
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close friends, commonly referred to as fictive kin.

Decisions that must be made concerning the family members

rest with the family. There are no individual concerns that

cannot be addressed and acted upon by the family. In

importance, family supersedes marriage. In fact, many

families exist without benefit of the legal union.

Legal and religious marriage ceremonies are a luxury of

the Haitian upper classes. The great majority of Haitians

practice the pattern of plaçage which is a combined form of

traditional African polygyny and European monogamy. There

is no evidence to suggest that the state and church

sanctioned marital union is any more stable than the

placage. While there is a certain amount of prestige

attached to "legitimate" marriage, it functions for all

intents and purposes the same as plaçage. Many men in Haiti

who are legally married maintain conjugal relationships with

several women (plaçees) at the same time. Each of the women

might have several children but live in a separate house

from the father. In such cases, the women are the heads of

the household, but the fathers may visit and assist with

support and discipline of the children. Many times, the man

may secure the house and pay for the upkeep for his placee

and her children. The woman may also secure a place to live

for herself and her children, relying upon her own family as

support (Charles, 1981; Herskovits, 1937; Simpson, 1947).

Information about the Haitian family can be extracted

from recorded studies on the Caribbean family in general as
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there seem to be few significant differences in the family

systems of the region. This is primarily due to a common

cultural and colonial heritage. Only a few authors have

studied and written about the Haitian family itself

(Herskovits, 1937; Leyburn, 1966; Lundahl, 1979). Most have

written anthropological accounts of the family and kinship

systems found in the Caribbean (Horowitz, 1971; Marks and

Romer, 1975; Solien, 1959; Smith, R.T., 1963).

It is frequently reported that the Caribbean family has

a matrifocal orientation (Gerber & Rasmussen, 1975; Solien,

1959) although, Haiti is thought by some to be a patrilineal

society (Charles, 1981). The matrifocality of the Caribbean

family in general, and the Haitian family in particular, is

grounded in the relationship between mother and child. The

patrilineal orientation stems from the fact that property

rights are passed on through the males. The woman usually

follows her mate to a settlement on the land of his family,

commonly a lakou as described earlier (LaRose, 1975).

Most authors agree that there is no clear orientation

in the Caribbean family. Herskovits (1973) explained that

the Haitian family originated from a very strong matrilineal

society in Africa, but did not retain that orientation

because of European influence. Matthews and Lee (1975) also

reported the same to be true for the Guyanese in the

Caribbean. Solien (1960) suggested that part of the problem

of understanding the structure and function of the Caribbean
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family rests in the linguistic confusion of such terms as

"family" and "household" as operant in the Caribbean.

The "family" consists of individuals who are affiliated

by intricate sets of relationships. These relationships

form the kinship networks that have developed from the

conjugal relationship between at least two members of the

family. The family is further defined according to

extensions that might lateralize from the conjugal pair or a

member of the pair. The "household" suggests joint

residence and participation in finances and the rearing of

children. The household may or may not contain blood

relations. The family, on the other hand, may incorporate

individuals into the households who are not consanguineal

family members (Solien, 1960).

The concepts of matrifocal, matricentral, female-headed

or male-absent households seem to be terms used to mean

almost the same thing in reference to the Caribbean family.

Blumberg (1975) and Gerber and Rasmussen (1975) discussed

the conceptual problems with such terms and attempted to

extricate their true meaning. Matrifocal implies that the

mother is the stable and strong member of the family and

depends on her kin network for support rather than on the

father and his family. The matricentral family may have a

male head present, but it functions in much the same way as

the matrifocal family. The female-headed and male absent

household represent different names for these same

phenomenon.
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It would seem that relationships in the Caribbean

family revolve around both cultural heritage and the

economics of poverty. Poverty seems to be the stronger

influence on the family system in the Caribbean. It is

common to see families in which the adult male has left the

village in search of employment. The woman often travels to

other villages in search of domestic work or to sell goods

at a market. When the woman leaves, she usually takes her

children along if they are old enough. When children are

too small to go along, they are left with siblings, other

family members, or friends. In this way, the male-absent

household or matrifocal household is perpetuated.

Blumberg (1975) described five conditions that are

usually present in a female-headed, matrifocal society: (a)

the unit of labor, compensation, and property accumulation

is the individual rather than the family, (b) females have

independent access to subsistence opportunities, (c) females

can take advantage of the subsistence opportunities along

with child-care responsibilities, (d) compensation for the

females' subsistence from all sources is about the same as

males in the same class, and (e) the political economy of

the society produces and profits by the surplus labor

created by the female-headed family (Blumberg, 1975, p.

529).

All but the first of these conditions readily apply to

the Haitian family. Haitian women are able to subsist by

managing small farms, participating in the market economy,



31

performing domestic labor, or by taking in work that can be

done at home, i.e., child-care, laundry, etc. These jobs

can be accomplished at home while the Haitian woman cares

for her own young children.

In wage labor societies, compensation is dependent upon

labor performed rather than on the sex of the laborer. The

compensation may be scarcely above the subsistence level,

but women earn about the same as the men in the same or

similar jobs. Women can also receive additional help from

their families and/or friends. Children who are old enough

to work also contribute to the care of the mother and the

household. The male, although absent, usually contributes

to the subsistence of the household.

The fourth definition suggested that the woman in a

matrifocal society should be able to amass an equal amount

of subsistence as a man of her same class. In some

instances, when all sources of support are accounted for,

the woman might be able to earn a subsistence superior to

that which the peasant man is able to realize.

The stratification of classes in Haiti was imposed by

the French. The elite profited by maintaining a system that

reinforced female-headed households and the peasant economy.

The elite of Haitian society have always scorned manual

labor and industry. They have relegated such functions to

the lower classes (Area Handbook of Haiti, 1973). The elite

hire the peasants to be servants in their homes and to

provide other services that they themselves do not like to
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do. The peasant woman is allowed to bring her young child

with her to a domestic job. The child of the peasant may

also be given small chores to perform. One of the first

families observed in Port-Au-Prince had a 12-year-old boy

working in their house and on the grounds in exchange for

food and a place to sleep. He slept on the floor in one of

the hallways. The family was made up of a single parent and

four children, three adult girls, and a 12-year-old boy.

One of the daughters was a medical resident, one was a

junior at the university, and one a senior in high school.

The family would not have been considered "elite" by

American standards. However, the woman had a professional

career, received support payments from her ex-husband and

had children who were educated in private schools and the

university. These indicators placed her and her family in

the middle to upper class of Haitian society.

The first of the conditions proposed by Blumberg (1975)

does not seem to describe the Haitian peasant society.

While it is true that individuals are compensated

individually for their labor, it is impossible for the

individual to survive in Haitian society without the benefit

of family, kith and kin. Individuals do not usually secure

land independent of their family, e.g., the system of lakou

where the male head of a family controls a large plot of

land which he parcels out to his sons as they marry and

begin their families in a dwelling that is part of their

father's lakou (LaRose, 1975). When the male is absent and
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the woman assumes the role of head of household, she must

depend on the kin network for support if she is to survive.

In short, the Haitian family has no clear male or

female focus. R.T. Smith (1963) reported that the Haitian

family can be viewed as a bilateral system of limited

expansion. He suggested that significant relationships were

established from associations either in households or

neighborhoods. The strength of the mother-child

relationship and other maternal ties and foci develop out of

a common need for survival (Smith, 1963). The mother may

live with her mother and sisters in one household to

increase her base of support. Her mate, her father, and her

sisters' mates might work in other villages or away from the

home settlement to earn a living for their respective

families.

The Haitian peasant is able to survive because of the

reciprocal nature of the support that is received from the

extended kin network group in the households and in the

community. The woman who works the market for her primary

source of support is known to utilize many other women in

the market as kin for maximizing her potential earnings.

The earnings may be in the form of cash or other produce.

Often the women sell together to increase their profit.

Because they utilize each other in the market

situation, the women are free to perform other required

functions for the family that might demand absence from

their stands in the market. The market women are either
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actual consanguineal kin or fictive kin, a relationship that

has developed out of their associations in the marketplace.

By making kin of other market women, the woman feels a sense

of security and trust in performing her trade and allowing

others to aid her when necessary (Legerman, 1962).

Metraux (1971) discussed the organization of the

cooperative labor groups that were established among peasant

men to provide mutual support for working and harvesting the

farms. He pointed out that young men just beginning a

career of farming must unite themselves with a group of

neighbors who, in turn, can help with the farming through

the labor groups described earlier.

Reciprocal obligations seem to be an important factor

for survival among peasant and poverty-stricken groups.

Stack (1974) found the same type of mutual support in the

Black American ghetto community that she studied. She

pointed out that the mutual sharing of goals develops a

group identity. Each member of the group shared the gains

and losses of other members of the group as they attempted

to meet their basic needs. Stack referred to the exchange

system that was present in the study community as one that

was replete with urgent reciprocal dependencies and mutual

needs. The participants felt obligated to recognize the

dependencies collectively. Some of the items of exchange

were child-care, household goods, foodstuffs and

transportation (Stack, 1974).
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Historically, the Haitians have taken pride in their

self-sufficiency and self-governance. One of the reasons

that they can claim independence from outside interference

is the solidarity that exists among the peasant workers.

The mainstay of the country's economy is dependent upon the

goods that are produced by the peasant masses. The peasants

depend on each other for support and assistance to meet

their production and survival needs.

Life Transitions and Age Stratification

Male-female roles exist among the Haitians in much the

same way they exist in other countries such as the United

States. Historically, the male has been the dominant person

in the conjugal relationship, regardless of his presence or

absence. Men are expected to be the principal providers and

protectors for the family. The man holds the authority and

power to make the day-to-day decisions for the family. The

woman is expected to be devoted to keeping the man happy and

satisfied even when he turns to others for satisfaction and

support. Care for the home and the children is the woman's

responsibility. Children are expected to be obedient and to

comply with whatever discipline is meted out (Charles,

1981).

The sex roles among Haitians in Haiti have not changed

greatly over time. It is still true that the male is the

most valued member of the social union. Men are the

spokespersons for most matters of business. When walking
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together in public, the woman is commonly seen walking some

distance behind the man, usually carrying her packages on

her head even when the man is empty-handed. When the male

is absent from the household, another male relative is
-

typically consulted first before decisions can be made. It

seems likely that the consultation exists more for social

approval rather than actual decision making. The female

head of household seems quite able to provide the

subsistence that she and her family needs on a daily basis

without the benefit of the male presence. Therefore, it is

doubtful that she would not be able to function without the

dominant male authority.

Although information on elderly Haitians is not readily

available, studies have been done on the role of elder

family members in the Caribbean in general. Authors already

cited, as well as others (LaGuerre, 1975 & 1984 and Stepick,

1982), have suggested that the older Haitian holds authority

over the family. Decisions that are made by the older

person are rarely, if ever, openly challenged.

The older Haitian may not hold a productive job, yet is

expected to continue family traditions by active

participation in family matters. When an older parent

chooses to live with an adult offspring, the chosen child

feels honored. This sometimes results in jealousies between

the siblings. Having grandparents as part of the family is

advantageous to the grandchildren since the grandparents
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usually discourage the severe discipline that the child's

parent might wish to impose (Charles, 1981).

While older Haitians may mediate the punishment of the

grandchildren, they retain the right to punish the adult

offspring when necessary. Herskovits (1973) reported that

elders would sometimes require their adult children to kneel

before them for beatings.

An elder who has no children is expected to be cared

for by other members of the group until his or her death. A

sense of moral obligation is not the only reason for

providing this care. In Haiti, it is believed that the

elder will curse the younger members of the group so that

they will also have ill-treatment when they reach old age

should they fail to provide the requisite care for the elder

(Herskovits, 1937).

Another important function of the elders in Haiti is

the transmission of cultural phenomena. The systems of the

lakou, landownership, marriage, the market economy, as well

as the very strong religious and health practices, are all

kept alive through the oral transference by the elders.

Oral history is a very significant part of the Haitian

family's functioning.

Whatever the number, there is no dispute that the

majority of Haitians belong to the lower class or live at or

below the poverty line. Surprisingly, members of the lower

class tend to own land more often than the elite upper

class. Urban land, which is considered most valuable
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because of the rent it may earn, is controlled by the upper

class. Rural land is used primarily for farming.

The rural lower class is considered to be disadvantaged

primarily because of the difficulty they incur in meeting

subsistence needs, their lack of political involvement, and

their high rate of illiteracy.

In contrast to the usual poverty that prevails in the

rural areas, one sees a small number of wealthy peasant

landowners. It is believed that about 5% of the rural

peasants have landholdings large enough to lend them status

as community leaders and to help them maintain a certain

amount of control over their villages. These "well-to-do"

peasants tend to share urban goals and send their children

to urban schools (Area Handbook of Haiti, 1973). However,

no such wealthy peasant farmers were observed during field

visits to Haiti.

The urban lower class, by contrast, is quite visible.

They are sought after by those seeking political office for

their votes, however, they have no real control or power to

make changes. Members of this group tend to be the domestic

servants or vendors in the marketplace.

The middle class in Haiti, estimated to be about 3%, is

the smallest and, therefore, most powerless of the social

classes. They are usually well-educated city-dwellers and

have legal marriages. They seem not to have any particular

identity and are occasionally of foreign extraction. The

jobs they hold are primarily with the government, but also
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with educational or business establishments. They are

distinguished from the lower class only by economic and

cultural standards. Members of the middle class usually

earn a reasonable income, are literate and have mastery of

the French language. Otherwise, they do not have the

political clout or social prestige of the upper class (Area

Handbook of Haiti, 1973).

Charles (1981) pointed out that the social structure in

Haiti has not changed much since the neo-colonial period

when mulattoes constituted the ruling elite class. It was

noted, however, that when Duvalier, Sr. took office in 1957,

he used the color of his skin as an issue to win the

election. In this regard, Duvalier led the way for more

Blacks in Haiti to seek advancement up the social ladder,

especially those who were educated and had family and

financial support.

Although the class structure in Haiti is quite obvious,

it must also be said that members of each class appear

relatively free to move across classes without too much

difficulty. The shared goal in Haitian society is economic

survival and growth: survival for the lower class and growth

for the middle and upper classes. Haiti, it would seem,

falls within the definition of a plural society because of

its poverty and the lack of a common social goal other than

survival. However, a plural society implies that there are

different factions in the society competing for political

power at different times (Braithwaite, 1960), which is not
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the case in Haiti. The ruling class continues to rule while

the rest adapt or leave the country.

Cultural Characteristics and Values

Most cultural and folk practices in Haiti are

influenced by the belief in and practice of Vodun among the

peasants. The Vodun cult first emerged between 1750 and

1790 during a period when Africans were still in bondage.

Christian slave owners and the Catholic Church forbade the

gathering of the slaves for any purpose other than Catholic

worship. Forced to resort to meeting in secret, slaves

developed an elaborate cult in which African culture and

religion were kept alive through discussions and

storytelling (Simpson, 1945).

Catholicism is the official religion of Haiti.

However, while statistics suggest that 90% of Haitians are

practicing Catholics, 100% are Voodoo or Vodun. Vodun is an

informal religion of action. It helps the practitioners

deal with the spiritual forces in the universe. It has a

set of beliefs about good and evil and offers support,

solace and sense of security to the believer faced with a

supernatural force. Through dance rituals, Vodun encourages

the free expression of emotions. Over the centuries, Vodun

has syncretized many of the ceremonies and beliefs of the

Catholic Church with traditional African theology and ritual

(Herskovits, 1937; Leyburn, 1941).
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Catholic influence on Vodun worship is evident in the

belief and worship of the loas. Loas are believed to be

African deities, much like Catholic saints. Some believe

that all Catholic saints are loas, but not all loas are

saints. The function of the loas is to protect or punish

their charges. They offer protection to followers who are

obedient and have made the requisite sacrifices. Punishment

is dispensed when the follower has displeased the individual

loa. Many peasants attribute all misfortune, crop failures,

and illness to the power of a displeased loa.

During pregnancy, for example, mothers wear a special

charm prepared by their vodun priest. The charm is believed

to offer protection from the "evil eye" for both the mother

and the child. Vodun dictates that the mother must also

avoid eating certain foods that may cause her to become ill

or displease the loa. The vodun priest decides which loa is

to be selected to protect the child after birth. A special

ceremony, based on the particular loa, is performed after

the birth of the child.

Illness is generally thought to be either a warning by

a loa or an act of black magic initiated by an enemy. The

ill person must send for a specialist who can discover the

cause of the illness. This specialist determines which loa

is angry and explains the reason for the anger. Angry loas

can be appeased by sacrifice; black magic can be

counteracted by a specialist which, in some cases, may
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involve such illegal practices as the mutilation of a

Corpse.

It is further believed that dead individuals become

loas. Should death come suddenly and be of natural causes,

or when the reason is not known, the family will often

mutilate the body or plunge a knife into the heart in order

to spare the deceased degradation and humiliation, or worse,

enslavement as a zombie. Zombies are persons who have been

killed by sorcerers and resurrected by evil vodun priests.

Zombies have no souls, are completely dominated by their

masters, and are used for evil purposes.

The magic of vodun is most prevalent among the peasants

in Haiti where the primary function is to explain the

unexplainable mysteries of life. Vodun, like magic, fills

the gap created by the inadequate scientific knowledge of

the environment while offering recreation and entertainment

for the practitioners.

The Protestant religion is also practiced in Haiti.

Many different Protestant groups have opened free schools

and clinics that attract participants to the Protestant

worship services. Protestant services were also among the

first to be held in both Creole and French.

The national language of Haiti is French, although most

of the population speaks Creole. Creole came into being

during a period when Spaniards controlled the Caribbean and

buccaneering prevailed. The language of the Spanish and

French buccaneers were slowly integrated into the patois of
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the people from different provinces. Over time, this

language took on a distinct Haitian character of its own

(Leyburn, 1941).

Education in Haiti is free. By law, education is

mandatory for all children through the age of 12. However,

in reality, most schools are located in the urban areas and,

therefore, the majority of Haitian children are unable to

attend. Some of the religious groups have opened schools in

the rural villages in an effort to make education more

accessible to these children.

University education is also free in Haiti. Most of

the professional schools or programs are located in the

University of Haiti in Port-Au-Prince. Students attending

the University must be able to buy their own books and pay

there own room and board. Thus, the children of affluent

families are most likely to take advantage of the free

education in Haiti.

Health maintenance and the treatment of illness play a

key role in Haitain culture. Haitians rely far more on

herbalists and traditional healers for their health care

than on formal health care professionals.

Herbalists (dokte-feys) are widely consulted. Recipes

for herbal preparations used to guard against illness are

kept secret and are passed down through generations of

healers.

Professional physicians are thought by most peasants to

be detached. This causes many to doubt the physician's

|
|
h

n >



44

sincerity. The physician's style of dress, gestures, and

professional objectivity are seen as evidence of the

distance between the client's world and that of the

physician.

The major health problems in Haiti are malnutrition and

infectious diseases. Malnutrition is caused by too few

calories, too little protein, or specific vitamin or mineral

deficiencies. Malnourished individuals are more susceptible

to disease.

Many of the infectious diseases that were once

widespread in Haiti were eradicated during the United States

Occupation. The World Health Organization (WHO) and The

United Nations Children's Emergency Fund (UNICEF) sponsored

a special program to help wipe out malaria and yaws.

Tuberculosis continues to be a major health problem

(Lundahl, 1975).

Other health problems as well as nutritional

deficiencies have persisted. Many of these continue to pose

a problem for Haitians who have immigrated to the United

States. LaGuerre (1981) reported that corneal blindness,

the result of vitamin A deficiency, and kwashiorkor, a

protein deficiency, are common among Haitian Americans. He

pointed out that kwashiorkor was most often seen in children

and women because of the uneven distribution of meat at

mealtime. Typically, the adult male is given the majority

of the meat at mealtime because it is felt that he needs to

be well-fed in order to provide for the family. The corneal

■
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problems suffered by the Haitians are usually the result of

vitamin deficiencies that occurred in the first three years

of life.

There is no aggressive resistance by the Haitians to

modern medical assistance; rather, health problems are

attributed to supernatural causes, therefore, Haitians seek

supernatural methods of healing. Like public education,

public health care is free. Also like education, the most

widely available public health care facilities are found in

Port-Au-Prince. In addition, there are a number of

dispensaries and other health centers managed by religious

or private foreign groups. These help to supplement the

public health care system in Haiti.

Peasants in the rural areas tend to seek medical care

only when faced with an acute problem and, even then, as a

supplement to traditional health practices of their healers.

They depend upon the remedies of the voodoo priest or family

members for their primary health care needs.

Life of Haitians in America

Haitian immigrants, like most others, leave their

homeland in search of a better life. The "better life" may

mean different things to different people. To some, it may

mean membership in a developed society rather than a

developing one. To others, it may equate to a more

equitable distribution of resources, less perceived racial,

religious or class discrimination. To others still, "the
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better life" may be embodied in a world free of fear and

political persecution. Often, adverse conditions in the

homeland, commonly referred to as "push" factors, are

stronger than the "pull" factors or positive forces that

would attract other immigrants or keep one in one's own

country (Gay, 1985).

One can see evidence of the determination of the

Haitians in articles in Miami newspapers. Most seem well

aware of the hazards of immigration, both physical and

emotional. They have used small, unseaworthy boats and

braved hostile seas to travel to the United States and other

countries. Once in the new environment, they are often

confronted by hostile, intolerant communities.

The problems of immigration are made more severe by the

fact that most are classified as illegal aliens immediately

upon arrival. Illegal immigration is almost always

unplanned and it usually has a negative impact on the

receiving community. Unplanned, illegal immigration does

not mean that the immigrants are not expected. Certain

markets in the United States flourish because of the

constant influx of illegal aliens. However, the periodic

migration of illegal aliens for seasonal markets does not

create the same social problems as do illegal aliens who

plan to remain in the country, use resources and seek

employment. Among the social problems created by illegal

immigration are, (a) lack of policies and resources to

accommodate the social needs of the immigrating group, e.g.,
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housing, education and health care (DeSantis & Halberstein,

1992), (b) hostile reception by citizens who believe their

own jobs to be threatened, and (c) a fertility rate higher

than that of the host group. Basic human rights of

immigrants may also be an issue as the rights of citizens

may take precedence over those of the immigrant group (Gay,

1985).

Settlement patterns of the immigrant group may create

its own set of problems. Local residents may be exposed to

communicable diseases that are not indigenous to the area;

the immigrants may also be exposed to new diseases to which

they have not developed adequate immunity.

Immigrant groups also make positive contributions to

the host society. They also tend to assume jobs or

positions that the residents reject and to work for lower

wages. They seldom belong to unions and, therefore, work

without the benefits afforded labor union members. These

facts serve as incentives to employers to hire the immigrant

over the citizen (Natiello, 1985).

Immigrant groups also offer the host society an

opportunity to learn about and experience a culture and

heritage other than its own. The process of education or

orientation to another culture involves learning about the

language, customs and traditions of the other culture.

Despite these very real, positive influences, history

has shown that immigrant groups are never readily accepted

by the host society. They suffer from discriminatory
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attitudes and practices until such time as they are

cornpletely assimilated into the new society or until the

arrival of the next group of immigrants.

The plight of the Haitians in the United States has

c Lc = ely paralleled the experiences of other immigrant

groups, legal and illegal. The fact that the Haitians are

E. L = cl, has made them more easily identifiable and the target

C f additional discrimination based on skin color.

Haitian migration to the United States has occurred in

three waves. The first of these occurred from 1915–1934

*** = ing the United States occupation of Haiti. During the

U - s - Occupation, military leaders and troops practiced the

**rra-e prejudicial policies against the Haitians as they did

the Blacks in the United States. The Haitians who left at

th. = + time were members of upper class, urban families. They

limirra igrated to New York and settled in and around Harlem

(+= <=uerre, 1984).

The second significant wave of Haitian immigrants
Ge. - º -*** =red the United States after Francois Duvalier assumed

O -

f == Fi ce and declared himself president for life. Many of the

***- itical leaders and business people who opposed Duvalier
f *-sees Haiti, fearing for their lives and the safety of their
f -** silies. These Haitians also settled in New York City. It
Vºy
** there intention to form a strong base of support for the

Q. Yerthrow of Duvalier. None of those efforts were

\scessful and those immigrants have remained in New York
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and have assimilated their beliefs and traditions with those

of the Americans (LaGuerre, 1981 & 1984).

The third wave has been the largest by far and has

created the most attention and political discussion. It has

been estimated that 50, 000 Haitians entered the United

States illegally during the Carter administration at about

the same time as the Mariel Cubans. Haitians seized the

opportunity provided by Carter's liberal Cuban refugee

policy to make their journey to the United States en masse.

Unlike the first two waves of middle to upper middle

class Haitians, the third wave consisted primarily of poor

peasants and laborers. Many of them were rural landowners

who were evicted from their land after Jean Claude Duvalier

succeeded his father. While most travelled directly to the

United States, some used a third country (e.g., the Bahamas)

as an interim destination (Charles, 1981; Morris, 1985).

Since the completion of data collection for this

research in 1987, there has been yet another massive wave of

Haitian immigrants seeking refuge in the United States.

Following the coup of democratically-elected president

Aristide in 1991, thousands of Haitian "boat people" left

the island in search of better and safer living conditions.

Many of these did not survive the journey by boat to the

coast of Florida (Associated Press, 1992; Miami Herald

Staff, 1992). This dissertation, by necessity, focuses on

the Haitians who immigrated during the early 1980s.
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Some Haitians attempt to immigrate legally. To raise

money for the passage to the United States, those Haitians

with land sometimes sell this along with all of their

possessions. Many unscrupulous travel agents and smugglers

require large sums of money to arrange passage. Family

members often pool their resources because they know that

having a family member in the host country will ease the way

for their eventual migration (Charles, 1981; LaGuerre,

1984).

Older family members are consulted about the
tº tº

****
disposition of family property. They assist in locating tº st

tº a■

trustworthy contacts in Haiti who know the immigration * *
tº ºu

process and will be available to accompany the prospective t; tº

immigrant to the travel agent. The travel agent handles all º
of the official documents needed to leave the country, g-fi

either permanently or temporarily. :nº

Catholic saints and vodun loas are appealed to for

assistance in the venture. Family members ask favors of ºn 1

friends or acquaintances in positions of influence. He a

The aspiring immigrant must spend a great deal of time

in Port-Au-Prince as part of the process. Multiple trips to

the travel agent and governmental offices are sometimes

necessary in order to obtain a passport. Often, the

individual is required to pay bribes to corrupt government

Officials.

When the passport is finally obtained, another

gathering of family and friends takes place to celebrate the



51

good fortune. Travel plans are finalized and the emigrant

is asked to bring letters and gifts to family members and

friends in the United States (Laguerre, 1984).

The process above describes the legal entrance of the

Haitian immigrant. Legal entrants account for only about 5%

of the Haitians in Dade County, Florida. The remaining 95%

enter the country without documentation, usually by boat

after a hazardous voyage. Those who enter legally report to

the United States Department of Immigration and

Naturalization Service (INS) and must await an adjudication

of their status. Those who enter illegally have no such

communication with the INS and generally remain undocumented

and unaccounted for (Charles, 1981; Miller, 1984; Stepick &

Stepick, 1990; DeSantis, 1990).

There are tremendous social problems awaiting both

groups of Haitian entrants. Those awaiting INS hearings

must officially request asylum in this country. While they

wait, they are detained in special camps at the Krome

Detention Center in Homestead, Florida, or in jail. Should

their request for asylum be denied, they are returned to

Haiti where their situation worsens quickly. They have

liquidated all of their possessions for the trip. In some

cases, they are subject to acts of political retribution or

harassment.

Haitians, whose lives may be in danger as a result of a

particular political affiliation, are usually granted asylum

by the I.N.S. and, therefore, may receive the benefits of
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the refugee status. Miller (1984) reported that almost

40,000 Haitians were awaiting immigration hearings at the

end of 1981. As a result of the 1991 coup and subsequent

influx of refugees, that number has grown tremendously.

Within months of the coup, more than 35,000 Haitians left

Haiti in non-seaworthy vessels. In May of 1992, 13,000

Haitians were interdicted by the U.S. Coast Guard, all of

whom must receive a hearing for a determination of refugee

status. Many of the Haitians who left Port-Au-Prince were

successful in their attempts to find refuge with relatives,

friends, or private agencies providing such assistance.

These are the Haitians who are undocumented and unaccounted

for in the community (DeSantis, 1990; Stepick & Stepick,

1990).

Undocumented aliens have their own unique set of

problems. They must live in hiding, change their

identities, or somehow disappear into the larger Haitian

community. They are unable to seek legitimate employment or

to utilize existing social services. Some of them

constitute a significant threat to the community as carriers

of communicable diseases that are undiagnosed and untreated.

The government of the United States has yet to put into

place a successful plan for dealing with the Haitians. The

executive branch of the government has attempted to use the

exclude and/or deport the Haitians in the interests of

maintaining law and order. The judicial branch, on the

other hand, has emphasized the principles of due process and
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equal protection under the law in dealing with Haitian

refugees, which has created a backlog of cases yet to be

heard. Congress has failed to pass any permanent

legislation that would assist local government in dealing

with the problems of the Haitian immigrants (Stepick, 1981).

During the Carter administration, Congress supported an

executive order granting Haitians and Mariel Cubans the

temporary status of "entrant" (Masanz, 1984). In 1988, then

President Reagan supported legislation allowing all illegal

aliens, who could prove that they resided in the United
tº -

rº
States continuously since 1982, to apply for amnesty and * * *

tº ar.

citizenship. * *
u tº

tº ºn.
ºHaitians encountered numerous problems with that

tº ºt

seemingly generous law. Some were not able to prove that
tº gº

p- ºr

they had been in the U.S. because they had been in hiding

for years. Others had changed their names and addresses º

frequently. Still others were illiterate and/or intimidated

by the paperwork necessary to apply for amnesty and ºn 1

citizenship. nº tº

In spite of the genuine difficulties, Haitians seem to

be adapting relatively well to life in South Florida. They

experience rejection from the host society but compensate by

finding support from among their own network of family and

friends. They still interact with other non-Haitians on a

daily basis. By virtue of their large, extended families,

most have relatives somewhere in the United States (Stepick,

et al., 1982).
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Stepick, et al. (1982) reported that Haitians were

highly satisfied with conditions in the United States as

compared to those in Haiti from which they fled. They were

also satisfied with the available resources such as English

classes, employment referrals, and counseling services.

The Haitian community in Miami is continuing to grow as

more and more refugees arrive. Initially, American

businesses responded to the needs of the community. More

recently, however, Haitian businesses have begun to flourish

and to serve the needs of the Haitian community. The

existence of the Haitian business community has created a

need for a Haitian Task Force, a Haitian American Chamber of

Commerce, and a Haitian American Community Association of

Dade County (HACAD). The Haitian Task Force and HACAD have

been instrumental in obtaining funds to present seminars for

the Haitian business owners and managers (Stepick, 1984).

Changes in the structure and functioning of the Haitian

family have been comparable to those seen in other immigrant

families. Haitians, while accustomed to a larger kin

network, have had to adjust to smaller networks as a result

of immigration. Many of the refugees report that they left

family members behind, promising to care for them and to

send for them at a later date.

Although there are some recognizable class differences

between the majority of Haitian and Cuban refugees, Haitian

refugees are similar to the Cuban refugees in terms of

family structure and functioning. For example, the Cuban
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family showed significant changes during the resettlement

process. Relationships between Cuban males and females

suffered as Cuban women became increasingly Americanized and

liberated. Cuban parents felt as if they were losing

control over their children who were being influenced by the

independence of American children. Older Cubans began to

fear losing their cherished position of reverence in the

family and slowly saw themselves as taking up space that was

badly needed by the young, growing family (Sandoval, 1985).

Based on field observations and field notes, it is

evident that Haitian women have begun to reject their

subservient role in the home in favor of increased

authority. A common complaint among Haitian men is that the

women have lost their devotion to the family and, instead,

have begun to focus on their own material needs. The women,

on the other hand, accuse the men of misappropriating

household funds for selfish pleasures (Charles, 1981).

As was stated before, Haitians have confronted the same

kinds of social problems that are commonly faced by other

immigrant groups. They have turned to their own community

of family and kin networks. In most cases, their support is

of an informal nature. Morris (1985) observed in the

Bahamas that, even when entitled to services, Haitians did

not adequately utilize them but rather chose to depend upon

Imembers of their own community for assistance and aid.

DeSantis (1985) suggested that host communities would

be far better off once they stopped seeing foreign culture
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as a "barrier" to utilization of specific services and,

instead, saw culture as an "ally" for human interactions.

She pointed out that when service providers needed

information about members of a group different from their

own, members of that group could be used to secure the

needed information. Weidman (1985) referred to those

individuals from the foreign group as "culture brokers."

The culture brokers may serve to define different behavior

for service providers and to interpret information from the

provide in the host society to the member of the shared

Culture.

As Haitians struggle to find their place in the new

environment, they depend upon their network of friends and

family for survival. They are suspicious of the world

around them and are in constant fear of what the future

holds for them. Even if inclined to consider alternatives

to Vodun, the realities of the open hostility they

experience on a day to day basis serve to strengthen their

reliance on traditional forms and perceived need for

supernatural assistance.

Summary

Reconciliation of cultural differences may occur with

the passage of time. Different groups are inclined to

select particular aspects of the other's culture that are

appealing and incorporate those aspects into their own. The

United States, being a pluralistic society where many
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cultural groups settle, is the perfect example of how

reconciliation can happen. It is quite common to see an

American woman wearing an Indian dress while eating at a

Chinese restaurant before going to see a French film.

The incorporation of health care practices and beliefs

are not so evident although, to some degree, immigrant

groups use the health care delivery system of the host

country while certain of the nationals are reported to use

healers from the immigrant community (Weidman, 1985).

Lynch (1969) put forth several ideas regarding the

reconciliation of cultures: (a) individuals must understand

their own culture and the other's culture if positive

in Eiluences are to be realized; (b) reconciliation happens

*E*~rner when the individual acknowledges the need for change,

***E== its benefits, and is able to share in the planning and

*E* Elementation of a cultural shift; and (c) acculturation,

in “Exeneral, may occur but certain fundamental beliefs and

P* = <=tices may remain the same.

Haitians have undergone some cultural changes in Miami.

The Haitian communities are organizing groups that closely

P*==llel the host community, such as the Haitian American

Sºreruunity Association of Dade County (HACAD). There are

**-s o many churches and businesses that primarily serve

Ha #-tians.

The health care delivery system has established

**tellite facilities to provide easily accessible services

* S the immigrants. The clinics are staffed by providers who
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are Haitian or are fluent in Creole. Local efforts have

been supportive to the Haitians, but national level support

is required to promote the resettlement process and to

influence appropriate utilization of social and health care

services.

A body of literature is rapidly developing about the

recent Haitian experience in the United States. Many of the

current studies seem to concentrate on the economic and

political influences of the refugees in the country. Health

care providers are focusing their research on health care

beliefs and practices primarily related to childbearing and

childrearing.

The presence and resourcefulness of elderly Haitians

have been largely ignored. It is believed that many of the

°1-sler adults remained in Haiti to care for small children

*** were unable to make the trip to the U.S. Nevertheless,

their-e are many older adults in the Haitian community and

*-i- ther their health status nor their ability to maintain or

P*s-rriote health has been addressed.

Adaptation and survival are known strengths of

*** sigrant groups (Nann, 1982). However, the impact of

*** sigration and resettlement on the health practices and

****-jective health status of older Haitians have not been

**\restigated
-

This dissertation looks at the issues of health

**=ctices and subjective health as influenced by the social

*\apport network of older Haitian adults. Additionally, the
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review of the literature on social support, social support

networks, and health practices as they influence self-rated

health status, provides the conceptual framework for the

study.

Theoretical Framework

The theoretical framework is derived from the

literature on social support networks in older ethnic

populations and social support influences on preventive

health practices and subjective health status. Adaptation

theory (Mechanic, 1974; White, 1974) also provides a basis

for understanding the nature of environmental influences on

the individual's ability to meet internal and external

he ecºls. These environmental influences include social

***E*Eort, social networks, and the immigration experience.

It is clear that the concepts of the theoretical

fr= renework, social support (as experienced from the members

of *Ehe social network in minority populations), health care

P* = <=tices (influenced by migration and the social support

****-work), and perceived health status related to older

*i-t-ians do not seem to flow from a single theory that would

P*s-ride conceptual clarity. Contextually, however, these

S*S*racepts are related to several relevant theories.

The study of social support and the social network is

**eortant to identify network members and to identify the

**-rength and quality of the potential support that is

*Yeilable to an individual and realized from the social
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support network. Another important reason for studying the

social support network is to identify the gaps in support,

especially where there is a real need for such support. The

amount of social support available to, or believed to be

available to, the individual must be understood in order to

provide the needed reinforcement.

Social support networks have been studied by many

different experts to determine linkages and interconnections

within the network, the quality and nature of the network,

and the potential effect that support from the network has

on particular physical and/or psychological health indices,

including health-care practices.

Social Support

A consistent and succinct definition of social support

is difficult to obtain. This is probably due to the fact

that the social support is generally discussed within

particular sociocultural contexts.

Sources and indicators of social support are more often

discussed than is the concept itself. Social support is an

abstract concept which is not easily operationalized;

therefore, its measurement is realized by linking the social

support concept to empirical indicators. Even with the

linkages, a measure of social support is only approximated.

Empirical indicators are designed to represent given

abstractions and should be as specific and exact as possible

(Zeller, 1980).
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It is impractical to deal with overly rigid definitions

when discussing social support. The term is used

differently in different cultural contexts. What one group

might see as social support, another group might see as

stress. Therefore, social support must be studied within

its cultural context. Table 2-1 contains some of the early

definitions of social support by the authors who are most

frequently cited when others write about social support:

Table 2-1

Early Definitions of Social Support

Author Year Definition of Social Support

Caplan 1974 Mutual obligation, emotional support,
help with tasks, help with supplies or
money.

Weiss 1974 Attachment, social integration,
opportunity for nurturance, reassurance
of worth, a sense of reliable alliance
and obtaining guidance.

Cobb 1976 Information giving that implies love,
self-esteem and mutual obligations.

Lopata 1979 Actions or objects defined as necessary
or helpful in maintaining a life style.

Kahn 1979 Confidence and trust, ability to exert
and respond to influence; affect,
affirmation and aid.

House 1981 A flow of emotional concern,
instrumental aid, information, and/or
appraisal.
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The large body of literature on social support theory

and research frequently cites one or more of the above

authors and uses their definitions of social support.

Elaborating on an acceptable definition of social support,

however, creates the additional methodological difficulty of

measurement of the Construct.

Empirical indicators must be used for measurement of

social support and operational definitions must be stressed

in each specific study of social support. The researcher

must describe how the respondents define social support and

the meaning that the support network has for them in the

particular context.

An analysis of contexts will generate the meaning and

the significance of the events being studied. For example,

one could hypothesize that when the individual has a

satisfactory social support network, coping with stressful

life changes will be more efficient. The contextual

analysis would include an investigation of the variables of

satisfaction with social support network, stressful life

changes, and efficient coping schemes. Exactly how much of

the variance of efficient coping could one hope to explain

from data obtained from an analysis of satisfaction with

one's social support network?

Although the question may be answered in one study, in

another, the answer might be quite different. The variables

of age, sex, attachments, group status, self-concept, and
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culture, would change the meaning of the question and,

thereby, change the answers.

Webb, et al. (1966) cautioned social science

researchers about the mistaken belief that the operational

definition used in research is all inclusive. Operational

definitions of a concept can create the false assumption

that single classes of measurement designs can explicate

relationships of the concept under study to some other

variable. By administering a questionnaire, or conducting

an interview, one might be able to identify one or more

dimensions of a concept and its influence on some

pre-determined dependent variable. The use of multiple

measurement techniques, each of which might be weak when

used alone, might demonstrate a more significant

relationship or correlation between variables when put

through rigorous statistical analyses (Webb, et al., 1966).

Social Support Research

The literature on social support research is also quite

large. The individual results are not always conclusive as

there are many acknowledged measurement problems. However,

collectively, the cumulative results increase the

explanatory power of social support as an influencing factor

which mediates many of life's stressful events.

Most of the research studies demonstrated a positive

influence on the outcome measure with an adequate social

support network present. Laschinger's study (1984) of
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twenty-five older adults did not show a correlation between

the quality of social support and self-reported level of

health. One problem with the study was the small sample

size. A quantitative instrument was used which had not been

previously tested and, therefore, neither validity nor

reliability was established.

The studies by Johnson and Catalono (1983) and Fengler

and Goodrich (1979) examined the problems of long-term

care-giving which is an aspect of social support. Often,

care-givers need as much or more support as the client. In

both studies, there were other intervening variables that

influenced the measurement of the dependent variable along

the dimension of social support. Some of those variables

were: (a) physical condition of client and care-giver, (b)

level of morale or hope, (c) income, (d) adequacy of role

enactment, and (e) the amount of intimacy and companionship

that existed between care-giver and client.

The investigation by Mitchell and Moos (1984) adds to

our understanding of social support as it relates to

clinical depression. They reported the results of a

longitudinal study of the impact of perceived social support

on depressed patients when faced with stressful situations.

The research question was two-fold: Does an inadequate

social support system cause stress in the depressed patient

or does the depressed patient create an inadequate support

network to help buffer the stress?
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It has been shown earlier that the social network

members themselves experience stress when the need for

intensive support continues over a long period of time.

Consequently, it is likely that network members, who are

providing the support over time, will experience burnout and

render inadequate support. Therefore, the answer to the

research question must also be two-fold. In some

situations, the depressed person does not receive adequate

support because the network members may also need support.

In other instances, the depressed person may not be able to

receive (by personal perceptions) the support that is

available and offered by network members.

Kahn (1979) and Kahn and Antonucci (1980) introduced

the concept of the convoy as a framework within which social

support is exchanged. They explained convoy as a concept

that was made up of interpersonal relationships and

interactions. Personal attributes and situational factors

determine the individuals ability to perform particular life

roles and to maintain well-being.

Convoys develop and change over the life span. The

convoy or network members assume different roles in the

network as they age and encounter different situations. For

example, the young male adult may change from being a son,

brother, and friend in the network of his mother, sister and

classmate to becoming the spouse of the classmate, the

care-giver for his mother and an acquaintance to his sister

(as a result of a family quarrel). The same individual, in
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later life, might become a widower, or a grandfather. He

may also feel the loss of a friend because of relocation

after retirement or death. Many of the roles assumed within

the convoy are due to accretions; others are due to losses

which are not replaced (Kahn & Antonucci, 1980).

There seems to be agreement among social support

researchers that, for older individuals in general, the

social support system functions to counteract stress events

when (a) the social network contains an attachment figure

(Henderson, 1977; Snow & Crapo, 1982), (b) when the older

person maintains close interactions with friends (Wood &

Robertson, 1978), or (c) when there is an acknowledged

confidant (Adams, 1967; Miller & Lefcourt, 1983).

Thomas and Hooper (1983) reported a positive

correlation among satisfying social attachments, an

orientation towards the internal locus of control, and

health in older people. Lawton (1983) described the quality

of the environment as influencing social support which

promoted well-being in the older person.

Fuller and Larson (1980) reported that there was no

significant effect of emotional support on health indices

when viewed from the point of view of a multivariate

analysis. They studied the effects of life events and

emotional support on psychological and physical well-being,

as well as the interaction effects of the variables. The

most significant effect was found to be the main effect:

health indices on well-being. This is not surprising as one
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would expect that for older individuals, the greater the

level of physical health, the greater the perception and

experience of well-being.

Studies that have investigated the role of family

members in maintaining attachments with the older person

have found that the family is usually the primary provider

of social support to older individuals (Bell, 1973; Shanas,

1979).

Hirsch (1979, 1980) introduced the concepts of

dimensionality and density to the social network literature.

These concepts are seen as variables that influence the

prevention of mental distress and disorders. Dimensionality

refers to the number of different types of activities the

network members engage in with each other. Density refers

to the number of network members who know and interact with

each other. Hirsch (1980) found that respondents in a high

density social network received significantly more social

support than respondents in the low density groups.

However, he theorized that in certain situations, the low

density groups might be more desirable. When faced with a

conflict, it could be easier to mediate a resolution in a

dyadic relationship than in a group.

Stokes (1983) found that density was not significantly

related to satisfaction with the network; however, the

presence of a confidant in the network was a powerful

predictor of satisfaction with the network.
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Miller and Lefcourt (1983) suggested that individuals

who experience intimacy in social relations are less likely

to experience distress than individuals who do not have an

intimate relationship. However, they raised the same

question that was discussed earlier: Which came first, the

distress which prevents the individual from establishing an

intimate relationship or the lack of the intimate

relationship which causes the distress?

When Mitchell and Moos (1984) asked the same question,

they found that respondents who experienced positive life

events received more support while respondents who º,

experienced negative life events had no change in the level . . . ;

of support provided. Researchers were urged to be specific ". . .

in the identification of the circumstances and the

particular types of support that are believed to influence º
stress or health. The authors suggested that environmental *** is.

and other personal factors should be investigated to º:
determine why individuals develop and sustain certain social !;

º
ties. They believe that individuals actively make decisions * ...

ºf ... tº

about their social environment that influence the quality

and shape of the social support network.

Social Support and Ethnic Minorities

Support from the members of social networks is such a

fundamental part of life that often, the support system is

not readily discernible. The family is usually the basic
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unit of support and is often considered the primary support

structure for the individual.

Western thought, in recent years, has endorsed the idea

of the nuclear family as an ideal for industrialized

societies. Greater significance is placed upon the smaller

conjugal family rather than on consanguineous kin and

affinal networks (Sussman and Burchinal, 1968). Even when

small conjugal families are sustained, the older members

continue to be attached to kin networks (Sussman, 1976).

Ethnic minorities, by contrast, demonstrate strong
º "t is is a

kinship and extended social ties that make up a larger part * , n', tº i tº

* * * , , e.
of their social support. Historically, older Black it. . . . h.

wn.:, .
*

Americans have been at the bottom of the socioeconomic º
* 2: ... n.

ladder and have depended heavily on the reciprocal support
tº .. lº.

Histºrs is. |from the kin network (Wylie, 1971).

Studies of African-American family networks and support

are needed to understand the role these networks play in * * * * *
, sº it,

si" t

both quality of life and health maintenance. The existing !
º

that ºn tº

literature has focused on functional aspects of social * * *

exchanges within Black kin groups (Hanson, Sauer, & irº , , ºf

Seelbach, 1983; McAdoo, 1979; Stack, 1974; Woehrer, 1982).

The reciprocal support and/or exchange might involve direct

aid, child care services or emotionally expressive support.

Levine (1963) used field methodology to study how the

family, in several sub-Saharan African tribes, utilized the

extended kin network for support and also how this kin

network mediated tensions between generations. The tribes
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met all of the social support needs of the elderly and

others who were unable to care for themselves. Members of

the tribe felt secure in knowing that they would not be

abandoned or allowed to suffer should misfortune strike.

The concept of social support was more implicit than

explicit.

Blakemore (1982) conducted a survey on the use of

health services by older Afro-Caribbeans living in

Birmingham, England. He found that the elders depended more

often on the informal care provided by families than on the

formal health services available to them. The kin network

was the implied provider of support, though no definition of

social support was rendered.

Johnson's study (1983) of Italian-American family

relations and social support showed that, here too, families

provide care for their elders. Forty-seven percent of the

Italian-American elders studied were being cared for by

elder spouses. Johnson observed that the aged peers,

especially the spouse, were less likely to experience the

conflict and stress when the caregiver was a friend,

offspring or other relative.

The spouse caregiver may not have the demands of an

outside job or small children to care for; nevertheless,

demands made on the caregiver by an older individual who may

have physical limitations or diminished economic resources

create other pressures and stresses for that individual.
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The family continues to be the primary provider of

support of all types. Generally, it is only when the family

does not respond to the need of the elder directly, that the

linkages are made with the formal support system (Shanas,

1979).

When older ethnic minorities leave their base of

support or are left by members of their network, the

existing attachments are disrupted and the configuration and

amount of social support changes. Although immigration does

not necessarily decrease the total quantity of the

individual's kin/support network, it does create significant

changes in the social support base and the methods by which

support is received or perceived to be received.

The literature on the nature and function of social

support in general is very extensive; however, with regard

to the social support and networks of the ethnic minority

older individual, it remains very limited.

Social support research will continue to pose special

challenges to the researcher because of the high level of

variation among human beings and the nature of their

interactions with others. A study of social support and

social networks must be specific to a particular group.

This fact limits the generalizability of the results of the

study to groups beyond those being investigated.
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Migration and Health

Migrants are individuals who move from a place of

origin to another residence which is intended to be

permanent or of long duration. In the United States, farm

workers often migrate seasonally to harvest a particular

farm product. Other groups have migrated, or immigrated,

because of sociopolitical, religious, or economical

oppression. Regardless of the reasons for migration, such

transitions create a host of concerns, not the least of

which are concerns about the health of the migrating

population.

Independent, affluent individuals may choose to migrate

solely for the sake of adventure. Professionals and

corporate employees may migrate for career or economic

advancement. In such cases, the new location is often much

like the place of origin and, therefore, few changes in

health of the individual or family are apparent (Hull,

1979).

Concerns about the health of immigrant populations

often center around mental health and/or the experience of

particular illness symptoms that the immigrant may endure in

the host country (Lipson & Meleis, 1985; Morrissey, 1983).

Additionally, the immigrant is concerned about the ability

to obtain health care as a result from traditional methods

of health care (Morrissey, 1983), as well as separation from

the traditional social support network. An important part

of the social support system is usually the health care
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practitioner. This may be an herbalist, a folk medicine

practitioner, or a college-educated physician or nurse.

Migration means that the individual must leave behind these

support members, although new members are added to the

network as the immigrant establishes ties in the host

environment.

The strength and quality of the new ties will most

likely influence the individual's perception of self-rated

health status. Subjective health reports are often based on

the influence of network members.

Ethnographies and epidemiological studies have shown

that geographical and cultural transitions place the

migrating individuals at greater risk for illness. Clearly,

risks exist for everyone, regardless of location or state of

transition. However, migrating people usually change many

of the conditions of their life that directly affect health.

Some of the conditions that affect the health of the

immigrant and which may require adjustments include the

environmental factors of pollution, temperature, humidity,

irradiation and other disease-causing agents that are

foreign to the immigrants' system (Hull, 1979).

Health Care Practices

This study is concerned with the subjective

descriptions of health practices and the health status of

older Haitians. It is understood that the activities in

which immigrants engage to keep healthy are influenced by

several factors, including beliefs about health and illness,
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conceptualized as the health belief model (Leavitt, 1979),

acculturation and ethnic identity (Lipson & Meleis, 1985),

health care expectations (La Fargue, 1985), and the

influence of relatives and friends (Igun, 1979).

The basic tenets of the health belief model describe a

general concern about health, beliefs about susceptibility

to disease or disorder, the seriousness of disease or

disorder, benefits and costs of performing certain health

care activities, and a belief about the indicators that

should stimulate specific health behavior (Becker, 1979).

It is not the goal of this project to study illness

symptoms or treatment methods. It is acknowledged that the

perception of illness and the ensuing treatment are also

culturally influenced. Other studies have looked at

health-seeking practices and health care service utilization

behaviors across cultures in order to develop models of the

events that lead groups to seek help for the treatment of

illness. A possible next step in the investigation of

health care practices engaged in by individuals to prevent

illness is the study of the diagnosis, treatment, and

rehabilitative processes of specific illnesses.

Activities in which individuals engage to maintain

health and wellness demonstrate, in important ways, their

personal definition of health. Health is often behaviorally

defined, and the definition is passed along within families

by mothers and grandmothers in traditional societies

(Diaz-Guerrero, 1984). Behavioral definitions of health
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imply that the individual will actively pursue health

activities to reduce the risks of illness.

Holmes and Rahe (1967) have reported that many life

events or significant life changes create risks of illness

without regard to individual or personal activities.

However, those stressful events are mediated or buffered by

the beliefs and explanations that individuals ascribe to

such events and also by the social support network.

The social support network reinforces the culturally

defined behaviors in which members of the group engage.

Health practices that have developed over generations are

well established and deeply embedded habits. As discussed

earlier, these practices continue in immigrant populations,

either intact or as mutations of practices during that

existed prior to the acculturation process.

Health care providers must know what these practices

are, and respect the individual's right to practice them, if

health care delivery is to be effective. Professional

recommendations must be compatible, in form and content,

with the beliefs and practices of the immigrant (Levine and

Sorenson, 1984).

Compatibility of health activities can be realized when

health providers recognize both personal and cultural

influences on health practices. The personal values of the

immigrant and the health care provider may be quite

different, regardless of culture. In some cases, the

immigrant may place a high value on personal health, and
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still his or her values may differ greatly from those of the

health care providers.

The definition of health held by many professionals

has, until recently, been medically-oriented and seen as the

absence of disease or disease symptoms. Health promotion

education has focused on reducing the risk of disease

(Levine and Sorenson, 1984).

Health behaviors are strongly influenced by the degree

of involvement with, and approval from, the social network.

Therefore, any health practices that are engaged in by

immigrants are most likely practiced by their social

reference group also. Attempts to change these practices or

to incorporate them in a health education campaign must also

take into account the broader social support network.

Health behaviors are practiced in the belief that they

will result in positive outcomes. The positive outcomes

stem from the individual's faith in his/her ability to be

maintain or promote health. Successful practices are

reinforced when health objectives are met.

Schunk and Carbonari (1984) evaluated several models of

behavioral health and made the observation that individuals'

self-efficacy and the perception of skillfulness in

maintaining health encouraged them to remain vigilant in

health care promotional behaviors. Self-efficacy is

discussed within the framework of social learning theory

which emphasizes symbolic functioning and self-regulation to

explain behavior.
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When individuals perceive that their health care

practices are successful, their sense of self-efficacy is

strengthened. When individuals are unable to successfully

practice health promotional activities, they try to regulate

the environment or change the environment to create an

atmosphere for efficacy (Schunk and Carbonari, 1984).

The concept of self-efficacy can be seen as an

antecedent to self-care as they relate to health care

maintenance and promotion of health. Self-care has been

presented as a theory about nursing practice with clients

who may or may not be capable of performing efficient health

care practices (Orem, 1980).

Self-care involves behaviors that are engaged in to

regulate structural integrity, human development, and

functioning and to control the environment. These behaviors

are necessary for the continuation of life (Orem, 1980).

Self-care behaviors may also improve the quality of life

when there is no imminent threat to its continuance. As

mentioned earlier, self-care behaviors are learned and

practiced within a sociocultural context.

The study of health behaviors is fraught with many

concerns and issues. The concept of health is, itself,

multidimensional and is situationally, as well as

culturally, defined. This fact limits the scope of the

meaning of any definition of health to a specific population

or group.
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This research project was undertaken with an

ethnographic orientation, examining each of the variables of

interest from a cross-cultural perspective. The

cross-cultural perspective not only directs the collection

and analysis of data, but actually influences the selection

of a theoretical framework. The difficulty in "selection"

of a formal theoretical framework exists because, while this

study is guided by specific concepts from formal theories,

it is a descriptive study that looks at social support,

health practices and perceptions. The data are analyzed

using qualitative methods. Health behaviors for the

promotion and/or maintenance of health were studied in the !
** is tº

population of older Haitians in the home country and among
'º - ºt

immigrants in Miami using concepts from the self-care theory

framework (Orem, 1980). The influence of the social support

network was studied from an eclectic approach to social

support theory. It is hoped that the data collected here ºn

of health-seeking and illness-prevention behaviors among ***
1; -- it

will stimulate future studies to investigate other aspects

Haitian and other immigrant groups.

Assumptions

The assumptions implicit in this study were as follows:

1. A significant number of older adult Haitians live

in the greater Miami area and also in Port-Au-Prince and

surrounding communities and they are active in the religious

community.
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2. Older Haitians will agree to participate in the

study when the study is endorsed by a religious leader;

Haitian religious leaders will agree to participate.

3. Older Haitians care about their health and are able

to engage in certain strategies to maintain or promote

health.

4. Older Haitians are part of a tightly knit social

network and they use this network for advice and support on

matters concerning health.

Research Questions

The questions that guided the study were as follows:

1. What are the characteristics of older Haitians'

social networks and are there differences between the

network of older Haitians living in the greater Miami and

those living in Haiti?

2. What self-care practices are used by older Haitians

living in Miami to maintain or promote health and how do

they compare with the self-care practices used by older

Haitians living in Port-Au-Prince?

3. What are the perceptions of health status among

older Haitians living in Miami and those living in Haiti?

4. Does the social network influence the use of

preventive health behaviors?
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Definition of Terms

SOCIAL SUPPORT: Assistance provided to the individual in

the form of affect, affirmation, and/or aid. Social support

may be instrumental, as in providing direct assistance,

informational, as in providing instructions or giving

directions, or emotional, as in allowing/encouraging the

individual to feel or express certain emotions or agreeing

with the thoughts or feelings of the individual.

SOCIAL SUPPORT NETWORK: Individuals who are perceived by

the respondents to have the potential for a reciprocal,

socially supportive relationship. Network members may be

family, friends, health care providers or religious leaders.

PREVENTIVE HEALTH BEHAVIORS: Activities in which the

individual engages for the maintenance or promotion of

health.

PERCEIVED HEALTH STATUS (SELF-RATED HEALTH): A subjective

report of health status by the individual. Each respondent

identifies his or her status as excellent, very good, good,

fair, poor and explains the particular self-rating.

NETWORK SAMPLING: A procedure by which individuals who are

part of a social network are identified by other network

members and contact is sought to include them in the study.

OLDER ADULT.: Individuals who are at least 50 years old or

who are younger than 50 but are grandparents.
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CHAPTER III

METHODOLOGY

This descriptive study used two tools to examine the

impact of immigration on the health-care practices and self

rated health of elderly Haitians. An interview guide was

used to elicit from respondents information on demographics,

health care practices, health status, and the social support

they received from and provided to members of their social

support network. The Norbeck Social Support Questionnaire

(1981) was used to direct the respondents' report of social

support and to identify the members of their social support

network. All tools can be bound in Appendix B.

Quantitative studies of social support and social

networks have been undertaken by numerous researchers in the

past (Appendix C). In most cases, however, these studies

were carried out with White, American respondents. When

studying respondents from other cultures, and where the emic

meaning of the variable is not known by the researcher,

qualitative methods are most appropriate (Brislin, Lonner, &

Thorndike, 1973). Cross-cultural research may involve

patterns of behavior that are not within the researcher's

realm of experience. It is, therefore, necessary to

describe the presence of a particular pattern of behavior or

trait and to find other cultures with similar patterns in

order to begin to build a theory of the phenomenon. For

example, in a study of elderly Finns, Stoller (1987) found
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that friendships served to compensate for the absence of

actual family network members. Others have found similar

patterns of expanded kinship, friendship and fictive kinship

in the social networks of ethnic minorities (Jackson, 1980;

Johnson & Barer, 1990; McAdoo, 1979). Theories based on

phenomena seen in other cultural groups guided the present

study because of the lack of published data on the social

network and social supports of elderly Haitians. Field

observations indicated that they relied on close friends in

much the same way as they would on family members. This is

also true in Black American communities (Johnson & Barer,

1990) where friends, who are treated and thought of as kin,

provide special support services to each other. The

children in these families often refer to the network

members as "aunt," "uncle," or "godparent."

Gaining Access to the Haitian Communities

Gaining access to the Haitian respondents proved to be

one of the initial challenges of this study. The plan, as

originally conceived, was to begin in the United States and

to move to Haiti upon completion of research here to

continue the collection of data. My first effort involved a

telephone call to a man at the Haitian Refugee Center in

Oakland, California. This man explained to me some of the

difficulties experienced by Haitian "entrants" in the United

States. He was quite helpful and promised to provide me

with more information when we met. Several weeks later,
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upon going to the Center, I learned that it was no longer in

existence and that there was no further trace of an

organized effort to assist Haitian refugees in the Bay Area.

I next contacted the Haitian Consulate in San Francisco

for more information. A visit to the Consulate revealed

that the office was run by the consular staff of the

Dominican Republic. The sole purpose of this office was to

provide brochures on vacation and investment opportunities

in Haiti.

At this point, I contacted a Haitian-American

anthropologist at the University of California, Berkeley to

ask how I might begin to locate possible respondents for the

study. This anthropologist had personal ties in Haiti and

had published articles on Haitian culture. He was able to

provide useful information about appropriate conduct when in

Haiti, but was unable to offer specific information about

how to gain entry in the community of elderly Haitians in

the United States or in Haiti. He seemed to understand

little of the political problems experienced by Haitians in

the United States and had never heard of the Haitian Refugee

Center in Oakland.

Dr. Afaf Meleis, a nurse sociologist, gave me the name

and address of a nurse scientist, Dr. Fernandu Hérbert, who

was working at a community hospital and clinic in Limbe,

Haiti (L'Hopital Dispensaire). I wrote her a letter,

sharing some of the details of the study. She met me upon

my arrival in Port-Au-Prince and helped me to become
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familiar with the country and customs. Through her I met

several Haitians in the health care professions who had

access to older clients.

Because of these initial, modest successes, I decided

to begin data collection in Haiti. During this first trip

to Port-Au-Prince, I spent much of my time trying to become

familiar with the culture in which the data would be

collected. I found the recommended guest house. I found

the nurse scientist. I also met a young man in the

community who one day approached me and, in broken English,

asked me what I was doing in his country. I explained that

I wanted to go for a walk and invited him to join me. He

spoke English which he had learned at school and he agreed

to accompany me on the first of many walks through the

streets of Port-Au-Prince.

This young man accompanied me, thereafter, on my daily

walks. He guided me respectfully past a funeral procession

that I wanted to watch and provided me with valuable

cultural information that made my introduction to this new

environment much easier. For example, he showed me how to

identify and to hail a taxi. Taxis in Haiti are identified

by a red string or ribbon hanging on the rear view mirror

inside the car. They are called by a "pssst" sound with the

raising of the hand. One has to do both, simultaneously, or

the taxi will not stop. He explained that taxi drivers do

not necessarily deliver the passenger before taking on

additional patrons. In fact, the taxi driver routinely
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continues to take on passengers until the car is full. My

"informant" happily accepted lunch and two dollars a day for

the daily strolls.

The initial trip to Haiti was intended as a

fact-finding mission and an orientation to the field. The

second visit, by comparison, focused almost exclusively on

data collection. During my first visit, I had made contact

with the Protestant American Director of an orphanage and

mission in Mariani, a province outside the city limits of

Port-Au-Prince (Christian Haitian Outreach) and obtained

permission to interview some of the older employees. She

proved to be a delightful person and was excited that I

wanted to visit Haiti to study the elderly. She was also

very cooperative upon learning that I was a nurse

practitioner and would be able to provide the children in

the orphanage with some much needed health care.

I was given a comfortable place to live and three meals

a day in exchange for my nursing skills. I helped care for

sick infants in the orphanage and taught resident caretakers

how to conserve water during bathing without

cross-contaminating the children with infectious diseases

such as impetigo. I also taught visiting White American

missionaries how to comb and care for the Black children's

hair. I was assigned two interpreters who accompanied me on

the interviews in the afternoons and evenings after my

service commitment was satisfied. During this visit, 52

interviews were conducted within seven days. The
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interpreters were paid $20 each for their assistance with

the interviews.

Gaining access in Miami was, surprisingly, much more

difficult. I thought that, because of my professional and

personal contacts in the community, access would pose no

problem. This, however, was not the case. I began my

search by contacting several pastors of local congregations

to ask for their assistance in finding elderly Haitians who

might consent to being interviewed. One of these invited me

to visit his congregation to explain the project. However,

no one came forth to be interviewed nor to offer the names

of older people in the community who might be interested in

the project.

Having no success with the congregations, I turned to a

local primary health care center that catered to Haitian

immigrants. A Haitian-American translator from the Center

accompanied me to two local shopping centers located in

Haitian neighborhoods. Together, we set up a work area to

do interviews and to offer free blood pressure screening, a

strategy that had worked well in Haiti. Individuals who

appeared to meet the age criterion were invited to

participate in the study and to receive two dollars in

addition to the free blood pressure screening. These visits

to the shopping centers resulted in very few usuable

interviews.

The small sample in Miami was problematic and so I

turned to a nurse colleague for assistance. I explained to
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her that I needed respondents from a congregation or

religious institution. She was able to put me in contact

with a Haitian minister who was, himself, a recent immigrant

from Haiti. He had been a teacher in Haiti and was very

active in the Haitian community as a teacher of English and

spiritual counselor.

This minister agreed to help. He invited me to meet

him at a local Haitian church to explain my project to the

congregation at the conclusion of the evening. This

involved waiting through a two-hour Bible class which was

conducted entirely in Creole during which time I was

expected to participate in a discussion in Creole which I

managed with the help of the parishioners who spoke both

Creole and English. By the time the class was over, there

was no time left for interviews. However, I explained the

project and asked the congregation to inform the minister if

they, or some one they knew, would be willing to be

interviewed and to have their blood pressure checked.

The minister set up appointments for me in the days

that followed at the homes of the parishioners who agreed to

be interviewed. This proved very successful and I was able

to interview thirty-three respondents in less than a week.

Many of these respondents suggested the names of other

elderly Haitians who might be willing to be interviewed.

The minister diligently recorded this information and

arranged for additional interviews. He also interpreted

during most of these interviews.
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The need for network sampling was necessary in both

Haiti and the U.S. In order to gain access to the target

population, it was necessary to first identify a small

cohort of Haitians who, in turn, offered the names of many

more willing participants. Actual records or lists of

elderly Haitians were nearly non-existent in Port-Au-Prince

and Miami and none of the attempts to recruit whole groups

proved successful. As a rule, I believe, the Haitians

distrusted the motives of the "outsider" fearing, perhaps,

that such contact might lead to deportation. This is quite

common among immigrant groups in which there are numbers of

undocumented people (DeSantis, 1990).

Sample

A total of ninety-seven (n=97) elderly Haitians,

fifty-two respondents in Haiti and forty-five in Miami, were

recruited to participate in the study of the social support,

social networks, health practices and subjective health

status of older Haitians. All of the respondents were at

least fifty years old and most were older. While a few were

exactly fifty years old, these respondents satisfied our

definition of "older adult." It is well substantiated that

the life-span of Haitians in Haiti and ethnic minorities in

this country is considerably shorter than that of their

White, American counterparts. According to American studies

on aging, a fifty year old individual is generally regarded

as middle-aged; old-age typically begins at sixty-five
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(Eliopoulos, 1987). In the case of the Haitians in their

early fifties, however, life cycle experiences such as

grandparenting, retirement, death of spouses and friends,

etc., were comparable to those of White Americans in their

sixties.

The specific criteria for inclusion of respondents in

the study were as follows:

1. Respondents needed to be at least fifty years old or

older.

2. Respondents needed to have the ability to communicate

verbally in either French/Creole or English.

3. Respondents could have no disabling medical conditions

which would interfere with the length of the interview or

the ability to self-rate health status.

4. Respondents in the Miami sample needed to have entered

the United States after 1978.

5. Respondents needed to consent to the interview.

It was anticipated that the Miami sample would be

small; only about 8% of Haitians are over the age of fifty

(Behavioral Science Research Institute, 1983). For this

reason, network sampling, which was used successfully by

Valle and Mendoza (1978) in their study of older Latinos in

San Diego, proved most successful in locating the desired

respondents in this study as well. A sample, selected in

this manner, is also referred to as a snowball sample.

Of the total sample of 97 (n=97), 52 were women and 45

were men. In the Haitian sample, there were 34 women and 18
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men while in Miami, 32 were women and 13 were men. This

ratio is consistent with other age-related studies where

women make up a larger percentage of the population by

virtue of a longer life expectancy.

The mean age of the Haitian respondent was 59 (58.9).

The mean age of the Miami respondent was 64 (63.9).

Thirteen of the Miami respondents reported being married

while 32 of the Haitians reported the same. Table 4-1

displays Sociodemographics.

Instruments and Interviews

Two tools were used to collect the data. The first was

an interview guide used to collect sociodemographic data, * -

health care practice and behavior data, and perceived health

status data (see Appendix C). The second was the Norbeck

Social Support Questionnaire. Additional qualitative

information was recorded when respondents felt free to

verbalize their thoughts and observations.

The interview guide and Norbeck tool were translated * * |

and back-translated from English to Creole to English by

several translators to insure clarity and consistency of

terms and concepts. The content of the tools was virtually

unchanged in the translations. The rating scale of the

Norbeck tool was changed because in Creole, no distinction

is made between "quite a bit" and "moderately." Therefore,

the rating scale of the social support questionnaire was

translated as follows:
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ENGLISH CREOLE

1= not at all 1= ditou

2= a little 2= ontikras

3= moderately 3= impe

4= quite a bit

5= a great deal 4= ampil

The modification in the tool did not change the meaning

of the concepts; rather, it changed numbering which would be

of importance if the results were to be analyzed

quantitatively as the original tool intended; however, they

were not because of the qualitative approach used.

Interview Guide

The interview guide consisted of open-ended questions

and forced- choice questions that provided sociodemographic,

social support, and religious participation data on a

particular respondent. Additionally, respondents were asked

to list the kinds of support they provided to network

members to supplement the Norbeck tool which only asks

respondents to list network members on whom they can depend

for support. It has been clearly established that social

support involves reciprocity in the relationship.

The second section of the interview guide was designed

to collect information about health care practices. Using

open-ended questions, respondents were asked to describe and

discuss behaviors that they, or someone they knew, engaged

in to stay well or to prevent illness.
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The interview guide was not pilot-tested for this study

as it had been used by other researchers at the University
of Miami to elicit similar data for a family research

project. However, the guide was modified for use with this

population.

Norbeck Social Support Questionnaire (NSSQ)

Social support is multidimensional and the functional

and network properties are necessary constructs that should

be measured within a cultural context in order to generate
* 1: 1 a

usable data. The Norbeck tool was selected for use in this
it it " '

study because of the ease with which it could be

administered and the fact that it had been used with many ... .
different groups world-wide. The questionnaire was designed

to be self-administered; however, because of the high level

of illiteracy among the Haitians in Port-Au-Prince, the
*** ---

investigator decided it would be best to administer the º:

questionnaire verbally. 5
The nine-item tool measures the three functional *

components of social support: affect, affirmation, and aid.

"Affect" refers to the amount of emotional concern, love, or

attachment that the individual feels from the network

member. "Affirmation" refers to the affirming of one's

worth, the feeling of confidence and trust, and the ability

to exert and respond to influence. "Aid" refers to

assistance and may be instrumental or informational. All of

the functional properties are thought to be reciprocal in



93

nature. There are no questions on the tool to assess the

level of support that respondents provide to another network

member. Questions 1 and 6 of the questionnaire were

designed to measure each of the functional components.

Questions 7 and 8 measure network properties such as network

size, stability, or availability of the other network

members. Questions 9, 9a, and 9b measure changes in the

network resulting from death, divorce, transfers, migration,

or other types of environmental transitions.

Test-retest reliability was obtained by administering

the Norbeck tool to a group of college students. A high

level of reliability was obtained. Internal consistency was

tested through intercorrelations among the items. The

correlations among the functional items measuring affect,

affirmation, and aid were also very high. Affect and

affirmation correlated so highly (.95 to .98), that the

analysis suggested that the respondents were not able to

clearly differentiate between those two functions. The

items were collapsed into three variables on subsequent

analyses because of the high levels of internal consistency.

These were: Total Functional (affect, affirmation, and

aid), Total Network (number in the network, duration of the

relationships, and frequency of contact), and Total Loss

(number of categories of persons lost and the amount of

support lost).

Construct and concurrent validity were obtained and are

reported in the literature (Norbeck, et al., 1981). The
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Norbeck tool has also controlled for response bias and the

results showed that there was relative freedom from the

influence of social desirability. Prior to 1989, there was

no evidence of the tool having been used with ethnic

minorities nor with the elderly. However, problems were not

anticipated by using the NSSQ in these populations. It was

speculated that differences in the interpretation of

responses might occur in the Total Loss category. The older

Haitians were thought to possibly have network members whom

they had not seen nor had contact for a long period of time,

but those members may not be perceived as "lost" from the

network.

Pilot Testing

The Norbeck tool was pilot-tested on 40 elderly people

at an adult day care program in Miami; the co-variable was

self-rated health status. The tool proved useful for the

collection of social support information, even though

statistical analyses of the first 27 questionnaires using

the Statistical Package for Social Science (SPSS) indicated

no significant statistical results. Respondents in this

initial pilot-testing ranged in age from 56 to 80. Fifty

eight percent were Caribbean and American Blacks, 41.4% were

either White Americans or Hispanic Americans. Females

constituted 81.8% of the cohort.

There was no difference in the perceived health status

between respondents who scored high on the social support
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measures and those who scored low. When analyzing health

status according to the total functional support score,

56.5% of the respondents rated their health as poor, 30.4%

rated it as fair, and 13% believed it to be good. The

scores were similar for total network by health status:

53.8% rated their health status as poor, 30.8% rated it as

fair, and 15.4% rated it as good. High total network scores

were reported by 15.4% of the respondents. Medium total

network scores were reported by 38.5% of the respondents.

Low total network scores were reported by 46.2% of the

respondents.

It was concluded that the Norbeck tool can be used ; : * !

successfully with elderly ethnic minorities. Black

respondents and women generally report having more people in ;

their social networks with whom they have a close i
relationship than do White respondents and men. The

* tº the

tº
, sº

the pilot-test respondents (58.5%) as poor. This is " )

perceived health status was reported by more than half of

consistent with actual health status of the elderly who, by *
* It'

virtue of the health care problems common in advanced age, l

are more likely to be in less-than-ideal health. Another

outcome variable might have yielded different results based

on the social support variables.

The decision was made to proceed with the research

using the interview guide and the Norbeck Social Support

Questionnaire. However, a descriptive analysis of the data

was called for rather than the statistical analysis
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typically used with the Norbeck tool because this population

answered the questions consistently in a non-specific

manner, e.g., "everybody loves me," or "no one can take me

to the doctor. "

Although the Norbeck Social Support Questionnaire was

used with the Haitians, during the pilot-testing and during

its actual use, the questions that rated affect and

affirmation were non-discriminatory with all of the

respondents in both Port-Au-Prince and Miami. With few

exceptions, respondents tended to laugh when asked about
* 14, is a

love, respect and affirmation. Their comments suggested tº r"
tº it.”

that the response should be self-evident and that an older
* is tº

person in the family is always loved, respected and , , a

supported. The questions about instrumental aid also

elicited smiles or puzzled frowns, the implication being

that clearly aid would be offered if resources were

* 1: th:available. Most of the respondents believed that they could
, sº

expect "ampil" (a lot of) support from network members, even

from those living far away. "|

Ethical Considerations and Recruitment

The research proposal was approved by the University of

California, San Francisco Committee on Human Research. A

consent form (Appendix A) assuring anonymity and

confidentiality was read by each literate participant or was

read aloud by the interviewer when the participant was not

literate. Many participants could neither read nor write.
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They were given the opportunity to ask questions and voice

concerns. Those who agreed to the interview and could,

signed the consent form. The others had their names written

on the consent form to indicate agreement.

Some of the Haitians declined to participate. A

potential respondent in Haiti, for example, declined the

interview when she learned the investigator did not have a

Bible to give to her. Speaking through an interpreter, she

said that she did not want money but did want a Bible.

Other potential respondents in Haiti were curious but were
* is tº a

unable to wait for the interviewer to complete the current a tº "'"

* * * *

interview. In another case, a promising respondent was ; : H

* f :,

found to be a sixty-seven year old American missionary and :
not Haitian at all. She was interviewed but later excluded

from the study.

In Miami, too, there were many potential respondents
-

who refused to be interviewed. They explained that they did º:

not have time for the interview. One respondent actually 5
agreed to the interview and subsequently left before it was *

over, stating that she had run out of time.

Initially, respondents were from a local congregation.

The Director of the orphanage and mission in Haiti

encouraged the employees to participate in the study, to

receive the equivalent of one U.S. dollar, and to have their

blood pressure checked.

As word of the honorarium (5 Haitian Gourds) spread,

there was soon a steady stream of potential respondents.
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Those who were too young to meet the criteria of the study

were asked to bring parents or grandparents to be

interviewed.

As mentioned before, one of the main attractions for

many of the respondents was the free blood pressure

screening. The decision to offer such screening came about

purely by accident when the nurse at the orphanage in Haiti

asked the investigator to check the blood pressure of the

husband of the cook. Upon seeing this, the cook herself

asked that her blood pressure be measured. This simple

procedure generated such interest that, thereafter, every

respondent had blood pressure measured as an added incentive

to participate. Although the blood pressure data were not

included in this study, it was apparent that the procedure

had the effect of legitimizing the interview process and

providing additional reciprocity.

Interviewing Process and Issues

Interviews were conducted by the investigator with the

assistance of a bilingual interpreter. Two interpreters

were used in Port-Au-Prince and three in Miami. The

interpreters received an orientation to the study, the

tools, and the procedures that were to be used. Each

interpreter was interviewed by the researcher using the

Norbeck Questionnaire and each was instructed to interview

the researcher using the same questionnaire to ensure that

the content of each item was correctly understood. The
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first language of each interpreter was French/Creole. An

interpreter accompanied the investigator at all times.

The interviews with the respondents took approximately

1 - 1% hours. The responses were recorded in English. The

interviews of the Miami respondents took longer than the

interviews of those in Port-Au-Prince. Miami respondents

had more questions about the project. They tended to need

assurance that the information would not be used against

them. They also needed to be reminded that participation

would not result in greater access to formal support or

health services. As it happened, three of the respondents º
were referred to a local primary health care center because -

of high blood pressure; however, this was a service a

available to anyone.

Interviewers/Interpreters

Both interpreters in Port-Au-Prince were high school

students. The first, an 18 year old female, worked as a º
translator for the mission. The second, a 20 year old male, º
worked for the mission as a counselor. He had been an

orphan at the orphanage and was now trying to complete high

school so that he could enter a vocational training program.

All three of the interpreters in Miami were female.

Two of them are registered nurses who have been educated in

the U. S. . One is a nutritional technician at a local

primary health care center. As mentioned before, they were

only marginally successful in recruiting respondents.
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While interpreters were invaluable to this study, it

should be noted that they were quite capable of skewing the

results. In Haiti, for example, it was observed that one of

the interviewers took noticeably longer to complete the

interviews than the other. It was discovered that he

understood his role to include "counseling" respondents

about a particular health care practice or a belief that he

felt was embarrassing or might meet with the investigator's

disapproval. This was discussed thoroughly and the

interpreter was instructed to limit his interpretation to

translation of the investigator's words and to report the

respondent's responses exactly as spoken.

Field Observations and Field Notes

Field notes were kept on observations during both trips

to Haiti and during the research period in Miami. Notes

were recorded following informal interviews and observations

of everyday life in the village and in Little Haiti.

Data Analysis

Following data collection, using the interview guide

and the Norbeck Social Support Questionnaire, each tool was

reviewed and the responses tallied. Sociodemographic data

were listed on a form that identified the respondents

according to location. The analysis of health-seeking

practices and behaviors was not performed until after the

analysis of the social support data. The questions from the
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interview guide were listed in numerical order and the

responses were noted according to an assigned code number.

The process created a large graph of data, the columns

representing the respondents' responses to the questions

which were listed along the first vertical column. The

first row of data represented the respondents according to

an assigned number.

Once the graphic representation of the responses was

completed, the analysis was undertaken. The variables in

this study are sociodemograhic characteristics, social

support, social network, preventive health behaviors, and

perceived health status. The data analysis began by first

analyzing the sample and focusing on the sociodemographic

comparisons between the study samples in both locations.

The answers to open-ended questions about specific social

support, about health care practices and about perceived

health status were coded. All coded responses were examined

carefully for themes. These themes were organized into

categories and the categories analyzed for

interrelationships.

Demographic data for the Miami sample were described

and compared to the demographic data for the Port-Au-Prince

sample. Frequency and percentage tables were designed to

display the data. A Chi Square was employed to show

comparisons between the two study samples and was also used

to show comparisons between the social support variables in

both groups. Specifically, the variables were self-rated
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health, number of network members, frequency of contact with

network members, religious participation, and gender of

network members.

The social network data listed the network members

identified in the Norbeck Questionnaire. The network was

analyzed according to the number of members listed by the

respondent and by the relationship of the member to the

respondent and the frequency of contact with the respondent.

The responses to questions about prevention-related

health and health-seeking behaviors were listed in order of

frequency. Two main categories emerged: formal practices m ºr*H

it tº

and informal practices. Formal prevention-related health n

and health-seeking behaviors involved seeking professional º
assistance through a physician's office, a clinic, or a i
hospital. The use of prescription medications, similarly,

was considered a formal health care practice. Informal

practices included attending to health care needs through tº tº

the use of traditional medicines or remedies such as herbs " )
and teas. Each prevention-related health practice was "|

listed in the order of its occurrence until all practices

had been listed. These were then listed in order of

frequency. Respondents also rated their own health as

either excellent, very good, good, or poor. The perceived

health status was then compared to the total number of

members in a given respondent's network in order to

determine if the number of network members correlated in any

way to the self-rated health status.
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Field notes were analyzed to identify other themes that

were reported by respondents but not apparent from the

tools. These themes provide a context for the findings and

support several assertions as suggested in Chapters 4 and 5.
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CHAPTER IV

FINDINGS

This chapter describes the results of the respondents'

responses relating to sociodemographic characteristics,

number of social network members, social support received

and social support given, perceived health status and

preventive health behaviors. Following a description of

demographic characteristics, the findings are presented as

they address each of the research questions listed in

Chapter II.

Sociodemographic Characteristics

A total of 97 respondents were interviewed, 52 in or

near Port-Au-Prince, Haiti, and 45 in the Little Haiti area

of Miami, Florida. In contrast to this researcher's

expectations, the Miami sample migrated from smaller

provinces in Haiti rather than the Port-Au-Prince area

(83%). The Haitian sample lived outside of urban Port-Au

Prince as well. Most of them were from Carrefour, a 15

minute drive from Port-Au-Prince. The remainder were either

from the province of Mariani or Jacmel.

The majority of the respondents in both groups were

women, 83% in Miami and 66% in Haiti. This is consistent

with literature on aging which shows that women live longer

than men. The Haitian sample was younger, with an average

of 59 years and a range of 50-120, as compared to the Miami
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sample which had an average age of 64 years and a range of

50-87. This is also consistent with the literature showing

that poverty decreases average life expectancy primarily

because of poor nutrition and infectious diseases (USDHHS,

1990). Although the Miami sample is older than the Haitian

sample, the Haitian sample was, itself, older than the

average age of old people living in Haiti (Wilkie & Perkal,

1984).

Twenty-nine percent of the Miami respondents were

married, while 62% of the Haitian sample reported being

married. Many of the respondents who were single listed

children among their social network and may or may not have

been married at some point. The reason for the single

status was not asked, i.e., divorce, death, or separation.

Respondents simply answered "yes" or "no" to the question on

marital status.

The average number of persons living in the household

with the elders in Haiti was five, while in Miami, the

average number in the household was four. Eighty-two

percent of the Miami sample reported that they had adequate

living conditions, while 55% of the Haitian sample reported

adequate living conditions. This is consistent with Haiti's

stage of development, its overcrowding, poor to non-existent

plumbing, and unsafe drinking water.

The Miami respondents reported that an average of four

members of their kin network lived outside of their home

while the Haitian respondents reported an average of only
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two who lived outside of their home. Of the kin who lived

outside of the home, most lived outside of the area

altogether. The Miami sample often had relatives in other

states, primarily New York and Massachusetts while the

Haitian sample had kin living in various mountain villages.

The relationship of the household members to the respondents

was not asked in the interview guide, although respondents

frequently chose to mention these relationships. For

example, most of the respondents described whom they lived

with (e.g., children, spouses, siblings, relatives, etc.).

Table 4-1 summarizes the sociodemographic data.
|

Table 4-1

Sociodemographics and Living Arrangements

Miami (n=45) Haiti (n=52)

range range
Mean Age 63.9 (50-87) 58.9 (50-120)

Gender

Female 37 (83%) 34 (66%)

Male 8 (17%) 18 (3.4%)

Marital Status

Married 13 (29%) 32 (62%)

Single 8 (71%) 20 (38%)

Number in Household 4.3 (2-10) 5.3 (1-12)

Kin not in Household 4. 1 2.2

Adq. Living Conditions 37 (82%) 29 (55%)
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Findings According to Research Questions

This section includes number and types of network

members, and length and frequency of contact. This is

followed by a discussion of the types of support given to

and received from network members, and by a description of

religion as another source of support. The section

concludes with a summary, comparing the Miami respondents to

Haitian respondents.

1. What are the characteristics of older Haitians' social

networks and are there differences between the networks of

Haitians living in Greater Miami and those living in Haiti?

The Haitian respondents in this study identified and

listed individuals whom they believed to be important in

helping them meet their various support needs.

They listed the members of their social network and

their relationship to the respondent in response to

questions from the NSSQ.. The interview guide questions

asked respondents to list relatives who did not live with

them. Both tools asked for the frequency and type of

contact with network members. The field notes provided a

context for these answers and provided additional data.

The range for the number of network members from all

sources was 0-17, with a mean of 5. 7 for the Haitian sample

and 6.3 for the Miami sample. Using the Chi-Square

statistic, there was no significant difference between the

two groups related to number of network members.
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The network members consisted of all categories of

family members, such as grandchildren, cousins, siblings,

in-laws and spouses, real and fictive kin, living near and

far. In addition, network members included friends,

associates and acquaintances, and pastor and pastor's wife.

However, few of the respondents listed religious leaders and

fewer still listed health care professionals as members of

their network.

Although, this study did not isolate the specific

categories of network members, it became obvious during the

analysis that a majority of the network members were males,

166 in Haiti and 158 in Miami. Of the males in both

locations, 56% were sons. This finding differed from what

is found in the social support literature. Although the

literature on social support and gender usually addresses

caregiving activities, this study examined the social

network of well, older adults where caregiving by others was

not required. In Miami, 73 of the males listed in the

network were sons while in Haiti, 90 were sons. The group

difference related to gender of the network was not

statistically significant using Chi-square. However, the

observation may represent the particular role males play in

the Haitian family for instrumental support which is similar

for the Black American elder (Spitze, 1992). Table 4-2

displays these findings.
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Table 4-2

Gender of Social Network

Miami (n=45) Haiti (n=52)

Total Number in Network 283 (100%) 296 (100%)

Number of Males 158 (56%) 166 (56%)

SOns 73 90

Other males 85 76

Number of Females 125 (44%) 130 (44%)

Daughters 59 69

Other Females 66 61

Since most of the network members were family members

or close friends, the length of time that the respondents

had known the network members was always more than five

years unless the network member was a young child. Only one

respondent listed young children among network members. It

was anticipated that the Miami respondents would identify

losses from the network because of immigration. However,

this was not the case. Only two respondents reported having

lost network members, but these losses occurred three and

five years earlier. Although the respondents felt these

losses, the criteria of the Norbeck questionnaire does not



- 4; t■ .
** , , , *

| ** "
* -º ºf H 1, , ºt

º 4 * * * * * * * *

•. ... I ºr " 1.
-

º * , it is º

** ". gu a

r
| a w ºi' ºr "

- a tººth . . trº,
t º º *
-

• , a. º. . . . . . . . "

! Lugnºtº: “” -

---, atrºnºtº'"

- nur■ iºn " -
* , ºf

º
4. ...tº'

-
ºr 4.

*- º*.*.*, * *

º an is ºu º' "

* -- m nº tº "
l

- a

•

º º

. .

*

ºf



110

consider these losses because they had not occurred within

one year.

Most of the respondents had someone living with them in

the household; therefore, they had contact with some network

members on a daily basis. However, the average frequency of

contact with network members outside the household in the

Haitian sample was weekly, but for the Miami sample, the

average frequency of contact was monthly. Some of the

respondents reported seeing network members daily, some

several times weekly, and some, several times per month and

few reported seeing network members yearly. Most reported

having frequent contact with network members.

The contact with the network member included visiting,

telephone calls or letters, although in both samples,

visiting was cited more often than contact by other means.

One of the respondents in Miami reported that he had no

contact with his son who lived in New York for more than two

years. When further questioned, he acknowledged that he had

spoken to his son by telephone the previous year.

Social Support Received and Given

Questions as to who in the network could provide

support, and what kind of support, were problematic when

asked according to the Norbeck tool. These questions

require forced responses for specific network members and

the quantity of the support that the respondent could expect

to receive. For example, when asked about the degree of
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support provided by the individual network member, the

response was always "ampil", a great deal. When asked who

could lend money or who could give the respondent a ride to

the doctor, the response was always "any of them who could

help, would help." There was no one type of support that

was received more than another type and no differentiation

between available types of support for specific needs.

There was also no differentiation for who, among network

members, could provide the most support.

Network members provided different kinds of

instrumental support to the respondents, and respondents n

reciprocated with a variety of types of support. The most n is

frequent source of support provided by respondents to ■

network members was childcare, with twice as many Miami

respondents (78%) mentioning this kind of support as Haitian

respondents (34%). Older Haitians living in Miami most
:- - -

, tºoften lived with relatives and this would explain why

childcare was the social support most frequently provided by j
these older adults to their working network members.

It was evident from field observations that the Haitian

sample provided some childcare support, but childcare was

more a community function in which everyone participated.

Children who were too young to work or to be in school, were

left at home or taken to work with the caretaker, but the

care was not necessarily provided by one person. Therefore,

while the Miami respondents saw themselves as providing

childcare support, the Haitian respondents reported this
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less as childcare was a group responsibility, not relegated

to the elderly as it was in Miami. Also, the Miami

respondents were part of an urban lifestyle where the adults

worked out of the home which required more childcare and

other household activities in support of the working family.

In addition to childcare, other categories of support

identified were housekeeping, transportation, and money.

Respondents were asked whether they received affect and

affirmation, based on the Norbeck questionnaire; however,

they were not asked whether they provided affect and

affirmation to their network members. Table 4-3 displays

the support respondents said that they provided to others.

Table 4-3

Support Provided To others”

Miami (n=45) Haiti (n=52)

Childcare 7.3% 3.4%

Cooking 3.6% 15%

Housekeeping 29% 1.7%

Transportation 26% O6%

Money 3.1% 21%

Nothing 14% 45%

Everything 0.6% O9%

Other 0.4% OO

* Respondents could give more than one answer; therefore,
percentages do not add up to 100%.
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Forty-five percent of the Haitian respondents reported

that they provided no instrumental social support to their

network members. Fourteen percent of the Miami sample

stated that they provided no social support to network

members. Based on a review of the field notes, it was

evident that these respondents were so poor that they felt

that they had nothing to offer. This was exemplified by the

statement of one of the females in Haiti. When asked what

help she provided to the people that she listed on her

network, she responded "What do I have to give? Look at

me, I am a poor woman. I have nothing." Six percent of the

Miami sample and 9% of the Haitian sample reported that they

provided everything to their network members in terms of

instrumental aid. These respondents still had dependent

children at home or they were caring for a dependent

relative. For example, one of the Haitian respondents, a

79-year old woman, provided total care for her 120 year old

mother.

Other Sources of Support: Employment and Religion

Respondents were asked about employment in order to

identify other potential avenues of support that may be

available to them. Forty-four percent of the Miami sample

and 25% of the Haitian sample reported that they were

employed in some fashion. They did not talk about the
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nature of their jobs nor the amount of time spent on the

job.

Religious participation was a source of support which

many respondents relied upon. Although most of the

respondents were actively engaged in attending worship

services, this was more likely a form of making contact and

being supported by peers rather than an indication of

religiosity.

Most of the Miami respondents (75%) participated in

religious activities daily, compared to almost half (43%) of

the Haitian respondents. The older respondents in Miami had

more time to attend worship services since they relied on

relatives or other network members to assist them with their

living arrangements and subsistence. Additionally, they had

greater access to a number of churches. The Haitian

respondents were more likely to be engaged in subsistence

activities to help support themselves or their families,

most often by selling produce or other goods in the market

or along the highway. This left less time for active daily

religious participation. One of the Haitian respondents

stated that she would like to go to church more often but

had complete responsibility for her own and her mother's

care. She was 79 years old and reported that her mother,

who was bedridden and blind and lived in the back room of

their hut, was 120 years old. While there was no way to

verify any respondents' ages, the interpreters and this

researcher thought that this may have been an exaggeration.
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Table 4-4 provides data on religious participation.

Table 4-4

Religious Participation

Miami Haiti X2 p

Religious Participation 1. 05 . 004

Daily 33 (75%) 22 (43%)

Weekly 5 (10%) 20 (38%)

Monthly or Less 7 (16%) 7 (14%)

Religion

Baptist 21 (47%) 13 (24%)

Catholic 13 (29%) 16 (31%)

Methodist O 2 (0.3%)

Pentecostal/
Evangelical 10 (22%) 21 (40%)

Other 1 (0.2%) O

Summary of Network Differences Between Miami and Haiti

Using the chi-square method, the two samples were

compared according to gender, size of network, frequency of

contact, number in household, and religious participation.

Number of network members was not statistically significant,

nor were gender and number in household. Frequency of

contact with network members was significantly different, as

shown in Table 4-5.
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Table 4-5

Social Network

Miami Haiti x2 p

Average # in Network 6. 3 5. 7 . 70 InS

Frequency of contact 19. 38 > . 0001

Daily 3.6% 193;

Weekly 13% 56%

Monthly 3.8% 21%

Less 13% 4%

Thus, Miami respondents reported a slightly larger

network (6.3 network members) than those in Haiti (5.7

network members), but the Haitian respondents had more

frequent contact on the average with their network members.

The Miami respondents had more daily contact on the average

primarily due to the elder's participation in the childcare

and other household activities. More network members lived

in the household with the Haitian respondents (5.3) than

with the Miami respondents (4.3). However, fewer network

family members of Haitian respondents (2.2) lived away from

home than network family members of Miami respondents (3.1).

Field observations show that Little Haiti, in Miami, is

a very transient community and immigrants to the area move a
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great deal, both within the community as well as outside of

the community, in order to meet basic subsistence needs. As

a safe haven in a new country, they have a large number of

people for whom they provide support or from whom they

receive support (Veciana-Suarez, 1983). Miami respondents

perceive that their network has more members than the

Haitian sample although, in reality, the difference is very

small. The Haitian sample had more network members living

with them because of the poverty that has already been

noted. Observations showed that some of the respondents had

so many people in such a small space that they took shifts

sleeping in their huts. Family members who worked during

the day slept at night while those who did not work, or

worked during the evening, slept during the day.

Less frequent contact with network members among the

Miami sample could be due both to the transient nature of

the population as well as acculturation of network members

to the work ethic of the new culture, e.g., there was less

time to spend with the older adult because of work and

social commitments. Telephone contact was more likely in

Miami than in Haiti because only nine percent of the Haitian

sample had access to a telephone, while 84% of the Miami

sample had telephone access. This could also contribute to

the more frequent daily contact that the Miami respondents

enjoyed with network members.

Most of the Miami respondents reported that they

attended church on a daily basis, but only 43% of the
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Haitian respondents attended a worship service daily. Using

chi-square, the Miami sample attended church significantly

more often than the Haitian sample, at a p level of . 004.

However, 11% of the Miami respondents stated that they

rarely or never attended church. More frequent church

attendance among Miami respondents does not necessarily

indicate that they are more religious than Haitian

respondents. It may mean that they may have more time

and/or greater access to a house of worship. Field notes

show that when the Haitian respondents talked of God or the

church, they demonstrated their reverence through such

gestures as bowed head, lowered voice or eyes lifted to the

sky. The interpreters also became more animated and

approving when the respondents in Haiti reported more

religious participation. It is unlikely that the Haitian

respondents would admit to strangers that they never attend

church service even if this were the case. The Haitian

respondents who indicated that they actively participated in

religious activities were from the Christian Haitian

Outreach Orphanage, a major source of Haitian respondents.

2. What self-care practices are used by older Haitians

living in Greater Miami to maintain or promote health and

how do they compare with the self-care practices used by

older Haitians living in Port-Au-Prince?

Open-ended questions were used to elicit respondents'

use of practices that maintain health or prevent illness,
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either their own or others. These responses were recorded

on the Preventive Health Behaviors Summary Sheet, (see

Appendix B) which listed the behavior or remedy, why it was

necessary, who suggested it, and what it resulted in. The

following example, Table 4-6, is a sample of one man's

responses (87 years, Miami).

Table 4-6

Preventive Health Behaviors Summary Sheet

Preventive Action Why Who Consulted Results
Actions Taken

HOme Melita Tea Tension Family Works
Remedies Sometimes

Over-The Fenol When Trouble Family Works
Counter (Iron) Sleeping
Drugs

Prescribed Potassium Tension M. D. Works

Drugs Aldomet

Wear Things No, I am
(Charms) Christian

Pray to Pray each Infected God Worked
God Morning Leg

Offerings No, I am
to LOas Christian

Go to Clinic NO

for Health
Visits

Eat or Avoid Avoid Tension M. D. DOn 't
Certain Foods Salt Know

Avoid Certain NO

People
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Table 4-6 (Cont.)

Preventive Health Behaviors Summary Sheet

Preventive Action Why Who Consulted Results
Actions Taken

Precautions NO

with Body
Fluids

Other None

Other None

When the respondent was asked if he could think of any other

behaviors or remedies, he responded "just drink juice and do

what the doctor says."

The self-care practices reported by both groups were

quite similar and fell into four categories, described

below.

Prevention and Treatment of Illness

Respondents in both countries mentioned a number of

folk medical practices that they used to prevent or treat

illness. These practices were either handed down through

family members or suggested by friends.

Some of the illnesses that were prevented or treated

using herbal teas were "gas," "grippe," and "tension." The

interpreters explained that gas is similar to the American

understanding of gastrointestinal distress caused by

consuming gas-forming foods or by swallowing too much air

i

º
g"
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when talking or eating. Grippe is an upper respiratory

infection which presents flu-like symptoms. Tension is the

word used when referring to high blood pressure.

Table 4-6 summarizes preventive health behaviors. A

complete list of remedies can be found in Appendix D. The

four categories of self-care practices are listed in the

order of frequency of use: (a) religious, (b) herbal or

folk, (c) individual behaviors and (d) professional. While

the categories are easily identified in this long list,

individual behaviors included all the avoidance or

precautionary behaviors such as "avoid sick people" or "use

special precautions with menstrual pads." For obvious

reasons, many of the remedies are spelled phonetically.

The four categories can be further collapsed into two

main categories, formal and informal. Religious,

herbal/folk and individual practices are considered informal

and the professional practices are considered formal.
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Table 4-7

Practices for Prevention or Treatment of Illness

Category Examples

Informal

Religion Prayer offerings to
Loas; Avoid evil
people; Fasting

Herbal/Folk Teas; Silver
bracelet/ring

Individual Rest; Avoid
grease/salt; Take
precautions with
bodily fluids; Eat
good food

Formal

Professional Medical exams;
Prescription drugs;
Over-the-counter

drugs; Drugs from
family and friends

The most frequently reported behavior or remedy

involved religious practices. The respondents reported

praying to either God or Jesus when they were ill or to

prevent illness. One respondent in Haiti reported that she

prayed when she felt gas and her symptoms would be relieved.

On the day of the interview, however, she was praying with

no sign of relief. Similarly, in Miami, one of the

respondents with high blood pressure said that God takes
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care of him and keeps his blood pressure under control;

however, when his blood pressure was measured, it was very

high. He was informed that he needed more assistance with

controlling his blood pressure and was referred to the

health clinic.

Making offerings to loas also would be classified as a

religious practice, although very few respondents

acknowledged that they actually made such offerings. Many

did, however, report that they knew of others who made

offerings to loas or that they, or their parents, had made

offerings in the past before they became Christians. Loas

are similar to Catholic saints and are believed to be

African deities. The function of the loas is to protect or

punish their charges. Making an offering to the loa would

invite protection.

The next most frequent category of remedy of behavior

is herbal or folk remedies. Several different types of

teas, wood chips or bark were used to treat or prevent a

variety of illnesses. One man in Haiti cut a piece of bark

from a tree and demonstrated how he would boil the bark for

the treatment of everything that troubled him or his family.

This was also true for the other teas and folk remedies

reported by respondents. The remedy was generally good both

to relieve and prevent many different ailments.

Individual behaviors frequently performed to prevent

illness or maintain health included observing good hygiene,

relaxing (taking one's mind off problems), and not working
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too hard. Respondents also mentioned taking special

precautions or avoiding certain behaviors to prevent

illness, such as avoiding salt and exercising care when

handling the menstrual pad. They reported being told that

salt was "bad" for the tension (high blood pressure).

Avoiding contact with menstrual blood is believed to keep

germs and evil spirits from being transmitted to the

individual.

The last of the categories is professional or formal

health-seeking behaviors. Many of the respondents reported

that they sought health care from a health care

professional, physician, health clinic or hospital. They

also reported taking prescribed and over-the-counter

medicines. It was evident from the discussions that older

Haitians frequently combine professional care with folk

practices. The translator in Miami, himself a Haitian

immigrant, described how he called a health care

professional for assistance with an asthma attack, but used

garlic tea to treat himself. He also reported how his

brother, one of the Miami respondents, a 52 year-old

self-employed mechanic, was regularly treated for gas by a

physician in Haiti but also used other folk remedies to

prevent the severity of the attacks.

Some of the respondents reported that they shared

prescription medications with their friends or relatives.

The Miami respondents reported that they used professional

services more frequently than did the Haitian respondents.
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Having a medical examination was the second most frequently

occurring health behavior reported by the Miami respondents;

using the hospital emergency service was the sixteenth most

common health behavior reported by the Haitian respondents.

This is probably due to the better access to health care in

Miami, as well as greater access to health information and

education.

As will be reported later, even though most of the

respondents perceived themselves to be in poor health, they

believed their methods to be effective. "Effective" did not

mean that the respondents were cured but that, for the time

that they engaged in a particular behavior, they felt that

they received some relief from the symptom. While the

respondents in both countries reported similar behaviors,

only the Miami group mentioned avoiding such things as

over-eating, drugs, alcohol or prostitutes. This may be due

in part to the fact that the Miami sample had access to

health care programs that were not available to the Haitian

sample. It was observed that they appeared to be interested

in reporting that they were, in fact, practicing preventive

health behaviors. The stigma of being in a "high-risk"

group for the AIDS virus, for example, created an unusual

awareness about "risky" behaviors among the Miami sample

that was not prevalent among the Haitian sample. It is

likely that the Miami sample wanted to display their

compliance with the recommended practices to a health care
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professional. Whether or not they actually practiced as

reported is unknown.

Health Promotion and Health Education

Table 4-8 displays the health-seeking behaviors and

practices in which the Haitian elders engage to maintain

health and/or to prevent illness. It also reports the

relative value of health to elderly Haitians. These

behaviors were generated from open-ended questions, the

responses were tallied, and categories generated according

to frequency of the responses. As mentioned above, when

asked to identify the preventive behavior most frequently

engaged in, the response was "prayer." However, when asked

how one could prevent illness, prayer was not mentioned by

the Haitian respondents. This is surprising when one

considers the religious practices of the Haitian group.

While both groups reported that health was a very important

value, 57% of the Haitian respondents said that God was more

important than health as opposed to only 15% of the Miami

respondents.
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Table 4-8

Activities That Promote Health and Health Values

Miami Haiti

General Activities that Promote Health (*)

Eat, drink fluids, avoid foods 69% 28%

Exercise 41% O7%

Keep self, house clean O6% 2.1%

Nothing can be done 0.4% 11%

Pray O3% 00

Work for money O4% 00

Other 10% 11%

Self care Activities that promote health (*)

Eat, drink fluids, avoid foods 65% 3.4%

Exercise 45% O8%

Keep self, house clean O2% 193;

Nothing can be done 0.4% 11%

It's up to God, pray O2% 00

Other 16% 19%

Health Value

Very Important 92% 93%

Somewhat important O8% O7%

Not important O8% 00
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Table 4-8 (Cont. )

Activities That Promote Health and Health Values

Miami Haiti

Other value more important than health

God or religion 15% 57%

Nothing 7.2% 3.4%

Family or other person (s) O5% 00

(1) Activities that anyone can do to promote health.
(2) Activities that the respondents do to promote health.

Respondents were also asked if they had participated

in, or had access to, health education programs in their

community. They were further asked who presented this

information to them and how it was presented. Table 4-9

summarizes this data.
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Table 4-9

Health Education

Miami Haiti

Participation 66% 53%
in health education

Source of the health education

Radio 5.4% 46%
Television 14% 11%
Church 13% 00

Not Applicable 2.4% 00

Program content

Health or cleanliness 77% 61%
Nutrition 16% 00

Program Instructor

M. D. 41% 19%
Nurse 13% 00

Clergy O6% 00

Program Usefulness

Yes 63% 100%
No 0.4% 00

Not Applicable 33% OO

Ability to use instructions

Yes 63% 100%
No 0.4% 00

Not Applicable 33% OO

Written health materials

Yes 18% 00

No 8.1% 100%
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Table 4-9 (Cont. )

Health Education

Miami Haiti

Content of written materials

Hygiene/cleanliness 3.8% N/A
Medications or other medical 50%
Do not remember 12%

Source of written material

Book/Magazine 00 N/A
Newspaper 33%
Pamphlet 66%

Able to use written content

Yes 100% N/A

In summary, the groups were similar in each area. The

Miami respondents reported participating in health care

programs more often than the Haitian respondents. Sixty-six

percent of the Miami sample had watched or listened to a

health education program compared to 53% of the Haitian

sample. Similarly, the Miami sample reported engaging more

often in individual activities to maintain health. The

responses showed that the Miami respondents seemed to

perceive that they had more control over their health status

than did the Haitian respondents. Also, the Miami

respondents reported having greater access to health care

information via the media and pamphlets. The Haitian
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sample, in general, was illiterate or had no access to

written health information.

3. What are the perceptions of health status among older

Haitians living in Miami and those living in Haiti?

Based on their ability to function and the number of

symptoms experienced, respondents were asked to rate their

health as excellent, very good, good, or poor. The most

frequent category for self-rated health for all respondents

was "poor." Table 4-10 displays the respondents' answers to

the health status questions. These questions were open

ended and respondents answered in their own words. Their

responses were tallied and the categories were identified as

listed. For example, "signs and symptoms" included such

complaints as "I've got gas" or "my head hurts."
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Table 4-10

Perception of Health?

Miami . Haiti

How do you know when someone is healthy?

No pain 13 (28%) 22 (43%)

Feels good 5 (12%) 3 (6%)

Looks good 14 (32%) 6 (11%)

Able to function 12 (26%) 18 (25%)

Do not know 1 (2%) 8 (15%)

Perceived Health Status

Excellent 4 (9%) 3 (6%)

Very good 4 (9%) 4 (8%)

Good 22 (49%) 9 (17%)

POOr 15 (33%) 36 (70%)

Reason for Perceived Health Status

Signs & Symptoms (61%) (68%)

Able to function (9%) O

Feels, eats, sleeps well (10%) (15%)

Does not feel well (6%) (6%)

Other (17%) O

*Respondents could select more than one answer.
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As might be expected because of the improved living

conditions, the Miami respondents rated their own health

higher than the Haitian group -- 48% of the Miami sample

felt they were in good health as opposed to 17% of the

Haitian sample. Thirty-three percent of the Miami sample

rated their health as poor, while 70% of the Haitian

respondents believed their health was poor. The Miami and

Haitian groups were significantly different by Chi-square

analysis (p=. 001). This difference is probably due, in

part, to actual difference in health status as a result of

improved environmental conditions.

Reasons given for rating one's health in a particular

way varied from experiencing illness, on the one hand, to

not being able to perform a function on the other. One

respondent stated that he could not do the things he used to

do such as walk far or work hard, so he rated his health

status as poor, despite no trace of illness.

Although the Haitian sample appeared to be in

relatively good health, their awareness of their own

conditions of poverty and their feelings that they were not

experiencing their potential, might contribute to their

perception of poor health. Some of them may also have

responded in a particular way in the hope that their answers

would help them get to the United States, where they thought

opportunities for health care were better.

As explained earlier, all of the respondents received

blood pressure screening. This act could also have given
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them the impression that they were not in good health.

Interestingly, as a result of this screening, it was

discovered that there was a high frequency of hypertension

(blood pressure readings of 150/100 or above) among the

Haitian sample. More than 70% of respondents in Haiti had

high blood pressure. They were, in reality, in poor health

but not for the reasons that they gave (e.g., "not feeling

well" or "having gas pains").

4. Does the social network influence the use of preventive

health behaviors?

The study originally intended to collect quantitative

data about the network using the Norbeck Social Support

Questionnaire. This would have allowed for statistical

correlations between the network characteristics and the use

of preventive health behaviors. Because of the respondents'

lack of specificity in answering the social support

questions, the tool could not be used as intended. Instead,

their answers were analyzed qualitatively. However, to

compare the Miami and Haitian groups, a Chi Square (Table 4

5) was used to show the differences in average number of

network members and frequency of contact.

The Miami respondents reported less frequent contact

with network members, but there was no significant

difference between the number of members in the networks of

the groups. We see few differences in the use of preventive

health behaviors, especially with regard to folk remedies.
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For example, several teas and practices were the same for

both groups, which demonstrates that cultural practices are

brought from the homeland and incorporated with new

behaviors as the immigrants become acculturated to a new

society.

The differences in preventive practices and knowledge

between the two groups seems primarily related to access to

health care and health education. In other words,

structural, economic and political factors may be more

responsible for health behavior than social network

influences.

However, the respondents reported that their networks

were responsible for communicating information about health

and prevention. The question dealing with who was consulted

or who assisted the individual in using a particular

practice was usually answered in one of the following ways:

"I just know to do it," "it has always been done in my

family," or "Jesus told me to use it." They also reported

that family members, especially a mother or grandmother,

instructed them on a specific practice. This was true of

both sample groups. Respondents who reported using

prescription drugs to treat a symptom, on the other hand,

reported receiving instruction from their physician, rather

than their network. In the case of non-prescription drugs,

it was most often a family member or friend who provided the

advice.
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Summary

This chapter has reported the findings as they relate

to demographics, social network and social support,

preventive health behaviors, perception of health status,

and the potential relationships between social network and

such practices of elderly Haitians in Miami and Haiti. In

Chapter V, we will summarize these findings, discuss their

limitations, make suggestions for further research, and

assess the implications for nursing practice.
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CHAPTER V

CONCLUSIONS AND IMPLICATIONS

This study has described the support network of older

Haitians in Haiti and in Miami as well as the types of

social support they received from, and provided to, their

network members. Additionally, it has described the health

care practices that elder Haitians use for health

maintenance and illness prevention and their self-rated

health status.

Findings and Related Literature

The findings provide descriptive evidence that the

older Haitians living in Miami, as well as those in Haiti,

have a network of individuals upon whom they can depend for

various types of support. The elders also provide support,

albeit limited, to their network members. In both

communities, the elder Haitians depend upon the advice and

support of network members to stay healthy and treat the

symptoms of illness. Network members include family

members, friends, and other acquaintances who provide

support, have the potential to provide support, or receive

support from the elderly Haitian. Networks in both

locations were approximately the same size; however, the

elders in Haiti had more frequent contact with their network

members. No research was found that described typical

networks of any kind for elderly Americans, regardless of
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race or ethnicity. Bowling (1991) described the social

network as "the web of identified social relationships that

surround an individual and the characteristics of those

linkages."

The need for a strong social support network is evident

particularly in light of the barriers to formal health and

social services experienced by most immigrant groups in the

United States (Marchete, 1984, DeSantis, 1991; Yeatts, et

al., 1992). Social support networks help to meet some of

the needs not met by formal support systems, and to buffer

the negative experiences of rejection and hostility they are

frequently confronted with in the host country. De La Rosa

(1988) found such patterns in the social support systems of

Puerto Ricans living in the United States; the extended

family system and other types of informal support were found

to be a major factor in preventing illnesses and promoting a

sense of well-being. Individuals are better able to handle

the stresses associated with poverty, racism, crime, poor

housing, and environmental degradation when the natural

social support network is strong. Informal support, such as

that provided by network members, constitutes the majority

of support received by elderly Americans (U. S. Senate

Special Committee on Aging, 1987-88). This was especially

true for older Haitians in Miami.

Older Haitians in the study rarely sought out formal

health care or institutional social support. They used the

informal networks within their family, friends and immediate
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community for most of their needs. The respondents in Haiti

had less access to formal organizations than did the Miami

respondents. However, despite this greater access to health

and social services, the Miami respondents face barriers

that prevent their full utilization of these support

systems. In particular, Haitian immigrants cite their

discomfort in interacting with culturally different service

providers as a barrier to accessing the formal support

system (Yeatts, et al., 1992). Health care providers should

take note of this. Whether they, themselves, adopt a

culturally sensitive manner or whether they make use of

culture allies or culture brokers (DeSantis, 1985; Weidman

1985), their efforts will prove far more successful.

The reported social interactions of Haitian immigrants,

such as providing childcare in exchange for room and board,

were similar to those in the Black community in the U.S.

(Hanson, Sauer, & Seelbach, 1983; McAdoo, 1979; Stack, 1974;

Woehrer, 1982). Reciprocal support and exchanges include

direct aid, child care services, and emotionally expressive

support.

Thomas and Hooper (1983) found a positive relationship

between satisfying social attachments and an orientation

towards the internal locus of control and health in older

people. One indication of the internal locus of control may

be taking an active role in self-care. While this study did

not look at locus of control, it is possible that there is a

relationship between the frequent use of preventive health
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practices among the Miami group and their higher self

evaluation of health. Lawton (1983) argued that the quality

of the environment influences social support which, in turn,

promotes well-being in older people. The Miami elders

reported adequate living conditions more often than the

Haitian elders. They also felt they had greater access to

health care programs and information. All of these factors

must surely have influenced the perceptions of Miami elders.

Although the Haitian respondents had fewer network

members, they had more frequent contact (average weekly)

than the Miami respondents (average monthly). At the same

time, the Miami respondents had more daily contact with

their network members. In Haiti, the visiting network

members more often expected to receive rather than give

support. The Miami respondents reported giving more support

than the Haitian respondents. Thus, while the elders in

Haiti enjoyed more average visits, they may have provided

more support than they received.

Participation in religious activities and groups is an

important form of social support in ethnic communities

(Bearon & Koenig, 1990). The majority of the respondents in

from both samples were practicing Protestants who regularly

attended religious services. Langlie (1977) found a

positive correlation among being Protestant, of high

socioeconomic status, and having high frequency of non-kin

interaction and preventive health behaviors. However, this

was not entirely true of the Haitian participants. For
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example, none of the respondents in this study were well to

do, despite their Protestant affiliation. The Protestants

in this study, did, however, have a higher frequency of

contact with network members than did respondents from other

religious groups.

That health-seeking behaviors reported by the

respondents in Miami and in Haiti were so similar validates

the notion that immigrants transport cultural habits, not

the least of which are health behaviors that remain intact

in the new environment. These practices are defined and

encouraged by the cultural group (Meleis, Lipson & Paul,

1992). The most significant difference between elderly

Haitians in Haiti and their counterparts in Miami could be

seen in their assessment of the relative value of health.

To some extent, this difference may be due to the fact that

respondents occasionally said what they believed the

researcher wished to hear. In Haiti, most of the

respondents said that God or religion was more important

than good health, while in Miami, most of the respondents

answered that nothing was more important than good health.

As noted previously, many of the elders in Haiti were

recruited from a religious organization while the Miami

elders were recruited in a much more random fashion with the

help of a health care professional and Haitian minister.

Other differences in the health-seeking behaviors of

the two groups were evident in the area of health

maintenance and self-care. The Miami respondents reported
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that good nutrition and exercise would promote health to a

far greater percentage than their counterparts in Haiti.

The respondents in Haiti, on the other hand, felt, to a

greater extent than the Miami respondents, that keeping self

and surroundings clean would promote health. Perhaps in

Haiti, where living conditions are worse than in Miami, the

issue of cleanliness has greater immediate relevance.

Both groups described a wide variety of self-care

practices that they used to maintain health and to prevent,

or treat, illnesses. Prayer was the most common of the

practices mentioned. The use of various teas and herbs was

also frequently noted. The efficacy of the reported

practices was sometimes questionable; however, none of these

practices appeared to be harmful to the respondents. Older

adults, in general, are active self-care agents (Conn,

1991). There is a consensus among health care practitioners

that they should be supported in those actions whenever

possible. When deficiencies are identified, or when

potentially harmful agents are employed, culturally

sensitive health education should be introduced to assist

the client.

On the average, the Miami respondents were older than

the elders in Haiti. Despite a more advanced age, they

enjoyed better health and were better able to provide

reciprocal support to their network members than

counterparts in Haiti. Only thirty-three percent of Miami

elders rated their health status as "poor" while 70% of the
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respondents believed they were in "poor" health. The

perception of better health is certainly due, in part, to

the improved living conditions, the availability of more

nutritious meals, and greater access to health care and

health information. Older adults in the U.S. generally view

themselves as being in good to excellent health (70%) when

compared to the population at large (U.S. Senate Special

Committee on Aging, 1987-88). At 67%, the Haitian

immigrants in Miami viewed themselves in good to excellent

health slightly less often than elderly Americans in

general, but to a far greater extent than their counterparts

in Haiti.

Summary

The findings in this study are consistent with the

results of Stepick & Stepick's study (1990) on the relative

isolation of the Haitians in Miami. As a result of overt

discrimination, Haitians in Miami depend upon their network

of family and friends to meet basic survival needs. They

are very suspicious and fearful of the world around them.

Their undocumented status contributes greatly to their

anxiety (Stepick & Stepick, 1990). This fear underscores

their particular need for effective social support. The

hostility of the world around them (DeSantis, 1991; DeSantis

& Halperstein, 1992; and Stepick & Stepick, 1990) causes

them to turn inward or to seek help from within their own

community. Wary of formal health care services, they
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prefer, instead, to turn to folk customs and supernatural

assistance to maintain wellness or treat illness.

The Miami respondents used self-care practices

(Individual Behaviors) to maintain their health and safety

more often than the Haiti respondents (see Table 4-8). The

Miami group also participated more often in health care

programs. Despite a general reticence to use such programs,

it was clear that immigrants are inevitably assimilated into

their new culture, albeit slowly. As they continue to do

so, more changes will be noted in their health-seeking and

self-care practices (Meleis, Lipson & Paul, 1992). These

changes will continue to result in better health status.

Limitations and Suggestions for Further Research

The results of this descriptive study can help us to

understand practices used by older Haitians in the homeland

to maintain health and prevent illness. It was assumed that

these practices would be found in the immigrant community,

and this proved to be the case. A knowledge of these

practices brought from the homeland can help direct health

care professionals to provide more appropriate

culture-specific or culture-sensitive care to the ever

growing immigrant population. The elderly, in particular,

will benefit from such applied and informed health care as

they are the least likely to benefit from acculturation.

The small sample size in Miami limited the ability of

this researcher to evaluate thoroughly the actual
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differences that exist between the immigrants and the

Haitian natives. It is difficult to know the extent to

which the sample in either location was representative as we

were forced to use a snowball sample and because of the lack

of comparative statistical data on elderly Haitians in

either location.

It is important to note that this study included

ambulatory and generally healthy elderly who did not require

a great deal of care. To what extent this may have skewed

the results is not known. A further limitation was the

choice of the Norbeck Social Support Questionnaire to elicit

specific social support data for this group. The NSSQ did

not generate the data that were needed to analyze the

quality of the social network of these groups. Therefore,

the quality of the network was never substantiated.

Yet another limitation would have to be the fact that

many of the tools used in social support research would seem

to be developed for mainstream American culture. Their

value in understanding the social support systems of ethnic

minorities is somewhat questionable. Although care was

taken to ensure accurate content translation of tools, and

to train Creole speaking translators, there seemed to be

conceptual difficulties in the ways in which network

members, types, and amounts of social support were defined.

The issue of how to make standard tools more culturally

sensitive merits further investigation.
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The existing literature is largely focused on the

network of the dominant American culture. Ethnography and

other qualitative methods would be more appropriate to

collect information about the social networks of ethnic

minorities. One can gather more accurate data about ethnic

minorities by becoming submersed in the culture, learning

the language and habits of the people, and gaining their

trust. After sufficient data are collected, existing tools

should be modified to reflect the unique characteristics of

a particular cultural group or new ones should be developed.

One of the limitations of social support research in

general has to do with the definitions and measurement of

the construct of social support. These issues have already

been discussed. Much of the research has been on subjects

from dominant cultural groups. The world view and life

experiences of these groups are similar. Studies that

examine social support and its effect on human behavior

focus on how the subjects report their responses and the

support that they receive when faced with stressful life

events. For many ethnic minorities, and certainly for the

older Haitians in this study, life itself is a stressful

event in which survival is of primary importance. Precisely

what is meant by social support, in such cases, must be

carefully analyzed for the findings to be useful. It was

evident from this study that personal attention given to the

respondent, e.g., any type of assistance or information,

served as social support for the respondents, regardless of
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the providers of such support. Although Stack (1974) did

not study social support specifically, she demonstrated the

importance of real and fictive kin and reciprocity in

helping Black Americans to deal with day to day survival

through the various types of assistance that they provide

each other.

An additional limitation of this study was the

inability to use the data to correlate social support, self

care practices and self-rated health perceptions. This

study could have been improved upon through the use of a

tool that could enumerate and characterize the social

support network in order to correlate these variables. It

would also have been useful to determine the influence of

environmental factors on perception of health and use of

self-care practices, as well to find a way to examine the

effects of acculturation on social support systems, self

care practices and perceived health status among Haitian

immigrants. While it was determined that the groups

differed in terms of frequency of contact, religious

participation, perception of health, and individual self

care behaviors, these were probably due to the influence of

immigration and the resulting improved living conditions.

The influence of the social network and social support on

self-rated health could also provide valuable data on older

Haitians and ethnic minorities in general.

Future studies on Haitian immigrants in the United

States, especially older adults, would do well to focus on



* † tº* * * ... . . . "
*''

-

ºr * t , i■ -lº' ■ º tº
4 wºn ºf ºt, ""

as tº 3. ■ , , ■ º+4. i*... it that '..hº. 1 ºf º

■ il. ii- is:

f s | a " º; , a sºlº al., 1* *

º tº . gº tº* *
| a ti, ºu li zºº !"
insiºn". "

int-ºf-Filii jºriº i.

!.…."in anº. " ;:... ºn

!" º 1,# , ºf , sº
* * -s;

;
alºm, ºr "

ºn 14: … tº º ºr tº:
*

lm, ■ hººt * * * |



148

the influence of the social network on the functioning of

the family as the most significant providers of social

support. Studies that look at the gender of the providers

of social support would also help to further clarify the

network of support providers. While the literature often

cites females as the most likely caregivers in the support

network, the present study showed that more males were

listed as network members, perhaps because males provide

more instrumental support (Spitz & Miner, 1992).

Implications for Nursing

A major goal for nursing research in the 1980s was to

conduct studies that would help understand how best to plan,

deliver and monitor primary health care for all age and

sociocultural groups. Additionally, preventive health care

practices which are generated from self-help were to be

studied and the successful practices supported at all levels

and ages (ANA, 1980; Downs, 1979). This goal has not yet

been realized. There is a great deal of research yet needed

and studies must continue to be conducted to identify those

health-care practices that are used by various cultural

groups across the ages and social strata.

Nursing is at the forefront of health care delivery and

health education (as opposed to sickness care delivery).

The sensitive nature of cultural and cross-cultural health

care services dictates that the nursing profession develop

strategies that are effective and efficient when providing
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these services to ethnic minorities, especially older

individuals.

While health care professionals promote health care in

a formal sense, self-care practices are sometimes ignored.

The professional has an important role to play in

identifying those practices which are most successful and in

emphasizing the importance of self-help (Levine & Sorenson,

1984). Identification of cultural variables and their

effects on the health and self-care of individuals of

various cultural groups are well within the domain of

nursing research (Giger & Davidhizar 1990). As such, the

profession must continue to develop ways to identify and

assess those essential cultural variables and incorporate

their findings into clinical practice.

Immigration inevitably places the migrating groups at

risk for many health care problems (Hull, 1979; Aroian,

1990; Laffrey, et al., 1989). However, the potential risks

can be mitigated by the existence of a strong and supportive

social network (Steinglass, et al., 1988). These risks can

be further reduced by understanding and sensitive health

care providers who take into account the specific cultural

needs of their clients as they structure caregiving

activities (Laffrey, et al., 1989).

At this time, there are still no published reports on

the effectiveness of the health practices that are unique to

the Haitians. Some of their practices are commonly shared

by other cultural groups and have been proven to be
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effective over time, especially the practices related to

proper diet, rest, exercise, and hygiene.

One of the older Haitians in Miami, a 62-year-old

immigrant, telephoned the investigator at the primary care

center before agreeing to be a part of the study and

requested assistance because of an acute asthmatic attack.

It was obvious that he was having difficulty speaking and

breathing. He was advised to go to the local emergency room

and to call for an ambulance since he had no means of

transportation. Several days later, he was asked to

describe his care and treatment at the hospital, to which he

replied "I did not go, I had some garlic tea and it always

makes me to feel better. "

His faith in the garlic tea was somewhat questionable

since he first sought formal medical attention. Also, his

technique of seeking health care from the researcher, whom

he knew to be a nurse, was typical of how the Haitians

identify and use the social support system.

This man was clearly no longer experiencing an acute

asthmatic attack, however, he still had audible wheezes. He

was encouraged to make an appointment with a physician and

to continue drinking his garlic tea until his medical

evaluation and treatment plan could be developed. Use of

the garlic tea may or may not have helped his asthma but it

was felt that it would not aggravate his condition.
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In the absence of network members, he turned to the

investigator as a support person. He later agreed to be

interviewed and became one of the Miami respondents.

Non-kin networks are developed in this manner,

especially among the older Haitians. The structure of the

network expands and contracts based on the needs of the

network members. An expectation exists among network

members that when a resource is needed, that resource is

made available regardless of whether there is a verbal

request.

Likewise, when a network member perceives that another

member has a need, the aid, when available, is offered.

This was evident in the attitudes of the Haitian

interpreters who never expected payment for their services.

These individuals, the interpreters and the

investigator, would probably never list one another among

network members. Nevertheless, they all form a part of an

extended social support network. Network members are both

explicit and implicit. Some of the respondents who were

interviewed reported that they had no network members and no

one to help them should they need help. They reported this

and yet seemed not to feel isolated, perhaps understanding

that the community itself, rather than specific individuals,

formed a part of their support network.

Jacobson (1987) reported several principles that guide

older people in their relations with network members:
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1. Support is sought from family members first, then

friends, and finally formal agencies. This is called "The

Family First Rule."

2. Older people expect that they will receive help first

from daughters, then sisters, then granddaughters. This is

called "The Generalization and Gender Rule."

3. Family and friends are only expected to provide support

when their circumstances are equal to or greater than the

individual in need. This is referred to as "The Exemption

Rule. "

4. Each of the above rules may be changed to meet the

present situation and individual needs and/or preferences

(Jacobson, 1987).

While the Haitian family and the older adult members

were unique in some ways in how they used the social network

to meet their various support needs, it was evident that the

rules discussed could also apply to the respondents in this

study. The possible exception could be to The Gender Rule.

In this study, more sons were listed among network members

than were daughters. As discussed earlier, networks in

Haiti were very instrumental in helping individuals migrate

to the United States or to Canada. The older Haitians in

Miami, too, are integral parts of the immigrant family.

Their strength and resourcefulness were evident in the way

they appraised this investigator before consenting to be a

part of the study.
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This research personally verified the belief among

Haitian immigrants that the family is not limited to the

number of people who live together in a household. The

Haitian family consists of an extended network of people who

may be connected by affinal, consanguineal, or fictive ties

as was the case in Haiti. Whatever the connection, the

network supports the members' beliefs about reciprocity, and

survival. It also supports and encourages attitudes and

practices that promote health and prevent illness. This is

supported by the findings of Berkanovic and Telesky (1982)

which demonstrated that, when the beliefs of the person and

the network members are congruent, social support was

significantly influenced.

Although there was no evidence of a positive

relationship between the total number in the social support

network and perceived health status of older Haitians, it

would seem that the perception of better health among

Haitians in Miami was due to real improvements in living

conditions. A larger sample and better instruments would

help to establish this definitively.

It is evident that further study is needed to develop

the knowledge base needed for the understanding of older

Haitians in America, their social support networks and their

effective health care practices. The health care practices

of Haitian immigrants may not be in keeping with the

scientific evidence. Nevertheless, these practices that are
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known to be benign should be understood and supported as an

indication of respect for the clients' cultural background.

Clients will only confide in the health professional

when a relationship of trust exists. Therefore, the

professional must develop the knowledge and sensitivity to

make cultural assessments before an effective plan of care

can be collaboratively developed. The client will not share

important personal information when the professional appears

to be judgmental or culturally biased.

The findings discussed in this study provide

information that will serve as a base of qualitative data on

support networks, health care practices, and perceived

health status among older Haitians. Additional research is

needed to study correlations between those variables.

The next step will be to identify reports of illness

symptoms and the ways in which these symptoms are treated by

older Haitian immigrants and, further, to continue the

social network analysis to identify the significant linkages

and their relationship to the older Haitians' actual and

perceived health status.
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UNIVERSITY OF CALIFORNIA, SAN FRANCISCO
SCHOOL OF NURSING

CONSENT FORM: HAITIAN ELDERS

You have been asked to participate in the Haitian Elders
Social Support Networks study. This project involves
interviews and questions about the health practices and
social supports of older Haitians who live in the Greater
Miami area.

The purpose of the study is to learn about any problems and
resources that families who have recently come to the United
States may have while adjusting to life in this country.
Also, the study will help us to learn about your family's
health beliefs and practices.

Even though participating in this study will not directly
benefit you or your family, it is hoped that the information
will be of great help to physicians, nurses, social workers
and other health-care providers to render high quality
health care to Haitian families. You will receive two
American dollars ($2) as a token of appreciation for your
cooperation.

All records of interviews will be kept confidential as far
as possible under the law. The questionnaires will be
numbered. No names or addresses will be used at any time in
reports or papers that may be written about the Project.

It is important that you know that you may withdraw from
this Project at any time, and that you also have the right
to refuse to answer any questions that you may be asked.
Your participation is entirely voluntary and any medical
care or social services that you or members of your family
are receiving will not be jeopardized in any form should you
decide not to participate in the study.

Your answers are of great value and we appreciate you
cooperation.

Juliene Lipson, R.N., Ph.D.
Patricia A. Seabrooks, R.N., C., M. S. N.

University of California, San Francisco: 4 15-476-3981
305-547-5653

PLEASE SIGN IF YOU GIVE CONSENT TO PARTICIPATE IN THE STUDY.

SIGNATURE DATE

June 11, 1986
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UNIVERSITY OF CALIFORNIA, SAN FRANCISCO
SCHOOL OF NURSING

CONSENT FORM: HAITIAN ELDERS

You have been asked to participate in the Haitian Elders
Social Support Networks study. This project involves
interviews and questions about the health practices and
social supports of older Haitians who live in Port-Au-Prince
and surrounding areas.

The purpose of the study is to learn about any problems and
resources that families in this area may have regarding
their health care. Also, the study will help us to learn
about your family's health beliefs and practices. Even
though participating in this study will not directly benefit
you or your family, it is hoped that the information will be
of great help to physicians, nurses, social workers and
other health-care providers to deliver high quality health
care to you and your family. You will receive one American
dollar ($1) as a token of appreciation for your cooperation.

All records of interviews will be kept confidential as far
as possible under the law. The questionnaires will be
numbered. No names or addresses will be used at any time in
reports or papers that may be written about the Project.

It is important that you know that you may withdraw from
this project at any time, and that you also have the right
to refuse to answer any questions that you may be asked.
Your participation is entirely voluntary and any medical
care or social services that you or members of your family
are receiving will not be jeopardized in any form should you
decide not to participate in the study.

Your answers are of great value and we appreciate your
cooperation.

Juliene Lipson, R.N., Ph.D.
Patricia A. Seabrooks, R.N., C., M. S. N.

University of California, San Francisco: 4 15-476-3981
305-548-4647

PLEASE SIGN IF YOU GIVE CONSENT TO PARTICIPATE IN THE STUDY.

SIGNATURE DATE

June 11, 1986
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INITIAL SHORT-FORM APPLICATION

P. I. JULIENE LIPSON ASSOCIATE PROFESSOR MENTAL, HEALTH AND

COMMUNITY NURSING, ROOM N505, PHONE EXT. 3981.
CO I. PATRICIA. A. SEABROOKS PI IS SPONSOR

YES
231 LAKEVIEW AVE. S. F., CA. 94112 4 15-334-9346

SOCIAL SUPPORTS OF HAITIAN ELDERS IN PORT-AU-PRINCE, HAITI
AND IN MIAMI, FL: EFFECTS ON HEALTH-SEEKING BEHAVIORS AND
PERCEIVED HEALTH STATUS.

A. This is a qualitative study that is designed to compare
the social supports and networks of aging Haitians in
Port-Au-Prince, Haiti and Miami, Florida, and to identify
the effects of those supports on the health-seeking
practices and perceived health status of the older Haitian.
It is expected that the older Haitian in Miami, Florida will
have a difference in the quality and amount of social
support because of the experience of migration. The effect
of migration will be studied as to its impact on the social
supports network and the individual's self-rated health
status.

The basic design is descriptive in nature. Interviews with
questionnaires will be conducted in Port-Au-Prince and also
in Miami.

B. Subjects will be selected from a local church in both
areas. Subjects who are 50 years old or are grandparents
will be selected to participate in the study. Network
sampling will be used to insure at least 50 participants in
each geographical area.

The local church will be used because of the convenience for
locating the older Haitian in both areas. It is realized
that certain limitations may be imposed because of the
selection process.

C. Norbeck's Social Support Questionnaire will be used
during a short interview. The participant will be asked
questions about individuals on whom the participant can
depend for assistance when needed. Each participant will
also be asked questions about how they keep healthy and to
self-rate the present health status. The questionnaire will
be translated into Creole and back translated into English
for both subject populations.

The researcher will have an interpreter present to assist
with the interview which is expected to take about one hour.
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D. Potential risks include the subjects' perception that the
researcher might have the power to make substantial social
changes on their behalf. Further risks might be the
embarrassment at discussing personal health beliefs and the
availability of resources. Psychological stress might be
evident in the Miami subjects as they remember social
resources in their native land. These risks will be
minimized by clear explanations in the native language.
Care will be taken to make subjects as comfortable as
possible. The investigator is sensitive to stress cues and
will discontinue an interview as indicated. Privacy and
confidentiality will be insured. Names will not be used on
any of the questionnaires or interview notes.

E. There will be no direct benefit to the subjects from
this study. Results of the study will be used to generate
knowledge of the health practices and social supports of the
older Haitian in Miami and to identify gaps in needed
assistance by these older migrants. This knowledge will
assist policy makers and health care providers to establish
programs or to alter existing programs to more effectively
fill gaps in assistance that is usually provided by the
support networks of the older Haitian. The knowledge gained
from the investigation in Port-Au-Prince will help us to
anticipate the needs of the older Haitians who have migrated
from a culturally friendly to a more hostile environment.

F. The investigator will visit a Haitian church in Miami
and one in Port-Au-Prince. The Pastors will be asked to
announce the project and request that participants speak
with the investigator and the interpreter. Participants who
are 50 years old or are grandparents will be selected, given
the consent to read and have it read to them at the same
time because of the high rate of illiteracy. If the
participants agree to the interview, the interview will be
conducted at the time or arrangements made to visit with
them in their homes.
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INIVESITE CALIFONIA, SAN FRANCISCO
LEKOL INFIMIE

KONSANTMAN FUM: GRAN MOUN HAYICIEN

NOU MANDE OU POU OU PATICIPE NAN ON ETID KI GIN RAPO AK

GRAN MOUN HAYICIEN SOU ZAFE SOCIAL SIPO YO. NAN PROJE SA-A,
GIN ANPIL KEKSION SOU ZAFE HABITID SANTE ET SIPO SOCIAL

PESONAG HAYICIEN, KI HABITE. NAN POTOPRINS.
BI ETID-LA, CE POU NOU KA-APRAN OSIJE POBLEM ET AID KE

FAMMI HAYICIEN KAP GINYIN NAN ZAFE SANTE YO. ETID SA-A TOU,
AP PEMET NOU APRAN CROYANS ET PRATIK NAN ZAFE SANTE FAMMI

NOU. PATICIPACION NAN ETID-SA, KAB PA RAPOTE-OU OU BYIEN
FAMMI-OU ANYIEN DIRECTEMAN; MIN NOU ESPERE KE TOUT
INFOMACION KE NOU RASAMBLE-YA, KAPAB EDE MOUN TANCOU:
DOCTE, INFIMIE AMELIORE POBLEM SANTE-OU AK TOUT FAMMI-OU (SI
TOUT FOUA OU PATICIPE NAN EDID-LA, N." AP FE-OU CADo 1 DOLA
AMERIKIN KOM REMECIMAN POU TET OU PATICIPE NAN ETID-LA.)

TOUT KEKCION KE OU REPON AP RETE SECRE, CA VLE DI TOUT
LA POPILACION PA BEZOIN KONNIN SA—KI TE PASE, GIN ON LOUA
POU SA. NAP RECEVOUA ON TI KEKCIONE AK ON NIMERO SOU LI

SELMAN, NOU PA BEZOIN EKRI NON-NOU OU BYIEN ADRES NOU SOU
LI.

NOU FE NOU KONNIN KE NOU KA SOTI NAN ETID-SA-A NIMPOT

KEL MOMAN. NOU FE NOU KONNIN TOU KE NOU GIN DOUA REFIZE
REPON OKIN KEKCION KE LIDE NOU PA DI NOU REPON. PA BLIE SE

YON BAGAY TOTALMAN VOLONTE, OU FE LI SELMOUN SI OU VLE. SI
TOUT SOUA PARAN-OU OU BYIEN OU MINIMAP SUIV KA DOCTE OU

LOPITAL, PATICIPE NAN ETID-SA PA GIN OKIN RAPO AVEK SA.

NOU KONTE SOU REPONS OU YO ET NOU KNOTAN KE OU
PATICIPE.

Juliene Lipson, R. N., Ph.D.
Patricia A. Seabrooks, R.N., C., M. S. N

INIVESITE CALIFONIA, SAN FRANCISCO, LEKOL INFIMI:
4 15-476-3981

305-759-3709

SI OU KONSANTI PATICIPE NAN ETID-LA SIYIN NON-OU NAN FOM
NAN.

SIYATI

DATE
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APPENDIX B

Tools
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SOCIALSUPPORTQUESTIONNAIREPLEASEREADALLDIRECTIONS
VOONTHISPAGEBEFORESTARTING.

T

PleaseTºsteachsignificantperson
inyourlifeontheright.Consider

allthepersonswhoprovidepersonalsupportforyouorwhoare
important

toyou.

Useonlyfirstnamesor
initials,andthenindicatethe

relationship,
as

inthefollowingexample:

Example:

FirstNameorInitialsRelationship
1.

MARY
T.+2.Vºtºº

2.
TºotstºWºo-Wºl

E.R.3.
MA.T.NJNSTVAtº.4.*ANA*R\tº\\\S

5.
NATRS.Tº
.
N=

\Gv.AWscº

etc.

Usethefollowinglisttohelpyouthinkofthepeopleimportant
toyou,

andlistasmanypeopleasapplyinyourcase.—
spouseor

partner

—
familymembers
or

relatives

—
friends

–workorschoolassociates
—

neighbors
—
healthcareproviders

—
counselor
or

therapist–

minister/priest/rabbi—other

Youdonothavetouseall24spaces.Useasmanyspacesasyouhave

importantpersons
inyourlife.

WHENYOUHAVEFINISHEDYOURLIST,PLEASETURNTOPAGE
2.

©1980byJaneS.
Norbeck,D.N.Sc.University

of
California.SanFrancisco
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Foreachpersonyoulisted,pleaseanswerthefollowingquestions

bywriting
inthenumberthatapplies.

=notatall
2=a
little

3=

moderately
4=
quite
abit

5=a
greatdeal

§

Question
1:

Question
2:

HowmuchdoesthispersonmakeHowmuchdoesthispersonyoufeellikedorloved?makeyoufeelrespected
or
admired?

:

9

9

1

0.

O
.

.

l

3

1

3

4

4.

l

S

1

5

6

1

6.

1

7

l

7

8

1

8.

1

9

1

9.

2
O

2

0.

2

2
1

2
2

2

2.

2
3

2
3

2
s

2
4
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1=notatall
2=a

little
3=

moderately
4=
quite
abit

5=a
greatdeal

§

Question
3:

Question
4:

HowmuchcanyouconfideHowmuchdoesthispersoninthisperson?agreewithor
supportyour

actions
or

thoughts?

1

7

1

7

1

9

1

9

2
O

2
6.

222

9

9.

1

0

1

0.

l

1

1

1

l

2

1

2

l

3

1

3

1

4

1

4.

l

S

1

5

l

6

1

6.

1

8

1

8.

l

2
1

2

2
2

3

2
3

2
4

2

4.
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1=notatall
2=a
little

3=

moderately
g4=
quite
abit

r-5=a
greatdealQuestion

5:
Question
6:

Ifyouneeded
to
borrow$10,
a
rideIfyouwereconfined
tobedfortothedoctor,

orsomeotherseveralweeks,howmuchcould

immediatehelp,howmuchcouldthispersonhelpyou?

thispersonusuallyhelp?

9

9.

l

0.

0

1

1

1

1

1

2

1

2

l

3

1

3

4

4.

l

S

1

5

1

6

1

6

l

7

1

7

l

8

1

8

l

9

1

9

2
O

2

0.

2
1

2
1

2
2

2

2 -

2
3

2
3

2
s

2
4
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NumberQuestion
7:

Question
8:Date

HowlonghaveyouknownHowfrequently
doyouusuallythisperson?havecontactwiththisperson?º

(Phonecalls,visits,orletters)

1=lessthan
6
months
5=
dailyPERSONALNETWORK

2=6to12months
4=
weekly

3=1to2years
3=

monthly
4=2to5years
2=afewtimes
a
year

5=
morethan
5
years
1=
once
a
yearorlessFirstNameorInitialsRelationship

1.1.1._[322.2.2._[333.3.3.—[3-4.4.4._[355.5.5._[366.6.6.[377.7.7.[388.8.8.[399.9.9.[4010.10.10.[4111.11.11._[422.12.12._[4313.13.13.—[4414.14.14._14515.15.15.–[4616.16.16.—(4717.17.17._[4818.18.18._(4919.19.19.—[5020.20.20._[5]21.21.21._(5222.22.22._(5323.23.23.(5424.24.24.
[
5:

rorr-Ar"r"rºr"r=1r.r.-

--------

…r.sº---------



:

Duringthepastyear,haveyoulostanyimportantrelationships
dueto
moving,

ajobchange,divorce
or
separation,death,orsomeotherreason?

0.No
1.Yes

|FYES:

9a.Pleaseindicatethenumber
of
personsfromeachcategorywhoarenolongeravailable
toyou.

spouseorpartner
familymembers
or
relatives

friends

workorschoolassociates

neighbors
healthcareproviderscounselor

or
therapistminister/priest/rabbiother(specify)

9b.Overall,howmuchofyoursupportwasprovided
bythesepeoplewhoarenolongeravailable
toyou?

0.noneatall

1.alittle

2.a
moderateamount

3.Quite
abit

4.agreatdeal

[58][59-60)[61-62)[63-64.][65-66][67][68][69][70]

Page
6

[57][71-72)[73]
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SOCIODEMOGRAPHIC DATA

MALE FEMALE AGE PARTICIPANT NUMBER

e DO YOU HAVE A TELEPHONE AT YOUR RESIDENCE21

IF NOT, HOW MAY I BE IN TOUCH WITH YOU BY
TELEPHONE7

e ARE YOU EMPLOYED?2

3 - WHAT DO YOU CONSIDER TO BE YOUR CHURCH OR RELIGIOUS
GROUP NOW2

INTERVIEWEE: SPOUSE:

NOW AS A CHILD NOW AS A CHILD

ANG-EPISCOPAL ANG-EPISCOPAL

BAPTIST BAPTIST

CATHOLIC CATHOLIC

EVANGELICAL EVANGELICAL

METHODIST METHODIST
PENTECOSTAL PENTECOSTAL

7TH DAY ADVEN 7TH DAY ADVEN

VOUDU VOUDU

NONE NONE

OTHER OTHER
DON'T KNOW DON'T KNOW

HOW OFTEN DO YOU ATTEND CHURCH SERVICES7
MORE THAN WEEKLY

4

WEEKLY

BIMONTHLY
SEVERAL TIMES YEARLY

NEVER

5. ARE MOST OF THE PEOPLE IN YOUR CHURCH HAITIANTP
YES

NO

HALF

MOSTLY OTHER

6. COUNTING YOURSELF, HOW MANY PEOPLE LIVE IN YOUR
APARTMENT/HOUSE2

7. DO YOU FEEL THAT YOUR PRESENT LIVING ARRANGEMENTS ARE
ADEQUATE?

YES NO

WHY
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SOCIODEMOGRAPHIC DATA

MALE FEMALE AGE PARTICIPANT NUMBER

1. DO YOU HAVE A TELEPHONE AT YOUR RESIDENCE2

IF NOT, HOW MAY I BE IN TOUCH WITH YOU BY
TELEPHONET’

2. ARE YOU EMPLOYED?

3. WHAT DO YOU CONSIDER TO BE YOUR CHURCH OR RELIGIOUS
GROUP NOW2

INTERVIEWEE: SPOUSE:

NOW AS A CHILD NOW AS A CHILD

ANG-EPISCOPAL ANG-EPISCOPAL
BAPTIST BAPTIST

CATHOLIC CATHOLIC

EVANGELICAL EVANGELICAL

METHODIST METHODIST

PENTECOSTAL PENTECOSTAL

7TH DAY ADVEN 7TH DAY ADVEN

VOUDU voUDU
NONE NONE

OTHER OTHER

DON'T KNOW DON'T KNOW

HOW OFTEN DO YOU ATTEND CHURCH SERVICEST?
MORE THAN WEEKLY

WEEKLY

BIMONTHLY

SEVERAL TIMES YEARLY
NEVER

4 e

ARE MOST OF THE PEOPLE IN YOUR CHURCH HAITIAN2
YES

NO

HALF

MOSTLY OTHER

5

6 - COUNTING YOURSELF, HOW MANY PEOPLE LIVE IN YOUR
APARTMENT/HOUSE2

7. DO YOU FEEL THAT YOUR PRESENT LIVING ARRANGEMENTS ARE

ADEQUATE?
YES NO

WHY
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10.

11.

ARE YOUR LIVING QUARTERS BETTER OR WORSE NOW THAN IN
HAITI?

BETTER WORSE

WHY DO YOU BELIEVE THEY ARE BETTER OR WORSE2

NOW, I AM GOING TO ASK YOU SOME MORE QUESTIONS ABOUT
PEOPLE WHO MAY OR MAY NOT LIVE HERE, BUT WHO ARE
IMPORTANT TO YOU. (USE THE NORBECK social suPPORT
QUESTIONNAIRE AT THIS TIME. THEN CONTINUE WITH THIS
TOOL.)

DO YOU OR YOUR PARTNER HAVE OTHER KIN LIVING WITHIN
WALKING DISTANCE2 NO YES

IF YES, LIST THE FOLLOWING INFORMATION FOR EACH ONE:

RELATIONSHIP DISTANCE M/F AGE HOW OFTEN DO
YOU SEE OR HAVE
CONTACT?

# 8

WHAT ARE SOME OF THE THINGS RELATIVES AND FRIENDS ASK
YOU FOR HELP WITH2

CHILDCARE

MONEY

TRANSPORTATION

HOUSEKEEPING
COOKING

GROCERY SHOPPING

OTHER (SPECIFY)
OTHER (SPECIFY)
OTHER (SPECIFY)
CARE OF ALL FAMILY
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PREVENTIVE HEALTH PRACTICES AND BELIEFS

THIS NEXT GROUP OF QUESTIONS IS ABOUT HEALTH AND THINGS YOU
AND OTHER PEOPLE DO TO STAY HEALTHY. AGAIN, REMEMBER THERE
ARE NO RIGHT OR WRONG ANSWERS. I AM INTERESTED IN WHAT YOU
THINK AND BELIEVE.

12.

13.

14.

15.

16.

17.

HOW Do YoU KNOW WHEN A PERSON Is HEALTH2 (PROMPT:
DESCRIBE A PERSON WHO IS IN GOOD HEALTH; WHAT MAKES YOU
SAY HE/SHE IS HEALTHY?)

HOW WOULD YOU RATE YOUR OWN HEALTH RIGHT NOW2

1. EXCELLENT , 2. VERY GOOD w

3. GOOD 4. FAIR , 5. POOR e

WHY DO YOU SAY YOUR HEALTH IS 2 (PROMPT:
DESCRIBE YOUR CURRENT HEALTH STATUS. IN WHAT WAY IS IT

GOOD, FAIR, POOR, ETC.2)

WHAT CAN/SHOULD PEOPLE DO TO KEEP THEMSELVES HEALTHY?
(EXPLORE EXPLANATIONS: HOW DOES......HELP KEEP A PERSON
WELL?)

WHAT TYPES OF THINGS Do YoU Do To KEEP HEALTHY? (ASK
FOR DETAILS: WHAT KIND OF FOOD, TONIC, TEA, EXERCISE,
ETC.2) HOW OFTEN DO YOU DO THIS OR TAKE THIS TEA,
TONIC, ETC. 2

HOW IMPORTANT IS GOOD HEALTH TO YOUTP
1. VERY IMPORTANT

2. SOMEWHAT IMPORTANT
3. NOT AT ALL IMPORTANT
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18. WHAT WOULD YOU SAY Is MORE IMPORTANT (of MORE conceRN)
TO YOU THAN GOOD HEALTH2 (DISCUss WHY).

NOW I WOULD LIKE TO LEARN ABOUT SOME OF THE THINGS THAT YOU
AND PEOPLE IN YOUR HOUSEHOLD DID TO STAY WELL OR PREVENT

ILLNESS AND MISFORTUNE OVER THE PAST MONTHS.

19.

20.

21.

22.

23.

WHAT WERE SOME OF THE THINGS YOU AND OTHER PEOPLE IN
YOUR HOUSEHOLD DID TO KEEP HEALTH OVER THE PAST MONTHS2

(READ LIST FROM THE PREVENTIVE HEALTH BEHAVIORS SUMMARY
SHEET ON THE NEXT PAGE).

WERE THERE SOME OTHER THINGS YOU OR SOMEONE DID THAT I

DID NOT MENTION? (REcoRD UNDER "OTHER").

WHY WERE SUCH ACTIVITIES NECESSARY? WHAT II.LNESS OR
MISFORTUNE WAS THE PERSON TRYING TO PREVENT2

WHO WAS CONSULTED OR ASSISTED WITH THE ACTION? (FAMILY,
FRIENDS, NEIGHBOR, HEALER, FORTUNE TELLER, PRIEST.,
ETC.)

WHAT WERE THE RESULTS? DID THE PREVENTIVE HEALTH
ACTION WORK?

(RECORD ALL OF THE RESPONSES TO THESE QUESTIONS ON THE
SUMMARY SHEETS.)



tº

REVENT
IVE
HEALTH

BE
HAVIORSSUMMARYSHEET

(Forinterviewer
to
record)

tºPºeventiveActions

WhatWasDone/Taken

§§§Necessary

WhoWas
-corisulted/ass

isted

Did

RESTITES/it

b.

Over-the-countetdrugs;nonpres–criptionmedicine;(Laxatives,stimulants,vitamins,
tonics.)

work
2

a.Homeremedies(Thingsdidforself,e.g.
,

teas,poultices,salves,ointments,etc.c.
Medicationsprescribed

byan
M.D.or
healer.(Mambo,Hougan,

Pharmacist)
d.Wearspecial

things,e.g.,charmsbracelets,clothes.



PREVENTIVEHEALTHBEHAVIORSSUMMARYSHEET

(Forinterviewer
to
record)

PréventiveWhatWas
h
WhoWas

-

Result
S.#:Done/TakenNe■■■ saryconsulted/assisted

Didit.

e.PraytoGod
f.Makeofferings

toLOas

g.Gotoa
clinic

ordoctorforthings

like:Immunizations
.

Physicalexamination
$,

-

Eye
examination,Wellbabyclinic

h.Eatoravoid
--

certainfoods



-

PREVENTIVEHEALTHBEHAVIORSSUMMARYSHEET

(Forinterviewer
to

record)

- On

ºr
evéhtiveWhatWas"Why
:

WhoWas

ActionsDone/kenNe■■■ saryconsulted/assistedResults/Diditwork
2

i.Avoidcertainpeopleor
activities

j.Takeprecautionswithbodyfluids,
partsorthingsthathavebeenin

contact
withthebody.(Urine,clothes,

nails,hair,menstrukal
fluidorpads.)

k.Other(Specify)
l.Other(Specify
)
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24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

DID YOU ATTEND, SEE OR HEAR ANY PROGRAMS ABOUT HOW TO
MAINTAIN GOOD HEALTH OR PREVENT ILLNESS OVER THE PAST

THREE MONTHS2 YES No IF YES, WHERE
WAS THE PROGRAM?

TV RADIO HOSPITAL/CLINIC
CHURCH SCHOOL WORK OTHER

WHO CONDUCTED THE PROGRAM?

DOCTOR NURSE TEACHER HEALER

CLERGY OTHER

PLEASE BRIEFLY DESCRIBE THE PROGRAM TO ME. WHAT WAS IT
ABOUT'P

DID YOU FEEL THE INFORMATION RECEIVED WAS USEFUL 2

DO YOU THINK YOU WILL BE ABLE TO DO WHAT THE PERSON WAS
GOOD TO DO2 YES NO

WHY DO YOU THINK YOU WILL OR WILL NOT BE ABLE TO DO IT?

DID YOU READ ANYTHING ABOUT HOW TO MAINTAIN GOOD HEALTH
OR PREVENT ILLNESS OVER THE PAST THREE MONTHS2

YES NO

IF YES, WHAT DID YOU READ ABOUT2

WHERE DID YOU READ IT?

BOOK NEWSPAPER MAGAZINE

PAMPHLET OTHER

WAS THE INFORMATION USEFUL2 YES NO
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35. WHY OR WHY NOT2

36. THANK YOU FOR ANSWERING ALL OF MY QUESTIONS. IS THERE
ANYTHING ELSE THAT YOU WOULD LIKE TO TELL ME ABOUT HOW
YOU AND YOUR FAMILY KEEP YOURSELVES HEALTHY?

QUESTIONS ABOUT PREVENTIVE HEALTH PRACTICES AND BELIEFS ARE
PATTERNED AFTER:

Hautman, M.A., & Harrison, J. K. (1982). Health beliefs and
practices in a middle-income Anglo-American
neighborhood. Advances in Nursing Science, 4, 49-63.
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APPENDIX C

Social Support Research
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Social Support Research Overview

The following represents an overview of the social support
research on older adults:

YEAR

1979

1979

1979

1980

1981

1983

1983

1983

1983

1984

1984

1984

1986

AUTHOR

Beckman & Syme

Lin, Simeon,
et al.

Fengler &
Goodrich

Fuller/Larson

Lurie, et al.

Fiore, et al.

Johnson,
et al.

Gober & Zonn

Thomas &

Hooper

Hubbard,
et al.

Laschinger

Mitchell &
MOOS

Chatters

POPULATION

Alameda County
residents

Chinese
Americans

Wives of older
disabled men

Older adults

Hospitalized
older adults

Older spouse
caregivers of
Alzheimers'
patients

Older adults

post
hospitalization

Older regional
migrants

Older adults

Older adults

Older adults

Depressed
patients

Older Blacks

OUTCOME MEASURES

Mortality rate,
stress, and illness

Stress and illness

Morale score

Level of health

Use of services
post hospitalization

Depression

Functional
abilities

Decision
to migrate

Locus of control

Self-care

practices

Functional health

and psychological
well-being

Level of stress

Support choices
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1986 Townsend &
Poulshock

1987 Preston &
Grimes

Impaired older
adults

Older adults

Comparison between
subjects' report of
caregiving and
decision-making
support and the
reports of their
off-spring

Patterns and sources

of support
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APPENDIX D

Practice Used to Maintain Health

or Prevent Illness
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Practices Used to Maintain Health or Prevent Illness

Miami Respondents

Prayer
Medical Exam
Lettuce Tea
Almond Tea

Jojoba Tea
Sawasawa Tea

Rest

Avoid Anger
Fast
Swallow Garlic
Rub w/Palm Oil
Check w/Hougan
Take Baths

Ginseng Tea
Zammon Leaves

Lipton Tea
Mitzi Beni
Corosol

Medical Prescription
Over-the-counter-drugs
Precautions with Body

Fluids
Shobla Tea
Asosi Tea
Eat Good Food
Corossol Tea
Drink Juices

Avoid People who are
No Good

Avoid Sick People
Cinnamon Tea
Silver Bracelet

or Ring
Avoid People who Pray to

LOas

Avoid People who Serve
the Devil

Haiti Respondents

Prayer
Asosi Tea
Over-the

Counter Drugs
Cafenol

Orange Tree
Ateyaya Tea
Bois Chaine
Grenoidine
Carmel Tea
Willow Tea
with Alcohol
Basil Leaf Tea

Grapefruit
Tree Bark
Wood Bark with
Alcohol
Take Mind Off
Problems

Avoid too much salt

Hospital for Emergency
Milita Tea

Special Precautions with
Menstrual Pads

Caccasey Chips
Garlic Tea
Coffee Beans
Atio
Zebadou Chips
Hot Orange Juice
with Salt
Atious Chips
Elephant Palm Leaves
Zammon

DOe Leaves

Do not Work too Hard

Keep House Clean
Keep Clothes/Body Clean

Offering to Loas
Disinfect Things
Banana Peel Tea

Drugs from Family
and Friends

Good Hygiene
Avoid Cafenol

No Drugs, Alcohol
Cigarettes, or
Prostitution

Avoid Germs

Pray to Hougan
Avoid Body Fluids
BOn BOn

Saridon Tea

Lougarou Tea
Avoid Grease & Tea
Cachiman Tea

Medical Prescription
Offerings to Loas
Almond Chips
Lila Chips
Soridon
Curasel Chips
Cachiment

Te Yayo
Coredal Chips
Beet Peel

Lanquichates Chips
Tea

Wood Chips
Papaya Chips
Medical Clinic
BrOOm Leaves

Avoid Red Beans
Cover Water
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