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Preface

Writing Immigration: Love, Loss, and Longing

I am an immigrant, a refugee forced to leave the only home I had ever known
at the tender age of seven. My parents fled war-torn Sri Lanka in 1983 after
my mother issued an ultimatum to my father: we leave together as a family,
or she would go alone with her two young daughters. Weeks after the deadly
riots in July 1983 —commonly referred to as Black July,! the anti-Tamil po-
grom that resulted in the death of potentially 3,000 Tamils and sparked
the twenty-five-year civil war —the four of us met my mother’s relatives in the
United States. We narrowly escaped, carrying only two small suitcases and
the clothes on our backs.

Although I was young when we left Sri Lanka, I have clear memories that
remain. In my small village neighborhood, I remember an army checkpoint
at the end of the main road. My friends and I used to play and ride our bikes
down that road. We had to cross the checkpoint to get to stores, schools, and
other homes. I remember being told by my parents how to behave near the
checkpoint: walk straight and slow, do not make sudden movements, and if
confronted by any uniformed officer, answer all questions and obey orders
no matter what. This wariness became part of my muscle memory. Forty
years later, my body still automatically tenses up around uniformed police
and military.?

In the United States, I followed the Sri Lankan Civil War through stories
from relatives, family friends, and the media. I heard accounts of forced
disappearances, torture, and rape. I saw pictures of dead bodies, shelled homes,
and flattened villages. My reactions to these stories and photographs have
always been dissociative, mainly because I do not feel an intimate connec-
tion to a place that I have never been able to return to and do not have close
family members who remain. I also felt alienated and traumatized by
the harmful, enduring equations between Sri Lankan Tamils and death, vio-
lence, and terrorism.

At the same time, I have never felt like I belong in my adopted home,
either. Growing up poor and Brown in America is not easy. [ continue to ex-
perience challenges related to racism, discrimination, and being treated
differently, even though the circumstances of my life have shifted drastically
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since my arrival. These feelings of not belonging either here or there, root-
lessness, and always longing for a home that no longer exists —and perhaps,
in some ways, never existed—have been with me since I was a child. But
there are also moments of celebration, hope, and resoluteness, of finding
community and engaging in the radical politics of being and caring, despite
the challenges.

These are the perspectives I rarely see in academic books on immigration.
Yet this is the intimate familiarity from which I am able to write. I am a Sri
Lankan Tamil immigrant scholar from a working-class background in the
United States and the first in my family to attend college. Still, others see me
as what Leisy Abrego calls “out-of-place” among scholars of immigration in
anthropology.? As a first-generation immigrant, I was expected to work on
South Asia or South Asian diaspora issues. I never once witnessed my white
colleagues subjected to the same expectations of working in their own com-
munities. Instead, they were encouraged to work on issues affecting minori-
tized and vulnerable people, often in faraway or “exotic” locales. Even when
I had opportunities to work on projects that focused on the experiences and
perspectives of poor South Asian immigrants living in New York City,
research advisers constantly questioned my ability to conduct rigorous,
objective, “unbiased” research among “my own.” Others” discouragement
and my incapacity to reckon with my own historical trauma of coloniality,
war, and terror made me hesitant to work with Sri Lankan Tamil communi-
ties, especially in the realm of health and well-being.

AS A GRADUATE STUDENT IN PUBLIC HEALTH, Ilearned of the discrimina-
tion toward Haitians while working on a longitudinal study of those living
with HIV. I spent time listening to Haitian immigrants’ narratives of life in
Haiti and the United States. I realized how much we had in common as we
shared memories of extraordinary yet routine political violence back home
and exchanged stories of personal experiences of economic insecurity and
racism. Through the research encounter, we co-performed pain and suffer-
ing, seeing the unseen and hearing the unspoken, moving perhaps toward
what Naisargi Dave calls “the subject of intimacy and away from the self and
its protective skin.”* These modes of witnessing and accompaniment en-
gendered an unwavering commitment to a moral praxis rooted in solidarity,
empathy, and understanding.’

I continued to work with Haitian immigrants as a PhD student, explor-
ing the biopolitics of HIV prevention policies and programs and their eftect
on the health and well-being of transnational communities. Unfortunately,
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a military coup prevented me from continuing my dissertation fieldwork in
Haiti. As a result, I constantly worried about the safety and welfare of friends,
colleagues, and interlocutors while pivoting my research to focus on Haitian
communities in South Florida. During this time, white colleagues openly re-
marked that my U.S.-based fieldwork was “easy” and “uncomplicated”
compared to theirs in more “global” settings without reflecting how such
assumptions are pervasive within anthropology, a discipline rooted in im-
perialism and white supremacy.

AsIbegan to publish the findings from my dissertation, I felt increasingly
disillusioned with the academic inclination to focus exclusively on immigrant
vulnerability and suffering and, in the case of Haitians, Black death and de-
ficiency. A reviewer for my first book, for instance, rejected it based on a lack
of “thick ethnographic description” about stigma, suffering, and blame,
claiming that many Haitian interlocutors could not be considered immi-
grants at all without these signifiers. In working alongside others, I had
witnessed and lived otherwise —in joy and despair, resistance and fear, care
and abandonment. Such moments of being do not easily render themselves
observable to those whose paradigm focuses on violence, pain, and silence.
Even now, colleagues rarely view my work with Haitians as fitting within the
pervasive narratives that dominate the anthropology of immigration. Truth
be told, I have never been comfortable making it suitable for the consump-
tion of mainly white scholarly audiences.

In a 2020 interview published in The Cut, writer Alexander Chee shared
what he wished he had known about writing and the kind of advice he would
give to young writers and those starting out.® “I have always asked my stu-
dents to focus on the stories only they can tell,” he states. “By which I mean,
to watch for the vision that opens to them. To write what they never see in
books. And I think that is still the advice. It still works now.” I know that
in writing about immigration and health, I am also telling my story and
those of others like me, and in the process, I am decentering the whiteness
that dominates the scholarship on immigration and rural studies.

LANDSCAPES OF CARE is an ethnography of how care becomes conceptual-
ized and enacted in rural settings among immigrants and nonimmigrant resi-
dents. Setin the rural and politically conservative region of the Eastern Shore
of Maryland, this book explores the dynamic relations between immigration,
health, and rural precarity. The nearly six years of ethnographic fieldwork
that inform the book began in 2013, approximately three years after the U.S.
government enacted the Affordable Care Act (ACA). As a result, I trace the
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aftermath of the U.S. health care system’s most significant regulatory over-
haul and expansion of coverage since the passage of Medicare and Medicaid
in 1965. I also document the repercussions of Donald Trump’s presidential
election and his administration’s sweeping changes to federal immigration
policy. Such changes include heightened immigration enforcement and de-
portation, reduction of refugee and asylee admissions, and expansion of the
“public charge” rule to limit green card and temporary visa applications.

The book’s narrative revolves around how care unfolds amid precarity spe-
cific to immigration and rural life. I find precarity a helpful concept for
thinking through the intimacy of the daily struggles of living and how life is
continuously being made and unmade on Maryland’s Eastern Shore. As I use
it here, precarity signifies the enduring vulnerability and uncertainty stem-
ming from various racialized economic and social forces. Yet precarity does
not signal presumed conditions about the nature of rural life or what it is like
to be an immigrant. Instead, it is a point of engagement of accompanying
others in their provisional and haphazard trajectories of making a livable life
and how rural living practices unfold.

Such orientation centers on immigrants’ and rural providers’ shared con-
ditions of uncertainty and disposability, how they come to embody such
anxieties, and how suffering and agency transpire amid chronic insecurity.
More importantly, it is a sensibility that is attentive to how immigrants do
not experience these struggles alone in isolation but through their emergent
relations with others and various care networks. I argue that this mutual de-
pendency and care is what makes living possible under challenging times. Pre-
carity allows us to ask what it means to understand living and peoples’ lives as
fields of intensities and durations rather than raw material for exploitation.

In light of the rapid increase in rural immigration and the difficulties
commonly associated with rural areas, I explore how precarity relates to
immigration and rural life, its manifestation as physical and emotional dis-
tress, and how it is mediated through social relations and community coop-
eration. An orientation to precarity shifts the framing of health and health
care from spatially and temporally bound systems to a field of relations.
Instead of focusing on health care systems, I attend to the complex forma-
tions that constitute what I call a “landscape of care” on Maryland’s Eastern
Shore. The notion of landscape better incorporates the irregular, informal,
and improvised reality of immigrants’ care experiences in rural regions and
many other places worldwide struggling with global migration and health
governance challenges.
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Finally, a theoretical and methodological orientation toward precarity al-
lows for the broad diversity of immigrant voices and experiences living and
working in rural landscapes. Often, scholarship on immigration tends to fo-
cus on particular immigrant groups, which has led to two related outcomes:
exceptionalism of each group’s experiences as unique or rendering all
immigrant experiences the same through the framework of legality. My
formative work on immigration and health illustrated how racialization —
the ongoing (re)creation of new definitions, groupings, and associations between
racial hierarchies and the categories they comprise —engendered Haitian and
Black immigrants’ social, cultural, and political marginalization.” Racial-
ization is an undeniable dimension of immigrant experiences in the United
States and shapes individual and community relations, health and well-being,
and the politics of care. This book, in turn, focuses on the spatial, tempo-
ral, and racial logics that affect immigrant experiences in rural regions.

FIELDWORK

Although this book draws on the work I have done with Haitian and Latinx
immigrant communities in rural and urban settings throughout the United
States since 2000, research in rural Maryland for the book began in 2013. This
ethnography moves back and forth between community health facilities,
service organizations, homes, work sites, and immigrant enclaves (e.g.,
migrant camps, temporary housing, apartment complexes) to detail daily
life and social interactions between immigrants and care providers on Mary-
land’s Eastern Shore. Traditional ethnographic methods, including partici-
pant observation and individual, in-depth interviews, were used to conduct
research that grounds this book.

Many immigrants who come to this region find work in agriculture, poul-
try, and seafood processing. Latinx and Haitian immigrants make up the vast
majority of those working and living in the area. Some come directly from
Latin America and the Caribbean, particularly Mexico, Central America, and
Haiti; many others migrate from other parts of the East Coast. The Eastern
Shore is considered a new receiving destination, a place without high concen-
trations of immigrant communities.® Those on temporary work visas and mi-
grant farmworkers from Florida and other parts of the United States arrive in
late spring and early summer and stay through the growing season. Migrant
Mexican women who work in crab processing also follow the same seasonal
employment pattern. Others, like those working in the poultry processing
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plants, have settled here more permanently, fashioning a life for themselves
and their loved ones.

Health and social services providers are integral to the social integration
of these immigrant communities. Providers featured in this book range from
nurse practitioners to outreach coordinators to translators. Many providers
consider themselves long-term residents of the area; a handful, however, are
immigrants themselves, who settled in the region with their families. Spend-
ing time in institutions that deliver health care and social services and with
providers who care for immigrants helped clarify how local policies and in-
stitutional practices affect the health care experiences of immigrants. In
addition, navigating care landscapes with immigrant interlocutors helped
ground my perspectives on how immigrants understand care and access
essential social services in their communities. Engaging in these interac-
tions, [ witnessed firsthand how providers and institutions interacted with
immigrant clients and perceived their care needs and how immigrants and
nonimmigrants alike enacted and performed care work.

Initial contact and fruitful conversations with researchers and community
organizers led to entry into social service organizations and health clinics and
eventually into people’s homes and community life. Informal discussions
and formal interviews with interlocutors brought about additional recom-
mendations from colleagues, neighbors, friends, and family members inter-
ested in telling their perspectives and stories of the landscape of care on the
Eastern Shore. Interviews were conducted in English, Spanish, and Hai-
tian Kreyol and digitally recorded with permission for transcription, trans-
lation, and analysis.

Formal interviews and informal discussions with local researchers,
academics, health and social service providers, and immigrants helped
solidify analysis presented in Landscapes of Care. Twenty-four care provid-
ers and sixty-two immigrants participated in formal ethnographic inter-
views. Providers came from a broad range of service sectors, including
health care (20 percent), social services (20 percent), legal services (15 percent),
employment outreach (30 percent), and educational services (15 percent).
Immigrant participants were mainly women (79 percent) and included those
who identified as Hispanic/Latino/Mexican/Central American (n = 37) and
Haitian or Black (n =25).

Very little information exists on these communities on the Eastern Shore
besides official census counts and large-scale surveys; therefore, it was es-
sential to collect primary demographic data during the formal interview ses-
sions. Health and social service providers also provided information about
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their immigrant clients and their pressing needs. They spoke at length
about their daily experiences of providing care for immigrants against the
backdrop of immigration restrictions and health care policy changes. Finally,
immigrant interlocutors detailed their journeys to the Eastern Shore, daily
life, community relations, perceptions of health and well-being, and avail-
ability, quality, and use of health care services.

CONTRIBUTIONS

Initially, I was interested in documenting the rise in immigration from Mex-
ico, Central America, and Haiti to the area. When I set out to review the
gray (unpublished) literature about immigration to this rural, isolated region
of Maryland, I found little to no information on the topic. In talking with
local researchers, academics, medical and social service providers, and im-
migrants,  heard about the challenges experienced by immigrants and non-
immigrant residents within rural health care systems. In spending time
with my interlocutors, I witnessed the effects of cost-containment and profit-
driven measures that had been ongoing since the 1990s.” Even though my
research initially focused on immigration, the challenges of rural health care
became a frequent topic of conversation in my field site. For many, immi-
gration experiences could not be decoupled from issues of rural health care
provision and delivery.

Providers, administrators, and local experts emphasized that increased
immigration intensified issues related to health precarity in rural regions al-
ready struggling with provider shortage, high rates of uninsured popula-
tions, and limited public resources. Immigrants also noted that working and
living in an isolated rural area made it difficult to obtain care and access re-
sources. The people I worked with insisted that immigration-related issues —
such as the politics of belonging, citizenship, and deservingness—were
vital to understanding rural health provision and delivery. Interlocutors’ de-
mands, in many ways, rendered visible the limits of scholarly understanding
of immigrant health, even my own. These exchanges and analyses, par-
ticularly interlocutors’ insistence on immigration and rural health’s shared
conditions of precarity, guide the book’s primary interventions.

Landscapes of Care interrogates the statistical and demographic portraits
of immigration, often the only data available in rural spaces. As a result, it
provides a more grounded understanding of the lives of individuals and com-
munities than what has been available thus far (i.e., data captured through
survey-oriented health and immigration research). This book addresses the
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complex relations between political concepts of rights, racial capitalist for-
mations of value, and moral assessments of health-related deservingness.
It also documents the epidemiological and lived implications of immigrant
health.

The book’s primary intervention is to move our understanding of immi-
gration and health beyond the singular focus on legality and criminality and
to consider the impact of race and racialization, gender, space/place, and time
on immigrants and migrants’ experiences of seeking, receiving, and fash-
ioning care. Landscapes of Care examines rural precarity and the place-based,
temporal, and racialized dimensions of immigrant health that remain
overlooked and underestimated. Namely, it considers rural and immigrant
precarity and racial inequalities as familiar, ordinary manifestations of health
and health care. There are real-world implications for these insights, as im-
migration, legal, and racial equity advocates seek ways to move policy and
public dialogues on migration and health beyond narrow public health in-
terventions and protectionist policies. This book, therefore, is written to pro-
mote critical reflection, political mobilization, and social change.

Landscapes of Care also addresses critical theoretical concerns within the
social sciences and public health regarding structural drivers of immigrant
health—specifically, the role of immigration and health policy developments
in shaping and influencing the complex care pathways for vulnerable popu-
lations. Here, this book envisions public policy as one of several theoretical
explanations for immigrant structural vulnerability and place-based and ra-
cial inequalities in health. Rather than overlook the material effects of
health care and immigration reform and the ideologies that make them seem
practical, the book attends to the spatial, temporal, and racial articulations
of policies as they unfold “on the ground” and shape immigrants’ decisions
for seeking care.™

Immigration scholarship has shown that immigrant integration and ex-
clusion occur across organizational domains, including education and work.
Yet health and health care have not been binding sites of analysis.!! This book
documents how local contexts of reception, organizational culture, and pro-
vider attitudes and behaviors are critical to how immigrants experience the
U.S. health care system, particularly those racialized as Black or with pre-
carious legal status. Focusing on health (and rural health in particular) as an
analytical domain advances what we know about immigrant and minority
health more broadly. Moreover, it expands understanding of the processes
and consequences of exclusion that immigration scholars want to examine
globally. This book deepens theoretical debates within the scholarship on
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immigration, specifically how health care’s organizational practices affect
immigrants’ sense of belonging and feelings of marginalization.

Further, Landscapes of Care advances our understanding of public policy’s
social and cultural dimensions, particularly individual perceptions and be-
haviors and community relations. This book analyzes how care providers’
perceptions and behaviors intersect with organizational practices and
national policies to produce specific, local care contexts. In doing so, it pro-
vides an ethnographic context about how recent policy developments in
health care and immigration become translated across organizational and
community levels. Such an endeavor is urgent at a time of great uncertainty
about the future of various individuals with precarious legal status in the
United States and how federal policy mandates may come into conflict with
state and local commitments regarding health care, racial equity, and im-
migrant rights.

Recent changes to the U.S. political landscape indicate that the future of
health care and immigration reform is unclear. A vital aim of this book is to
attend to questions of who deserves care and the role of the state and organ-
izations in providing health care that inevitably affects all aspects of life for
immigrants, their families, and larger communities. By bringing attention
to the spatial, temporal, and racial logics of structural conditions, orga-
nizational processes, and individual and community perspectives that unfold
in rural settings like Maryland’s Eastern Shore, this book illustrates how
some proposals to cut public spending on health will have a long-term neg-
ative impact on entire communities, nonimmigrants and immigrants alike.
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Introduction
The Land That Time Forgot

Summer in Maryland means one thing: blue crabs. Every summer, residents
and visitors flock to Maryland’s coast to get their fill of blue crabs. Famous
for its sweet, tender meat, the blue crab is an essential part of the region’s culi-
nary heritage. There are few things more enjoyable to Marylanders than sit-
ting with family and friends, tearing into a bushel of blue crabs coated with
the local seasoning, Old Bay, and washing it down with ice-cold Natty Bohs
(see figure 0.1). Eating blue crabs in the traditional manner is not for the faint
of heart or for those who prefer eating with utensils and white tablecloths.
In restaurants and homes, people pile steamed and seasoned blue crabs in
the middle of a table covered in paper. Then, using small mallets, knives,
and bare hands, diners break open the hard shells and extract the juicy meat
inside. It is a messy experience, one that is quintessentially Maryland.

The Latin word for blue crabs is Callinectes sapidus, meaning “beautiful
swimmer.” Blue crabs get their name from their sapphire-colored claws and
are one of the most iconic species in the Chesapeake Bay. In Maryland, hard
shells are steamed rather than boiled, a common practice along the East Coast
and Louisiana. Marylanders insist that steaming gives crabmeat its moistness,
and the flavor is best appreciated by cracking and eating steamed hard shells or
feasting on soft shells.! However, suppose you would instead not go through
the hassle of picking crab. In that case, it is easy to buy fresh crabmeat by the
pound at local grocery stores or enjoy them steamed or sautéed, as Maryland
crab cakes or crab imperial, or in crab soup or crab dip at any area restaurant.

In Maryland and elsewhere, eating blue crab is a communal activity and
is meant to be enjoyed with family, friends, or large groups. As a result,
people often experience picking crab as a pleasurable experience and social
exercise. Even those who purchase fresh crabmeat at the grocery store or a
restaurant rarely consider how it was processed or who picked and cleaned
it. Many people forget or overlook how crab picking is a livelihood for many,
mainly poor, women. For generations, African American women from Mary-
land’s rural, maritime communities did the grueling job of picking crab for
crab houses on the Eastern Shore. Today, fewer than ten crab houses are left,
and the workforce is exclusively female migrant workers from Mexico.



FIGURE 0.1 Crabs by Jason Garber is used under a CC BY-NC-SA 4.0 license.

Like many other places around the world, Maryland’s rural Eastern Shore
has come to rely heavily on the labor of noncitizen immigrants. Yet policy-
makers and the general public often regard their presence as illegitimate,
threatening, and a drain on national and local resources, ignoring how their
“illegality” and “foreignness” often place them in positions of considerable
social risk. In recent years, the national spotlight on border walls, immigra-
tion bans, the inhumane treatment of undocumented immigrants at deten-
tion centers, and the disproportionate impact of COVID-19 on immigrant
farmworkers and meat processors has raised some public awareness of the
plight of immigrant workers. But immigration remains an increasingly polar-
ized issue among rural Marylanders and Americans more broadly. In Mary-
land, for instance, comprehensive news coverage of increasing visa caps for
migrant workers, COVID-19 pandemic restrictions, and crab shortages have
left many concerned about the fate of the crab industry.? Politicians and influ-
ential business owners have appealed to the federal government to increase
the number of visas the country provides to female Mexican migrants, argu-
ing that the H-2B temporary worker program is vital to the Eastern Shore’s
iconic seafood economy. These discussions on the dire need to increase im-
migrant labor occur in some of Maryland’s most politically conservative areas,
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where there is strong support for federal and local anti-immigrant rhetoric
and policies.

SINCE 1990, THERE HAS BEEN a steep rise in immigration to the United
States. The increases are highest in rural America.’ Some rural counties are
experiencing growth rates of over 1,000 percent in their immigrant popula-
tion, who have filled essential roles in the labor force and mitigated the grow-
ing decline of rural populations.* Yet, despite their valuable contributions
to rural communities, immigrants are not necessarily treated well or openly
welcomed by local residents. Often, advocates, experts, and policymakers
discuss the fate of immigrants in static, oppositional terms—whether soci-
ety will embrace and integrate them or reject and push them out. In rural
Maryland (and perhaps much of rural America), where demographic shifts
have been sudden and drastic, the lives of immigrants and rural community
relations are highly complex and tenuous and challenge existing either/or as-
sumptions about immigrant integration and exclusion.

Large demographic studies help us recognize the impact of policies on
people’s migration trajectories. Yet they tell us very little about how diverse
structural dynamics shape rural communities’ reactions to this burgeoning
wave of newcomers, especially in regions without large immigrant enclaves.
Survey-based work can also overlook important details related to the every-
day life of immigrants and the politics of belonging. Landscapes of Care fills
a necessary gap in the literature on immigration by attending to policies,
organizational processes, and community relations ethnographically. More
specifically, the book details the spatial, temporal, and racial dynamics op-
erating at the nexus of immigration and rural health on Maryland’s Eastern
Shore —a relatively isolated and rural area composed of nine counties east
of the Chesapeake Bay (see map 0.1). Jobs and resources are challenging to
come by, and the region’s physical remoteness often requires residents
to travel long distances to work or obtain care. In addition, many of the
available jobs are strenuous and dangerous— farming, fishing, commer-
cial food processing and production, and logging. Work in these indus-
tries places people at risk for injury or illness. Landscapes of Care examines how
the daily functioning of racial capitalism and white supremacy shapes the
shared conditions of precarity among immigrants and rural residents. It
attends to how precarity engenders physical suffering and emotional anx-
iety and generates powerful forms of sociality, mutual obligation, and ru-
ral vitality.® Understanding immigrant and rural precarity together render
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MAP 0.1 Maryland’s Eastern Shore.

visible how people in rural contexts care for each other despite social dis-
crimination, economic precarity, and an often hostile political climate.
Such discussions of rural immigration focused on belonging, deserving-
ness, and scarcity are integral to broader national and global debates on
migration and health.

A Day with Elizabeth

I was nervous and excited to spend the day with Elizabeth, a nurse practi-
tioner who runs the local mobile health unit. Her mobile team was the only
one of its kind and offered care to those living in the furthest, most remote
corners of the Eastern Shore of Maryland. Elizabeth and her team worked
for a local federally qualified health center (FQHC), a community-based
health care provider that receives funds from the U.S. government to pro-
vide primary care services in underserved areas. They operated the mobile
health unit from June to August— the peak season for migrant workers in ag-
riculture and seafood processing. I knew accompanying Elizabeth was a
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rare opportunity, and I felt grateful that she generously invited me on a trip
to the local crab processing plants.

I agreed to meet the mobile health unit staff at the local Walmart parking
lot outside Cambridge’s town center so that I could accompany them to their
appointments that day. Cambridge sits on the Choptank River, a major trib-
utary of the Chesapeake Bay on the Eastern Shore of Maryland about ninety
miles southeast of Washington, D.C., the nation’s capital. Its waterfront,
small-town feel makes it a popular destination for nature lovers, recreation
enthusiasts, and history buffs alike. Initially inhabited by the Nanticoke
people, English colonists violently colonized the area that would become
Cambridge, Maryland, in 1684. Soon, Cambridge became a hub for the lo-
cal slave trade. Harriet Tubman was born into slavery just a few miles away
and escaped in 1849 with her two brothers.® In the following years, Tubman
returned to Cambridge to help free as many as sixty to seventy other enslaved
people, including those who fled the auction block on the steps of the same
Cambridge courthouse I was passing by. Years later, Cambridge became an
unlikely epicenter of the nation’s civil rights movement, led by activist Glo-
ria Richardson, head of the Cambridge Nonviolent Action Committee.” Her
iconic photo, where she fiercely pushed aside a National Guardsman’s bayo-
net with her sidelong glance at a local demonstration on July 21, 1963, sits
in the Smithsonian’s National Museum of African American History and Cul-
ture. Today, Cambridge prides itself on charm, history, and natural beauty.
I shivered, thinking about how the courthouse was still in use today.

Elizabeth and her team arrived in a burgundy Dodge minivan a few min-
utes after I parked. At first, I felt confused. I expected a much bigger vehicle
large enough to house a clinic office or exam room inside, but I had no time
to process my surprise. Ellen, the medical assistant, poked her head out the
window and yelled at me to get inside. I hopped on board the minivan in
the blistering heat. The only seat available was between rattling medi-
cation cases, medical files, equipment, and folding furniture. Nevertheless,
I squeezed in. We drove through stretches of farmland, tidal marshland,
and mixed hardwood and loblolly pine forests, crossing over a series of
bridges with panoramic views of the Chesapeake Bay, passing landmarks
like St. Mary Star of the Sea and the iconic General Store. Some people
from the area describe the Eastern Shore as “the land that time forgot.” It
was easy to see why. The sudden isolation and stillness of the landscape
were disquieting, as if we had physically crossed into a different place and
time. My cell phone lost its signal entirely, and I did not see a single person,
vehicle, or home on our forty-minute drive.
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Our first stop was a rustic restaurant on a grassy knoll. The restaurant was
closed, but we were not there to dine. Instead, it was a pit stop where we got
organized, notified the various seafood houses of our arrival, and secured
permission from owners to set up the mobile clinic on their property. I helped
the staff spread out the medical files on the wooden benches outside that
were typically reserved for outdoor dining. Then, I organized the prescrip-
tion medications for migrant workers who Elizabeth had seen during previ-
ous visits. The medical files were disorganized; the workers’ names on the
list provided by the seafood houses sometimes did not correspond to
the names on the files. We did our best to match the medications to the ap-
propriate patient files and then arranged them according to their employer.
This filing system made it easier for the health team to distribute the prescrip-
tions correctly to the women. I peeked at the medications that the team hoped
to dispense on this trip. They varied, ranging from skin creams to pain reliev-
ers. Cuts, scrapes, rashes, and skin infections were common among women
working in crab processing. Some women also suffered from allergic reac-
tions to vapor, salty water, bleach, and other chemicals used in crab processing.
In addition, women experienced minor injuries, chronic pain, tendinitis, and
myalgia from long hours picking crabs in crouched positions.

Matching medication to patient files took over two hours —much longer
than anyone anticipated. It was past noon, and I was unsure how much time
we had left to visit the crab houses. Elizabeth, however, was in a cheerful
mood because she secured several health visits from crab processing plant
managers. We filed back in the van and drove another few minutes to grab
lunch at a modest convenience store with a small deli case, ice cream counter,
and a grill. In the backroom, we ate next to five older white men wearing
trucker hats and smudged T-shirts. Elizabeth explained the plan for the rest
of the day. I worried about how much of her schedule would get done, given
that half the day had already passed. Finally, perhaps sensing my anxiety,
she leaned over and told me that she needed to get the van back within
twenty-four hours. Otherwise, she would pay for an extra day. Noticing my
surprise, Elizabeth explained: “I use my personal credit card and then get re-
imbursed. Otherwise, no one would get care.”

I did not have time to inquire further into Elizabeth’s revelation because
we were on the road again. Our first stop was what the staft referred to as
the “telescope house,” so named because of its unusual accordion shape.
As [ stepped out of the van, the damp, pungent smell of crab chum and
shells hit me like a ton of bricks. Working past my discomfort, I helped
Sylvia and Camila, the two Spanish-language translators, unload all the
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FIGURE 0.2 Mobile clinic. Photo by the author.

equipment, files, and medications from the van. We quickly unpacked the
large tent and folding furniture, including two long tables and a few chairs
(see figure 0.2). Next, Sylvia knocked on the front door to ask if anyone
wanted to see the provider. Eight women filed out wearing shorts, T-shirts,
and flip-flops. I later learned that many of the women working in commer-
cial crab processing on the Eastern Shore were from rural regions in eastern
and north-central Mexico, such as Hidalgo and San Luis Potosi.

Migration has become a central strategy for rural development in these
areas that have undergone substantial rural outmigration because of the dev-
astation of small-scale agriculture brought about by the North American
Free Trade Agreement and the Mexican neoconservative governmental re-
gimes of 2000 to 2012.% In turn, the intensification of induced labor migration
has deepened gendered and racialized employment patterns globally, such
as those found within commercial seafood processing.” Economic condi-
tions such as free trade, deregulation, and privatization coupled with pro-
gressively harsh anti-immigrant policies have led to a global trend toward
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hyper-flexible labor strategies.'® Organizational practices such as nonstan-
dard work arrangements and temporary, seasonal, and informal immigrant
workforce have become the norm among businesses struggling to succeed
in increasingly competitive markets.

I INTRODUCED MYSELF to Xiomara and Valeria, who were waiting in line
to see Elizabeth. They represent foreign-born workers who account for a
growing proportion (17.4 percent) of the U.S. civilian labor force, of which
Hispanics/Latinos make up nearly half and Asians comprise 25 percent.' In
her late thirties and single, Xiomara picked crab for the same company for
thirteen years, from early spring to late fall. She had a father in Mexico and
abrother and sister in the United States who were undocumented. Xiomara
patiently explained that she left Mexico to work in crab processing because
locally available jobs in orange and corn cultivation could not support basic
survival needs: “You earn 400 to 500 pesos per week [US$20 to $25]. That is
maybe enough to eat.” As the sole economic providers for their families, a
trend throughout rural Mexico noted by other scholars,'> women like Xio-
mara face increased economic precarity, which led them to migrate for work.
While official numbers show that foreign-born women’s share of labor
participation is slightly less than their U.S.-born counterparts (53.4 percent
versus 56.6 percent), they, like foreign-born men, are highly segregated in
a handful of low-wage, service-oriented occupations and more likely to ex-
perience poverty than the native-born population.’

Xiomara learned about crab processing jobs from family and friends. Her
brother, who lives in Seattle, warned her that labor migration for women was
particularly difficult because of the dangers posed by travel and work. He in-
sisted that she contact a family friend for help: “So this young man helped
me out. He checked it out, and he asked around, and that is why I came.”
Using a recruiter to secure a temporary work visa intended for foreign work-
ers, Xiomara took the three-day journey to Maryland’s Eastern Shore by
bus from Monterey, Mexico. When she arrived, she was housed with eleven
other Mexican female migrant workers in the telescope house. The women
typically worked an average of eight to nine hours, sometimes more, depend-
ing on the daily crab supply. Xiomara showed us where they worked, di-
recting us to the area where they had picked crabs a few hours earlier. It was
a sizable sparse room that still felt wet and smelled of disinfectant. Inside,
there were two long stainless steel tables. The walls and floors looked recently
mopped and cleaned, and bilingual signs in Spanish and English instruct-
ing workers to wash their hands and wear boots hung prominently on the
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walls. Pointing to the stack of plastic containers and the sink area, Xiomara
explained their work routine: “We pick up a plastic tub, and we rinse it with
a water-bleach solution to disinfect it. We take out our tools, put on our
apron, sit down, and fill the tubs. We separate the lump crabmeat from other
meat and place it in a separate plastic cup. Every hour, the manager comes
by and takes the crabmeat that you have produced and weighs it.”

Xiomara returns every year because crab processing work ensures survival
despite the challenges of living and working in the United States: “We are
here because of the work! Because in Mexico, you do not earn anything!
Imagine, we are paid about 100 pesos [less than US$5] per day. And that is
all day and all evening. If you make money here and then go back home, you
end up living a different life. But you suffer when you are here. Slowly,
you suffer without your family and home. But you return.” Valeria, who
joined us after seeing Elizabeth, likewise affirmed: “It is because of work.
That is why I came, too. If not for that, I would have stayed in Mexico. I am
a single mother.” Valeria was in her mid-forties and a mother to four
children ranging from fourteen to twenty-three years old. She explained
that she was lonely and sad because she missed her family. This was her
first year working as a crab picker, and she did not know any of the other
women living with her. She confided that she was worried. Her supervisor
gave her only a few days to adjust to the pace of work to meet the daily
quota of twenty-four pounds of picked crabmeat. If she did not meet this
quota by the deadline, her employer could send her back to Mexico.

Spatial, Temporal, and Racial Configurations of
Rural Immigrant Life

I have experienced a cosmic cycle, with all its changes and evolutions for
that which I have seen with my own eyes in this brief interval of time-
things that no other mortal eye had seen before, glimpses of a world past,
aworld dead, a world so long dead that even in the lowest Cambrian
stratum no trace of it remains. Fused with the melting inner crust, it has
passed forever beyond the ken of man other than in that lost pocket of the
Earth whither fate has borne me and where my doom is sealed.

—EDGAR RICE BURROUGHS, The Land That Time Forgot

In describing the Eastern Shore as the land that time forgot, no one specifi-
cally referenced Edgar Rice Burroughs’s 1924 novel of the same name. Bur-
roughs’s tale is a wartime sea adventure where the protagonist encounters a
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lost world, Caprona, where time has stopped. Menacing beasts, early evo-
lutionary forms of man, and various strange life forms in the river inhabit
Caprona. These beings engage in the process of reincarnation, where they
gradually migrate northward, and their physical body and behavioral traits
evolve both across and over time.

Caprona seems a far cry from rural Maryland, and Burroughs’s novel bears
little resemblance to this ethnographic study of the inherent relations be-
tween immigration, health, and rural precarity. Yet, I find it helpful to ask
what it means to be a place or a community positioned outside of time and
geography altogether, a land and a people forgotten, abandoned, and left
behind. As social science and health scholars have indicated, movement
across and between borders, disrupted rhythms of work and living, and re-
treating social safety nets tell us a great deal about the marginalization of im-
migrants and rural vulnerability.* Still, the invocation of the Eastern Shore
as located outside time and space signals something in excess of these dynam-
ics. Immigrants, in fact, have long contributed to the physical production
of rural space through their racially differentiated labor; along with rural pro-
viders, they have invested in the meanings and making of rural vitality.
Rather than reinforcing prevalent notions of immigrants as placeless and
rural regions as abandoned, interlocutors’ portrayal of the Eastern Shore
as “the land that time forgot” indexes an intimate relationship between
immigrant experiences and the organization of rural space.

In the United States and globally, immigration is coupled with territori-
ality, criminality, and the centrality of the nation-state. Scholarship on im-
migration and health, for instance, focuses on how broader transformations
in labor and trade, along with the exclusionary aspects of immigration poli-
cies, increase noncitizen immigrants’ vulnerability to disease, injury, and
suffering.’ Immigration experts and advocates have documented harmful
labor practices and health policies that negatively affect immigrants’ well-
being. Together, they have called for increased social and legal protections
for immigrants, including those for the workplace, improved access to ap-
propriate health and social services, and expanded cultural and structural
competencies among key institutional actors such as health care providers.'”
This body of work, in effect, considers legality as the central organizing fea-
ture of immigrant life in the United States and legal status as the crucial mech-
anism through which immigrants experience health and health care. In
fact, legal status and immigration status have come to mean the same thing.
This predominant framing shapes research, policy, and public understand-
ings of legal belonging as a primary determinant of immigrant health.
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Yet, not all immigrant social life is knowable through the framework of
legality. Defining immigration from the unitary vantage point of legality flat-
tens immigrant knowledge, experience, and social identities. Legality
naturalizes certain narratives of suffering and vulnerability. It works to
hierarchically position individuals, communities, and nation-states, over-
looking how social identities and relations of power can configure modes of
living where immigrants negotiate spaces of subjugation and resistance. As
such, legality can inadvertently reproduce discourses around immigration
that equate it to inferiority and placelessness.

Further, a preoccupation with legality in the United States privileges
narratives of specific immigration trajectories and immigrants, particularly
non-Black Latinx immigrants from Mexico. As a result, social science and
public health scholarship on immigrant health can reproduce the very vul-
nerability it seeks to describe and remediate. It renders “the immigrant” or
“immigration” in exclusionary terms and relies on a conception of human-
ity as a singular identity, as bounded and absolute as a wounded, suffering,
or vulnerable human.™ Scholars often use structural vulnerability and social
suffering frameworks to illustrate the embodiment of the social dynamics of
exclusion among immigrants without interrogating how and whether such
conceptual registers offer new insights into existential, economic, and po-
litical uncertainty. Such frameworks depend on the mobilization of the
“other,” characterized by experiences of victimhood related to legal status.
This othering rests on constructing certain (non-Black) immigrants and
(male) immigration trajectories as deserving of attention and care. Thus, im-
migrants manifest anew as “other” in discourses of liberal humanism that
repeat the discursive separation they have already been marked by, though
in new registers.”

Landscapes of Care moves away from these static approaches, foreground-
ing the spatial, temporal, and racial logics that shape immigrants’ lives and
are consequential for their well-being. It insists on the shared condition of
immigrant and rural precarity to underscore care as both an object and a re-
lation, its presence alongside scarcity, and how it operates within and be-
yond legal processes and organizational structures. Precarity related to
rural living can deepen immigrants’ experiences of social and economic mar-
ginalization and health inequities. A complex landscape —made up of poli-
cies thatadvance fiscal austerity and anti-immigration sentiment, a neoliberal
era of health provision, racialized organizations that employ migrant labor-
ers, and rural community contexts —shapes immigrant health. Likewise,
rapid immigration severely affects rural health systems already struggling
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with a shortage of providers, limited health care access points, and high rates
of uninsured and sick patients. Yet interlocutors’ sense of place, time, and
care unsettle discourses that reify immigrant and rural precarity as geograph-
ically and temporally constrained, resisting reductionary knowledge for-
mation of immigration and rural health.

Precarity and the Predicament of Rural Immigrants

Rural and immigrant precarity are familiar yet overlooked manifestations of
health and well-being in the United States and elsewhere. Precarity signifies
an overall, persistent ontological condition of vulnerability, instability, and
uncertainty. Itis prompted by contemporary modes of racial capitalism, class
relations, and multiple, intersecting historical and existential forces.” Judith
Butler and others have described precarity as “that politically induced con-
dition in which certain populations suffer from failing social and economic
networks of support more than others . . . becoming differentially exposed
to injury, violence, and death.”*! Conflict, displacement, and crumbling so-
cial safety nets in Latin America, the Caribbean, and the United States bring
about a pervasive sense of uncertainty that makes precarity a common ex-
perience for immigrants on Maryland’s Eastern Shore. Rural life in the United
States, where disproportionate impacts of racial capitalism and exploitation
render such inequalities particularly dire, also enhances experiences of pre-
carity. People’s description of the Eastern Shore as a place forgotten by time
signals that life on the Eastern Shore is undetermined and ambivalent,
marked by an everyday uncertainty that is simultaneously commonplace and
extraordinary. As Anne Allison argues, “Uncertain about where/when/how
one will make do in the present, the precarious lack handrails for anchoring
the future as well. In this uncertainty of time, where everyday efforts don’t
align with a teleology of progressive betterment, living can be often just that.
Not leading particularly anywhere, lives get lived nonetheless.”*

There is a potential misstep in seeing precarity as existing everywhere and
at all times. But this does not weaken its conceptual or practical value. Im-
migrant and rural precarity are not given conditions that exist outside any
individual or collective life. On the contrary, they materialize through mun-
dane material, emotional, and physical experiences such as racism, workplace
injuries, and anxiety resulting from family separation. Precarity, there-
fore, is also a methodological orientation that “insists that an engagement with
the lives of others must be attendant to the slippages, fraying, and impor-
tantly, the exposure of life itself.”?* Exploring the multiple facets of lived
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uncertainty and marginalization of immigrants and rural residents necessi-
tates opening up to witnessing, listening, and accompanying the embodi-
ment of others’ vulnerability. Such considerations of experience bring into
view the messy unruliness of the everyday. Rather than a standard configu-
ration that outlines the predictability of patterns of work, home, and
communal life, every day in the context of insecurity and violence, at times,
forestalls coherent narratives altogether. Therefore, this study of precarity
entails reconfiguring the ethnographic ground “as a provocation and a prob-
lematic that can lead us to think through modes of being attached to emer-
gent forms that are still unfolding, always unfinished.”?

Like other ethnographies of precarity,? Landscapes of Care clarifies historical
and social forces shaping contemporary life structures by focusing on the
emotions and feelings associated with people and places to convey precarity
as an ontological condition that unfolds in the everyday. This book also
extends existing scholarship on immigrant health by foregrounding how
immigrants and rural providers negotiate displacement and belonging in ra-
cialized spaces to produce knowledge about immigration and rural health.?
My thinking on precarity is deeply influenced by the intellectual and meth-
odological labor of Black, Indigenous, and ethnic studies scholars who have
underscored the importance of understanding precarity within the larger his-
torical, political, and economic context in which vulnerability, neglect, and
death are produced.? In rural settings, the state and multinational compa-
nies work together to oppress and exploit immigrant workers through labor
coercion, induced migration, and racialized work regimes. Immigrant nar-
ratives, such as those expressed by Xiomara and Valeria, reveal multiple spa-
tial logics and temporalities intrinsic to the uneven accumulation of global
industrial capital: a constant but uncertain coming and going, traversing bor-
ders and social norms, and liminal existence. Likewise, rural regions, for-
saken by capital and the state as they became increasingly poor and racially
minoritized spaces, are plagued by declining social services, infrastructural
investment, and fiscal development.? Yet, as the vignette detailing a day with
Elizabeth demonstrates, immigrants and providers respond to such con-
straints through interdependency, affective labor, and the care of others.
Precarity, therefore, reveals how the shared conditions of racial devaluation
and socioeconomic abandonment among immigrants and rural providers
generate forms of collective livingness—what Kevin Quashie describes as
“the effects of struggle where struggle is not singularly defined as a condi-
tion of oppression.”? Analyzing precarity necessitates a turn toward modes
of worldmaking and forms of care, mutual aid, and solidarity work among
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those who have been targeted by state-sanctioned violence and surveillance
in the purported “best interests” of their well-being.*

Further, studying the shared condition of immigrant and rural precarity
exposes rural America’s broader public and political imaginary and history.
Rural America does not have a visible history outside the one authorized
by political and moral myth-making. In the United States, the rural West
figures prominently as exceptional and exemplary, reanimating key national
political and ethical dramas that pit its ruggedness against the weak, self-
ish, elite, progressive northeast and West Coast.’! Spatial imaginaries and
racial representations of the American “heartland” obscure the significant
diversity and dynamism that has long been part of rural life. These imagined
and official renderings of rural America neglect the rural South and Mid-
west, where many Black and Latino people reside and work, including im-
migrants. They do not include the rural residents of Native reservations;
they do not recognize the vast influence of prison and migrant economies
throughout rural America.

Maryland does not fitinto this picture of rural America because of its prox-
imity to the nation’s capital and its ranking as the wealthiest state in the
country, with a median household income of $86,738 in 2019.% Yet, official
and local administrative designations, such as those that originate from the
Annotated Code of Maryland,* indicate that much of Maryland is “rural,”
including all Eastern Shore counties, based on factors such as geographic iso-
lation, lack of transportation, and lack of health care access. On the one
hand, such classifications reveal ongoing economic and social abandonment
of rural regions orchestrated by the state and capital. On the other hand,
these designations of the “rural” uphold popular ideas of the Eastern Shore
and its residents as spatially distant, economically deficient, and socially dif-
ferent from urban spaces and residents. Official statistics between urban
and rural Maryland further reinforce these ideas. This includes rural resi-
dents’ lower per capita income (e.g., state average in 2018 was $63,354, with
rural per capita income considered “lagging behind” at $54,687); higher rates
of poverty (12.4 percent for rural Maryland compared with 9.0 percent in ur-
ban areas of the state) and unemployment (4.0 percent in rural Maryland
versus 3.6 percent for metropolitan Maryland);** and a severe lack of health
care access (e.g., no critical access hospitals, one rural health clinic, twenty-
six FQHC sites, and seven short-term hospitals). These data also indicate
that the Eastern Shore in particular has one of the highest poverty rates,
the poorest health status, and the greatest need for health care access in the
state.® Rural residents themselves articulate these differences through
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spatial and temporal logics. Those living in rural Maryland often felt
“closer” to other rural communities in neighboring states than the “rest” of
Maryland because of similar economic, geopolitical, and cultural histo-
ries.*® The political and myth-making about “ruralness” entrenches these
spatial and temporal differences by obscuring the racial diversity and eco-
nomic abandonment of the Eastern Shore in particular and rural regions
more broadly.

Reorienting the logic of the rural away from the realm of political and
moral myth-making to one grounded in ethnographic details redirects our
attention to understanding immigration and rural precarity as mutually con-
stituted. While Elizabeth, Xiomara, and Valeria have very different stakes
in the system, their shared precarity becomes visible in the realms of health
and health care. Putting immigration and rural health into conversation with
each other shifts our understanding of rural America from a pristine,
untouched— the “real” America—to one that immigrants and rural residents
experience as a state of constant precarity. Immigrants in rural America live
at the margins, even though the public acknowledges their significance to
rural economic vitality. Thinking about immigration and rural context
together brings into view what the construct of “rural heartland” obscures —
the embodiment and perceived pathologies of crisis and the stagnant futures,
deteriorating presents, and collapsed pasts of people and places left behind.
At the same time, it allows us to witness how individuals and communities
constitute themselves and rural spaces through the care of others, strive
for control and balance, and navigate in and through difficult circum-
stances, constantly anticipating and adjusting toward social worlds that are
perpetually in motion but somehow experienced as without progression.*’
Immigration and rural precarity are central to each other.

Rural Landscape of Care

Spatial and temporal logics of health have long figured prominently in an-
thropological work.? Studies of clinical space, patient-provider interactions,
and therapeutic landscapes and itineraries have focused on temporality and
spatial patterns of care-seeking, pluralistic care systems, treatment net-
works, place-based health economies, and geospatial politics of risk and
exclusion.* The underlying presumption in this work is that the material
and physical space of health and health care is knowable, which has the un-
intended effect of privileging social hierarchies and marginalizing difter-
ence. Landscapes of Care advances anthropological scholarship on health
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by placing it in conversation with the work of Black feminist geographers to
understand the spatial, temporal, and racialized organization of health
care conditions in lived and imaginary space. In centering interlocutors’
insistence on the inextricability of immigration and rural health, I move
away from the conventional spatial logics of health care. Instead, I use “land-
scape” as a framing device and local practice to understand the precarious-
ness of care in rural contexts.* The notion of “health care” denotes the
continuum of public health and medical care that is physically bounded and
often siloed, ahistorical, politically neutral, and tied to institutions. Spatially,
many rural health systems tend to be composed of loosely integrated and
ill-coordinated public hospitals, community health centers, local health
departments, and free clinics. On the Eastern Shore, individual providers
themselves offer the only semblance of a safety net or health infrastructure.*!
Essentially, safety-net patchworks and temporary, improvised care are the
default in many rural regions throughout the United States.* Rather than
envisioning health “systems” —through the standard tropes of organized,
bounded, and singular entities—thinking in terms of a landscape empha-
sizes the relational assemblages, multiple exchanges, and violent mobilities
where care unfolds.*

Landscape includes formalized pathways to health, but it also encom-
passes otherwise invisible sites of engagement and social relations of care
that extend far beyond the reach of health care. Rather than insisting that
immigrant health is limited to the discernible space of formal health care
pathways, landscape privileges immigrant and rural knowledge and experi-
ences of place, time, and social relations. In doing so, it discloses the vio-
lence of racial capitalist logics that inheres in our national health care and
immigration policies and local practices of caregiving and care-seeking. Ex-
isting systems to treat immigrants and the working poor in rural America,
attheir core, are critically inadequate, racist, and exclusionary. Immigrants
and rural providers manage and navigate this reality by engaging in complex
social relations and mutual aid to care for themselves and each other. For in-
stance, physical distance, availability of time, and social differences sepa-
rate Elizabeth and the women for whom she provides care. Yet, against the
backdrop of Eastern Shore’s relative remoteness and its under-resourced and
inequitable health system, immigrants and rural providers engage in various
strategies to seek and offer care and improvise new forms of rural life, re-
fusing what is commonly understood about the spatial and temporal con-
straints of their surroundings. This landscape of care is a vital feature of rural
immigrant life. It lays bare the limitations of existing conceptualizations of

16 INTRODUCTION



health care and reimagines care as a deeply contested space, what Kather-
ine McKittrick calls “the terrain of political struggle itself.”*

In the United States, as lawmakers debate immigration laws, leaders from
both political parties argue that federal funds for social and welfare bene-
fits, especially health care, should not go to immigrants. A primary goal of
the Affordable Care Act (ACA) was to reduce the number of uninsured Amer-
icans, which stood at approximately 50 million at the time, through the ex-
pansion of both private insurance and government-funded Medicaid.*
Although the ACA drastically reduced the number of uninsured individuals,
it falls far short of providing universal coverage.* The individual mandate
and health insurance exchanges, critical features of the ACA, continue to up-
hold the importance of health consumerism and the private health insur-
ance industry, reinscribing social inequalities between those able to afford
health care and those who cannot. Other shortcomings of the ACA include
inadequate coverage under both private and public plans (e.g., the most com-
mon selection by new enrollees for personal coverage was for “silver” plans,
which cover only 70 percent of health care costs); higher cost-sharing
requirements; privatization of Medicaid programs by some states; and ac-
celerated consolidation of hospital systems and decreased funding for safety-
nethospitals.*” In addition, the ACA earmarked new funding for community
health centers and increased reimbursements for primary care physicians,
but many residents still face barriers to gaining access to providers (especially
specialists and those who accept Medicaid).

The ACA offers new options to increase coverage for naturalized citizens
and lawfully present immigrants. Yet many remain ineligible for these cov-
erage options.” Undocumented immigrants are not entitled to coverage
under the ACA. They are only eligible for emergency medical assistance,
FQHC services, and specific public health programs. These are primarily
limited and often interpreted differently in local contexts. Further, there is
a time restriction for legal immigrants—those who have been in the coun-
try for less than five years have health insurance coverage through exchanges
and premium and cost-sharing subsidies but are otherwise ineligible for
Medicaid.* Popularly known as the “five-year bar,” many individuals enter-
ing the United States on or after August 22, 1996, must wait five years after
receiving a qualifying immigration status before becoming eligible for Med-
icaid or the Children’s Health Insurance Program (CHIP)—two essential
features of the American social welfare system.*® Noncitizens who have not
met the five-year bar and those not legally in the country may be eligible for
emergency medical services through Medicaid, including labor and delivery
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services for pregnant women, if they meet all other eligibility require-
ments for Medicaid. This emergency program is not health insurance.
Further, since 1999, immigration officers have abided by general guidance in
determining whether an individual is likely to become a “public charge” —
dependent on the government for support—in deciding to grant an appli-
cant a green card or an extension of a visa. However, in 2019, the Donald
Trump administration announced a new rule rendering poorer immi-
grants ineligible for permanent residency if they received public benefits
such as Medicaid under the “public charge” rule, creating confusion and
panic in many immigrant communities. Individuals afraid of the revised pub-
lic charge guidance chose not to obtain needed benefits out of concern that
receipt could jeopardize their legal status or their ability to stay in this coun-
try or put them at risk of being separated from their families.”! While the
public charge rule reverted to the former guidance in 2021, uncertainty and
fear remain a challenge for many immigrants in applying for social welfare
programs. The exclusionary and discriminatory aspects of the ACA, there-
fore, are purposeful and designed to prevent disproportionate access to pub-
lic benefits by immigrants.

Even before the ACA passed, many on the Eastern Shore felt that the law
would continue to uphold existing uneven and racialized geographies of
health care access. Providers and administrators discussed the daily strug-
gles of operating with already limited resources and a lack of health infra-
structure while serving populations with high levels of mortality and
morbidity. They noted that the region had experienced drastic rates of hos-
pital closures over the years, diminishing Medicare compensation structures
for providers, and an increase in health care alliances and networks. My in-
terlocutors, especially providers, understood that under the ACA, new fund-
ing was set aside for rural health centers, and reimbursements for primary
care physicians were supposed to increase. But they worried that shortages
of physicians and nonphysician providers and specialists, high rates of un-
insured, elderly, or poor residents, and limited public resources allocated
to health care would continue to plague rural health systems, despite the
promises of the ACA.*

Public discussion around health care and immigration unilaterally focuses
on entitlement—the legal and policy provisions specifying the kinds of pub-
lic services for which immigrants are eligible based on their legal status—or
practical questions of access to formal health care systems. However,
experiences of entitlement and access among immigrants occur through
everyday bureaucratic, clinical, and social interactions, where local contexts,

18 INTRODUCTION



organizational processes, and social relations shape immigrants’ experiences
with care.” People often described existing care systems on the Eastern Shore
as “Band-Aid” solutions or forms of “bastardized care” that are seen as a
quick-fix or temporary remedy, underscoring the temporal and spatial logic
of crisis itself. Inherent in this description is that Band-Aid care fails to ad-
dress the long-term needs of those deemed most vulnerable.* Yet, Eastern
Shore providers and immigrants engaged in various health and social care
practices that were not limited to addressing immediate health needs. Band-
Aid care was a response to immediate individual affliction and a means to
act on the possibility of everyday living amid rural precarity, where spatial,
temporal, and racialized dimensions of care unfold.** Such improvisation
and other care strategies that characterize the landscape of care on Mary-
land’s Eastern Shore are common throughout rural America and various
under-resourced and unpredictable contexts worldwide.>

Overview of Chapters

The intimacy between immigration and rural health signals the continual re-
shaping of life and living amid precarity, and this story unfolds throughout
each chapter of the book. Chapter 1 is an overview of the changing social and
demographic picture of immigration in the United States. It illustrates how
a focus on immigration patterns in more traditional, urban settings has come
to shape our understanding of rural spaces as static and experiences of im-
migrant communities as singular. Ethnographic details of immigrant life in
rural America reveal the shifting spatial and temporal dynamics of commu-
nity identity, highlighting how rapid rural immigration brings complex
entanglements between neglect and care into view.

Chapter 2 ethnographically details the rural economy and the immi-
grant labor force that sustains it. Immigrant labor generates vital resources
and creates livelihoods within rural regions. Yet low-wage, low-skilled
labor— characteristic of rural economies—intensifies existing labor segmen-
tation dynamics and disadvantages immigrants working in the Eastern
Shore’s agricultural, poultry, and seafood industries. This chapter attends
to the everyday violence of racial capitalism and its manifestation as a struc-
tured and ordinary experience within and outside labor regimes. It also
centers on immigrants’ embodiment of workplace injury, disability, and in-
stability as new ways of understanding the body and the politics of care.

Chapters 3 and 4 focus on local contexts in which care is sought by im-
migrants. Chapter 3 describes the fragility of the formal rural health care
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system and how it intersects with immigration. The absence of funding and
infrastructure and discriminatory policies present substantial challenges to
health care delivery and care-seeking, affects immigrant vulnerability, and
exacerbates health inequities. The experiences and perspectives of immi-
grants and rural providers underscore that spatial and racial logics articu-
late and manifest in the provision and delivery of care. Chapter 4 examines
the everyday struggles of immigrants and providers within a system of Band-
Aid care and how such care serves as a means to understand how to live
otherwise under precarious circumstances, especially when such improvised
care has increasingly become the standard of health and social care provi-
sion in many places around the world. Band-Aid care underscores immigra-
tion and health policy’s social and cultural dimensions and its translation in
localized and relational contexts.

Chapter 5 reflects on the themes discussed in previous chapters and on
why issues of legality, although important, do not necessarily foreground the
conceptualization and experiences of care in contexts of rural precarity.
The social and political exclusion of noncitizen immigrants is grounded in a
refusal to recognize them as complete social beings or ratified members
of the moral community. Such declarations of illegitimacy authorize policies of
“selective blindness” both to immigrants’” health needs and to the landscape
of care in which many live and work. Immigrants constantly contend with
the broader logics of spatial and racial exclusion that are at the heart of
health care and immigration reform while seeking care. Frontline providers
engage in caregiving motivated by moral values and commitments around
health care delivery and access and assumptions about immigrants’ rights
to certain kinds of political and social membership. Together, in this land-
scape, immigrants and providers unsettle and refashion dominant spatial
and temporal logics of health and well-being through practices and imagi-
naries of collaboration and mutuality.
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CHAPTER ONE

Journeys through the Heartland

Rural America as the “New” Receiving Destination

Amid all the anti-immigrant fervor, nativists have overlooked a
fundamental fact: In recent years, Mexican immigrants and their
Mexican-American offspring have been rescuing the most iconic
places in America—its small towns.

—ALFREDO CORCHADO, “The Mexican Revival of
Small-Town America”

Scorching heat. Unbearable humidity. Hollowed-out yellow
school buses sitting in the middle of watermelon fields, like
errant sunflowers or dandelion weeds. The stench of crab chum
and chicken manure. Shoulder pain, skin blisters, and inflamed
rashes. Eating kabrit en sauce (stew goat) with konpa music
blaring in the background. Trump-Pence, Make America Great
Again lawn signs. Well-weathered homes among loblolly pine
forests. And the long stretches of time and place holding still and
quiet. Memories of summer as scattered plots, unpredictable yet
somehow certain.

— Author field notes from summer 2015, Maryland’s Eastern Shore
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ROSELINE, THIRTY-THREE YEARS OLD, has been living and working in the
Eastern Shore region since emigrating from Haiti in 1995. She calls Seaford,
Delaware, home. Seaford is a small town nestled on the Nanticoke River. This
body of water flows close to sixty-four miles from the headwaters in Sussex
County, Delaware, to its mouth at Tangier Sound in Dorchester County,
Maryland, through one of the most pristine watersheds in the Chesapeake
Bay region. Like many Haitian immigrants, Roseline travels routinely be-
tween Delaware and Maryland for work and to access services. On this day,
she was in Salisbury, Maryland, seeking help from a small nonprofit that
provides job training to immigrants in the region. She recently received her
licensed practical nurse degree and was looking for work while completing
her nursing credentials.

Roseline admits that she has not thought too much about the Eastern
Shore or what keeps her in the area. Because she is caring for her husband,
a small child, and aging parents, affordability and the quiet pace of life are
significant considerations: “I got mature, got comfortable, and realized Del-
aware is good for raising kids. That is why I decided to stay. I think as my
parents are aging, it is better to stay closer. I am an only child. I took that
into consideration as well.” Plus, there were more opportunities for immi-
grants in this region. Roseline describes these prospects in spatial and tem-
poral terms: “Compared to other states, it is not as developed, so there is
room to give birth to something.”

Yet this scarcity inherent to rural regions—especially the absence of
educational and employment prospects—also compresses time horizons
and spatial mobility. Roseline explains: “Let’s say somebody works at the
post office. They may work there until they die, and you will never get an
opening. So people stay where they are, and you have to compete with a
lot of people because there are not many choices. I think a lot of immigrants
come here because there is a lot of factory work. But for a college student or
high school student who just graduated, if you don’t want to work at a fast-
food place, your choices are kind of limited.” Rural regions spatially and
temporally constrain newly arrived immigrants and those who have settled
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in the area: “So you find yourself working in the factory every day and not
having a chance to do something different. For the younger generation, if they
can move, they hurry up and move and get out of here. But a lot of older
people coming here because they need work. So they keep coming. It is the
same thing: working in factories, having children, and once the children
grow up, those who can move, move; those who cannot support themselves
stay around.”

Roseline patiently explains the complex ways that temporal and spatial in-
equalities of rural living yield disparate life chances among immigrants. For
those who come directly from Haiti, not being able to converse in English and
alack of transportation present significant barriers. Newly arrived immigrants
often needed access to a car, transportation services, and English-language
classes. “If you are a new immigrant, it is better for you to be in New York or
Florida because the extra help is there. It is easy for you to learn something in
order for you to work. But if you land in Delaware and you don’t speak En-
glish,” she says, “you are going to find yourself working at the factory, which
makes it harder for you to get out of that because transportation is an issue.
Not enough places for education is an issue. They give English courses at [the
local school], but if you don’t have anyone to give you a ride or you work at
night or in the morning, they don’t have enough classes to accommodate you.
Orif you have children, you have to take care of them, and you find no time for
education because you have to drive thirty or forty-five minutes to the place.”

Roseline admits that there has been a steady rise in immigrants to the area
during the thirty years she has lived here, despite the increasing challenges
of rural life. This influx of immigrants has had complex effects on community
relations, both positive and negative. Immigrants experience racial segrega-
tion and camaraderie in social institutions like schools and churches: “In
high school, Spanish, Haitian, we come together because we all know that we
are foreigners and because there is segregation among the Americans and
us foreigners. But you also would see Haitian groups together, Hispanic
groups together. Even though we talk among ourselves, we joke around when
we are in class together. When there is a break, everybody goes to their own
group. In my church, there is none of that. Everybody mingles. It is multi-
cultural.” However, increased immigration to the area has not resulted in a
better sense of belonging among immigrants. Not mincing words about per-
vasive racism and xenophobia, Roseline attests, “There is judgment there.
[Nonimmigrants] are very judgmental, even though they can recognize us.”

Roseline’s perspectives and experiences of living and working on the East-
ern Shore underscore the ongoing spatial and temporal transformation of
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rural American life. Global economic integration, international migration,
and technological diffusion reconfigure rural localities’ social, economic, cul-
tural, and political relations. Places considered “new receiving” locales or
“emerging destinations” for immigrants are experiencing rapid changes in
agriculture and land management, population racial diversity, community
relations, and the politics of place. Despite these drastic changes, people of-
ten depict rural areas as “fly-over country,” a pejorative term for regions of
the United States that urban, wealthy, white-collar Americans see as only
worthy of viewing by air when traveling. Moreover, rural areas have come
to embody large swaths of the country positioned as economically, devel-
opmentally, culturally, and politically distinct in the national (urban and
coastal) consciousness.!

Geographers, sociologists, and anthropologists have long theorized cities,
suburbs, and rural areas as dynamic, relational categories rather than isolated
geospatial systems. Yet the implicit assumption in some of this work is that
transnational mobility and contemporary globalization are exclusively urban
processes.? Scholars in rural geography and sociology have been increas-
ingly critical of these analyses and instead encouraged studies focused on
the interpretation of rural and urban space, the relationship between ide-
alized representations of the rural (e.g., the “rural idyll”) and lived realities,
and the transformation of rural space in response to globalization, technol-
ogy, and economic change.? There has also been some attention to diverse
populations such as African Americans, Indigenous people, and immigrants
living in rural regions. Today, however, the conventional archetype of
rural America—reinforced by researchers, policymakers, and the public—
is that it is overwhelmingly white and racially homogenous, geographi-
cally isolated, and stuck in time where past practices and customs are
maintained.

In the following sections, I present information available through demo-
graphic surveys, census counts, and policy documents. I then move beyond
these macro-level “bird’s eye” accounts, centering the voices of people like
Roseline and their communities and providing meso- and micro-level con-
texts about these population shifts and immigration patterns. Ethnographic
details highlight how rapid immigration in predominately rural, politically
conservative regions like the Eastern Shore has resulted in crucial debates
over meanings of place, community identity, and belonging. Ethnographic
data of rural contexts’ social, political, and economic dynamics offer essen-
tial ways to broadly examine the effects of globalization and mobility. Fore-
grounding considerations of everyday rural community life helps to reorient
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academic scholarship and popular imaginaries about immigration and rural
America.

Immigration in Rural America

For years, the United States has been undergoing significant demographic
changes that reshape the makeup of cities, towns, and communities all across
the country.* Evidence shows that immigrant settlement patterns across the
United States are rapidly changing. Significant flows of foreign-born popu-
lations are shifting from more “traditional” areas to places without a long his-
tory of immigrant settlement (see figure 1.1). In 2000, close to two-thirds of
immigrants lived in only seven states— California, New York, Texas, Flor-
ida, New Jersey, Illinois, and Massachusetts.> During the 1990s, immigrant
populations living in those states declined significantly for the first time—
from 75.8 percent in 1990 to 65.7 percent in 2019 (see table 1.1). At the same
time, fourteen states, primarily in the Central and Southeast United States—
including many states that had not previously been key destinations for
immigrants, such as Alabama, Arkansas, Delaware, Georgia, Idaho, Indiana,
Kentucky, Mississippi, Nevada, North Carolina, South Carolina, South Da-
kota, Tennessee, and Wyoming—saw foreign-born growth rates more than
double the national average. These new receiving regions—or emerging
gateways —experienced rapid growth in immigration. For example, in 2019,
there were 4.4 million immigrants in new-destination states—nearly six
times higher than in 1990 and fifteen times more than in 1970. As a result, one
in every ten immigrants resided in a new-destination state in 2019, compared
to one in twenty-five in 1990.

The global economic restructuring of trade, production, and finance has
led to the growth of low-wage employment and driven immigration to these
new receiving rural destinations.® The loss of manufacturing jobs weakened
the economic base of manufacturing-dependent rural communities and has-
tened depopulation, including white flight.” These processes of abandon-
ment have led rural areas to become poorer and more racially diverse, which
has resulted in further decreases in social and economic investments by the
state and multinational corporations. In order to mitigate these population
and economic trends, rural communities, like urban regions, have courted
low-wage employers who increasingly rely on immigrants to provide un-
skilled labor. As a result, in small towns and rural regions, devalued jobs
that require no specific education level or specialized experience yet are
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FIGURE 1.1 Cumulative growth in the foreign-born population, new- and
traditional-destination states, 1960-2019.

TABLE 1.1 Number and share of foreign born in new- and traditional-destination
states, 1960-2019

New destinations™ Traditional destinations™*

Number Share of total Number Share of total

(1,000s) foreign born (1,000s) foreign born
1960 286 2.9% 6,082 62.5%
1970 291 3.0% 6,476 67.3%
1980 601 4.3% 9,966 70.8%
1990 786 4.0% 14,990 75.8%
2000 2,201 7.1% 22,081 71.0%
2010 3,681 9.2% 26,833 67.2%
2019 4,412 9.9% 29,415 65.7%

Sources: Adapted from Terrazas, Immigrants in New-Destination States, fig. 1; see also

Frey, “Three Americas.” 2019 data from the 2019 American Community Survey; 2010

data from the 2010 Census; 2000 data from the 2000 Census; 1960 to 1990 data from

Gibson and Lennon, “Historical Census Statistics on the Foreign-Born Population of the

United States: 1850-1990.”
Notes: * South Carolina, Alabama, Tennessee, Delaware, Arkansas, South Dakota,

Nevada, Georgia, Kentucky, North Carolina, Wyoming, Idaho, Indiana, and Mississippi.
** California, New York, Florida, Texas, New Jersey, Illinois, and Massachusetts.



dangerous and require difficult physical labor are often the only available
means of work where the average salary earned by workers is below or at
minimum wage. The growth of unskilled, low-wage labor, however, is
not an exclusively rural phenomenon; it has increasingly become a signifi-
cant part of the overall U.S. labor market. According to the Bureau of Labor
Statistics, unskilled and low-skilled labor will account for the maximum in-
crease in jobs between 2014 and 2024.% In many ways, rural regions as racially
devalued, surplus places are testing grounds for what Laura Pulido calls “new
forms of neoliberal practice that will become increasingly common.””

These economic and policy shifts drive immigration trends along national/
regional, racial, gendered, and class lines and are linked to the needs of
the labor market, economic regulations, and visa regimes. As a result, the
demographic and socioeconomic makeup of immigrants in rural regions
like the Eastern Shore differs from traditional gateway destinations. For instance,
immigrants living in rural areas tend to be working-age men who participate
almost entirely in low-wage, unskilled labor. They also are more likely to be
recent arrivals (since 2000 or later) who experience poverty, and they are less
likely to be naturalized U.S. citizens or have health insurance.!® Many are
undocumented immigrants: the undocumented immigrant population in
new-destination states grew by 80 percent between 2000 and 2010, from
905,000 to 1.6 million.!! The immigrant population in the Washington,
D.C., metropolitan area (which also includes Maryland, Virginia, and West
Virginia in national surveys), for instance, surged by 457 percent from 1980
to 2019.'2 Immigrants in emerging gateways like Washington, D.C., are far
more likely to live in the suburbs, small towns, and rural regions than in
central cities. They also tend to be highly diverse, with relatively even
proportions from Asia, Africa, Mexico, the Caribbean, and Latin America.
However, they are more socioeconomically vulnerable and have lower
rates of English proficiency and U.S. citizenship than those who have
moved to traditional receiving areas.’

Demographers and other scholars studying population shifts also have tra-
ditionally approached variations in immigration patterns as urban phenom-
ena. Their work has documented how immigrants live and work in
traditional receiving communities like New York, Los Angeles, and Miami
and detailed how other urban locales such as Atlanta, Charlotte, and Min-
neapolis are experiencing rapid rises in their immigrant populations to be-
come new immigrant gateway cities. Although there has been some work on
the increasing movement of immigrants to suburban areas and small towns
beyond the traditional urban settings, * studies have largely overlooked im-
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migration to rural regions despite evidence that close to 2.5 million foreign-
born persons live in rural America. This inattention is unfortunate because
it leaves us with little understanding of immigrant experiences in the sub-
urbs, small towns, and sparsely populated rural communities and how these
places, which do not have a large concentration of established immigrant
communities, adapt to newcomers.

Immigration to Rural Maryland

Maryland has experienced a rapid rise in immigration since 2000, making the
state a new-receiving destination for immigrants primarily from Latin America
and Asia.'® One in seven Maryland residents was born in another country,
while one in eight is a native-born American with one immigrant parent.
The foreign-born population in Maryland rose by 191 percent from 1990 to
2019."7 Twenty percent of the foreign-born were from Africa, 31 percent were
born in Asia, and 39 percent were from Latin America and the Caribbean.
Undocumented immigrants (approximately 275,000) comprised 29 percent
of the immigrant population and s percent of the total state population in
2016. Demographers have argued that factors leading to this growth include
proximity to the nation’s capital and leading higher education institutions,
a relatively diverse and robust economy, and progressive state and local
policies.*® However, despite Maryland’s progressive policy climate for im-
migrants, gray (i.e., unpublished) literature indicates that approximately
13 percent of recent immigrants live in poverty and a large number are un-
insured.? Public resources for immigrants are severely lacking, leaving state
and local governments unable to keep up with the growing demands of
largely uninsured noncitizen immigrant populations. As a result, some agen-
cies have limited care to particular jurisdictions or resorted to a lottery
system to manage the large influx of immigrants.

Further, demographic data and the subsequent scholarship on immigra-
tion in Maryland centers on urban areas like Washington, D.C. Discussions
about rapid immigration to Maryland’s rural regions remain limited. Mary-
land’s rural Eastern Shore, composed of nine counties east of the Chesapeake
Bay, is a new receiving region. As of the 2020 Census, its population was
456,500, with just under 7.5 percent of Marylanders living in the area.?!
Maryland’s Eastern Shore is part of the larger Delmarva Peninsula—a
170-mile stretch of mostly flat and sandy expanse that is part of the Atlantic
Coastal Plain—which it shares with the entire state of Delaware and parts
of Virginia’s Eastern Shore. The region was relatively isolated from the rest
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FIGURE 1.2 Loading Stringbeans for Packinghouse near Cambridge: 1937 by Washington
Area Spark is used under a CC BY-NC 2.0 license. This image was taken from a
black-and-white negative by Arthur Rothstein and is part of the Farm Security
Administration collection at the Library of Congress (LC-USF34- 025597-D [P&P]).

of the state as automobile transportation across the Chesapeake Bay was by
ferryboat until 1952, when the first bridge opened for traffic. Residents and
policymakers commonly invoke the Eastern Shore’s rural identity as a prod-
uct of implicit mythologies about authenticity and cultural heritage, often
noting how the region’s political conservatism and social values drastically
differ from the rest of Maryland.?? These descriptions conveniently omit the
region’s violent legacy of anti-Black racism produced and reinforced by its
plantation-based economy and race-based system of coerced labor. The East-
ern Shore has long depended on racialized migrant labor (see figure 1.2)
and the history of racial capitalism stemming from slavery and Jim Crow con-
tinues to shape the challenges experienced by immigrants who work in the
area’s three key economic sectors: fishing along the coasts and particularly
seafood (and blue crab) processing; farming, especially large-scale chicken
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farms; and tourism, mainly centered on the Atlantic coast resort of Ocean
City.?

Recently, the Eastern Shore has undergone rapid growth in its immigrant
population. The employment opportunities in seafood, livestock, and agri-
cultural industries attract temporary and more permanent migrant workers
from Latin America and Haiti. From 2010 to 2019, migration was also the pri-
mary source of population growth in this region.* The foreign-born popu-
lation increased by approximately 90.4 percent from 2000 to 2019 across all
nine counties on the Eastern Shore.? These permanently settled immigrants
at times work and live alongside migrant farmworkers who continue to mi-
grate to the region each year, along with their families, including children
who enroll in federal education programs during the harvest months.
A handful of local studies reflect these trends, indicating that the Latinx
community is now establishing permanent roots on the Eastern Shore rather
than staying temporarily as seasonal migrant workers harvesting vegetables
such as tomatoes and melons for local growers on the Delmarva Penin-
sula.” My own observations substantiate that the Latinx population on
the Eastern Shore is likely to be young, male, unmarried, foreign-born, and
recently arrived. A growing number are families who migrate with their
children. Many are undocumented. David, for instance, is an undocu-
mented high school student. His parents work on the farm, and sometimes
he tends to the chickens after school. He feels that there is more diversity
among his classmates than when he first came to the Eastern Shore, es-
pecially from El Salvador, Guatemala, Mexico, and other Latin American
countries. His intimate familiarity with their struggles related to precari-
ous legal status, language barriers, poverty, and racial discrimination
makes him want to help: “I see them sometimes crying because they do not
understand, and I tell them to calm down because I experienced the same
thing. When I can help, I do because others helped me when I first came,
and I did not know anything. So whomever I can understand, I try to help.”

There is also a well-established but hidden population of Haitians, Jamai-
cans, and other Black immigrants who have long migrated from Florida and
the Caribbean for the harvest season. Vivian, a program director at a social
services agency, discussed how local organizations are struggling to respond
to an influx of Black immigrants, with mixed results: “I think that the Hai-
tian group is probably the most vulnerable right now. I think partially because
we have had twenty years of large Latino influx, we have that capacity in dif-
ferent service agencies now. Almost everywhere, someone speaks enough
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Spanish to get to communicate fluently with somebody. We were the only
place that spoke Spanish for years, so we could help address some of those
issues. Now, in most other places, social services have language lines or
Google Translate. Somebody speaks Haitian Kreyol, and they come to us, and
we try to help them as best as we can, but when people do not feel like there
is anybody that they can go to that they can trust, then I think that is when
they are the most vulnerable.”

The Political Economy of Immigration to the Eastern Shore

While macro-level structural changes in law and policy have induced rapid
immigration to rural regions, including the Eastern Shore, businesses such
as farms, poultry plants, and seafood houses also have been key contribu-
tors to this transformation. The agricultural sector, for instance, is the larg-
est commercial industry in Maryland.?” Maryland has large swaths of fertile
agricultural land along its coastal and central regions. The Chesapeake’s hot
summers and mild winters, which made Maryland ideal for growing tobacco,
the state’s earliest cash crop, now make the area well suited for dairy farm-
ing and specialty perishable crops like cucumbers, watermelon, tomatoes,
peas, and squash. At the same time, there has been a steady shift over the
past four decades to consolidate acreage and production to larger operations
across almost all crop and livestock commodities.?® Many farmers have
switched from fruits and vegetables to grains, and tomato acreage has
dropped significantly since the mid-1990s. In contrast, soybeans have be-
come the most prominent crop by acreage planted in Maryland.?” Others
have lost their farms or have sold their lands to developers, resulting in the
rapid transformation of traditionally farm-based communities into densely
populated areas where residential, commercial, and other uses can conflict
with the existing farm operations. Mark, a resident, details these changes:
“The growers aren’t growing. The growers are selling off their land to devel-
opers, and once it is not agricultural land anymore, it is gone. Look at
Dorchester and Talbot Counties. Talbot is one of the most expensive coun-
ties to live in Maryland. It is right across the bridge, and people can com-
mute to Annapolis and Baltimore. And a lot of that land used to be farmland
orchards and stuff. I don’t think there is even an orchard left in the lower
three counties. Thirty years ago, there were orchards everywhere. So thatis
part of what is going on.”

Long-term changes in the farming economy as a result of increased global
competition, diminishing access to markets, and growing pressure to adapt
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to environmental change have led farmers to make drastic organizational
changes that allow a single farmer or farm family to manage more acres or
more livestock. The availability of labor is a key concern for farmers as farm-
ing is a labor-intensive occupation. Attracting local workers willing to work
in agricultural production for low wages has long proved difficult for many
farmers, leading to reliance on racialized migrant workers. Farmers, agri-
cultural corporations, and other farming-related organizations regularly
intervene in immigration policy to expand access to foreign labor.*

Like agriculture, the seafood industry has also lobbied for increased ac-
cess to female temporary workers exclusively from Mexico. Crab processing
has been a leading source of employment for migrant workers in Maryland
for several decades. Blue crabs support one of Chesapeake Bay’s valuable
commercial and recreational fisheries. Revenues for blue crabs totaled over
$45 million in 2019.*! Although Louisiana currently boasts the most promi-
nent global blue crab fishery, this industry has historically been centered on
the Chesapeake Bay and Maryland.*? The number of plants and workers fluc-
tuates annually, depending on the availability of crab stock. Maryland cur-
rently has ten to fifteen crab processing plants, almost all small family
operations, which employ under 500 workers.** Since 1986, crab processors
in Maryland have used the U.S. Department of Labor’s H-2B visa program
to supply temporary, nonagricultural foreign workers willing to perform the
grueling jobs at the low costs necessary to sustain their businesses, claim-
ing that not enough Americans are willing to take on the work.** In the past
few decades, seafood processors have increasingly relied on temporary for-
eign workers from Mexico to replace African American women who have tra-
ditionally worked as crab pickers.* As a result, most foreign workers in the
crab industry are Mexican women admitted under the H-2B temporary visa
program.*

Immigrants also work in food processing, especially poultry processing
on the Eastern Shore. Maryland is home to Purdue Farms, the third-largest
producer of poultry products in the United States. Chicken farming and
poultry processing are essential parts of what is left of the state’s agricultural
and manufacturing industries. Poultry is a $3.4 billion industry on the Del-
marva Peninsula, which anchors the top of a U-shaped poultry belt that runs
from Delmarva south to the Shenandoah Valley through North Carolina and
Georgia and north to Arkansas and Missouri.*” The economic output of poul-
try processing in the region increased by 18.6 percent since 2014, producing
4.3 billion pounds of chicken. The industry employs about 20,500 employ-
ees and has about 1,300 chicken growers on contract. However, even with
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higher production, chicken houses have declined by 9 percent during the last
two decades because smaller farms are unable to financially sustain increas-
ingly larger and more technologically advanced operations. The meatpack-
ing industry (including poultry processing) has long depended on racialized
and immigrant labor. In the late nineteenth and early twentieth century,
Eastern European workers, who at the time were racialized as nonwhites,
made up the vast majority of the industry’s labor; as plants moved from
urban areas to rural regions in the mid-twentieth century, businesses sought
new sources of labor, primarily poor African Americans. As African Ameri-
can workers began to unionize, industry leaders pursued foreign laborers
who were more vulnerable and less able to organize to create competition and
push African Americans out of the industry. Now, the sector mainly employs
immigrant workers from Latin America and Haiti.*

Agricultural, poultry, and seafood processing organizations not only
heavily influence state-level and federal immigration and labor policies, they
also shape social life in rural Maryland. Iris, a long-time Eastern Shore so-
cial worker, discusses the growth of immigrant diversity over time in terms
of country of origin, legal status, and labor trajectories, pointing to the im-
pact that agricultural corporations have had on such trends. She notes that
migrants are increasingly coming from within the United States rather than
directly from abroad: “People are traveling up and down. They are originally
from Mexico and Central America, but now these crew leaders are picking
up people from Florida. The packers are coming here directly, and then the
pickers are going from Florida to South Carolina to Maryland. There are def-
initely lots of immigrants. Men and women. Families. A lot of single men,
but families, too. It is a lot of Mexican, a lot of different dialects. We have a
lot more Guatemalans now than we had before and some Haitian and Cen-
tral Americans. You will find that most of the packers are legal in some way.
So, maybe they are here on a waiver. The pickers primarily are not legal
unless you are talking about being here for a long time. There has been a
means of legalization either when they opened it up or because employers
have helped them up to this point because they have been good employees
all of these years.”

Moira has been working on the Eastern Shore for twelve years, helping
migrants navigate legal challenges. Her observations suggest that the tran-
sition of sociodemographic patterns in immigration is often linked to the
trend toward consolidation in crop commodities: “I think the people who do
the tomatoes are more families. They are more into trying to find out how to
manage living in the United States and progress. [They bring] the children
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and try to learn themselves. . . . People in the big group that we deal with
pick watermelons, I think that they are more individuals, younger people,
and men.” She pauses to reflect: “I noticed a little more families in this first
group [that picks tomatoes] and more individuals, young individuals in the
watermelons. That is the impression that I have.”

Further, local industries legitimate racial, gender, and class inequalities
through routine processes and procedures, mediating federal and state-level
laws and community relations. The protections afforded to H-2B workers are
not as robust as those provided —at least on paper—to H-2A workers. At-
tempts to improve these protections in recent years have been consistently
blocked by employers and Congress. Seafood processors on the Eastern Shore
are legally required to pay $9.50 per hour to their workers, but most workers
make a piece rate of $3.50 to $4.50 per pound of shell-free meat with minimum
quotas to be met per hour after the initial training period.** According to sur-
vey data, the national average wage in 2019 for this occupation is $13.85 per
hour, while the Maryland statewide average wage is $14.62 per hour.* Despite
a 2015 Department of Labor and Department of Homeland Security ruling
requiring employers to pay the local average wage, seafood houses pay H-2B
workers—mainly poor Mexican women —significantly lower amounts than
the statewide and average local salary. They are able do this because of H-2B
legislative riders in the fiscal 2016 omnibus appropriations bill that included
a provision expanding the use of private wage surveys.* Local seafood pro-
cessors sell crabmeat for $40 to $60 per pound, making the labor cost of ex-
tracting crabmeat one-twelfth to one-tenth of the wholesale price.*

Additionally, employers make a profit from workers, deducting taxes and
other legal withholdings from wages, along with rent and utilities, cash ad-
vances and loans, articles purchased from the employer such as rubber
gloves, and long-distance telephone charges.** Women also pay all fees and
expenses to local labor recruiters, take out loans with individuals and banks,
contract with brokers to obtain H-2B visas, and travel to Maryland.* Elena
recounted: “You find a contractor that tells you to go to a specific place
because the owner has asked for you. You pay to be put on the list, the visa
applications, passport, and transfer. Everything is out of pocket.” Francisca
provided additional details: “I paid 2,000 pesos to the consulate [and 6,000
pesos for travel] for a total of around 8,000 pesos [US$400]. The owner pays
us back about $300.”

Similarly, many Haitian interlocutors who either previously or currently
worked in poultry processing described intense racial hierarchies within the
workplace: white male administrators and African American “bosses” and
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line supervisors who oversaw and interacted with workers. Such occupa-
tional segregation reproduced racial stratification found across social struc-
tures, connecting racial assumptions delineating racial superiority and
inferiority to material and social resources.* Many Haitians felt expendable
as workers, able to be fired for any reason, including taking unauthorized
bathroom breaks, taking time off to care for family members, or feeling ill.
Daniel, who had worked in the plants for five years, explained the routine
discriminatory treatment of Haitian workers in poultry processing plants:
“They want us to work fast, and the boss or the leader put more pressure on
Haitians to work fast. They need your brain. They need what you are able to
do. It is like using you. Once you are not able to do the thing you used to do
three days ago, then it is like get out of here. I will be working, working,
working, and then my boss is watching me, seeing if I am going to make one
mistake. She is just looking for one mistake, even if I am the best worker.
And then Iam gone.”

Mirlande, likewise, recounted how her husband’s boss at the poultry plant
terminated his contract when he fell sick. Suffering from intense back pain,
her husband was unable to sit, get up, or perform basic functions indepen-
dently. Mirlande decided to take him to the emergency room, where they
prescribed strong pain medication and told him to stay at home because the
medication would interfere with driving and work functions. When she de-
livered the doctor’s note to his supervisor, she was met with hostility and
chastised for not calling in sick: “His boss said, ‘Did he call?’ and I said, ‘He
was in pain; he did not call.” He was just starting at her department; he did
not have her number at the time. I said, ‘That’s the reason I am here, just to
let you know.” She just walked away.” Mirlande’s husband stayed home for
three days and went back to work as quickly as he could. His supervisor did
not interact with him; instead, the supervisor went to the company’s human
resources department and had them terminate his contract immediately:
“They called my husband like they were waiting to terminate him. And he
was like, ‘I was in the emergency room, and I sent a paper, a doctor’s note.’
They told him that they do not accept doctor’s notes unless you were hospi-
talized. Itis not that they give you a doctor’s note and you stay home but are
actually hospitalized.”

The local organizations that drive the political economy of rural regions
exert tremendous influence on national and local immigration, labor, and
health policies and practices. Agricultural, poultry, and seafood operations
have successfully petitioned for policies expanding access to foreign labor
markets and undermined federal labor, housing, and antidiscrimination

36 CHAPTER ONE



laws. These organizations severely limit immigrants’ personal agency and
collective ability to thrive, diminishing their access to resources and sense
of belonging. They position immigrant workers as racialized others, render-
ing them disposable and illegible within conventional temporal terms. Oc-
cupational segregation within agriculture, poultry, and seafood organizations
connect inherent racialized schemas regarding worthiness and aptitude to
“workplace hierarchies, time-management rules, and even informal rituals of
interaction between racial groups.” These organizations, therefore, are not
race-neutral; rather, they engender and are produced by racial processes that
shape public policy, community relations, and individual-level prejudice.

Community Contexts of Rapid Rural Immigration:
Opportunities and Challenges

Experts have linked rapid urbanization stemming from rural-urban migra-
tion globally to various policy issues spanning demographic, economic, and
environmental concerns.* Evidence indicates that moving to urban locales
can improve individual and community well-being, with rural migrants ex-
periencing increased access to better opportunities, employment, health,
and education.*® Yet rapid migration and subsequent urbanization can also
pressure urban systems and their ability to ensure essential resources and
safety nets for migrants, increasing their vulnerability to violence, disease,
and death.® Undocumented women and unaccompanied children are par-
ticularly at risk for exploitation.*

Similarly, the last thirty years have brought dramatic changes in rural mi-
gration patterns in the United States. The nation is becoming more racially
and ethnically diverse and experiencing an increase in immigration rates and
the number of aging adults.*! These changes, however, have been more over-
looked in rural regions compared with urban and suburban ones, and there
is less information on how such transformation unfolds in everyday prac-
tice and interactions, especially in racial attitudes and relations. Limited re-
search indicates that the situation is complex. Generally, rural residents
appreciate the economic boom provided by newcomers and believe that im-
migrants should reap economic and social benefits. On the Eastern Shore,
sentiments like those expressed by Valerie, a social worker, were often
shared: “They are here. They contribute to the economy and society, so why
not make them a natural part of it. Many of them are paying taxes and may
not ever get to retrieve any benefits from Social Security or social services
that they are not eligible for.”
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Residents also welcome the cultural diversity introduced by new immi-
grant populations, especially exposure to different life experiences, value
systems, and languages.*? Clara, a long-time resident, confirms these senti-
ments. When Clara was a student, there were only a “handful of immigrant
families” that she knew. But now, one generation later, about a third to a
half of her children’s classmates are from diverse immigrant families from
Asia, Latin America, and the Caribbean: “It is much more cultural, which
I think is great for the community. Way before my time, my parent’s era, it
was a very, very secluded area. The bridge was built in the 1940s, maybe
1950s, and it was very secluded, and there are a lot of old families here from
the 1600s, and it was very private. So now I think it is definitely good for the
community to see all of this.”

Rapid population growth also tests rural communities’ ability to provide
housing, education, health care, and social services and often results in a
heightened sense of racism and xenophobia toward immigrants.>* Although
rural residents admit that local industries strengthen the local economy, they
blame these organizations and their immigrant neighbors for conditions
brought about by structural abandonment by the state and businesses.>* Im-
migrants materialize as solutions to rural decline, but in so doing, they are
seen as being responsible for this weakening and, more broadly, the failures
of development and modernization. As a result, many immigrants do not feel
welcome as they enter small rural towns. Like Roseline and Daniel, immi-
grant interlocutors described their experiences of racialized division of
labor, surveillance, temporal inequalities, and social and spatial isolation,
which are examples of additional challenges to community-wide adaptation to
rapid population change. Lara, who immigrated to the Eastern Shore a few
years ago with her family, attests that this sentiment is pervasive among her
nonimmigrant neighbors and the broader community: “Sometimes people do
not like Hispanics for many reasons. More than anything, it is racism, and
sometimes, they do not want immigrants. They do not want the Hispanics
here because they say that we steal many things, but we are not stealing
anything.”

Rural residents’ dependency on immigrant workers to sustain their eco-
nomic and social well-being and the subsequent resentment it incurs under-
score how immigrants are granted access to rural spaces but on the basis of
continued exploitation under neoliberalism, where racism and white su-
premacy manifest in new dimensions. Maura, a local health provider, de-
scribes this context: “They consider themselves to be Southerners. They are
very, very conservative. When it comes to the Hispanic population and
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immigrants in general, they hate them. I mean, we have the highest deporta-
tion rate in the state. And every one of them knows it, which is why when you
ask me about [immigration] numbers, I say I can’t really say because [immi-
grants] do stay very much below the radar here. The farmers here will say this
to you. Candace is a classic example. She married into a huge farming family,
and she is a health provider. I had her do a needs assessment for me on the
Hispanic population three years ago. She said, ‘But you don’t understand.
They are so much better taken care of on the farms, and we take such good
care of them.” I am just like, ‘Do you hear yourself speaking?” In their percep-
tions, they are humane to them, but these are the same people that would
gladly go back to slavery tomorrow. They are just so culturally inept in their
mindset.”

Immigration and Rural Health

Rural health is a key domain where these structural, organizational, and in-
dividual articulations of rural and immigrant precarity unfold. Rural re-
gions were abandoned by capital for decades, and as they became poorer and
increasingly dependent on immigrant labor, they were also forsaken by the
state.” A decline in services and resources discloses how a general abandon-
ment by the state has deeply affected the health and well-being of those liv-
ing and working in rural regions. The infrastructural decline of rural health
comes at a high cost to rural communities. Mounting evidence indicates a
significant rural-urban disparity in life expectancy in the United States,
which has widened over time, especially for poor and racialized populations.
For example, the likelihood of survival for African Americans and those
living in poverty in rural areas is equivalent to that experienced by the urban
rich and urban whites four decades earlier.”® Moreover, experts expect this
rural-urban disparity, driven mainly by urban longevity gains that have not
been shared among rural residents, to continue to increase in the future.*’
Across the United States, uneven distribution of resources, poverty,
and lack of access to formal education disproportionately aftect rural
residents. Further, health care access challenges, increased exposure to
occupational and environmental hazards, and worsening individual and
community stress intensify poor health outcomes.*® These structural dis-
advantages also affect people in poor white communities who live in such
racially devalued spaces. For instance, there has been a spike in mortality
rates among rural working-class whites. This rise in mortality stems
from economic and psychosocial distress—what some researchers have
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described as “despair deaths,” such as those resulting from suicide, liver
disease, and opioid and other drug overdoses in response to rural precarity.>
Analysis conducted by the U.S. Centers for Disease Control and Prevention
found that suicide rates among those living in rural counties were signifi-
cantly higher than those living in urban locales; moreover, the rates have
been growing steadily since 1999.%° Economic factors such as housing inse-
curity, poverty, and unemployment, which tend to affect those living in
remote rural regions disproportionately, affect suicide rates and other nega-
tive health outcomes. !

Long-standing socioeconomic and environmental scarcity weaken already
fragile rural health infrastructures. In turn, these spatial and temporal con-
straints engender poor health outcomes among rural residents and immi-
grants. Before lawmakers signed the Affordable Care Act (ACA) into law, data
spanning forty years demonstrated that rural residents were more likely
than urban residents to be uninsured and stay uninsured over more extended
periods because of structural constraints and unfair policies.®> Many unin-
sured people live in the U.S. South and West, where 22 percentand 21 percent
of those under age 65, respectively, lacked health insurance in 2010. These
are some of the same areas experiencing rapid rural immigration. Rural res-
idents, even those with health insurance, face poor or limited coverage and
high out-of-pocket health care costs related to insurance premiums, deduct-
ibles, and medical or pharmacy co-pays.®® In addition, many rural health
systems experience infrastructural abandonment by the state and corpora-
tions by way of critical shortages of health care professionals and facilities.**
Market-driven changes in the 1990s toward managed care principles and an
emerging emphasis on corporate and business philosophies significantly af-
fected health care delivery everywhere. Still, rural residents felt these ef-
fects differently because there were fewer possibilities for cutting costs while
increasing profits within rural markets.® In order to confront ongoing
legislative, regulatory, and fiscal challenges, rural health systems increased
the integration and assimilation of providers and institutions into systems
and networks. Despite, or more aptly, due to these fiscal austerity measures,
the enduring problem of resource distribution remains the hallmark of rural
health care.® For instance, the COVID-19 pandemic brought much-needed
attention to the long-standing crisis of rural hospital closures. Since 2005,
181 hospitals have closed, and the rate of rural hospital closures has contin-
ued to increase in the past decade.®” As a result, rural residents travel great
distances to seek health care services. A 2019 study found that while the clos-
ings of urban hospitals had no impact on surrounding communities, rural
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closings had devastating impacts on their populations, with mortality rates
rising by 5.9 percent.®®

AsIdiscuss in detail in the following chapters, policymakers designed the
ACA to provide much-needed relief to rural health systems. They earmarked
new funding for community health centers and hospitals and increased re-
imbursement rates for primary care providers. However, many states with
large rural populations, mainly in the rural South— Alabama, Florida, Geor-
gia, Mississippi, North Carolina, South Carolina, Tennessee, and Texas—did
not adopt Medicaid expansion. With a 90 percent federal matching rate, Med-
icaid expansion offers states the capacity to care for poor, uninsured residents,
most of whom are Native, Black, and Latinx.® Under the ACA, health centers
and their capacity for managing patients have grown.” Yet many people strug-
gle to afford public insurance plans because of restrictive immigration and
health policies.” Furthermore, insufficient funding, scarce insurance reim-
bursement, and reduced levels of workforce recruitment and retention re-
main critical challenges for rural health centers, including hospitals.

Rapid immigration compounds the unequal distribution of material
resources that already constitute rural health systems. Social and infrastruc-
tural challenges within rural health disproportionately affect immigrants,
who face even fewer opportunities to obtain routine care and treatment than
native residents. Providers and immigrants chronicled in this book describe
Maryland’s Eastern Shore as plagued by limited health care resources, which
creates barriers to health care access for rural residents and immigrants alike.
Local providers felt conflicted because they could not provide adequate and
meaningful care to immigrants and rural residents due to diminishing re-
sources that have become the hallmark of rural health care. Immigrant par-
ticipants also accessed and used health care services intermittently because
of alack of available or quality services.

Mobility, Migration, and Globalized Rural Spaces

Precarity brings into focus the persistence of the violent cycle between poor
health and marginalized status for immigrants: Their health directly links
to their social, economic, and political belonging, while poor health exacer-
bates their social, economic, and political marginalization. In the sphere of
health, issues related to migration, immigration, and mobility are often
inadequately understood because traditional methods of health inquiry
(e.g., extensive surveys, randomized control trials) rely on random sampling
methods and standardized definitions of study populations. This research
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usually involves populations with a lower likelihood of being lost to follow-up,
which helps facilitate population-based estimates of health issues. Popula-
tions that cannot be easily bounded along such criteria (e.g., those who experi-
ence high mobility or are “hidden”), in contrast, are difficult to access, recruit,
and retain in many traditional public health studies. Hence, the dynamics of
disease prevention, health promotion, and, more broadly, the constitution
of care and caregiving among highly mobile and hidden populations are of-
ten less understood and remain outside observational reach of traditional
research studies.

Further, migration and mobility patterns are far more complex and het-
erogeneous than are commonly recognized in public health practice.”> Many
migrants experience cyclical, seasonal, or peripatetic mobility over time and
for various factors based on economic opportunity, social ties, community
relations, and forced displacement. In addition to these mobility issues, low-
wage jobs without benefits, dangerous and debilitating working conditions,
lack of health insurance, social isolation, racial discrimination, fear of
deportation, and immigration policies restrict access to health services and
prevent many immigrant populations from seeking assistance. These issues
create severe barriers to multiple forms of care and negatively affect immi-
grants’ well-being.

Additionally, the health infrastructure in rural regions is potentially the
most fragile aspect of the rural health care continuum. Yet, relative to ur-
ban settings, there is a dearth of rural health and health care research in the
United States. This has been theorized to contribute to a lack of rural-specific
scientific evidence, a key factor in the complex system driving health ineq-
uities in rural and remote regions.” In fact, I was surprised at how my ex-
tensive training and experience in public health left me wholly unprepared
to understand the multiple intricacies of rural health and the subsequent ef-
fects of rapid immigration on such landscapes. Rapid immigration to these
regions can exhaust already limited and diminishing resources, leaving
immigrants even more vulnerable. Community clinics, migrant health cen-
ters, and local community-based organizations can reach only a fraction of
residents, especially immigrants. Most rural residents have no access or seek
irregular health care services in emergency rooms or free clinics. These
places “often are not prepared to provide the scope and quality of services so
badly needed by the mobile poor (e.g., transportation, interpretation, finan-
cial assistance, preventive services, as well as clinical care).””* Few existing
public health delivery models provide care that comprehensively addresses
chronic and new challenges faced by rural health care systems and residents.
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The significant impact of rapid immigration on rural communities such as
Maryland’s Eastern Shore makes the deliberate, steady dismantlement of ru-
ral health systems by capital and the state more visible. It also calls atten-
tion to the acts of care, cooperation, and solidarity that attempt to counter
and resist ongoing rural and immigrant precarity.

The relative inattention to rural landscapes is rooted in the inability of
public health and social science research to incorporate the violence of ra-
cial capitalism into its theoretical and analytical framings. Further, this ne-
glect exposes inherent understandings and acceptance of urban spaces as
epicenters of globalization and migration, where features such as “cultural
admixture, economic dynamism, political and ideological transformations
are often most visible.”” Yet, specific characteristics of racial capitalism and
globalization are evident within rural regions: global commodity chains, the
production of new amenity landscapes, the commodification and extraction
of natural resources, rapid migration, increased population diversity, and
accelerated social and health inequities.”® On the Eastern Shore, the com-
plex convergences of globalization, economic value, and capitalist extraction
combine with progressively harsh racialized anti-immigrant policies. These
dynamics are reconstituted through policies, organizational processes, and
ordinary articulations and local engagements about place, time, and racialized
belonging. In schools, workplaces, and health clinics, structural processes
become entangled with the mundane and everyday spatial, temporal, and
racial politics of rurality, immigration, and health.
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CHAPTER TWO
Ordinary Living
Everyday Injury, Disability, and Instability

The rural environment, especially where agriculture, mining,
forestry, and fishing are important or dominant parts of the
economy, presents extraordinary threats to health.

—THOMAS C. RICKETTS, “The Changing Nature of
Rural Health Care”

Capital can only be capital when it is accumulating, and it can only
accumulate by producing and moving through relations of severe
inequality among human groups— capitalists with the means of
production/workers without the means of subsistence, creditors/
debtors, conquerors of land made property/the dispossessed and
removed. These antinomies of accumulation require loss,
disposability, and the unequal differentiation of human value,
and racism enshrines the inequalities that capitalism requires.

—JODI MELAMED, “Racial Capitalism”
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IT TOOK SOME TIME to convince Junior to speak with me. His loved ones
were apprehensive about him conversing with a stranger—an anthropolo-
gist, no less—eager to record and observe personal details. Junior, in turn,
was uneasy with discussing the intimacies of his life with me. He was also
busy, working full-time at a manufacturing plant and taking care of his
young family. Finding time to speak with an academic interested in Haitian
life on the Eastern Shore was a distant priority. However, he relented after
afew months, and I was thankful. At our initial meeting, it was clear that he
still was not convinced our conversation was a good idea. He was polite but
took some time to open up about what it had been like living on the Eastern
Shore for the past ten years.

Junior and his parents came to Maryland to join an uncle who had been
working as a farmworker for years. Junior was twenty years old at the time
and intended to study. But instead, he deferred his dreams and quit com-
munity college to work and help his family make ends meet. Like many Hai-
tians who come to the area, Junior’s first job was on the assembly line of the
local poultry processing plant. He found this experience so traumatic that it
was hard for him to discuss it years later: “Still now, when I think about it,
I hate the fact that I started working at the chicken plant. It was not a good
experience. I did not like the people. I did not like the way they treat me. I did
not like the way that the supervisor was treating me. Of course, I was not the
only one, but that does not matter. I did not like the environment that I was
working in.”

I confess to Junior that my only understanding of poultry plants derives
not from direct experience but from what I have gathered through descrip-
tions in books and visuals from photographs and films. He laughs and tells
me that I am lucky and paints a picture of what it was like to work at the plant,
describing it in spatial and temporal terms: “There is an assembly line where
I was working. They call it a grading line. I don’t know why, but that is how
they called it. You take the chicken by the leg, and then you hang it on a hook,
and it keeps going.” He describes how collaborative labor practices are cen-
tral to plant operations and individual survival. A chorus of Black and Brown
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bodies move in unison, as one entity, to complete routine tasks: “If you miss
a couple, a second person fills the rest, and then a third person tries to fill
more, and then the fourth person has to fill everything that is left.” I inter-
rupt to ask if the hook used to hang chickens is sharp and immediately real-
ize how foolish this question sounds since hooks to hang poultry by their
feet must be pointed. However, Junior is too polite to call out my naivete, at
least to my face. Cutting short my embarrassment, he answers: “They
made it somehow that it will never hurt you. You have to be really careless
to hurt yourself with it, the way that they made it.”

When I ask him for additional details about his experiences of mistreat-
ment, he explains patiently that the problem was not with the difficulties of
the work itself; rather, it was directly related to the rigid racial hierarchies
within the plant between Haitian workers and African American supervisors
and the ideological and material framing of Haitian workers as disposable:
“The problem I had with it was the fact that your boss is yelling at you, and
you have to keep hanging ata very fast speed. And then when you slow down
because you are human and you get tired, she will come riding at you on the
bike and yell, ‘What are you doing? Why did you stop? Why are you slowing
down?” And you have to either pick up your speed or go to the office, have a
bunch of ‘blah blah blah.” Especially when you are Haitian, they do not ex-
pect you to stop.” Managers treated Haitians differently because they were
unable to talk back in English and did not understand their rights: “They al-
ways take advantage of the Haitians because they do not know the system.
They do not know that they got the right to say, ‘That is over my limit.” My
first year, I did not have a lot of English, so everything they do, everything
they said, I had to agree with them just because I did not have the language
to explain myself and say, ‘That is not fair.” So that is the year I suffered the
most. The second year, I started picking up some English and then saying
no and explaining why I think this is not fair. They did not like me because
I could say ‘No.”

For Junior, these small but radical acts of refusal —learning essential En-
glish words and pushing back against constant harassment from his super-
visors and coworkers—disrupted the racial hierarchy and the logic of
disposability operating within the plant: “I think that the first time I said no
is the first time things started to get better. I remember all of the guys in the
line started treating me different because I can talk to them now. They no
longer talk behind my back because I answer when they say something. So
it does not mean I did not have friends, but most of the guys on the line did
not treat me good at all. Because they felt like, as Americans, they were
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superior. They are Black American, and you are Haitian. So the white
people were treating them low, and they are treating you low, as a circle-
thing. So that is how it was.”

Looking back, he realizes that working at the chicken plant was nota good
idea. Yet, despite the daily indignities and exposure to physical harm, Junior
spent four years at the plant. He remembers the day he quit: “One day I came
and said, ‘That is enough.’ It is time for me to wake up and do something
different—go to school and try to change my life.” Even though he no lon-
ger works there, he feels tied to the plant, which represents the only form of
work available to many Haitians in the area, including his mother. Conse-
quences often proved dire, even for those who did not seek employment in
poultry processing. Junior’s dad, for instance, was never able to bring himself
to work at the plant. When Junior’s father first interviewed for a job at the
plant, he became scared about the pace of work and the occupational risks
involved. Without access to employment and earnings through a job at the
poultry processing plant, his father did not have the means of making a living
or contributing to his family’s subsistence in America. Going back and forth to
Haiti every six months became his father’s only option for eking out a living.
Unfortunately, such an arrangement proved as deadly as working at the plant.
It eventually cost him his life when he died in the 2010 Haitian earthquake.

Rural Margins and the Crisis of the Everyday

There is a broad consensus that neoliberal practices are making work more
precarious and that broad changes in global, national, and local economies
are coercing people to migrate for work in low-wage labor markets.! The
rapid rise of global industries and growing labor demand for cheap, precari-
ous labor in North America has increased the number of workers employed
under temporary visas and fixed-term contracts.? Anthropologists of labor
have theorized the cultural and historical specificities of this type of precari-
ous work and how it is embodied and lived by subjects.® This literature has
richly illustrated how labor precarity engenders political, economic, and so-
cial exclusion, which leads to significant disadvantages for those involved.
Workers are increasingly experiencing economic uncertainty, the loss of
social provisions, threats of violence, marginalization and injustice, envi-
ronmental destruction, and occupational injury and disability—where
the possibility of life itself is in question.* Critical medical anthropologists
have also conceptualized such disadvantages among precarious workers
as it relates to immigrant and migrant health, primarily through the lens of
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structural vulnerability.” Much of this work focuses on Latinx undocu-
mented migrant workers who are located within a matrix of disadvantage
produced by structural violence.® The implicit assumption is that the health
experiences of undocumented labor migrants and migrant bodies—both
within and outside the workplace—are marked as extraordinary by the
virtue of their legal status, unlike those of documented (nonimmigrant)
workers.” Here, deportability, or even the threat of deportation, becomes
the key mechanism for subordination, exploitation, and the lack of person-
hood in capitalist society.?

However, neoliberal dynamics and structural violence as a constituent of
legality are only parts of the story. These conceptualizations of migrant labor,
in fact, do not give enough weight to how the state and corporations actively
authorize racialized geographies of risk and enact racial violence through in-
jury, illness, and premature death. Junior’s narrative, for instance, highlights
how immigrant labor is integral to racial capitalism — the harnessing of racism
by economic processes through mechanisms that order workers according
to preexisting societal inequalities, create labor market segmentation, jus-
tify depressed wages and deplorable working conditions, and profit from
the death and dying bodies of Black and Brown people. His accounts of ra-
cialized workplace hierarchies and inhumane treatment of Haitian workers
signal how contemporary food production’s reliance on racialized and un-
free (coerced) labor, rooted in colonialism and slavery, is intrinsic to the un-
even accumulation of industrial capital globally. Commercial agriculture,
poultry, and seafood processing industries have long recruited racialized and
immigrant workers from Mexico, Latin America, and the Caribbean to per-
form difficult and dangerous jobs (see figure 2.1). They have influenced U.S.
federal labor policies and programs—along with national immigration
laws—to expand global labor networks and ensure a vulnerable surplus of
foreign workers. These dynamics have increased the number of undocu-
mented workers and those without permanent status, deepened existing
racialized dynamics of labor segmentation, and constrained immigrants to
low-wage, low-skilled jobs in rural economies. Such forces profit not only
from immigrant labor but also from extracting resources from rural environ-
ments, transferring the social and economic value of racialized bodies to
the spaces they occupy.’

Racial capitalism produces social inequalities through routine functions,
constituting interlocutors on Maryland’s Eastern Shore as different kinds of
participants in capitalist formations. The state is also a key actor in produc-
ing and sanctioning these differences through policies that govern labor
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FIGURE 2.1 Billboard advertising poultry processing jobs. Photo by the author.

regulation and the mobility and surveillance of migrants. It engenders im-
migrant precarity through “border imperialism” as it determines various
regimes of legal entry and incorporation of racialized migrants and sanctions
their exploitation and exposure to premature death.'® Immigrants experience
the effects of racial capitalism as enduring, ordinary ways of life.

This chapter traces how immigrants working in the poultry, agricultural,
and seafood industries in rural contexts live through and embody multiple,
overlapping forms of immigrant and rural precarity in the realm of health
and well-being. Racialized workers often described their living and working
conditions by evoking slavery while employers commonly enforced discipline
by controlling workers’ spatial movements and free time to keep them in their
place. Immigrants who engage in uncertain, unpredictable, and risky work
live in an intense state of insecurity that emerges from and manifests in vari-
ous dimensions of social life. Junior, for instance, struggles with economic
precarity, racialized anti-immigration sentiment, geographic and social iso-
lation, and painful working conditions. Yet he fashions life from the margins

Ordinary Living 51

A i :
=l
m, E..ﬂ..]:..“. I. T O _oLock $
.0 ‘0.0 .o. 9 Y
:



using narratives that underscore his racialization (e.g., being foreign and
Black, being unable to speak English) as well as his right to belong (e.g.,
saying “no”). As his story indicates, immigrants engage in a politics of visi-
bility, condemning racialized labor demands that create risk for injury and
disability, despite the looming threat of financial insecurity, deportation,
and physical harm. Such acts allow us to see injury and isolation as not
limited to immigrants’ bodies but extensions of state-sanctioned and ra-
cialized extralegal systems that seek to restrict and exploit immigrant life.
Attention to the ordinary ways in which immigrant and rural precarity is
lived renders visible new possibilities of care and agency within immigrants’
experiences of social suffering and structural vulnerability and their attempts
at generating avenues for survival from that nexus.*

La Isla de las Mexicanas: Migrant Mexican
Women in Maryland’s Seafood Industry

Since the 1980s, the commercial seafood industry has used the expanded
H-2B visa guest worker program to hire Mexican female migrant workers to
further reduce crab production and processing costs.!* Global processes
(e.g., deregulation, privatization, and free trade) along with local conditions
around the Chesapeake Bay (e.g., environmental degradation, urban devel-
opment, and strict crabbing regulations) have created contexts in which busi-
ness operations increasingly require cheaper labor, tax incentives, and less
red tape. These dynamics have simultaneously fashioned circumstances of
long-term uncertainty that directly affect Mexican women'’s labor market par-
ticipation and work conditions.'* Economic and social precarity in Mexico
heavily shape their decisions to engage as temporary migrant labor in the
United States. Gloria, a young single mother who scraped together a living
selling tamales in Mexico, confided: “Itis not that I like it, but I need this job.
In Mexico, you earn very little, and here, I have secured a job. If I do well,
the owner asks me to return next year. [I stay] because of the work. If not
for that, I would have stayed in Mexico.”

Yet, within localized contexts like the Eastern Shore, the expansion of
temporary guest worker programs also severely restricted women’s employ-
ment prospects and created conditions of extreme precarity, extending
women’s experiences of uncertainty beyond particular spatial and temporal
dimensions.'® In 2021, women constituted 35,127 of the 710,038 H-2A and
H-2B visas or 5 percent of the temporary visa labor force.'® Moreover, gender
bias in employment recruitment and lack of government enforcement of
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anti-discrimination labor laws allow employers and recruiters to track women
almost exclusively into the H-2B visa program. As a result, women receive
lower wages, unequal income-earning opportunities, and fewer rights and
protections than their male counterparts.'” For instance, women who pick
crab receive piece-rate pay, while men who cook and haul crab receive an
hourly wage.!® Further, women with H-2B visas lack many legal protections
afforded to the mainly H-2A male agricultural workforce, such as receiving
three-fourths of the total hours promised in the work contract, access to legal
services, and other benefits, including workers’ compensation or injury in-
surance coverage.'

Racial capitalist accumulation not only works to exploit Mexican women'’s
labor and degrade the places where they live and work, but it also ruptures
their spatial, temporal, and social relations. Capitalist expropriation and state
regulation create conditions in which people are violently detached from
each other, the spaces they occupy, and sense of time in ordinary ways.
Women, in turn, experience community and belonging as ruptured social
cohesion where collective life in rural regions becomes reduced “to the rela-
tions that sustain neoliberal democratic capitalism.”? In describing their pre-
carious experiences of working in commercial crab processing, women
stressed the notion of “transformation” and the continual (re)adjustments
made to fashion “ordinary” lives here, there, and in perpetual transit. Xio-
mara, who had been migrating back and forth for close to two decades, elab-
orated, describing her first migration journey: “I did not know anything at
all. Every time you come here, it is like the first time. It is as if you are abso-
lutely blind. You have never seen this, but you have.”

Women recognize the past—their first journey—and retain an unfamil-
iarity with the present, even after years of recurrent migration. The Eastern
Shore is both ordinarily familiar yet always a strange, routinized transitional
moment. Loneliness and social isolation were everyday matters in this pro-
cess of transformation on the Eastern Shore and beyond. Women expressed
a deep sense of spatial and temporal estrangement from family and friends
in Mexico and other female migrant workers and neighbors. Women live
with other women, yet there is very little socialization or interaction among
them. Their long work schedules, lack of established social connections with
other women, and cramped housing conditions do little to foster close rela-
tionships or a clear sense of community. In addition, the constant worry of
family in Mexico made it difficult to build social rapport even when it was a
mutual concern among them. Xiomara explained: “Each of us keeps to her-
self, in our own world. We sleep, we get up, we eat, and [then it’s] time to
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work. There’s too much stress. I think too much. I worry about my family.”
Despite their shared experiences of routinized (and stressful) living and
working conditions on the Eastern Shore and the constant anxiety about
homes and families left behind, women like Xiomara described their distress
as only affecting themselves in isolation.

The spatial and natural characteristics of the Eastern Shore also enhance
the ordinariness of isolation felt by women, shaping their daily life and feel-
ings of complete isolation from the “outside world,” contributing to experi-
ences and heightened awareness of being alone even in the presence of
others. Women live on Hoopers Island, what locals sometimes refer to as La
Isla de las Mexicanas (the Island of the Mexican Women) — three small, re-
mote islands with about 500 residents connected by a causeway along the
Eastern Shore located about a three-hour drive from the nation’s capital. Even
though women are technically free to come and go as they please, unlike
many migrant workers working in commercial agriculture, they rarely leave
because of the unfamiliar and harsh landscapes beyond their immediate sur-
roundings. The burden of racism and anti-immigration sentiment on the
Eastern Shore further heightened women’s feelings of social isolation. Ali-
cia described one outing to the local Walmart: “When you go shopping, you
can feel the racism and bad feelings from people. They look at you strangely,
make faces at you. It is pretty clear what they are doing. When you go to the
stores and pay, they throw the change atyou.” As a result, women remained
in their houses and on the remote islands. Victoria clarified, “We don’t go
anywhere. We don't leave the house. We work, come home, eat, and sleep
and the days go by quickly.”

“It’s Like a Slavery Job, but You Get Paid for It”:
Industrial Poultry Processing and Haitians

Like Mexican women working as crab pickers, Haitians in the poultry indus-
try migrated to the Eastern Shore because of severe economic precarity in
Haiti or other parts of the United States. Darline told me: “Work is what
brought me here because there isn’t any in Florida. If there were work in Flor-
ida, then we would not have come here.” She used a Haitian proverb to ex-
press the chronic uncertainty engendered by global and local economic forces
that induce her labor migration along familiar colonial routes (Haiti to the
United States) and constrain her to dangerous work and demeaning condi-
tions in the poultry plants. “In Kreyol, we say Lé w pa gen manman, ou tete
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grann,?! which is something like, ‘If you can’t get breast milk from mom,
you get it from grandma.’ It means that when we don’t have a solution to a
problem, we must make do with what is available.”

Like Mexican women, Haitians like Darline have a long history of immi-
grating to the United States. Colonial and neoliberal forces in Haiti have pro-
duced conditions of social, economic, and political instability, inducing its
citizens to leave home. Haitians also have faced systemic racialized exclusion,
portrayed as a group that posed significant threats to American public health,
economic stability, and national security.”> However, the catastrophic earth-
quake in 2010 in Haiti led to its inclusion as one of the countries eligible for
Temporary Protected Status (TPS). In many ways, TPS did not stem from the
exceptional event of the earthquake but rather from the durability of cata-
strophic structural conditions made visible by it. TPS gave Haitians already
living in the United States, as well as those who entered under humanitar-
ian parole, provisional permission to live and work here as conditions in Haiti
improved, signaling a break in the repressive history of U.S. immigration
policy toward Haitian migrants. At the same time, as the name implies, TPS
and other policies were offered only as temporary measures of reprieve, with
the understanding that the U.S. government will withdraw these provisions
at an indeterminate but guaranteed time in the future. Thus, immigration
policies illuminate the sovereign power of the U.S. government to make
available and retract certain rights and suspend Haitians in a persistent con-
dition of impermanence, between having rights and rightlessness.?

Precarious living for Haitians extends to their daily work experiences. The
poultry plant symbolizes the racialization and spatialization of extreme mar-
ginality, perpetual insecurity, and the afterlife of slavery. Haitians associate
their work to racialized legacies of the transatlantic slave trade and ongoing
Western imperialism. Esther, in describing her experience, recounted viv-
idly: “They take us for their robots, and we are human. We cannot do the
same thing like a machine. It is really painful, physically. They consider us,
Haitians, like their slaves because they need our blood, our bodies.” Racial-
ized workplace hierarchies, extraordinary harsh working conditions, and the
precarious subjectivities they engender become routinized on the plant floor.
In-between heavy sobs, Vanessa recounts her trauma of work: “The work is
difficult, and you are working nonstop all day.” She rapidly waved her hands
up and down to illustrate how she would eviscerate chickens into parts us-
ing a sharp knife at superhuman speeds. “Like this, like this! It’s in the same
place, the same kind of work, same chicken, same pressure.” Wilky adds how

Ordinary Living 55



abuse toward Haitians was particularly commonplace: “We get humiliated
because we are Haitians. They do not do that to the Americans, but they do
whatever they want with us.”

As Black immigrants who do not speak English and contend with uncer-
tain legal status, Haitians are part of the growing surplus labor population,
relegated to dangerous jobs that expose them to harm, injury, and prema-
ture death. They find themselves permanently positioned at the edge of
“normal structures,” perceived as indispensable as a condition and effect
of their disposability within commercial poultry processing. Daniel ex-
plains this condition of feeling perpetually trapped and disciplined: “Work-
ing at a chicken plant, Haitian people call it like a slavery job, but you get
paid for it. That is what it is. It is hard, and they do not really treat the
people right. Itis very controlling. I do not know how else to explain it.” Such
narratives linking plant work with slavery disclose how Haitians’ bodies and
their exposure to injury and death are deeply profitable—not only from
the surplus created through the devaluation of Haitians’ labor power in the
production process but as a commodity itself.*

Like the crab workers, Haitians experience precarious conditions that ex-
tend beyond the spatial confines of the plant floor into daily life, precluding
a sense of community and belonging. Extending Ruth Wilson Gilmore’s de-
scription of racial capitalism as a tool of “antirelationality,” Jodi Melamed de-
scribes this “social separateness”—the decoupling of relations between
people and places—as an essential tool and consequence of capitalist accu-
mulation.? Instead of finding strength in a common culture and history,
Haitians felt connected by the experience of racism and abuse from other
groups, “We try to be united. A lot of the other people do not like us. They
do not like Haitians. Especially at work, they do not like us.” For some, the
related fear of jeopardizing their immigration status and losing their job kept
them from congregating with other Haitians. As Madeline clarified: “In our
Haitian community, we are reserved because we do not like being hurt. So
we kind of stay on our own, try not to get involved in other stuft.”

“People Age Here”: Commercial Agriculture
and Working the Fields

Similar to crab pickers and poultry processors, agricultural workers on the
Eastern Shore —immigrants from Mexico, Latin America, and the Caribbean,
primarily Haiti—often stated that they are only there to earn a living. In
talking about Haitians coming to the Eastern Shore from South Florida or
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Haiti every year to pick tomatoes, Fabienne and the women she lived and
worked with made this assertion: “We come to work. It is not for pleasure. At
least we get shelter.” Like other immigrant workers, the women explained
how they felt socially stuck and in limbo because of a lack of available work
and a broad sense of economic precarity at “home” through spatial and tem-
poral idioms. These uncertain conditions shaped their decision to engage in
recurrent labor migration and continued to plague their migration trajecto-
ries on the Eastern Shore because of the difficult working conditions, social
isolation, and prolonged separation from their families, especially their
children. Yet they had no choice. “We do not want to come, we do not like
it. But we will lose our job. We have to come.”

In Maryland, agricultural workers toil mainly in nurseries and fruit
and vegetable farms. The composition of farmworkers has shifted over time
because of differing visa regimes. Carla, an immigration and labor outreach
worker, noted: “There was a time that you saw only Mexicans, a few Puerto
Ricans, Jamaicans, people from the Caribbean that came with special visas to
work. When El Salvador started getting TPS, they started getting Salvadorians.
They moved into communities, had better jobs, better pay, less movement.
You see that with the Mexicans. The Jamaicans stayed after the amnesty in
1986 in the SAW program.”” Labor migration for Fabienne and other women
consists of following the crops along the Eastern migrant stream, from Flor-
ida to Maine; others move back and forth between Maryland’s Eastern Shore
to Florida. Interlocutors who worked in the fields picked mainly tomatoes,
watermelon, squash, cucumbers, and strawberries (see figure 2.2). Agricul-
ture is the largest commercial industry in Maryland, with cash grains (such
as corn and wheat) valued at around $948 million annually. In addition,
fresh market fruit and vegetables represent an earning potential of $94 mil-
lion or more.?” Upwards of fifty agricultural employers across the state of
Maryland, including in six of the nine Eastern Shore counties, recruit
around 700 employees through the H-2A temporary visa program each
year.”® Farmers must prove to the federal government that the foreign
workers they plan to recruit through the H-2A program are needed because
U.S. workers are unavailable. Often agricultural business owners do very
little to recruit, train, adequately compensate, or protect U.S. workers, and
the state overlooks how such “need” is rationalized. The farmer must tech-
nically provide the foreign workers, once hired, with transportation, safe
housing, and fair wages for the duration of their seasonal employment. There is
ample evidence that indicates that farms and the state collude to ensure
that these provisions are deliberately not followed and routinely ignored.”
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FIGURE 2.2 Watermelon harvest. Photo by Emilia M. Guevara.

Among farmworkers, like crab pickers and poultry processors, daily
“structures” of work incorporate and reproduce precarity. Most farmwork-
ers described having a work “visa,” and some of them did come through the
H-2A program. Even then, having papers to work legally did not offer pro-
tection from the constant threat of losing one’s livelihood. “I am always
worried about losing my job and about being too demanding,” Manuel
confessed, even though he had papers. Similarly, Yenni, a retired accoun-
tant from Venezuela, described her experiences of extreme isolation and un-
certainty through normalized working conditions. She fled when the
financial crisis hit her country, depleting her precious savings and losing her
monthly pension to escalating inflation. She then came to Miami on a tour-
ist visa only to find there was no work. Desperate, she decided to work in the
fields. It seemed the only way to survive. Migrating along the East Coast of
the United States, she works in tomato packing. Yenni described how spa-
tial and temporal constraints structured her experiences: “There is the op-
portunity, but you give up alot, too. People work hard here, and they do not
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rest. They work during the harvest season and then go to another region and
doitall over again. They only know their children on the phone. It is awful,
and not only for me. It is too much just to work and work. In the end, what
would I have? What I would really have is nothing at all.”

Like other immigrant workers, farmworkers shared narratives of un-
certainty that extended far beyond the fields. In describing their living
and working conditions, farmworkers discuss how spatial isolation and
dilapidated housing were intentional mechanisms that kept them in their
place, prevented social relations, and caused physical harm. Those work-
ing in commercial agriculture, for instance, lived in isolated migrant
labor camps. Fabienne and her coworkers lived in quarters once used to
house civilian conservation corps members who cleared tax ditches and
worked on drainage projects in the area. Later, during World War II, over
1,000 German prisoners of war, who were contracted out to canning houses,
sawmills, meatpacking plants, and farms throughout the Eastern Shore,
lived there. Since then, the camp has held migrant workers and has received
local and national attention for its squalid and inhumane living conditions.
In a 1983 report, the state of Maryland’s advisory committee to the U.S.
Commission on Civil Rights provided a vivid description of the camp:*

[The] Camp . . . is one of the largest of the migrant camps in opera-
tion on the East Coast. . . . [It] is a sprawling complex of two dozen
barracks-type buildings, separated by stretches of grass and dirt
roads. Families live in single-room units without running water. Most
units have refrigerators and small gas plates for cooking; sometimes
doors, sometimes not. The single window is sometimes screened,
sometimes not. Latrines offer stools without stalls, gang showers with
no privacy, grime-crusted lavatories.

Just as prisons, Ghettos, and sin strips have their own notoriety, the
complex of long, gray weather-beaten buildings along the highway . . .
has achieved a special renown. Past the creek where people fill their jugs
with drinking water, up the dusty road past the signs that warn visitors
away, around the ditches filled with stagnant water and the gaping
bins of garbage, this is the Westover farm labor camp.

The . . . camp, once a World War II holding pen for German
prisoners, has acquired such notoriety that migrants from as far away as
Texas refuse to stay there. It is the biggest and most infamous among
dozens of rundown caps amid the fecund vegetable fields on the Eastern
Shore of Maryland, Delaware, and Virginia. Maryland’s Commission on
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Migratory and Seasonal Farm Labor is so exercised about [the camp]
that it wants Governor Harry Hughes to close the place.

The camp is still rustic but no longer resembles this description. In de-
scribing it, one health provider described it as the “Hilton” of migrant
camps.?! A central pavilion sits at the outskirts of the camp and the living
quarters. The bathroom is one long building with two sides, one for men and
one for women. Faded laminated health department posters line the walls.
Residents were particularly excited that management had installed two tank-
less water heaters for the bathrooms. The kitchen and dining area, where
the smell of baking and cooking constantly lingered, were in the middle
of the campgrounds. A typical living area was sparse, the size of a small
dorm, just big enough for two twin beds or a couple of bunk beds, a refrig-
erator, a small table, and a hot plate. Even though many appreciated the
renovated conditions of the camp, farmworkers felt isolated because they
lived in a highly remote setting, far removed from other people or struc-
tures. When asked about feeling safe, Fabienne and her coworkers resound-
ingly answered “no.” Since they did not have a car, they were immobile.
“We just stay here. We do not know anything else.”

Housing conditions beyond labor camps varied. While Fabienne lived in
the labor camp, Francisco and his wife lived in a dilapidated trailer, which
he rented for $80 per week from his boss.*” His annual salary was $11,000 a
year, which meant that his rent was approximately a third of his income.
Francisco thought this amount was absurd for what he considered mugre
(dirt). The trailer’s entry was difficult to access because of its waterlogged
deck. Two bathrooms bookended two small rooms, a small kitchen, and a
larger living room area where blankets covered the broken furniture. One
bathroom had a collapsed floor, while the other stunk of sewage. Their em-
ployer, an influential lawmaker, refused to fix the damage. Francisco’s wife
attributed her deteriorating health (i.e., infected needle injection sites for
insulin that didn’t heal properly and psychosocial stress) to her home’s di-
lapidated condition. In her eternal suffering, she was often praying to God
to take her away from this misery.

Injury, Disability, and the Politics of Care

On the Eastern Shore, racialized work conditions discipline immigrants’
time, activities, and access to space. Women who worked in crab processing,
for instance, spent much of the day indoors picking crab or sleeping. They
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worked in daily shifts of eight to twelve hours to meet minimal quotas of
picked crabmeat. Work hours were unstable, often predicated on the amount
and quality of crab available daily, depending on the morning catch. Fabi-
ola, who had left her young children in the care of relatives in Florida, de-
scribed a typical workday picking crab: “We go to work early in the morning
and come back at night. Sometimes, we come back in the afternoon if there
is no more work. We hurry up and cook when we come home to get ready
for the next day of work. We are used to this life because it is the same wher-
ever we go.” Similarly, Esther describes how psychologically debilitating
and physically dangerous such spatial, temporal, and bodily disciplining can
be at the poultry plant. These conditions are central to racial capital accu-
mulation: “They do not allow you to do whatever you want when you need
it. Like I need to go to the bathroom, and they do not want you to go when
you need to go— because for them, leaving the line would not be productive.
They give bathroom breaks, but when they give it to you, it is not when you
need it. And you cannot say no. When you are ready, and you ask, you won’t
be able to go.”

Racialized hierarchies and processes of disposability are also visible in the
health and safety practices that routinely expose immigrant workers to ill-
ness and injury. The conceptualization of “dead labor” is apt in understand-
ing how capitalism’s exploitative living and working conditions profit from
the premature death of immigrant workers.** Instead of complying with
safety regulations, corporations have deliberately promoted the implicit ac-
ceptance of heightened risk to workers’ health and safety through exploit-
ative and harmful working conditions. The state is also complicit, doing very
little to enforce workplace regulations to protect workers or ensure access
to health care. Dry skin, cuts, scrapes, bruises, skin rashes, headaches, stom-
achaches, and broken bones were ordinary occurrences among immigrants
because of the inherent violence that surrounds the food production process.
Farmworkers, for instance, experienced prolonged exposure to pesticides
and other chemicals, which induced them to illness and harm. They endured
poor workplace protections and had very little access to health care. Pedro
described how routine spraying of pesticides severely affected his health:
“I did not have any training, and it got all over me. My eyes were really red.
Then I had headaches, stomachaches, tearing, nose hurts, and throat hurts.
Lots of symptoms. Even dizziness. Even drooling.” Ricardo’s narrative high-
lights how the disposability of farmworkers (and rural environments) as
surplus people (and places) allows corporations and the state to undertake
policies and practices that subordinate life to the dictates of capital —what

Ordinary Living 61



James Tyner calls an emergent “necrocapitalism.”** According to Ricardo,
“People work without shirts, they are really hot, and people spray pesticides
on them. We were in a group, and they sprayed pesticides on us. We were
almost drowning. Our lungs were burning, and we began to cough. If you
get sick, the bosses say you are no good, and they fire you. You have to be
strong there. You think to yourself, my God, what am I doing here.”

Even workers like Yenni, who pack tomatoes and have the “safety” of not
working in the field, still suffer from numerous work-related health concerns
yet have difficulty finding treatment because it is too costly. For instance,
Yenni agonizes over a recurrent eye irritation: “My eyes are watering on this
side. Where the tomatoes pass next to me, there’s bleach. The tomatoes are
washed with bleach, and they pass right next to my face.” She wants to pur-
chase occupational safety glasses but can only afford reading glasses at the
nearby Walmart. Yenni also takes medication for a thyroid condition, but
the only available treatment is one she cannot afford: “I know that if I do not
take it, I will get slow and sleepy, somewhat apathetic to things.” Like her
counterparts who work in the fields or various agricultural jobs, including
packing fruit and vegetables, she experiences chronic pain in her legs from
hours of standing. Her provider’s advice is useless to Yenni because he tells
her to walk daily even though she is in serious pain. She points to her ankle,
which is swollen and red. She tries her best to remediate the situation using
only what she has: “My son told me that it is an inflamed tendon. He told me
to put a bottle of water in the freezer and to alternate between hot water and
coldice. I did it once, and it felt really good. I also took some ibuprofen.
I thought it was the pill that helped but actually, now that I think about it, it
is probably the alternating heat.” Her son also told her that her shoes were
too small and were probably exacerbating her pain. She exclaims: “My shoes
are done for. I'm a size 39, but 'm wearing 7.5. So I need an 8. I hope that it
takes the pain away if I get some new shoes. My son was not terribly happy
with me. Those are the most pressing things right now. I mean, I can sur-
vive without them. It is not killing me, but it is a problem.” Because she is
unable to afford proper fitting shoes, Yenni uses an ankle cream as tempo-
rary relief. She insists that her bodily pain is a result of work conditions:
“The pain started right when I got here, when I started to work. Maybe it is
my circulation. I am always sitting down.”

Women in crab processing plants also face exposure to common hazards
like vapor generated by cleaning and steaming crabs, cuts from knives and
crab shells, and constant contact with containers filled with salty water,
bleach, and other chemicals. “There is an entrance where the crabs are
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cooked and kept. The vapor that escapes the crab when it’s cooked gets in-
side and trapped. When we leave, we are stinky. Even if we wash our hands,
we smell like crab. It is hot, and it smells like acid.” Conditions within the
crab processing plants often exacerbated existing chronic issues or precipi-
tated them. Francisca described her situation: “I cannot wear gloves. They
told me it was an allergy. In Mexico, I do not cough, but I started to cough
when working here. I feel like I have a cold all the time.” Marta explained
that she, like many other women, has developed allergies to crab: “I geta
breakout and lots of itching wherever the water hits the skin . . . could be
the feet, arms, legs.” Often, these allergies were temporary, and symptoms
subsided when women left the Eastern Shore. However, severe infections
stemming from everyday injuries related to cuts and contact with crabs also
occurred. Like Ricardo, Vera tells a story that illustrates how the commodi-
fication of workers’ bodies and subsequent profit from their deterioration and
demise are central to the workings of capitalism: “[The boss] only cares about
work. I cut myself once and was in the hospital. I did not know the crabs were
infectious. I had a red line running up [my arm]. The manager looked at it
and said it was fine. My sister told them that it was a serious infection and
could get to my heart. She took me to the hospital. And from what I under-
stand, the owner needs to pay for those kind of work-related injuries. My
sister mentioned this to the supervisor, and she said that she wouldn’t pay
because I didn't tell them when it happened. I had to pay $1,100.”
Additionally, immigrant workers suffered from numerous invisible inju-
ries and disabilities. Astrid has worked at the chicken plant for only a short
while and, like Junior, found it traumatic to talk about her job. She blamed
her experience of preeclampsia, which resulted in her baby being born pre-
maturely at twenty-seven weeks, to the extraordinary stress she experiences
daily. Working almost nine hours a day from 4:00 p.M. until 1:00A.M., five
or six times a week, Astrid was forced to stand on her feet the entire time,
even while pregnant. In addition, she experienced unbearable pain from “the
velocity” of cutting up chicken. She cries every time she talks about this work:
“It is forty-five rotations or sometimes more. There is not even time to grab
them. There needs to be a cut without the bone, and someone else works on
the wings and what they are taking out. So you leave it there, and someone
else does it.” Astrid felt threatened by the constant harassment from super-
visors to work at a faster rate. “They are always screaming at you. They are
always pressuring you to work faster. And you are obligated. They do not
really have to pressure you like that because the line is going fast already.
There is no way you can let that chicken go by without touching it. You
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have to do it. The conveyor belt itself is making you go fast. Sometimes you
are tired.” She stresses that these extreme conditions affect all workers
negatively. Gina, her coworker and friend, has suffered from physical pain
since working at the chicken plant. “The issue that I have, nobody can help
me. Because when you go to the doctor, you try to explain it or how you feel,
they send you for tests. And no results! So, you just live with it. They cannot
tell how you feel in your body, how you feel inside. They cannot help you.
They think you are crazy. And especially [male providers]. I know I don’t
speak English. I said, okay, maybe that is why they do not understand. I used
the service interpreters and everything. I give up!”

Similarly, women who worked in crab processing reported experiencing
recurring pain and myalgia from sitting for long hours picking crab in
crouched positions. In describing her pain, Alejandra said, “Backache and
my legs swell up because we are always sitting down. A year ago, I was given
a pair of compression socks, but they wear out really fast. My chest hurts
quite a bit. It was hard to breathe. When I make sudden moves with the knife,
Iam in pain.” Mobile health providers explained that many migrant women
in crab processing suffered severe back and neck issues that radiated pain
down the arm because of repetitive motions and constant crouching over
tables when picking crab. In addition, numbness, epicondylitis tendon in-
juries, nerve pain, and carpal tunnel were prevalent among women who per-
formed delicate handwork for hours at a time. Further, providers noted
that several women had developed vitamin D deficiencies because of long
periods spent indoors and a limited diet, raising concerns about rickets, os-
teopenia, and osteoporosis. The nurse practitioner prescribed these women
high dosages of prescription-level vitamin D supplements, even though she
admitted that many would not continue this treatment regimen once they
returned to Mexico. Providers could do very little to treat these invisible
forms of injury and disability.

Immigrants openly discussed how the gendered and racialized ideologies
that have become the grounds for their recruitment also heighten their risk
of everyday injury and disability. Haitians, for instance, likened working in
poultry processing to slavery, explicitly describing various experiences of de-
humanization. “They see Haitians as lower” was a typical articulation that
called attention to their placement on the threshold of humanity. Mexican
women in crab processing likewise indicated that employers and labor re-
cruiters claimed that women exhibited more significant levels of speed and
agility and were more patient and productive than men (see figure 2.3). “Our
boss says that [men] don’t have the patience like a woman to pick the
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FIGURE 2.3 Women picking crab. Photo by Emilia M. Guevara.

crabmeat.” Women themselves internalized these ideologies, explaining
that men did not have the “patience” to pick crab because it required “deli-
cate,” “careful,” and “hard” work, describing crab picking as exclusively
“women’s work.” Many discussed supervisors’ perceptions of the appro-
priateness of immigrant workers through racialized notions of work ethic.
As one worker said, “[My supervisor] told me that Americans aren’t going to
wake up at 4:00 A. M. to do the work. She told me that we are hard workers,
that no one else is going to come to do the work!”

Despite the daily risk of injury and disability, workers had little access to
care and treatment because of the lack of health facilities or sites and because
even the meager care that was available was too expensive. Seafood or agri-
cultural workers relied on mobile clinics or local federally qualified health
centers (FQHCs). They paid a flat $15 for an entire season of primary pre-
ventive services, including essential prescriptions. However, the FQHC, like
its mobile health unit, was not equipped to handle specialty or urgent care,
and the premium that women paid did not cover specialty care or treatment.
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Workers who needed urgent or emergency care or specialized treatment had
to access them through the regional hospital located about 120 miles away.
Those who did need to access these services incurred massive debt. Yolanda
described her situation: “I had an ectopic pregnancy and serious pain. [ was
mopping the floor, and I started to bleed. I went to the hospital. They did
surgery after the ultrasound. It was very expensive. They sent several bills.
It was $2.2,000. I will be done [paying] in seven years.”

On the other hand, farmworkers often used a bus or found transporta-
tion to get them to the local FQHC. Many did not use services because it
would mean loss of wages from missing work or required getting permission
from supervisors; the high cost of services was another deciding factor.
Viola, for instance, has diabetes and high blood pressure. She has insur-
ance from Florida but could not use it here and has to pay out of pocket. Vi-
ola insists that providers have told her that even though her insurance plan
is part of “Obamacare,” she has to purchase a different insurance plan while
she is here. She was frustrated because the cost of services is higher than in
Florida. “The bill was supposed to be $9s. I agreed to that, even though
when I go to Florida for the same thing, I only pay $40. But when I got the
bill, it was $200. They lied to me.” Another woman indicates that the local
FQHC told her, through a translator, that “if you do not pay right away
when you go to the clinic when they send you the bill, it is going to be more
than that. I had a Pap [smear]. It was $60, and they told me if I do not pay
right away, it will be $400.”

Poultry workers often saw providers within the plant or those approved
through the company’s insurance plan. In many ways, having a clinic on-site
provided more coercive care. For example, Zora remembers suffering from
pain and swelling in her hands. “I worked on the line for two months, and
I started having problems with my hands,” she said. “My hands and wrists
were getting swollen, and I had to go to the nurse every morning. I would
wrap my wrists.” She explains that this is relatively common and that many
poultry workers often suffer from hand and should injuries: “Standing in one
spot all day, not rotating, many of them end up having many problems with
their hands and feet. Their fingers are swollen. Sometimes they go to the
nurse, who gives them ice or . . . a couple of aspirin and sends them back
to the line. Not really examine, you know, the real problem.”

As I discuss in more detail in chapter 3, many counties encompassing the
Eastern Shore are federally designated health shortage areas, yet only two
FQHCs, organizations that receive special federal health care reimburse-
ments to assist underserved populations, serve the nine counties. In addition,
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Maryland has expanded Medicaid and created state-based exchanges to
provide subsidized health insurance for low-income residents under the Af-
fordable Care Act (ACA). However, rural residents face severe financial and
systemic barriers in receiving adequate care and treatment, and Maryland
has enacted health care access restrictions for immigrants. Insurance cov-
erage and health care accessibility for H-2A and H-2B workers depend on
these immigration and health care laws.** Employers can choose to offer
health care benefits for H-2A and H-2B workers but are not required to do
so under immigration law. The ACA does not require employers to provide
health insurance to workers, including H-2A and H-2B visa holders. H-2A and
H-2B visa holders can purchase ACA-compliant health insurance within sixty
days of their arrival or other temporary short-term medical insurance. How-
ever, these insurance policies often only cover “new” injuries, conditions, or
accidents. Many interlocutors did not have insurance through their em-
ployers; their only option was to purchase the basic insurance plan from the
local FQHC or pay out of pocket.

Both the broader conditions and the routine nature of work and life led
immigrant workers to perceive their physical health, much like their social
lives, to be constantly in flux, in a continual process of transformation and
transition. Wideline, a Haitian poultry worker, explained how the violence
experienced through racial capitalism —rather than the body— determined
physical and emotional well-being, “I know that when I am in pain, it s re-
lated to my work. Not my health. My blood pressure comes from work but
not from my body.” Beatriz, who picked crabs, elaborated on the growing
vagueness between health and illness under capitalism by drawing attention
to the enduring nature of risk, injury, and disability as well as its temporal
limitations. “Right now we are well,” she said, “but you could get sick just
like that. I am always worried. We will all eventually develop something or
another.”

Racialized labor conditions in rural contexts heightened immigrants’ risk
of injury and disability, made the provision and delivery of care complex, and
intensified experiences of precarity. Work-related injuries, disability, and ill-
nesses borne by immigrant workers embody social violence enacted through
discriminatory labor conditions and racial capitalism where the wasting away
of workers’ bodies, as a fundamental manifestation of capital accumulation
and profit, signifies the blurring of the traditional boundaries of life and
death. Further, workers’ narratives and actions sought to destabilize norma-
tive spatial and temporal logics of enduring embodiments and workplace
injury and disability not as individual, isolated experiences but as collective
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state-sanctioned suffering. Accounts of bodies and health as contingent, mu-
table, and fluid resisted dominant ideologies of illness, disability, and abil-
ity as fixed and chronic categories.* Immigrants’ analysis of work and life
focused on the continuously shifting boundaries between material and ex-
periential states of being.* Ernie Lightman and colleagues suggest that “such
bodies-at-odds create discomfort because they possess the ability to live
sometimes as healthy, sometimes ill, sometimes able, and sometimes dis-
abled.”?® Immigrant workers’ reimagining of embodiment, in many ways,
opens up critical spaces of representation that incorporate precarious living
as ordinary lifeworlds and as a part of the phenomenological experience of
self.

Racialized Labor and Ordinary Lives

During the global COVID-19 pandemic and accompanying lockdowns, char-
acterizations of “essential” workers became part of our lexicon to describe
people required to continue in-person work under lockdown conditions, in-
cluding those employed in global food production sectors.* The pandemic
exposed the disproportionate numbers of racialized workers in the agricul-
ture, poultry, and seafood production and processing sectors. It also inten-
sified the effects of long-standing structural racism, forcing people to work
in dangerous workplace conditions without adequate safeguards to protect
them from a highly transmissible virus. Laboring and living in crowded con-
ditions without personal protective equipment and adequate ventilation
and unable to self-quarantine at home, many food production workers and
processors experienced high levels of illness and death. While there has been
a wealth of research on work required to maintain the supply of fresh pro-
duce and meat demanded by American consumers and the capitalist food
supply regime through which that is organized, the COVID-19 pandemic, in
many ways, rendered visible to large segments of society the precarious
working and living conditions experienced by food workers and immigrants
in particular. The paradox of “essential” workers became commonplace in
public rhetoric—the compensation, benefits, and status of those whose work
we depend on the most hardly reflect how critical they are to the function-
ing of civil society. These discussions of essential-yet-disposable workers,
however, often obscured the valorization of immigrant workers for profit by
the state, capital, and society itself and the ways that their labor and injured
bodies function as forms of commodity and property. They also neglected
how policies enacted in the wake of the pandemic to protect public health
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and essential workers become secondary to preserving and cultivating
the economy.

Ample evidence suggests that a constellation of conditions, including the
growth in high-value products and goods for foreign export and domestic
consumption and the subsequent expansion of the U.S. guest worker pro-
gram as well as declining employment opportunities and low wages for work-
ers in Latin America and the Caribbean, induce labor migration to and
within the United States. These structural forces spatially and temporally re-
configure new labor networks and migration flows that mirror existing gen-
dered, racial, and neocolonial frameworks, engendering precarity among
immigrant workers.* Despite the financial, social, and health costs involved,
workers perceived temporary, flexible labor in the United States to be finan-
cially more lucrative than engaging in wage labor at “home” (e.g., in one
place) because their earnings often afford them social and material rewards
that otherwise may be elusive. Yet their narratives of forced migration tra-
jectories, exploitative racial capitalism, ruptured sociality, and workplace in-
jury also indicate that they deeply understood the uncertainties of such
migration strategies. Suspended in a continual holding pattern, in a state of
perpetual transformation and living uncertainty, immigrants felt simulta-
neously outside and inside, both “home” and “away,” even as they tried to
live with the continual transition as a more or less fixed or unchanging
mode of being. Many conveyed desires to end recurrent labor migration
and temporary labor, wanting to stay in place with their families or, at times,
risking overstaying their visas and remaining in the United States without pa-
pers. Still, they expressed even these longings in noncommittal terms as
improbable futures.

Workers engaged with the cultural and material production of extraordi-
nary conditions of unstructured and unknown futures brought forth by tem-
porary labor and visa regimes through a series of everyday actions and
relations. They navigated a precarious existence that foregrounds intimate
entanglements of subjectivity and bodily injury in the face of significant so-
cial and institutional barriers, including gendered, racial, and ableist social
expectations, harmful work and living conditions, risk of early return or job
loss for not meeting employer expectations, social isolation, and fractured
socialities. Immigrants also used various structures and connections with the
United States, Latin America, and the Caribbean to access and remain within
the U.S. labor market. Moreover, they lived with and refused the violence
of immigrant expendability and gendered and racialized disablement,
reconfiguring the possibilities for ordinary living through the continual
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renegotiation of space, time, and belonging. On the one hand, workers em-
bodied and conformed to a capitalist ideal of the able-bodied and productive
immigrant worker integrating illness and injury into the self to safeguard
their economic and social mobility. On the other hand, amid the risk of de-
portability and financial insecurity, they criticized racialized labor demands
that created risk for injury and disability, actively seeking care for visible
and invisible wounds and embodying the fluidity of disability. In negotiat-
ing these spaces of denial and resistance, they refused the nation-state as a
source of protection against the reach of racial capitalism, underscoring
the dire consequences affecting people and places left in its wake.
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CHAPTER THREE

Place, Personhood, and Precarity
Rural Dynamics of Health Care

PRESIDENT BARACK OBAMA: There are also those who claim that our
reform effort will insure illegal immigrants. This, too, is false—
the reforms I'm proposing would not apply to those who are here
illegally.

REP. JOE WILSON (R-sc): You lie!

PRESIDENT OBAMA: It’s not true.

—BEN SMITH, “A Voice from the Floor on Illegal Immigrants:

‘You Lie’” (reporting on President Obama’s address to a
joint session of Congress, September 2009)
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MARYLAND’S EASTERN SHORE faces considerable challenges in respond-
ing to drastic increases in immigration given its relative geographic isola-
tion and often limited resources. The impact of rapid immigration has been
severe on a health system already struggling with provider shortages, high
rates of uninsured and sick patients, and limited public resources.! Many
Eastern Shore counties are federally designated health professional shortage
areas (HPSAs), which are spatial markers of health care provider shortages
in primary care, dental health, or mental health for geographic, population,
or facility-based reasons. Worcester County, for instance, had 100 percent of
its population residing in a primary care HPSA. Kent County had 100 percent
of its population living in a dental care HPSA. Caroline, Cecil, Kent, Somer-
set, Wicomico, and Worcester Counties had 100 percent of their population
living in a mental health HPSA. In addition, all counties on the Eastern Shore
have a more significant percentage of their people living in a primary care,
dental care, or mental health care HPSA than the statewide percentage. East-
ern Shore counties are also considered federally designated locations or
have population groups that lack primary care resources. They are desig-
nated medically underserved areas and medically underserved popula-
tions (MUAs/MUPs) based on four criteria: a high infant mortality rate, a
high percentage of the population living in poverty, a high percent of the
population that is over age 65, and low primary care provider ratios. Car-
oline, Kent, Somerset, and Worcester Counties have 100 percent of residents
in MUA designations. Dorchester and Wicomico Counties have the most sig-
nificant populations covered by MUP designations.

These spatial designations —which indicate devaluation and deficiency
among places and people—allow each jurisdiction to be eligible for federal
programs and other benefits, including federal workforce development pro-
grams and enhanced Medicare reimbursement. Federally qualified health
centers (FQHCs) are a key outgrowth of such designations. FQHCs are
community-based health care or safety-net institutions located in or near a
federally designated MUA to serve MUA residents and others in an MUP. Un-
like private clinics or hospitals, FQHCs serve low-income individuals, the
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uninsured, and the underinsured who would otherwise not have access to
health care services. They provide services to all individuals, regardless of
their ability to pay, offering a sliding-scale fee to eligible individuals based
on income and family size. Their cost of care is among the lowest; they de-
crease the need for costly hospital-based and specialty care and are designed
to save billions of dollars for taxpayers. FQHC operations are supervised by
a consumer board of directors governing structure and the Health Resources
and Services Administration (HRSA), a division of the U.S. Department of
Health and Human Services. FQHCs receive federal funding under Sec-
tion 330 of the Public Health Service Act. In addition, they are eligible for
enhanced Medicare and Medicaid reimbursement, receive medical malprac-
tice coverage through the Federal Tort Claims Act, and purchase prescrip-
tion and nonprescription medications at reduced cost through the 340B Drug
Pricing Program. Experts and policymakers have long argued that expanding
and strengthening FQHCs would further reduce health disparities, increase
access to high-quality and regular care, and boost local economies.

Two FQHCs serve the nine counties of the Eastern Shore despite multi-
ple designations of service and population need in the region.? In effect,
these federal designations and the presence of FQHCs have not alleviated
challenges related to poor health status or access to care. Instead, these fed-
eral programs and initiatives continue to maintain spatial and racial inequi-
ties in health care access. Although HPSA, MUA, and MUP designations
provide key measures to classify underserved populations and prioritize
places and people lacking access to adequate primary and preventive health
care, research indicates that these designation systems fall far short of their
intended effects.? Areas with primary care shortages are difficult to identify
correctly, and federal resources to benefit underserved people, especially im-
migrants and the rural poor, have hardly been adequate. Rapid shifts in in-
formation or inaccuracies that emerge from combining data points from
different designation systems severely limit the ways federal public health
entities identify the extent of “need” in underserved areas.* Even when these
systems accurately identify underserved areas, they cannot provide tailored
information to decide which programs best suit the area’s particular needs.’
As a result, programs may design interventions for a specific area that may
not directly benefit the specific subpopulation with insufficient access to
care. An example is the Medicare Incentive Payment program, which pro-
vides bonus payments to all physicians treating Medicare patients in geo-
graphic HPSAs, even thoughadifferent group than Medicare patients—such
as migrant farmworkers—may be those underserved.® Moreover, there is
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little assurance that small clinics and FQHCs on the Eastern Shore allocate
federal funds for those most in need.

In 2010, the Affordable Care Act (ACA), the first major health care reform
in forty-five years, instituted guidelines that allow those who purchase
coverage to receive a minimum of preventive health services through an
“individual mandate” that requires many Americans to buy health insur-
ance. However, the benefits offered by the ACA vary based on whether or
not each state has initiated Medicaid expansion and introduced require-
ments.” To date, forty states (including Washington, D.C.) have expanded
Medicaid. Several studies have reported the substantial positive impact of
the Medicaid expansion on overall revenue margins for medical institutions,
especially in rural regions, mainly through a reduction in uncompensated
care and an increase in Medicaid revenue.® In addition, Medicaid expan-
sion has led to the rise in the number of health centers and their ability to
deliver care to a more significant number of patients.’ Yet many people
accessing medical care continue to face a substantial burden because they
struggle with higher cost-sharing levels through deductibles and coinsur-
ance and rising overall out-of-pocket costs. In addition, many immigrants
and rural residents do not qualify for participation due to income or anti-
immigration restrictions.'° Further, despite federal help, a lack of funding,
inadequate reimbursement rates, and weak workforce recruitment and re-
tention incentives continue to be critical challenges for rural health systems.

These challenges synergistically interact to limit immigrants’ access to
care on Maryland’s Eastern Shore.! Many immigrants are unsure of where
and how to receive services. They are fearful of high costs and discrimina-
tory exchanges with health care providers and institutions. Further, many
individuals I worked with were entirely dependent on employers for access
to health care and social services or were uninsured. As a result, regular, af-
fordable care was not possible. Only emergencies (if at all) spurred engage-
ment with providers or health care institutions, often at a high financial and
emotional cost.

In the following sections, I explore these challenges of navigating health
care from the perspectives of immigrants and providers using details of in-
dividual experiences and provider perspectives on rural health care provi-
sion and delivery. The narratives of providers and immigrants highlight how
an inadequate health care infrastructure, lack of insurance and high cost of
services, and racially discriminatory policies present significant challenges
such as long wait times, lack of continuity of care, cultural and language bar-
riers, and unaffordable costs even when accessing care through local safety
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nets. These narratives also disclose how the state and capital collude to ac-
cumulate profit from sick and injured bodies and abandoned places. These
challenges stress the convergence of immigration and rural health and how
this coupling affects immigrants on the Eastern Shore. Health care —how it
is articulated and manifests—is inseparable from the spatial and temporal
context in which it is embedded and experienced. Immigrants’ daily encoun-
ters with health care delivery and access demonstrate how the context of
immigration opens up new ways of rendering visible rural precarity and the
exclusionary, extractive, and profit-driven nature of health care, while ru-
ral landscapes of care also offer possibilities of belonging for immigrants.

Challenges in Navigating Health Care Provision and Delivery

On a beautiful clear morning in August 2014, I ordered coffee at a local café
overlooking the Wicomico River —a twenty-four-mile-long tributary of the
Chesapeake Bay on Maryland’s Eastern Shore that drains low marshlands and
farming country. The river has been a major shipping route on the Delmarva
Peninsula over the last few centuries and has now become a popular spot for
canoeing, kayaking, water sports, fishing, and crabbing among locals and
visitors. I was there to meet with Jon—a provider at one of the FQHCs on
the Eastern Shore. Jon arrives in a good mood, excited to tell me about his
work for the local FQHC as a mid-level health provider. Dressed casually in
khakis and a light blue polo, he was boyishly handsome with dark brown
hair, wire-rimmed glasses, and a wide smile. Jon had been in his position
for over eight years. He moved to the Eastern Shore from Washington, D.C.,
where he received his training, because he wanted to work in primary care
and adult medicine. “I felt like that was what I was trained to do. This feels
like what my original training was about.” As an immigrant himself, he ap-
preciated that charity care was the FQHC’s mission to address migrant workers’
health; it meant that they were attentive to the specific needs of migrants. He
gave me examples: The FQHC provided transportation and English transla-
tion services for its clients, its location was close to the migrant labor camps,
and appointments and identification documents were not required. “The
migrant and immigrant component is still very much there,” he said.

Jon repeatedly expressed his dedication to working with migrant and im-
migrant clients. “They are so appreciative of the care, and most take care of
themselves.” He told me that many of his clients came from Florida, South
Carolina, and Texas from June until October to work in the tomato picking
and packing industries. They used to come with their families and enroll their
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kids in school for the autumn months, but now it is mostly men and women
in their twenties to thirties (and sometimes older) who are coming from other
U.S. states or directly from Mexico, Honduras, Guatemala, Panama, and
Haiti. Men work in the tomato fields enduring long hours hunched over to
pluck the fleshy fruit before lifting it on their shoulders onto a waiting truck;
a proficient picker will fill a thirty-two-pound bucket every two and a half
minutes, earning perhaps 65 cents for each one.'> Women are often found
in the packinghouses, which are typically open structures and do not have
air-conditioning. Older adults are left to clean the plants. Those who work
in supervisory positions may be documented, but the vast majority of those
working do not have legal documentation. His clients do not disclose their
documentation status, and Jon does not ask for verification. “I think when
you do not have papers, the tomato packing plant is seen as a safe place to
work. No one ever raids the tomato packing plants.”

Despite his commitment to the mission and vision of the FQHC model,
Jon expressed concern and frustration with the drastic changes he had wit-
nessed over the past few years. He felt strongly that his employer had
deviated from their core values, shifting from a patient-centered to a profit-
driven model. The results had been devastating for providers and migrant
clients alike. Increased patient volume became a requirement; providers
who did not meet these goals were severely admonished: “Mid-level provid-
ers like me are expected to see so many patients per year. We have to see
5,000. But most health centers like ours see, like, 2,500 to 2,800 patients per
year, almost half the number I have to see.” Services like emergency care,
which used to be centrally located and provided within the clinic, were now
referred out, rendering such care spatially dispersed and inaccessible. “We
can do them,” Jon said, “but the management feels like we will spend too
much time attending to those things than seeing more patients.” To add in-
sult to injury, even as services were reduced, administrators’ compensation
increased to levels higher than at comparable FQHCs. Jon expressed his an-
ger and exasperation: “Our directors are making around $500,000, which is
much more than other nearby health centers. These are private practice
rates, and so it is all about making a profit. They are not building any new
buildings or subsidizing care, so where is the money going? It is going to
management.” Jon and some of his colleagues have been outspoken against
these changes, but the threat of retaliation prevented them from moving
further: “Itis a fine line because we can get fired and replaced and who loses
in the end? The patients. So we do not want that. We want to stay to care for
our patients, but we have to meet these expectations.”
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FIGURE 3.1 Clinic waiting room. Photo by Emilia M. Guevara.

Community health centers including FQHCs, where most rural provid-
ers work, are the main source of comprehensive primary care for those con-
sidered medically underserved in the United States (see figure 3.1). Jon’s
experiences underscore how rural health care systems, in particular, face
complex difficulties in employing budget-driven measures that began in
the 1990s and continue today." Rising overhead costs and lagging fee-for-
service reimbursement, along with heavy administrative burdens to achieve
necessary certifications and follow required processes for optimal reim-
bursement, underscore the increasing corporatization of rural health care
systems. Under the ACA, there has been noted growth in the number and
capacity of health centers due to increased patient revenue from Medicaid
expansion, private health insurance, and federal investment.!* However,
even with such progress in coverage, many of those who use health cen-
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ters remain uninsured and underinsured because of increased cost-sharing
associated with insurance plans, so they have not experienced marked differ-
ences in the level of access since the passage of the ACA.

Jon’s experience also reinforces how local providers feel constrained in
supporting their immigrant clients when they are already operating with few
resources in this rural landscape of care. A key issue related to the health of
immigrants on the Eastern Shore is the scarcity of formalized care infrastruc-
tures and increasing abandonment by the state. But the lack of institutional
care is an issue for all Eastern Shore residents, not just immigrants. Like Jon,
many providers stressed the continuous “struggle” to provide patient care to
immigrants and nonimmigrants alike because of the severe lack of funding
and resources for services and workforce development. Cindy, a county-level
health administrator, explained how providers have creatively strategized to
deliver migrant health services in the absence of funding. For instance, mi-
grant health services were within the county health department’s commu-
nicable diseases program. Then it was moved to the health promotion
department for a couple of years after a significant loss in funding. Cindy
said, “It was a program where we would go out to the camp every day, and
I pretty much did nurse case management out there. [t was a lot. It was typi-
cal case management, so we cared for them if someone came home from the
hospital after having open-heart surgery. If we had an end-stage AIDS pa-
tient out there, we took care of them. That was phenomenal. I would do that
every day of life if I could. And then we lost funding. They cut us signifi-
cantly, so now we get a $15,000 grant from the state of Maryland, and we
beg for that every year.”

Many Eastern Shore counties receive over 50 percent of their local health
department funds from the state to work with private hospitals, medical
societies, voluntary organizations, and others in their communities. As a re-
sult, they cannot raise revenue themselves (since per capita income and real
estate tax revenues are low)." Like Jon and Cindy, many providers involved
directly in immigrants’ health care and those who provide ancillary social ser-
vices to immigrants emphasized that it was challenging to support immi-
grant clients whose needs were more than what they had the capacity to
manage. Tina, a local social services administrator, expressed what I often
heard. “I think the hardest one is when they do have the intrinsic motiva-
tion to do something different, and I have to say I can’t support you and your
family for the twenty-fours months that it is going to take you to do this. The
funding just is not there. We cannot fully support a family while they go to
school. They have to be able to work part-time and do different things. I think
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that is the hardest part that we deal with. We all work really hard. Thereisa
reason they are in our program. So that is really difficult [and] dishearten-
ing for the staff and our clients.” Providers indicated that these structural
challenges created contexts that prevented them from having extensive
knowledge of the conditions that affected immigrant clients because immi-
grants were not regularly accessing care due to lack of insurance, prohibi-
tive costs, and fear of authorities. Laura, a nurse supervisor, felt that she did
not know her adult population because they were not getting care: “I am quite
sure there is a lot of diabetes, lots of things that we do not know about. Nutri-
tion is always up there. They tell me they do not have enough money for food.
We either give them a bag of food or a gift card to go to Walmart to buy some
food. Other than being hurt on the job, a lot of them have tuberculosis.”

Moreover, providers described racialized sentiment and anti-immigration
policy as significant obstacles to providing quality care for the growing im-
migrant population. Sandra, a social services administrator, felt that providers
were not allowed to express opinions that could be considered political.
“I think that the system is broken, completely broken, whether or not it has
been about incentives for people to migrate into the system.” She felt most
of her clients were not properly documented and were fearful to stand up
for their rights because of their precarious legal status: “What is this doing
toward society economically when you have a disenfranchised group com-
peting with local labor? It is a mess all around. I definitely wish that we could
figure out a way to fix it. We now have second generations where the par-
ents are still not properly documented. We just announced maybe two or
three weeks ago that we were able to serve DACA. ¢ Before we were even able
to serve the DACA youth, we had to convince the Department of Labor to
finally agree with us when we said that you could not discriminate if some-
body has employment work authorization just because of how they got it.
So we were glad that they were able to see that.”

Providers discussed how discriminatory policies and practices inherent
within U.S. health care placed individuals at risk, limiting their access to life-
saving treatment because of prohibitive costs and visa regimes. Jon, in a
frustrated tone, expressed how continuity of care did not exist in migrant
health. He often saw his patients once a year, if he was lucky. A related chal-
lenge was making referrals for specialty care within the context of the cur-
rent system. “We refer people out, and when they need specialty care, we
try to work with specialists to give them charity care or help them make the
payments in smaller amounts or for a reduced fee,” Jon said. “We always try
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our hardest to do those things, but that is not what [the FQHC] was designed
for, and it takes a lot of time to coordinate this. We often do not have the
capacity to follow up with the referrals. For instance, a woman needed a hip
replacement, and we got her a private doctor to do it, and she had an appoint-
ment, but I never followed up to see if she had it done or whether she went
back to Mexico to do it because she did not have the money.” Like other pro-
viders, Jon expressed how he was forced to routinely make medical deci-
sions based on affordability rather than need for his migrant patients: “Some
of the day-to-day challenges that I have is to figure out how to diagnose people
but also make decisions about affordability —is it necessary to order this test?
I do think that the affordability thing comes into play more when I am think-
ing about a migrant or undocumented patient.”

According to providers and administrators like Cindy, Tina, and Jon, the
lack of funding for health and social services and health care infrastructure
development negatively affects health services and delivery for everyone in
rural areas, not just immigrants. Norma, a nurse practitioner who has re-
ceived several grants from the state health department, was frustrated with
the disconnect with funding priorities and the local context. “Right now, they
just wrote another $300,000 or $600,000 grant on smoking cessation. And yet,
we are the fattest county in the state, and we have so many other problems.
Why are we focusing on cigarettes? I believe that it is important, but
considering that there is the state fund for tobacco-free programs, why are
we going after the same issues, because it is an issue that they are comfort-
able with.” Norma ran her own small rural health clinic and was able to
continue to provide select primary care services for migrants. Many others
who worked for FQHCs or other facilities felt overburdened and unable to
provide quality health care to those who needed primary and specialty
care. Dawn, a nurse practitioner who worked with migrants for an FQHC,
recounted how she was providing care to only a handful of individuals every
several weeks, a drastic shift from the number of patients she usually was
asked to see. She lamented in an exasperated tone much like Jon how in-
creasing budget cuts, elimination of provider positions, and a heavy casel-
oad for remaining staff had become a reality for many working in rural
health. Her narrative points to the complete corporatization of health care,
even among so-called safety nets, where the focus is on fiscal austerity,
efficiency, and positive profit margins rather than care: “We have migrant
health funding, but it does not do what it is supposed to do because it all
goes into federally qualified health clinics. The problem is that they become
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their own machine, and to meet all the requirements and restrictions, they
become top-heavy with administration and very bottom poor with services.”

A Struggling, Abandoned System

Immigrants also discussed the uncertainties and struggles of navigating care
on the Eastern Shore. Adela, for instance, has lived in Maryland for fifteen
years with her family, including her husband and two young daughters. Life
in Mexico for her family was difficult at best. They could not find work, and
it was tough to survive. Migrating to the Eastern Shore in the hopes of a bet-
ter future became the only option. Yet Adela’s life in Maryland has been
equally challenging. For instance, she was able to find work cleaning homes.
However, the work is irregular and highly dependent on how she feels that
day. Adela lives with chronic pain and suffers from constant headaches and
pain in her arms and knees. When the outside temperature rises, her head
throbs. She does not know what brings on the pain, and the uncertainty
frightens her.

Adela often wonders if the pain is the lingering effect of a debilitating
stroke and massive hemorrhage that she suffered in 2003. She was in the hos-
pital for two weeks and lost the ability to speak and express herself. These
memories are vivid for Adela; she recalls the terror and confusion she feltin
not knowing what was happening to her body. “My tongue turned upside-
down. When I walked around, I felt like I was floating. My brain was in shock
because I was blank. My brother told me to write what I wanted to say, but
my brain would not help me. I just scribbled on some paper, but I do not
know why. I knew what I wanted to say, but my brain was not helping me
pronounce the letters in my mouth to be able to write.” Despite her distress,
her doctors did not explain what was happening to her.

Not feeling cared for, and being stuck in the hospital, unable to commu-
nicate, became unbearable for Adela. “I could speak very little, pronounce
very little, like a little baby. I was dizzy and felt very tired. I felt like I was
going around in circles. I felt faint. I could not be my own person because
my body would not help me. I could not get up.” Her doctors wanted her to
stay another week, but Adela refused because she was lonely, sad, and did
not like hospitals. Each passing day at the hospital caused her anxiety. Ad-
ela tried to ask how she could prevent another stroke, yet her providers did
not provide her any information about care on discharge. “I do not know how
to take care of myself.” After leaving the hospital, she was determined to
avoid stress and sunlight in order to stay healthy for her family. Being unin-
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sured also contributed to Adela’s anxiety over being hospitalized. Her work
hours were inconsistent, and her husband’s income was barely enough to
cover their basic needs. At the time of her hospitalization, she was not work-
ing and her husband earned $300 weekly. “We had to pay the light bill and
the girls and everything. I was so stressed out. How was I to pay all of that?
I had the will to pay. But with what? We do not have enough. So this was a
difficult time for all of us.” Adela worried that she would face jail time or liti-
gation if she could not pay. She found help from a small, local religious
organization that encouraged her to work with the hospital to find an appro-
priate repayment plan. “Little by little, we do it,” she said. “It does not
matter if you owe your entire life. What matters is that you are OK, and they
keep taking care of you.”

Other immigrant interlocutors, likewise, recounted significant barriers
in accessing and using services. They frequently mentioned anti-immigration
policies that prevented them from qualifying for public assistance or insur-
ance as a barrier that resulted in a lack of affordable services. But they also
understood that health care, even with legalized forms of support, had be-
come prohibitive because of the high cost of services. Adela, for instance,
reiterated that she only sought services when necessary because of the
exorbitant cost of care and lack of insurance. Others reported spending
hundreds or thousands of dollars for routine and emergency visits. For
example, a young woman in her thirties, Miriam, who was documented,
recounted how unaffordable the cost of care is. “I spend $250 to walk in the
door for an outpatient visit,” she said. “Sometimes, if I am really sick, I will
go to the hospital, but the hospital is really expensive. Like, you breathe the
air, and you have to pay. If you get a shot there, it is like $2,000. It is too
much. That is why people won'’t go to the hospital even if they are really
sick. They refuse to go, even if it is serious, because of the cost.”

Adela’s struggles with affordable and accessible care continued long after
her discharge. Her primary physician at the local FQHC —who she described
as “Hispanic” and fluent in Spanish —asked her to follow up with a radiolo-
gist, but she could not afford to go because each visit cost $500 out-of-pocket.
“They wanted to make sure that I did not have a heart attack because my
mother had one. They did not want the same thing to happen to me. But I do
not have money, so what am I going to do? He said that that is the way it
was.” She asked for her medical records to determine whether she needed
to see a radiologist. The clinic never sent them. Her primary provider has
since left, and her new physician does not speak Spanish, making it difficult
to communicate about her chronic pain. She told him how the pain prevents
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her from being able to even bathe, hoping that he might refer her to a “bone
doctor” (orthopedic surgeon). But her doctor refused because the office visit
and treatment would be too expensive for her to afford. “He told me to come
back in two to three weeks, and I would get an injection. I did not know what
they were going to do.” When she returned, another, different physician,
who also did not speak Spanish, administered the injections without explain-
ing their effects.

Many emphasized that FQHCs, safety-net care, and migrant health pro-
grams designed to help the poor were extractive because they structurally
discriminated against the uninsured. A lack of infrastructure, the high cost
of health care services, and the large number of uninsured patients living in
the area limited timely access to quality care. Jorge, a young man in his twen-
ties, recounted like Adela how difficult it was to get care because of long
wait times: “Sometimes you wait for an appointment, and they ignore you
because there are a lot of people who do not have insurance. Lots of people
who do not have money or the undocumented that cannot obtain insurance
go there. So, sometimes you wait a long time.” Max, a father of four who
worked at the tomato canning plant, emphasized that “people here use the
emergency room for medical care because they can’t afford to go regularly.”
Thomas, likewise, noted that many Haitians like him felt that health systems
existed only to make money from ill and dying people because they focused
solely on profit rather than care. He recounted a close friend’s harrowing ex-
periences at a nearby hospital: “One of my friends, sick, went to the hospi-
tal. She is tired and [she] sleep, sleep, sleep. After couple hours, when she
wake up, she say she feel OK. No pain, nothing. Wait for the doctor, but after
sleep, no pain and [she] go home. After couple weeks, they send a bill to her.
But the doctor did not see her. Listen up, that is bad,” Thomas said. “If you
are Medicaid, thatis fine. If you do not have Medicaid, they do not care about
it. You can die if you do not have Medicaid because when you have Medic-
aid, they can get money. They see exactly where they get money. Only then
they take care of you.”

Others like Henri expressed that prohibitive costs and inaccessibility were
more of a barrier to obtaining care than fear of deportation among undocu-
mented people. “I think the fear [of detainment and deportation] is not the
barrier for us; 75 percent is not related to immigration-related papers.” Close
to 5 percent of the state’s residents, or approximately 275,000 people, are un-
documented immigrants.” Many have described Maryland as “inclusive” in
enacted legislation or public acts supporting undocumented immigrants.®
For instance, Maryland provides undocumented immigrants the ability to
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obtain noncompliant driver’s licenses or identification cards. It also does not
have an enacted statewide policy regarding how agencies collaborate with
the Immigration and Customs Enforcement (ICE) agency. Instead, local ju-
risdictions decide whether to cooperate with federal authorities on civil im-
migration enforcement.” Although the Cecil County Sheriff’s Office officially
participates in the 287 (g) program, allowing local law enforcement agencies
to engage in federal immigration enforcement activities, none of the other
Eastern Shore counties have publicly cooperated with ICE.

Poor quality and timely care, lack of access, high cost of services, and rou-
tine discrimination wore people down and wasted their time, even those
with resources. Cristina, a single mother, described the sheer exhaustion and
uncertainty in navigating the landscape of care as an immigrant who was eas-
ily able to access services: “I have been all over, and what I don't like is that
when I bring my son in, I tell them that he has whatever symptoms, and they
maybe do a cursory look at him, give him some pills, and that is it. I feel
they do not do a detailed, comprehensive checkup. It is usually just half-
done,” Cristina said. “If you want more, you have to go all over the place.
They do not have Spanish speakers in every clinic, and you are sent else-
where. Sometimes, they won’t see you. They do not want to help. [ had a
problem with my molar, and I went to an FQHC dentist, and then they sent
me to another place where they asked me for identification, Social Security,
and my insurance. If I didn’t have any of those things, what would I have
done? So, they are asking me for all of these things or insurance; then they
might not see you. That is what I understood.”

Further, Adela, like many, found it difficult to understand interactions
with providers without a translator. Although the FQHC has Spanish-
speaking translators on-site, they are in short supply. Adela experiences
long wait times at the clinic, and by the time she is seen by a provider, the
translators have left for the day. “The interpreters leave at 5:00 P.M. I was
supposed to have my appointmentat 4:15 P.M., but they finally got to me in
the evening. I thought they forgot about it. The doctor was surprised to see
me and asked if I had been there the whole time because they closed at
7:00 P.M. I told her that I had been waiting since 4:00 P.M.” Sometimes, when
she can, Adela schedules care appointments in the afternoon so that she is
able to bring her daughter after school to help with translation. Translation
services for immigrants had drastically improved in the last decade, and the
demand for language interpreters continued to outpace availability, leaving
many people like Adela without adequate support. Demaris, an older woman
who had been using the local FQHC for several years, confirmed what I heard
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FIGURE 3.2 Handwashing instructions in Haitian Kreyol.
Photo by the author.

often: “[The clinic] only has one Spanish translator. That translator has to
work between dental as well as medical.” Toni revealed that translation ser-
vices were nonexistent at one of the few hospitals in the area: “Despite be-
ing a state-funded community hospital, they are not at all friendly toward
the immigrant population. I do not even know that they have a Spanish-
language translator staft.”

Still, interpretation for non-Spanish-speaking immigrant groups, such as
those who speak Haitian Kreyol, was rarely available or nonexistent (see
figure 3.2). A Haitian Kreyol-speaking interlocutor said in frustration,
“You know the main issue is that the Haitian community does not even
have a Kreyol translator. They have nothing. They do not have any informa-
tion.” Many complained of interpreters who deliberately mistranslated
information because they looked down on poor immigrants. A family member,
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for instance, described a clinical encounter between her aunt and a transla-
tor: “Iam listening to the translator and the provider, and there was so much
lost I was just shocked. I could not believe what he did not translate. There
were all kinds of things being said that he just threw out the door.”

Care in Unlikely Places

Even with persistent challenges in accessing and receiving adequate care, im-
migrant interlocutors remarked that they received better support and care
from a handful of providers on the Eastern Shore than in other places. Some
revealed that if they had stayed in other states or countries, they would
not have received the same type of care or survived. Adela, for instance, was
adamant that her circumstances in navigating and accessing care on the
Eastern Shore were better than in Mexico, asserting: “If I had been in Mex-
ico, they would have let me die. Here, good or bad, they give you a payment
plan.” Carmen, who migrates with her family from Florida to the Eastern
Shore every season, noted that the care she receives on the Eastern Shore is
far better than any of the other states she passes through, including Florida,
Georgia, and North Carolina. Her wait times have drastically improved from
four or five hours to less than three hours. “Here, I can get in and out
pretty quickly, and some doctors are trying their best to be helpful. I noticed
those details. Because if my child is sick, they always try to help. When it
comes to my kids, I like the way they deal with them. More than anything,
it is the health services that help a lot. For the kids and me, if I go to the hos-
pital, they help me very quickly,” she said. “Or if I go to the clinic, they help
me.  have not gone yet this year, but the care has been really good in previous
years. I am setting up dental and medical care appointments right now.”
Likewise, Lud, who lived at the migrant camp owned by a national tomato
company, explained that he routinely migrates to the Eastern Shore from
Florida during the summer months. Lud described in detail how he planned
his medical visits according to labor migration patterns and delayed his visits
until he arrived in Maryland. He describes how clinic vans pick up mi-
grants directly from labor camps and drop them off after appointments,
which he insists is a luxury compared to other states. Lud has been migrating
from Florida to Maryland for thirteen years, and he confirms what provid-
ers like Jon and Norma have reiterated—health services have disappeared or
been constricted over time. He mentions that they have not had a health
fair yet, even though they typically have three or four throughout the tomato
picking season. The mobile clinic also stopped running the last couple of
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years, and nurses, who used to go daily, only go to the labor camp a couple
of times a week.

Despite the reductions in services, Lud is emphatic that care on the East-
ern Shore is better. To make his point, he angrily recounts his experiences
with racialized health care in Immokalee, Florida. He reveals that the last
time he sought care in Immokalee was three years ago. He arrived at the clinic
at 7:00 A.M. and was still waiting to see the provider at 2:30 .M. Lud has
asthma and was upset because he missed work to come to the clinic. After
waiting all day in pain, he decided to go home. A clinic supervisor called him
at home and asked if he wanted to come back: “I said, ‘No, I am not coming
back. Remember, anything happens to me, you guys in charge.” I spend
seven, eight hours and sit right here. I got asthma, and nobody care about
that. [The supervisor] said, please can you come back. I said, no, I am not
coming back. I already spent my time, and I do not have that much. So, since
then, I decide I do not go over there no more. The system is not working,
and it is discrimination because I'm Black.” He insists that on the Eastern
Shore, providers like Jon treat him more reasonably: “They just treat every-
one the same at the clinic when you go. So I think that is a fair shot. It is dif-
ferent when you go to Immokalee.” Lud reveals that he values his care in
Eastern Shore so much that he stopped getting care in Immokalee. When I
ask him how he can keep up with his treatments for asthma, he reveals that
he gets enough refills to last him until the following year. “I go just when
I am leaving and tell them I am leaving and need a refill and they write extra
prescriptions to last me a year,” Lud said. “They are doing everything they
are supposed to do over here to keep me alive and healthy.”

The Rural Landscape of Care

Focusing on the inherent relations between immigration and the precarity of
rural health reorients long-standing categories of care and belonging. For ex-
ample, health scholars have discussed chronic shortages of providers and ser-
vices in rural areas.” Yet they often overlook how such spatial, temporal, and
racial aspects of a lack of formal health care may disproportionately affect im-
migrants, who may face even fewer opportunities to obtain routine care and
treatment than native residents. Likewise, a robust scholarship in anthropol-
ogy has pointed to the dire disparate health outcomes and the social suffering
of immigrants without foregrounding spatial, temporal, and racialized con-
texts in which such experiences and effects unfold.?! On the Eastern Shore,
the domains of immigration and rural health are not conceptually distinct.
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Instead, they couple in spatial, temporal, and racially salient ways to shape
daily life. Federal and state-level designations categorize the landscape
of care on Maryland’s Eastern Shore as spatially deficient and in need of
enhanced benefits and support for population health. But providers’ and
immigrants’ narratives indicate that despite specialized federal resources, di-
minishing health infrastructures, high health expenditure, and discrimina-
tory policies prevented immigrants and rural residents from obtaining health
insurance, saddled them with high health care costs, and augmented
health care inequities. This violent cycle unfolding in rural health conceals
the exploitation of immigrant bodies and rural spaces for profit and the ways
that people and places function as forms of capital. MUA/MUP designations,
along with FQHCs and the ACA, portray populations and entire areas as
“underserved” and “vulnerable,” attributing the problem of poor health and
a lack of health infrastructure to the inherent deficiency of immigrants
and rural spaces rather than to the external extraction of value from commu-
nities and environments by the state and multinational companies.

Rural residents tend to be more often uninsured and more likely to report
that health care costs limit their medical care than those living in met-
ropolitan areas.? However, these factors affect immigrant populations
more severely.?® There is ample literature — primarily focused on Latinx
immigrants —substantiating undocumented immigrants’ unwillingness and
inability to access care because of fear of deportation and anti-immigration
policies. On the Eastern Shore, however, immigrant interlocutors further
underscored that weakening infrastructures, diminishing resources, and ris-
ing health costs—the spatial and temporal logics that fashion rural care
landscapes—were more critical to understanding their experiences. They
also described how racial discrimination and poor treatment further com-
plicate access to care for populations that speak Spanish and Haitian Kreyol.
Language barriers, for instance, severely hinder access to health care, impede
quality of care, and negatively affect the health outcomes of those with
limited English proficiency.? Even though gaps in language services exist in
health care settings despite a federal policy requiring equal access for those
with limited English proficiency,? this issue is particularly challenging in ru-
ral health settings, which have far fewer resources for such services.

Although the ACA promised to make health insurance accessible for mil-
lions of people, including 350,000 uninsured Marylanders, it has not changed
the discriminatory exclusions that target recently arrived legal immigrants
and those who are undocumented.” In Maryland, legal immigrants who
have been in the country for less than five years have access to health insurance
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coverage through insurance exchanges and premium and cost-sharing
subsidies. But they are otherwise ineligible for Medicaid. Undocumented
immigrants in Maryland, who comprise 17 percent of the state’s uninsured
population, are not eligible for any coverage under the ACA.? As a result,
immigrants, especially undocumented, continue to face barriers. They are
further dependent on local safety-net providers, despite ACA’s full imple-
mentation in Maryland.

Exclusive focus on immigrant experiences of health care or crumbling ru-
ral health systems overlooks the rural context in which immigrants live and
the care relations that exist within them. There has been growing attention
to systemic racism in health care, yet much of it focuses on access to quality
medical care or poor patient-provider relationships. But as providers and im-
migrants point out, the significant burden of bureaucracy and high costs
plaguing U.S. health care that grinds away at people on a daily basis often in
ordinary ways, especially immigrants and the rural poor, is also part of how
systemic racism works in health care. FQHCs and safety-net care ensure that
everyone has access to health care, but they have to navigate complex path-
ways to manage health conditions and their general well-being. Providers felt
burdened by providing meaningful care to a growing population of immi-
grants within the context of long-standing resource distribution problems
that characterized rural health care. Immigrant interlocutors accessed and
used health care services intermittently or only in a dire emergency, strate-
gically seeking out providers and sites responsive to their needs. Institutions
and regulations structure the landscape of care on the Eastern Shore, yet pro-
viders and immigrants have fashioned it as a space of engagement to rei-
magine care, aid, and sociality otherwise.
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CHAPTER FOUR

Band-Aid Care
Small Fixes and Gaping Wounds

A critic looking at these tightly focused, targeted interventions
might dismiss them as Band-Aid solutions. But that phrase should
not be considered a term of disparagement. The Band-Aid is an
inexpensive, convenient, and remarkably versatile solution to an
astonishing array of problems. In their history, Band-Aids have
probably allowed millions of people to keep working or playing
tennis or cooking or walking when they would otherwise have had
to stop. The Band-Aid solution is actually the best kind of solution
because it involves solving a problem with the minimum amount
of effort and time and cost.
—MALCOLM GLADWELL, The Tipping Point: How Little Things

Can Make a Big Difference

Is a Band-Aid the right tool for the task? Is it enough? Or might
it mask a deeper problem while providing false security? . . .

At what point, and under what conditions, might a Band-Aid
transmute from a modest improvement into a deceptive response?
When does the inflection shift, from doing “a little good” to
“little good”?

—PETER REDFIELD, “On Band-Aids and Magic Bullets”
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ON A HOT AND HUMID AFTERNOON in early August, I sat down with David,
alocal physician and community clinic director. David was one of the few in
the area who worked with temporary migrant workers and more perma-
nently established immigrant families. It was challenging to get a hold of
him during the summer months because it was peak harvest season when
many migrant workers travel to the Eastern Shore to work in the region’s
agricultural, poultry, and seafood industries. David’s small community
clinic was often full of activity on the days that I had visited. It felt strange
to be there when it was quiet and still.

David was highly animated when we began to talk. I sensed he wanted to
tell me something right away. Before I even had a chance to ask a question,
he recounted an incident that had been ongoing for several weeks, something
that he was working on right before I arrived. He explained: “The nicest man
came in one day. He was not feeling well. He complained of being tired, but
he was very thin, active, and healthy appearing.” David decided to run some
tests on the man and the results were surprising: “He is just spilling sugar in
his urine, and I thought to myself, ‘Lord, he’s forty-two.” So I asked him,
‘Have you ever been told that you have diabetes?” When the man responded
that no one had given him that diagnosis but that his father had diabetes,
David decided to do additional tests. “I did the tests as best I could. I getin-
digent rates from the lab company for certain tests, and I often eat the cost
myself and don’t even charge the patients. In his case, I told him he had dia-
betes and had to be on insulin. I have an excellent relationship with the in-
sulin reps, so I told them, ‘T have an undocumented gentleman. He can’t go
through patient assistance.””

David paused for a moment before continuing, surveying my face to see
if Tunderstood his patient’s predicament: “There are patient assistance pro-
grams through the pharmaceutical company if you are poor, but if you're un-
documented, you are nothing. So I got the reps to give me the medicine for
him.” He went on, “He ended up in someone else’s care. They called me and
said, ‘Why are you doing this to this man? He can’t afford this medicine. He
does not pay for it.” They said I could not continue to do this for him. I said,
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‘Why not? Nothing is stopping me from continuing to do this for him.” So
I have an agreement that when he runs low, he comes by.”

When I inquired about what “they” wanted David to do, he responded
matter-of-factly: “Put him on regular insulin, which he would have to
do every four hours. I have him on a pen that costs about $400 that he can do
once a day, and he is doing well. He can’t test his sugar before he eats or a
sliding scale of insulin because he is in the field!” Then, shaking his head in
disbelief, David uttered, “Insulin has to be refrigerated. What are you sup-
posed to do? Have a little fanny pack of ice with him as he goes through the
chicken houses that are 110 degrees? So you have to be creative about the en-
vironment [in which] they exist. It is difficult at best, but it is difficult for
everybody.” Referring back to those who chastised him, David declared: “But
the hardest problem for them to deal with is that I give him free care, and the
point is that they have to purchase medication or services.” Then, he paused
for what seemed like a long moment, looking past me out the window, and
said quietly: “No matter what I do, I feel like I am just putting Band-Aids on
things that need stitches.”

This chapter examines the everyday work and struggles enacted by immi-
grants and providers within what David calls “Band-Aid” care through the
analysis of recent transformations related to health care and immigration re-
form, long-standing issues of precarity among rural health systems, and the-
ories of the political and moral economy of health. Spatial, temporal, and
racial configurations of unequal access, moral and material exchanges, cul-
tures of relatedness, and the politics of exclusion characterize everyday ex-
periences of health and health care provision in places like Maryland’s Eastern
Shore. Rather than signifying formal health care systems, these dynamics
constitute the landscape of care in rural regions, where moral and material
circulations of caregiving and care-seeking mediate and are intensified by the
logics of exclusion and inequality. David and other providers on the Eastern
Shore applied the metaphor of a Band-Aid to signal temporary, provisional
measures they undertake to care for people who require more sustained at-
tention and long-term treatment yet are left out of health care. They used
the concept to illustrate the critical inadequacy of existing systems to treat
immigrants and the working poor in rural America. Yet the care enacted on
the Eastern Shore is far more extensive than the insufficient, modest form
of care associated with Band-Aids. The notion underscores the lived ways
that people create mutuality and care in the face of precarious economic con-
ditions and a hostile political climate (see figure 4.1). Such modes of impro-
vised care increasingly have become the standard of health and social care
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FIGURE 4.1 Medical provider using a nebulizer during a mobile health clinic visit.
Photo by Emilia M. Guevara.

provision in many places, including the United States. In his analysis of mi-
nor technological fixes to significant, complex issues, Peter Redfield con-
tends, “In their small and flawed utility, little devices can at least open
larger questions that otherwise might remain foreclosed.”! I extend Redfield’s
argument and maintain that attending to Band-Aid care requires simulta-
neously examining the impersonal and self-interested logic of formal health
care access and a deeper analytical engagement with the landscape of care’s
interpersonal, relational, and reciprocal nature.

Band-Aid Care in the Field

The challenge of rural health care was a frequent topic of conversation on
the Eastern Shore. Immigrants and providers told me that it was impossible
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to decouple immigration from issues of rural health care provision and de-
livery. Increased immigration intensified health care precarity in rural re-
gions, and rural precarity made it difficult for immigrants to obtain care and
access public resources. People often described these existing care systems
for immigrants on the Eastern Shore as Band-Aid solutions or forms of “bas-
tardized care.” Over the years, I realized that providers and their immigrant
clients enacted Band-Aid care through informal care transactions of medi-
cal and nonmedical forms of care such as bartering, rationing, hoarding,
willful noncompliance, and goodwill. These transactions were everyday
instances in which immigrants and providers negotiated health and other
kinds of supportive care within an economically constrained and racially
charged environment. Although rural health systems were not a central
part of my research interests, what particularly struck me were interlocu-
tors’ interpretations of these informal transactions as vital to the under-
standing of spatial and temporal modes of rural health provision and
delivery. I became increasingly interested in why issues of immigration
and legal status, although important, did not necessarily foreground the
conceptualization and experiences of Band-Aid care in my field site. In-
stead, I wanted to understand how immigrants and providers came to view
such care as a temporary state of permanence in rural health and why in-
formal transactions signified such care landscapes.

Band-Aid describes the care seen as a quick-fix or temporary remedy and
underscores the temporal logic of crisis itself. Inherent in this description
is that such care fails to address the broader, longer-term needs of those
deemed most vulnerable.? However, David and others engaged in various
types of health and social care practices that were not limited to addressing
the immediate health needs of immigrants. Band-Aid care maintained and
made life possible on the Eastern Shore. Christine, a social services provider
and nurse, told me: “Anybody who is a provider knows that when somebody
comes in, you can see their leg is practically ready to explode. But they are
busy telling you their car broke down because that is the most important
thing they need. So long ago, we learned to say, ‘What is the most impor-
tant thing that’s happening at this minute? Let’s deal with that.” We honor
what they think is a priority to stabilize their situation. We do what we call
‘stabilize the family,” interacting with landlords, utility companies, car me-
chanics, automobile insurance dealers, courts, and public defenders.” Care,
as Christine explains, is both a response to immediate individual affliction
and a means to act on the possibility of everyday living.
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The precise use of Band-Aid care in anthropological literature is hard to
come by. Nevertheless, anthropologists have documented the notion of such
care in various resource-poor settings or whenever people have had to navi-
gate complex and tenuous circumstances related to providing and receiving
care. Scholarship on therapeutic itineraries, for instance, has illustrated
how care seekers traverse dizzying circuits of ill-coordinated state and non-
state institutions, care providers, and treatment options in places struggling
with shifting political, economic, and health structures.? For instance, in
their work on parents’ health-seeking practices for their children in rural
and urban Guinea, Melissa Leach and colleagues argue that people’s pur-
suit of health care in an emergent African therapeutic landscape can no
longer be limited to common spatial and temporal distinctions between the
traditional and the modern and public versus private.* Instead, they illus-
trate that in places struggling with weak political and economic structures
and an unregulated rise in health providers and treatment options, resi-
dents often make critical decisions about care-seeking based on diverse
forms of expertise. These include choices based on their own experiences
of caring for children, multiple framings of health issues and treatment
options, and emergent forms of social solidarity. There is no unified health
system but many contexts which influence Guinean parents’ care-seeking
experiences. Therapeutic landscapes, in this regard, represent material and
symbolic forms of care-seeking and care provision mobilized by social net-
works that are understood and (re)fashioned through everyday experience
and practice. This scholarship richly documents how such therapeutic itin-
eraries have increasingly become the norm in the Middle East and Africa,
even as they pose considerable challenges for those who seek care.®

Similarly, scholarship on U.S. health care safety nets has also documented
the experiences of the poor and uninsured within a loosely organized collec-
tion of publicly subsidized hospitals, local health departments, clinics, and
individual providers. These safety nets offer free or low-cost care, illus-
trating how this care is continually at risk of disappearing because of mar-
ket pressure, public spending reductions, and patient demand increases.®
This literature has focused on health care safety nets as outgrowths of
various neoliberal policies and programs and the multiple roles under-
taken by providers in the process of helping clients navigate complex
public welfare systems.” In many ways, this scholarship on U.S. safety
nets focuses on noncitizens and others who lack mobility and entitle-
ments to health care, such as immigrants and the working poor—those
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the literature on therapeutic itineraries sometimes overlooks. Specifi-
cally, scholars have documented how the embodiment of the complex
dynamics of exclusion—economic exploitation, political marginalization,
social discrimination—leads to immigrants’ physical and emotional suf-
fering, including the internalization of individual and collective unwor-
thiness. These exclusionary forces also propel popular constructions of
immigrants as an “undeserving” and “illegitimate” social group, further re-
stricting their access to and use of health care services and exacerbating
stress and poor health. This scholarship powerfully illustrates how the en-
actment of the right to health for immigrants occurs through moral claims
and personal values and commitments rather than formal legal interpreta-
tions rooted in universality and equality.

The notion of the Band-Aid also builds on the ethnographic accounts of
mutuality and cooperation in uncertain and improvised care settings.®
Rina Praspaliauskiene’s concept of “enveloped care” —informal monetary
and nonmonetary exchanges between patients, families, and providers—
encapsulates how ambiguous forms of exchange engender mutuality as a
routine practice of health and care.’ Likewise, Julie Livingston’s work on the
only cancer ward in Botswana identifies adaptive or informal strategies that
providers, patients, and families use while under challenging circumstances,
illustrating how improvisation is a fundamental aspect of health care provi-
sion and delivery in highly under-resourced and unpredictable contexts.°
The spatial and temporal dynamics of improvisation were a central feature
of providers’ work and life on the Eastern Shore. Providers often used the
concept of “creativity” to signal these types of informal and unofficial en-
gagements. Laura, a nurse practitioner, for instance, recounted the story
of a migrant client in Texas who was diagnosed with having a mass in her
breast; she then migrated to the Eastern Shore without a follow-up for an ul-
trasound. She came to see Laura with only the referral for the ultrasound
procedure: “I do not have the original mammogram. I do not have anything to
follow up with, and I have got to figure out how to get her over to the hospital,
which has very limited hours for mammography, without impacting her work
environment. She also has no insurance. And so you get very creative.”

Health workers were not alone in this type of improvisation. Immigrants
also improvised. Isabelle told me that when she first came to the United
States, she was undocumented and cleaned houses to make ends meet:
“I worked for very good women who let me clean for them. The people who
I assisted were doctors’ wives, lawyers’ wives. It was not like come here, work
for me like a housemaid. They would say, ‘Isabelle, come and bring the bill.”
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One family paid for my insulin at Walmart for eight months. Another paid
my schooling fees for two years. So this is how I would get by.” Through her
professional and personal network, Isabelle also developed a close friendship
with Maribel, an immigration consultant at a migrant farmworker organ-
ization. Maribel used her expertise in immigration to help Isabelle apply for
permanent resident status: “I have always had people, really good people
around me [like Mari]. My neighbor drives me to appointments, and my son
helps me find the medications online. I am lucky.” Although Isabelle’s case
is somewhat uncommon, it illustrates how many immigrants actively navi-
gated complex care systems in unintended and informal ways. Practices such
as dispensing and receiving high-cost treatments for free or for a low cost, or
in exchange for other resources or services, are part of a complex moral econ-
omy of care that is increasingly common among those living and working in
Maryland’s Eastern Shore. For both providers and immigrants, improvisation
highlighted the particular and ongoing decisions and practices in providing
“good enough” care beyond formal therapeutic interventions and sites. !

Informal Care Transactions

Informal transactions constitute the everyday work of Band-Aid care on the
Eastern Shore. Providers and immigrants engaged in informal transactions
as ameans to negotiate care within a landscape comprised of rural precarity
and against the backdrop of growing political uncertainties related to immi-
gration and health care reform. Such transactions worked to produce new
alignments of social relations and alternate values of place and personhood.
They also engender a particular kind of relationship between informal and
moral economies.

Bartering

I had heard of numerous accounts of bartering practices—the exchange of
goods or services without using money— from those seeking care. Diego, for
instance, told me that his provider often offered to “write off” the cost of his
care because he was undocumented and uninsured. But Diego was explicit
about paying whatever amount of cash or goods he had on him: “Hispanics
have alot of pride. I don’t want to do it for free, so we have a system already
set up where my doctor will charge me like $20 or whatever I have that day.”
Others were also able to negotiate down certain costs of care with various
providers, sometimes on their own or with the help of other providers.
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Some providers were equally open about engaging in bartering practices.
Mary, a nurse practitioner who worked in a small, impoverished community,
constantly worried about the affordability of primary medical care for her
patients and bartered care for goods and services with new immigrants and
long-time residents alike: “When I say that they can pay me with whatever
their product is, I actually mean it, and they have finally understood that.”
When I asked for specific examples, she explained: “Ana is the best tamale
maker in the world, and she would come with her kids. My rule has always
been if I take care of your children who are insured, I take care of the family
for free, whether they are insured or not. It’s about family medicine. I need
them to buy their medicine, and so I'll say to them, ‘Please don’t pay me.
Please buy your medicine.”” Mary walked over to the refrigerator, opened it,
and showed me some of the tamales Ana had given her that she had stashed
away. Bartering practices also aligned with temporal and spatial ebbs and
flows of local subsistence patterns. For instance, Mary described how she
handled the seasonal shifts that threatened to disrupt the exchange: “I do this
with my watermen. They pay me with crabs. At this time, I get crabs, and in
the winter, I get oysters. From January through April, they do not have har-
vests, so I do not accept anything. They then say they have me on crab con-
signment.” Mary pointed to some boxes next to the tamales: “Actually, I have
three pounds of crab in my refrigerator right now from payment today.”

Similarly, Ana, who I knew to be undocumented and therefore did not have
any means of accessing medical or other forms of care from the state, was rea-
sonably comfortable bringing her children to Mary’s clinic to receive routine
preventive care. Ana’s children were born in the United States and as citizens
had public insurance, qualifying through the state’s insurance program for
low-income families. Mary’s moral reading of “family medicine,” to provide
care for all family members regardless of their ability to pay or their insurance
status, as well as her stance that Ana and other undocumented immigrants
should have the right to receive health care, motivates her to offer care. Ana
and others are heavily dependent and rely entirely on select providers like
Mary for care, and they are obliged to comply with moral directives to engage
in follow-up care and purchase treatment regimens in exchange for vital care.

Rationing

Rationing is the limiting of goods or services that are in high demand and
short supply. Often, people discuss how governments or institutions under-
take rationing as a way of mitigating the impact of scarcity and dealing with
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economic challenges. Here, immigrants and providers practiced forms of ra-
tioning to ensure that they had care or were able to offer care to others. For
instance, emerging literature has documented the negative impacts of po-
licing on immigrants’ care-seeking strategies.'> However, many on the East-
ern Shore avoided (or rationed) care until they faced medical emergencies
because of high costs, not policing. Alba told me firmly: “If I get sick, I hold
outas long as I can until I absolutely have to go to the doctor.” When I asked her
to why, she continued: “I do like the doctor, but sometimes you spend so
much money. I do not go because I save the money for other things.”
Others used a combination of formal therapeutic options and alternative
forms of care. Monica, for instance, purchased health insurance through the
Affordable Care Act (ACA), but the plan she was able to afford provided only
minimal coverage for services. Her diabetes medications were still too ex-
pensive for her to afford, even with insurance. She was adamant that she
could manage her diabetes by rationing her prescribed medication and swal-
lowing live gorgojos chinos, or Chinese weevils, shipped in from Mexico. She
believed the substances released by the insect in her stomach could control
her diabetes. Juan Carlos, an undocumented farmworker who lived in a labor
camp, was diagnosed with kidney stones. He was charged thousands of dol-
lars for an MRI (a medical imaging technique that generates images of the
body’s anatomy) at a local hospital. He was too afraid to go back for additional
treatment. His recourse was to buy herbs from Mexico to treat his kidney
stones: “It has a funny name, and we call it Oaxacan tea. But you take it, and
that water disintegrates the stones. So I asked around, and there is a man
who sells these things here. He was going to get some things from Mexico,
and he asked if I wanted some. I said yes, please send them. So he sent me
the herbs.” He continued: “I've been taking it here, and I feel fine.”
Likewise, a key tactic used by Rhonda and other providers I encountered
was to modify normative modes of treatment when working in nonclinical
spaces such as migrant camps or housing, often prescribing generic or
cheaper medication. Rhonda, a nurse, detailed how temporal and spatial dis-
ruptions to care and treatment are the norm within this landscape. Avail-
able work requires migrants to be highly mobile in order to coordinate their
life with the harvest season. U.S. health care systems are not equipped to
handle people who experience a high degree of mobility, and health care de-
livery and treatment are premised on immobile, fixed populations. Rhonda
explained: “They do not get continuity of care. They do not get follow-up on
what has been started. High blood pressure is outrageous. They can stroke
out at any time. I can’t treat as aggressively as I would with high blood
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pressure and diabetes because if they stop some of these meds, they will
stroke out. So I have to say, ‘OK, we will start this. Did you need more? Fol-
low up with your doctor when you get back home because this will not be
enough,’ and I focus on the $4 medicine. Or $10 for three months.” While
sophisticated medicines and treatment options for chronic conditions such
as diabetes and high blood pressure certainly exist in the United States,
these options remain elusive for many in this landscape of care because of the
high cost of treatment. Rather than what some might consider “inappropri-
ate prescribing” resulting from wrong medical decisions, Rhonda practiced
therapeutic rationing where she prescribed affordable regimens given her in-
timate knowledge of high drug costs and migrant clients’ lack of prescrip-
tion drug insurance coverage. Rhonda paused to gather her words: “Because
if we put them on some fancy medication that I got as a sample, they could
not afford it. You have got to be realistic.”

Hoarding

Sara, a physician, told me about the strategies she employs to deal with her
large caseload, which included hundreds of migrant men and women work-
ing throughout the Eastern Shore. Sara performs a system of “triage” to priori-
tize those based on illness, injury, severity, prognosis, and resource
availability. She admits that given her heavy caseload and the long distances
she has to travel, she can only focus on people in extreme medical distress
during her visits to remotes areas. The topic of triage and treatment, espe-
cially the scarcity of prescription medications, was a key component of
conversations between Sara and the rest of her care team. Many migrant
workers, however, did not receive care even when Sara’s mobile clinic was
in operation. Because the mobile clinic operated approximately once a week,
sometimes women waited in line and still did not get seen because the
mobile clinic ran out of time. Women were not often seen for weeks
because the mobile clinic did not have enough time to visit. Migrant workers
frequently lined up for hours to request medications —ranging from oint-
ments for rashes to high blood pressure treatments— even though Saraand
her staff could not provide a thorough examination and assessment during
their visit. Sara had devised a way to get around this constant source of ten-
sion about the lack of time and resources. She stockpiled extra medication
as a way of providing care to those she could not see directly. She ordered
medications in bulk given her caseload, and often, local pharmacies pro-
vided duplicate prescriptions by mistake. Sometimes medications were
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never picked up or delivered to the person in question because of the limited
time or availability of care. However, because she was working with a severe
shortage of staff and resources, instead of reporting these mistakes or
throwing the medications away, Sara would carefully save these prescriptions
for use by other clients in the future, what she called “a rainy day.” Sara accu-
mulated these medications and then dispensed them to clients she could not
triage or who could not come into the clinic to be seen or did not have money
to get prescriptions. These were ways Sara circumvented the precariousness
of health care provision and delivery, especially for immigrants.

Similarly, many documented and undocumented Latinx and Haitian
farmworkers on the Eastern Shore, most of whom migrated north from Flor-
ida during the summer months, explained that they often waited to receive
care in Maryland through the state-sponsored subsidized migrant program.
At the local federally qualified health center (FQHC), immigrants found
ways to amass enough medication until their return the following season.
William, for instance, has diabetes. Since he began to work for a local con-
tractor three years ago, he has spent the summers in Maryland. Like so many
others, he was hesitant to seek health care in Florida because of racism and
rations his medication obtained from Eastern Shore providers: “It is better.
I would rather go to the clinic right here every day than go once a year there.
I like the way they treat people over here. When I am about to go back to
Florida, I tell them I am leaving and need a refill. They give me medication
that lasts me for six months, maybe a year. I space them out, so I have enough
until I come back.”

Willful Noncompliance

Both providers and immigrants demonstrated various modes of willful non-
compliance with bureaucratic mandates. Such practices ranged from look-
ing the other way to deliberately refusing to comply with rules and regulations
related to formal health care provision mandates. Cassie, a nurse, for in-
stance, frequently kept immigrant clients on a low-cost migrant health plan
even though they no longer qualified. These clients were former farmwork-
ers who decided not to return to farmwork. Recently, a local poultry pro-
cessing plant with over $6 billion annual sales recruited two of her longtime
clients, both Haitian immigrants. They were thrilled to find full-time jobs
at the plant so they could stay in the area almost permanently. However, the
plant did not offer insurance for the first three months of employment, a
practice that contradicts continuity of care, a key component promoted by
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the ACA." Articulating the immediacy of her clients’ suffering, Cassie stated:
“They are diabetics. They could not afford their insulin. They were so des-
perate for their insulin. They came back to me, and I ordered their insulin
and their diabetic meds because they could not make it otherwise. They were
trying to get through their ninety days at the poultry plant. That was their
only chance at any life.”

Anne, alocal clinic director, also reluctantly revealed that she often ends
up giving “free” care to those without the ability to pay by not reporting the
interaction, disrupting a critical step in the order of standard health care de-
livery. “So, I often eat the cost myself and don’t even charge the patients,”
Anne said. “Itis just easier for me to document nothing big. Sometimes this
population comes to me at the end of the day, once they are done in the fields.
Soitis five o'clock at night, and they walk in the door at night and say, ‘I have
a bladder infection or vaginal discharge,” and it will be an undocumented fe-
male, and I say, ‘Come on back, let’s get it over with and just do it.” It is so
much easier.”

Ernesto, alocal charity care provider, discusses how he deliberately avoids
verifying legal documentation when helping his clients access social re-
sources. “They all have false social securities,” he said. “If I am filling out an
application, I say to them, ‘Do me a favor when you get home; this is the so-
cial that you have.” Not that I think I would run into trouble because I am
sure everything else I am filling outis fine, so I do not worry about that. And
if I call an agency, they will say to me, ‘I need their social,” and I will say,
I can give you their birthdate.” ‘Alright. But you don’t have their social?’
‘No, I don’t.” I try not to say they do not have a social.”

Nina, an immigrant herself, similarly circumvents authenticating legal
documents. “I had a case where this person needed help. He took out his
green card. I can’t say yes, but I was 95 percent sure that it was fake,” she
said. “I did not ask for anything or ask any questions, so I did not have to
know. I played dumb. I made the photocopy, and I gave it back. And heisa
client of ours. My colleagues do not have a green card to begin with, because
they are all citizens. All the green cards look the same to them. I have a green
card, so I know whatitis like.”

Rovert and Esther, a Haitian couple, obtained legal status through the
Temporary Protected Status (TPS) program. They chose not to purchase
health insurance because it is unaffordable. The ACA requires taxpayers to
have full insurance coverage, claim an exemption, or pay an individual man-
date penalty tax, and many like Rovert and Esther elect to pay a monetary
fine for remaining uninsured instead of purchasing health insurance.!
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Rovert explained: “I do not have the money for insurance. I just can’t afford
it. Now they are charging me and taking from my IRS money because I do
not have insurance. It is Obama’s law. If you do not have insurance, they take
that money from you.” They tried to enroll in the ACA but made too much to
qualify for free care. Yet their options for insurance remained financially
prohibitive. I asked them what they will do. Esther pronounced that she
would continue to overlook the legal mandate: “I will wait for another gov-
ernment. They have got to change that.”

Goodwill

Providers also used the goodwill of personal networks and contacts to sup-
portimmigrants, while others worked with immigrants outside the scope of
their formal work duties and hours. Rosa, a social services provider who her-
self was an immigrant and had lived on the Eastern Shore for decades, de-
scribed how she has taken clients, on off-work hours, to the post office to
get passport pictures or to fill out forms. When friends give her clothing, she
distributes it to her most needy clients. For Christmas, when local agencies
give out presents for poor children, she directs her clients to put their
children’s names on the list so they can get backpacks for school or other pre-
sents. Maria, a social worker, cared for her immigrant client, Valeria, for
several weeks as she recovered from major surgery so she would receive post-
operative care in her home and have help caring for her children. Others
like Dana, a social service provider at a small community center, helped op-
erate an emergency food pantry and a thrift center, conducted health screen-
ings and counseling, and provided immigration and housing assistance (see
figure 4.2).

When Maryland began issuing “second-tier” driver’s licenses that allowed
undocumented immigrants to drive, register cars, and obtain insurance,
many pro-immigration advocates heralded the move as highly progressive.
Yet, getting driver’s licenses was challenging for many immigrants, involved
enormous bureaucracy, and was costly. For example, the most significant
worry for Dana’s undocumented clients was the need to show proof of resi-
dency using a lease or utility bill to obtain these licenses. “It is a problem
because they have so many people sharing housing; then if the lease is in one
person’s name, it eliminates everyone else,” Dana said. To circumvent un-
expected barriers that would prevent clients from obtaining this valuable
resource —identification —Dana worked outside the spatial confines of her
professional networks. She engaged closely with a trusted group of personal
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FIGURE 4.2 Charity thrift store. Photo by Emilia M. Guevara.

contacts who were landlords willing to continuously amend leases to reflect
new tenants for the sole purpose of allowing individuals to obtain licenses.
As she explained, “I have clients with landlords that know them, trust them,
and know that they pay their rent all the way on time. Once one person
settles, the landlord will rewrite the name, so that year they do not extend it
or make it fake, but they just add the person to the lease and take the one
who has the driver’s license off the lease.”

Goodwill was also reciprocal. Carmen and her husband Gabriel were nat-
uralized citizens. They had known Mariana, an immigration advocate who
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helped them become naturalized citizens, for over two decades and had de-
veloped a deep friendship over this period. Carmen and Gabriel lived in the
Eastern Shore from April to October, working as temporary farm laborers,
and then returned to Zacatecas, Mexico, for the remaining months. Mari-
ana visited them frequently in Mexico. When Mariana’s husband had died a
decade earlier, Carmen was one of the first people to get in touch with her
to provide emotional support to her and her son during a difficult time. Car-
men and Gabriel also helped Mariana care for her son regularly while on the
Eastern Shore.

Exchanges and Economies

Pluralistic forms of exchange, both material (e.g., monetary) and moral
(e.g., obligation, reciprocity), ground these informal negotiations around
Band-Aid care, signaling intimate connections between care-seeking and
provision and broader transformations in governance and social and eco-
nomic relations. For example, in tracing the effects of the introduction of
antiretroviral treatments on the HIV/AIDS epidemic in Francophone West
Africa, Vinh-Kim Nguyen states, “Therapy always involves a form of exchange
and is embedded in ‘regimes of value.” An exchange may be monetary, as in
the purchase of medicines, or it may constitute ‘moral economies’ as indi-
viduals call on networks of obligation and reciprocity to negotiate access
to therapeutic resources, thus drawing attention to the constraints that shape
therapeutic itineraries.”’ Informal transactions on the Eastern Shore like-
wise highlight the circulations of exchange, value, and social relations.
However, within formalized health care delivery in the United States,
marked by health consumerism and profit, the importance of the private
health insurance industry, and exclusionary provisions related to poverty,
racism, and citizenship, these transactions are illicit, even illegitimate, and
ultimately forbidden.*

Providers and immigrants who engaged in dynamic and fluid caregiving
and care-seeking transactions were surveilled, criticized, and marginalized
for their participation. In addition to David, whose story introduced this
chapter, others were often warned or punished by their supervisors and
others. According to Jennifer, a social worker, “There was an undocumented
man, and I would talk to him in Spanish because you never know. I was able
to get his paperwork worked out. I was not supposed to do that, but I was
not giving him legal advice or anything. He just needed help.” She contin-
ued with another example: “There was another client who had a case with
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us related to work, and he needed to return to Florida. He had no money.
I bought him a ticket, and I put it on a credit card. They admonished me
because I should not have done that—it was not my job. But what to do?” When
asked if she would continue to do this despite the possibility of negative
consequences, she replied that she would do it again but not tell anyone.
“How could you leave someone in the street like that? If someone needed
help, I am supposed to say no? I can’t.”

Others have written about ethical dilemmas providers face in the ration-
ing of care in this therapeutic economy, particularly on whether their par-
ticipation implicitly continues to maintain support for existing politics of
exclusion.' Rural providers, in many ways, routinely struggle with the real-
ization that their temporary measures to ensure health services have become
the norm, as part of the rural health infrastructure. Moreover, in caring for
the uninsured and undocumented, providers permit relegating care to the
realm of humanitarian aid instead of the state.!® The durability of Band-Aid
care and providers’ discomfort about the growing permanency of their ser-
vices in many ways illustrates the synchronization of the work of the human-
itarian sector to the rationale of state-sponsored health care. The resulting
ongoing and coextensive relationship between the two expands neoliberal
governance practices, reaffirming the state’s humanitarian values while
avoiding obligations to ensure entitlements. David confirms how this affects
providers: “The biggest hurdle I deal with, whether it be migrant or the set-
tled population, is that many do not have insurance. I can do what I can to
provide, to help them out and provide free care, but when they need spe-
cialty services, there is nothing. Then, when you add in [undocumented sta-
tus] and you just start stacking all these issues, the hurdles become higher
than the average person.”

Many interlocutors felt that the ACA sustained inequitable neoliberal pol-
icies because it left the current corporatized, for-profit model intact and
failed to regulate insurance claims. In addition, no price adjustments of any
kind were permitted when determining pharmaceutical prices in Medicare.
The benefits oftered by the ACA also vary based on state requirements and
whether or not Medicare expansion has been initiated, with no clear guide-
lines for other health services like alternative medicine, vision, dental, or
mental health care services.!” Other effects of the ACA include inadequate
coverage under both private and public plans, higher cost-sharing require-
ments, privatization of Medicaid programs by some states, accelerated
consolidation of hospital systems, and decreased funding for safety-net
hospitals.?® Furthermore, the ACA substantially increases the number of
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individuals who have health insurance.?! But 13 million legal immigrants
and 11 million undocumented immigrants are not covered since the ACA
left intact earlier restrictions for immigrants (e.g., the Personal Responsi-
bility and Work Opportunity Reconciliation Act and the Illegal Immigration
Reform and Immigrant Responsibility Act). Congress designed the ACA to
be firmly restrictive to thwart immigrants’ access to public benefits, prohib-
iting undocumented immigrants from receiving any benefits and imposing
a time restriction for legal immigrants from accessing Medicaid benefits.

Such enactments to provide care in the absence of a rights-based notion
of health and health care access on the Eastern Shore increasingly occur
through claims articulated around the moral economy of health care—
shaped by social and cultural forces and personal values and commit-
ments.?> Anne and other providers often spoke about a moral responsibility
to serve and provide, especially those with minimal means. “You don’t ever
do this because you want to make money. You do it because you have a pas-
sion for it,” said Anne. “I often go months without a paycheck. I am okay.
I live a decent life. It is perspective. I have got nothing to complain about.”
Similarly, David, the clinic director, confided: “I have been in settings where
people feel very entitled because they are wealthy. Folks who do not have
much are often more appreciative and are also more giving than those who
have a lot as far as their time or anything they might have. I have always liked
working with the underdog.” Although such moral imperatives disclose
forms of hierarchies and uneven power relations, providers’ engagement
in Band-Aid care was also a way to act on their commitment to notions of
universality, fairness, and equality. As I have documented in previous chap-
ters, providers were steadfast in their belief that immigrants should have
entitlements that allowed them to obtain care without constraints, regard-
less of their legal or economic status. As David told me, “I think that our
patients would do better all the way around if they could become legal.
I think thatis a huge barrier. It’s a huge fear.” Providers working in this land-
scape were attuned to the temporal and spatial logics of the precariousness
of care. But this moral recognition is constitutive of and mediated by un-
derstandings of a fundamental right to health, deeply connected to forms
of legal and social belonging.

Place, Personhood, and Precarity

Randall, a physician who traveled to remote and sparsely populated areas of
the Eastern Shore to provide care to migrant workers, was down to seeing
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only a handful of individuals every several weeks. According to Randall, in-
creasing budget cuts, eliminating provider positions, and a heavy caseload
for remaining staff became a reality for many rural health workers. He
explained that when he started working with immigrants on the Eastern
Shore, three to four providers were working full-time in addition to a mo-
bile clinic. His employer suddenly cut the staff positions and the mobile
clinic: “It became cost-prohibitive. At least that is what I was told. And then
another person just left. And then another person left, and they did not re-
place her. They said they were advertising, but they could not find anybody.
And for three years, it was just me. We know that one provider is not going
to be able to touch base with as many people.” He recounted working
sixty to seventy hours without being paid overtime and routinely having his
hours cut. Over the years, Randall’s work conditions deteriorated. As a result,
the number of patients he can see has drastically dwindled: “I have had to
focus on a few camps to give them decent care, and hopefully the rest can
getinto clinics.” He detailed the spatial and temporal logics that structured
migrant health delivery: “I used to go out and draw blood in the camp. When
you are trying to see fourteen people in fifty minutes, they come with a bag
where the label is faded, and it has got your name on it from last year, and
they have four things that are really a problem. At the same time, I am trying
to process blood, and it is ninety degrees. You need it to get spun down
within an hour or so, or else the sample is not good. It clots. I used to do all
of that. But then we decided that one person could not do that because [ was
spending like two hours on getting it processed, and it was time that I had
to spend without seeing patients. So I decided I could not do that.”

In particular, Randall’s experience underscores the continued devaluation
and abandonment of rural health care systems by the state and financial in-
stitutions, forcing the implementation of cost-saving and profit-motivated
measures that began in the 1990s.%* Operating with already limited resources
while serving populations with high levels of mortality and morbidity, rural
health systems experienced drastic reductions in hospitals, lower Medicare
reimbursement payments for rural providers, and a rise in the consolidation
of health care delivery through the formation of care alliances and net-
works.? FQHCs, like the one that Randall worked for, are the main source
of comprehensive primary care for those considered medically underserved
in the United States. Under the ACA, there has been noted growth in the
number and capacity of health centers due to increased patient revenue from
Medicaid expansion and private health insurance and federal investment.?
However, even with such progress in coverage, many of those who use health
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centers remain uninsured and underinsured because of increased cost-
sharing associated with insurance plans and the inability to recruit and re-
tain personnel.?

When asked about the continued needs of rural communities such as
those on the Eastern Shore, one provider explained the dire situation of
rural health delivery in the wake of health care reform: “A dentist? What is
that? We do not have an eye doctor in this entire county, and we have one
pediatrician. We have nothing.” These spatial and temporal depictions sig-
nifying precarity, deficiency, and scarcity were common among those living
on the Eastern Shore. Immigrants described the Eastern Shore as a liminal
space—a “land that time forgot,” noting its sparse population and rural,
isolated landscape. This description suggests the temporal and spatial dis-
tinctness of place as isolated, backward, and undeveloped and shapes im-
migrants’ daily lives and feelings of complete isolation from the “outside
world.” Everyday living in this context for providers and immigrants as-
sumes distinctive racialized temporal and spatial attributes. These features
are characterized by seasonality concerning the availability of work and food
supply, economic devaluation, political abandonment, racist and xenopho-
bic attitudes, and the general invisibility of rural economic and social life.

Depictions of both place and people as nothing signal “how racism oper-
ates as an ideological process” (e.g., David’s comment in the opening vignette
about how formal health care equates undocumented immigrants to noth-
ing). Itindicates the devaluation and subsequent abandonment of racialized
immigrants and rural spaces by government agencies and economic institu-
tions. It also portends precarity as a shared condition in which immigrants
and rural regions contend with social, economic, and health insecurities. The
Eastern Shore (and rural spaces overall) is deemed disposable because it is
primarily a poor and increasingly minoritized space. In her seminal work on
the intentional poisoning of the people of Flint, Michigan, Laura Pulido
writes, “White people living in a Black space find that their whiteness is of
only limited utility in escaping the devaluation associated with poor Black
people and places.”” David, the clinic director, profiled at the beginning of
this chapter, speaks directly to how racism is spatial and how white rural resi-
dents who live on the Eastern Shore, many of whom are poor, also contend
with exclusionary care systems and lack of safety nets when he states, “It is
difficult at best, but it is difficult for everybody.”

Although precarity implicates some more than others through an unjust
and racialized distribution of vulnerability to harm, violence, and death, it
is also relational, generating circuits of social connections and belonging
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through the care of others.? Precarity diverges from neoliberal notions of
an individualized self and suggests a profound dependence on others and a
responsibility to each other in consideration of that precarity. Judith Butler
depicts precarity as “living socially, the fact that one’s life is always in some
sense in the hands of the other. It implies exposure both to those we know
and to those we do not know; a dependency on people we know, or barely
know, or know notatall.” Butler argues for a coalition politics that mitigates
against such conditions of vulnerability.? The care provided and the recog-
nition of this interdependence as opening up possibilities for a livable life is
a political act in itself, one that exceeds the boundaries of legality.

The neoliberal logic that shapes American health care engenders pre-
carity. But precarity is also a generative force for conditions of sociality and
interdependence. Band-Aid care and the everyday transactions that char-
acterize it signify and underscore that precarious working and living condi-
tions are not exceptional but rather ordinary facets of life. Band-Aid care
also reconsiders American health care as a set of assertions related to our in-
terconnectedness. Immigrants and providers simultaneously forgo and
take up particular kinds of care in ways that reaffirm precarity as a configu-
ration of mutual cooperation and concern. Although providers and immi-
grants have very different stakes in the system, care more broadly (and health
care specifically) shapes their common and shared insecurity because the id-
iom of health on the Eastern Shore signals uncertainty. Health care is a fa-
miliar manifestation critical to rural and immigrant precarity and the
demoralized sense of self and space that precarity engenders. In the inde-
terminacy of everyday life on the Eastern Shore —against the backdrop of
health care reform, an ongoing immigration crisis, diminishing welfare
safety nets, and deepening infrastructures of racial exclusion — precarity en-
tails suffering and anxiety. But it also brings about resourceful ways to react
to precarity through the provision and quest for care. Band-Aid care, in many
ways, serves as a way for providers and immigrants to enact an insurgent poli-
tics of care that is suggestive of social relationality and cooperation and
where moral and legal dimensions of health care access are continually in
flux.

Because it is both far-reaching and communal, care also conditions iden-
tities, especially people’s sense of being and belonging. In this landscape
of care, interdependence, rather than being experienced as a dilemma or
hindrance, becomes “the principal mechanism for personhood.”*® Despite
experiencing various conditions of precarity themselves, rural providers en-
gage in improvised caregiving. They are often denounced, reprimanded,
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and marginalized for this labor. Yet, such work confers a sense of obli-
gation and legitimacy by way of moral positioning as caregivers to the
neediest of individuals. Immigrants are not simply subjected to obligations
to engage in medical care, and their means of navigating these complex land-
scapes of care are neither passive nor conditional. Most immigrants ex-
pressed being supported by providers and incurring material and moral
rewards through informal and formal care transactions. They, like their
providers, incorporate themselves into a social and moral system in which
they generate both ruptured and fluid life rhythms. Such experiences of soci-
ality and interdependence engender opportunities (however fraught) for
living—to be something, rather than nothing— despite their precarious legal,
social, and economic status. Such exchange relations between providers and
immigrants in this landscape of care, although still enmeshed in social hi-
erarchies and inequality, are experienced and lived as worthwhile, moral,
just, and necessary under the neoliberal logics of exclusion and inequality.

Radical Remedies

Neoliberal reform’s impact on rural health systems and rural populations has
been severe. Rural health systems consist of scattered formal health institu-
tions that lack integration and coordination. They also encompass individ-
ual providers who constitute the only semblance of a safety net. Itis a spatial
and temporal logic of safety-net patchworks, Band-Aid care, and improvi-
sation that has become the default in many rural regions throughout the
United States. Add an increasingly tenuous economic and policy environ-
ment to this landscape of care, and it becomes understandable why many of
those living on Maryland’s Eastern Shore feel that the ACA or state interven-
tions do very little to shift everyday living conditions. This landscape, like
an archipelago, is a time-space assemblage that is detached but still connects
in its logic as an exemplary and ordinary site of exclusion and linkages be-
tween people and places.*!

This precarity that characterizes rural health systems is intensified for
immigrants who must constantly contend with the broader logic of racial-
ized exclusion, exploitation, and extraction at the heart of corporatized
health care and immigration reform while seeking care. Frontline provid-
ers who care for immigrants are left to improvise forms of caregiving
under heavy surveillance and scrutiny. Providers and immigrants engage
in informal transactions such as rationing, bartering, hoarding, willful
noncompliance, and goodwill as a way to negotiate and navigate this landscape.
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These circulations of moral and material exchanges between providers, im-
migrants, and others strengthen and dynamize social relations and meanings
of place fashioned and remade in the context of caregiving and care-seeking.
Providers frame informal transactions as a way to provide Band-Aid care
that is motivated by moral values and commitments around health care de-
livery and access, as well as assumptions about immigrants’ rights to certain
kinds of political and social membership. Although challenges and hur-
dles by way of social injury exist at every turn for immigrants in such con-
texts, they are by no means wholly encumbered and left only subjugated by
such transactions and the broader landscape of care. They gain entry and
access to vital resources through various social entanglements and partic-
ular forms of care practices. They also gain recognition as vulnerable others
in need of and entitled to fundamental rights for living, such as the right to
health care. In a landscape defined and shaped by neoliberal logics of exclu-
sion and inequality, Band-Aid care and informal transactions serve as a way
of experiencing precarity. This landscape of care allows for the exchange of
vital resources and operates as a mechanism for restoring social person-
hood and place value through relations of interdependence.

Informal transactions specifically, and Band-Aid care more broadly, blur
clear boundaries between formal and informal and between shadow and the
more visible, free-market health economy.* Yet they are reactions to the re-
strictive federal and state-level immigration and health care policies that
create uneven, racialized geographies of access to public resources for im-
migrants, including health care, and marginalize frontline providers who
work mainly with immigrant populations. Moreover, immigrants’ ineligibil-
ity for various health care benefits renders them unable to access primary
and specialized forms of care, forcing providers who care for them to engage
in multiple modes of improvisation. Band-Aid care, however, has an eman-
cipatory effect. It allows providers and immigrants the potential to refuse ra-
cialized and capitalist rhythms of American health care by conferring a
sense of sociality and interdependence, reinscribing value to rural spaces,
and shifting the possibilities of living precarity.
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CHAPTER FIVE

On Hope and Indeterminacy

Itis in collectivities that we find reservoirs of hope
and optimism.

—ANGELA Y. DAVIS, Freedom Is a Constant Struggle

People are very conscientious about the conditions in which we
work. Sometimes, I am red like a tomato. The next thing I notice
is somebody else who needs water more than me. They are human
beings. You treat people with respect, and that’s all you want.
Whatever is provided, to have the opportunity to know about it,
and give you a chance to use what is available. To be part of the
community. All the things that we do, my intention is to show you
this year, and next year I don’t have to because you are showing
someone else. Because that is what happens. You use whatever is
available. I am not doing anything special. I know that this exists
here. I will share it with you. And if you need it, great, and if you
don’t, maybe someone else needs it. Now, some people need a
little more help than others. Yes. Some people give you more gray
hair than others. Yes. And you just don’t give up because eventually,
good things are going to happen. The experiences people have . . .
some people come to you very broken, and you even try to help
them out is a struggle because they are not used to being helped.
They take a little longer. If you have people like that, just find
as much as you can about the problem and discreetly help
them. I think that there are a lot of people who are like that.
People that study sociology, like me, use anthropology to do
things because you can. You don’t think about why because you
have the opportunity to do it.

—ANGELA, legal outreach worker

115



This page intentionally left blank



IN MAY 2017, alocal media outlet ran a story explaining “why a Mexican flag
flies high in a Trump county” (see figure 5.1). The piece featured Maryland
crab processors who declared that their livelihoods and small rural commu-
nities depended on female Mexican guest workers.! It focused on Hoopers
Island. These islands, locally known as La Isla de las Mexicanas (the Island of
the Mexican Women), were named for the female migrant laborers who work
in the industrial crab processing plants during the spring and summer
months. The story made headlines because much of the public attention
on the growing gridlock within then-president Donald Trump’s political
administration —between their pledge to modernize the nation’s temporary
worker visa program to ease long-standing labor shortages in predominately
rural, politically conservative regions and their rigid stance toward de-
creasing immigrant admissions and reshaping the selection of foreign-born
workers—focused mainly on the agricultural industry and male migrant
workers in the U.S. West and South. As a result, many were shocked to learn
of female migrants working in Maryland’s renowned blue crab industry.

The feature opened with a color photograph depicting an unlikely
couple—an older white man in jeans and a weathered T-shirt and a Mexican
woman wearing a hair net, apron, and rubber gloves. They were smiling at
each other while standing behind a steel table full of crab innards and meat.
The narrative described him as the owner of a local family-owned crab pro-
cessing plant and the woman as a migrant worker who picked crab for his
company. It stressed how Mexican migrant women, like the woman pictured,
have become the “lifeline” of an “iconic” crab processing industry over the
past two decades. Employers, like the man in this story, underscored the lack
of available American workers and, consequently, the importance of migrant
labor in sustaining small, family-owned businesses in this predominately
white, blue-collar, and politically conservative community. The feature then
explained how the crab processing industry and migrant women depend
heavily on H-2B visas. This U.S. government program allows employers to
bring foreign workers to fill temporary nonagricultural jobs.

The story described the woman as a widowed mother of four from Hi-
dalgo, Mexico, who migrates annually to work in the same crab processing
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FIGURE 5.1 American and Mexican flags displayed in front of a commercial
crab processing plant. Photo by the author.

plant for twenty-one years. The article depicts the woman as someone who
has transformed from a complete novice to a renowned “master picker”
whose hands are a “blur of activity as she tears off claws and shells, picks the
juicy white meat, and sorts it into small plastic tubs.” The story mentions that
her employer has appropriately compensated her by paying money and giv-
ing her a job in exchange for labor migration and occupational injury risks.
Her physical wounds, “two decades of cuts from stubborn claws and slippery
knives,” are not only translated as material benefits to Mexico by way of
school fees, mortgage payments, and small business financing but also as
sacrifices for the good of America’s small businesses and rural communities.
This discourse of compensation, gratitude, and sacrifice that frames the story
provides a moral cover for how global economic policies and local labor re-
gimes engender injuries, disability, and premature death experienced by fe-
male migrant temporary workers. This article exemplifies how the American
economy has increasingly depended on migrant workers, primarily from
Mexico, Latin America, and the Caribbean. Using temporary guest worker
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programs, food production industries such as commercial crab processing
have recruited foreign workers to perform complex and dangerous jobs since
the 1980s. Such labor policies and visa programs have expanded global labor
networks and the economic mobility of foreign workers. Concomitantly,
these processes have deepened existing gendered, racial, and class dynamics
of labor segmentation found within commercial businesses, disadvantaging
migrant and racialized workers within the U.S. labor market, especially
those who live and work within rural America.

Despite rapid increases in immigrant populations in rural regions with
crumbling health systems, we know very little about these communities, their
experiences of care, and their ability to access and use health services. In trac-
ing the shifting relations between immigration, health, and rural precarity, us-
ing Maryland’s Eastern Shore as a case study, this book illustrates that precarity
specific to rural life engenders and is shaped by the racialized dynamics of so-
cial exclusion experienced by noncitizen immigrants. Immigration and rural
precarity are embodied as physical suffering and emotional anxiety, which are
mediated by social relationality and mutual cooperation. These findings help us
understand how the unprecedented rise in immigration to rural regions and
the challenges tied to the unique nature of life in rural areas affect everyday life
and community relations. Specifically, they highlight the spatial, temporal,
and racial logics of immigration and health and the long-standing issues of
precarity among rural systems that have fashioned the landscape of care on
Maryland’s Eastern Shore and many other places around the world struggling
with the indeterminacy of global migration and health governance. The health
needs of immigrants and their family members, provider attitudes, the under-
lying health system, increasingly restrictive and rapidly shifting policy
contexts, and institutional and social values influence this landscape of care.

Community and Care

In this book, I bring together the context of immigration and rural health,
which we often see as disparate domains. Immigration is a process and a field
of study, but it is also a way of experiencing and being in the world. In the
United States (and arguably throughout the world), our understanding of im-
migration is inherently tied to territorial epistemology—the nation-state
and its history, policies, rules, identity, and values. Issues of immigrant in-
clusion and exclusion are prominent narratives within national debates and
scholarly articles. More recently, the enforcement of immigration laws
has become a hotly debated topic within academia and policy and activist
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circles. For instance, experts and researchers have pointed to how height-
ened immigration enforcement has negatively aftected people’s health and
well-being. In particular, they have highlighted how immigration status
influences health outcomes and access to health care and urged public health
officials to pay greater attention to immigration policy.

What goes unnoticed, unsaid, and unchallenged in these discourses is that
legality has become the foundation of how we come to know immigration.
When legality becomes the exclusive governing analytic in the scholarship
about immigration, it hides more than it discloses. Precisely, legality as a pre-
vailing frame often reflects a worldview rooted in the boundedness and fixed,
knowable nature of borders and the people they contain or leave out. These
geopolitical and relational boundaries themselves become natural and apoliti-
cal over time. As a frame of analysis, legality leaves out other processes, rela-
tions, spaces, and economies that shape immigrant embodiment. As this book
shows, immigrant lives and living represent something in excess of legality.

Landscapes of Care builds on the generous work of feminist borderlands
projects and Black geographies that have richly advanced our understanding
of borders, explicitly naming and analyzing the omnipresent conditions of
border imperialism and calling attention to the relationships borders have
with intensifying neoliberal practices of empire.” As activist Harsha Walia ar-
gues, connecting borders to the processes of colonialism, racism, and dis-
placement opens up space to think beyond national borders as inert territorial
extensions.’ Border imperialism links the politics of borders to global systems
of power and repression rooted in colonization and slavery. Understanding
borders, therefore, necessitates an analysis of the function of borders and
how they govern, discipline, and oppress Indigenous and racialized people
navigating colonial territories.* It also requires attention to the diverse ideolo-
gies and practices related to racialization, gender hierarchies, class oppres-
sion, and ableism that engender immigration. Social violence together with
health inequities, premature death, and social fragmentation are essential
functions of capitalist accumulation; such violence is also spatially deter-
mined. However, marginalized people, even within such spaces of contradic-
tion, violence, and exploitation, formulate ideas of resistance and sociality
while living aware of their non-belonging, difference, and alienation.

On the Eastern Shore, legality is critical to understanding the connections
between immigration and rural health. But it is not the only determining
factor that conditions immigrants’ experiences and perspectives with care.
Narratives throughout the book highlight how axes of difference along ra-
cial, ethnic, class, gender, and disability articulate with, through, and out-
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side of immigration status and concepts of legality in the realm of health and
well-being. Rather than interpret immigrant health as simply a condition or
reflection of current immigration policies and politics, the preceding chap-
ters interrogate the complexities of immigration and the long-standing
fragility of rural health as an intentional project of white settler states,
neoliberalism, and globalized racial capitalism.

Narratives of immigrant or legal status as a social determinant of health
are integral to portraying a singular or universal vision of immigration and
the immigrant. Positioning legal status as a factor that influences all other
social relationships forsakes processes (e.g., racialization) and groups (e.g.,
Black immigrants) that fail to fit into the logic of its framework.® Examining
the impact of legal status, specifically how legal status affects immigrants’
ability to access health-protective resources, without considering racial pro-
duction not only informs how immigration is conceptualized but also
shapes political and social interventions.¢ In such analysis, the proposed “in-
terventions” consist of “more humane” measures enacted by the state and
institutions, with little reflection of their foundational tenets in white su-
premacy, settler colonialism, and racial capitalism and their proclivity to
sacrifice people and places in the name of profit. Further, the focus on le-
gality and particular immigrant groups, rather than the convergence of ra-
cial ideology with profit, leads to better outcomes for some while failing to
consider capital and the state’s continuous need to construct difference else-
where. These are not simply discursive or theoretical erasures; they have
real-world consequences.

For instance, Lud, who migrated from Florida every year to pick and pack
tomatoes, recounted the time when a local health group carried out a breast
cancer screening for “migrant” women. When they arrived at the camp, they
proceeded to screen only Latina women and refused to allow Haitian women
to participate. When questioned by Lud and others, health care workers
stated that Haitians did not meet the inclusion criteria for the screening, in-
sinuating that they did not fit the category of “migrant” women because
they were Black. Lud and several Haitian migrant workers became upset and
told the health workers to leave. Similar issues, such as the lack of Haitian
Kreyol language translators, disclose how predominant immigration and ru-
ral health discourses, rooted in anti-Blackness, dehumanize and erase the
existence of Haitians and other Black immigrants on the Eastern Shore and
the United States more broadly.

These moralizing agendas focused primarily on legality also obfuscate im-
migrants’ experiences and social relations on the ground. For example, on
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the Eastern Shore, various immigrant groups work and live side by side.
Those from Latin America, the Caribbean, West Africa, and Asia struggle to
make a life in rural Maryland, and they have different immigration trajectories
and experiences. The narratives and perspectives of interlocutors featured in
this book highlight how there is no single story of immigration and how legal-
ity is only one of several ways immigrants come to understand their experi-
ences. Many Haitian immigrants, for instance, were incisive in their analysis
of anti-Black racialization and capitalist extraction, demonstrating how dying
bodies and decaying spaces become profitable as they transfer their value into
the commodities they produce. They also spoke openly about how care gets
unevenly distributed through hierarchies of race, language, and national
origin. Haitians compared their positioning not just against whites but also
African Americans and other immigrants. Migrant Mexican women work-
ing in crab processing astutely discussed the gendered hierarchies in the
H-2B temporary visa program and crab processing while also subverting
discourses around injury and disability and their connections to notions of
immigrant legality.

In viewing immigration predominately through the lens of legality and its
inherent coupling with the nation-state, one can fail to notice other histo-
ries and processes that influence immigrant life. In engaging in this project,
I felt forced to confront my unawareness of the context of rural health and
its complex spatial and temporal relations to immigration. Like many schol-
ars of immigration, I wanted to document immigrant experiences with
health in a particular place. But, as my interlocutors quickly pointed out,
I failed to recognize that I could not analyze immigration or health separate
from the broader context of precarity in which they are lived and experi-
enced. Such conjectures are not simply about the dynamics of immigration
and health within a specific region or binding individuals and groups in place
or to particular notions of “health.” Instead, they highlight how rural spaces,
health terrains, and processes of immigration are continually shifting and al-
tering each other. This approach to immigration accommodates the ruptures,
ambiguities, and detours that engender spatialities of health and immigrant
life, oppression, struggle, and radical and discreet forms of resistance.

Shifting the analytic lens from legality to the spatial, temporal, and racial
contours of rural health allows for a reading of immigrant life that is not over-
determined by violence and suffering. It also permits an understanding of
rural health that is not reducible to absence and deficiency. Official, schol-
arly, and public discourses often render scarcity as the defining feature of
rural health, portraying this insufficiency as self-evident, expected, and en-
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during (so much so that there is very little scholarly attention to the sub-
ject). Yet rural health, reimagined as a landscape of care, also becomes an
indeterminate space —a dynamic geography constantly in motion—and a
field of social arrangements deeply influenced by the conditions of slavery,
colonialism, imperialism, and global capitalist accumulation.” Bringing
rural health into conversation with immigration situates immigrants, rural
providers, and their geopolitical concerns of immigrant health not on the
margins or outside of time but within spaces and temporalities where living
and becoming unfold in unpredictable ways.

Focusing on strategies employed by immigrants and providers navigating
the landscape of care allows us to center on various manifestations of im-
migrant knowledge and experience and how the embodiment of suffering
and vulnerability shifts and evolves across time and space. Attention to the
spatial, temporal, and racial logics of rapid immigration to rural regions also
discloses the tremendous variation present in immigration trajectories and
immigrant communities. The convergence of rural and immigrant precar-
ity ruptures predominant framings of immigration and immigrants as ex-
traordinary, spatially bounded, and knowable only in relationship to the
nation-state. This shared condition of uncertainty and disposability also gen-
erates radical forms of sociality, mutual aid, care, and rural vitality.

The daily encounters of immigrants and providers within rural health
care delivery and access point to how the production of space is bound to
the construction of difference and disparity. Policies and structures that
continue to dismantle and fragment rural health infrastructures and pre-
vent access to formal care, along with daily forms of racial discrimination
and anti-immigration sentiment, present significant challenges for immi-
grants. Yet, such issues cannot be viewed only as “immigrant” problems or
matters resolved through legal recognition and integration. Daily living
in Maryland’s Eastern Shore demonstrates how geographies of exclusion
configure and maintain everyday mechanisms of modernity and belonging.
Foregrounding rural health reorients us to the connections between space,
place, and power, particularly to the disproportionate impacts that neoliberal
policies, fueled by the fatal entanglements of white supremacy and racial
capitalism, have had on people and places.

The context of immigration, as this book demonstrates, allows for new
ways of thinking through rural precarity and how rural landscapes of care
have the potential to generate spaces for belonging among immigrants. For
instance, mapping the contours of experience of immigrants working in the
agricultural, seafood, and poultry industries in rural contexts through
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FIGURE 5.2 Local community organization sign. Photo by the author.

narratives of precarity as an enduring, ordinary way of life centers “the situ-
ated knowledge of these communities and their contributions to both real
and imagined human geographies [as] significant political acts and expres-
sions.”® Immigrants’ embodiment of pain, injury, and disability as a condi-
tion of belonging (as exemplified in the news story mentioned at the beginning
of this chapter and others throughout the book) highlights the precarious-
ness of some at the expense of others. It also lays bare the impossibility of
portraying immigrants as injured or cared for because they are always already
recognized as nonbeing. Even though precarity stems from the inherent vul-
nerability that characterizes both immigrant life and rural living, it is not a
presumed, totalizing condition. Immigrant stories and actions reveal an
acute awareness of injury, violence, and even elimination and the ability to
critically question the conditions under which it becomes possible to under-
stand a life as precarious. As Judith Butler and others note, such spaces hold
potential of looking beyond encounters with precariousness and precarity to
imagine life and living otherwise (see figure 5.2).
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This space of “livingness” or “aliveness” surfaces in what we often tend to
conceptualize as the realm of health, health care, and health systems. Yet it
takes on different and shifting forms. Providers’ and immigrants’ stories in-
dicate how they engage in a dynamic landscape of care. This type of care ex-
ceeds health and the body and consists of visible and intangible measures to
care for individuals, families, entire communities, and places. The notion
of landscape better captures the spatially organized forms of care and mu-
tuality on the Eastern Shore. It highlights the alternative spatial and tempo-
ral frameworks that signify place and the communities living and working
there. The landscape of care on the Eastern Shore is a terrain of struggle for
belonging and placemaking. Immigrants and rural providers have long un-
derstood care as a site of cooperation, fellowship, and recognition rather
than an extractive, discriminatory, and commodified system.’® This land-
scape of care refuses dominant modes of claiming immigration and rural
health and imagines place and belonging otherwise.

The Eastern Shore is a region that grapples with anti-immigration senti-
ment and economic exploitative and harsh conditions of social and geographic
isolation. Such violence is not outside of individual experiences, which are
felt and embodied. Yet, despite their fraught relationship to places and their
legacies as well as movement and migration, immigrants live and survive
within and outside physical, social, and spiritual boundaries that mark
some people and places as less than others. Immigrants perceive the Eastern
Shore as home (however temporary or permanent), despite being consid-
ered perpetual foreigners. The landscape of care is alternate geography that
lingers beside and is entangled with prevailing immigration and rural health
ideologies. This landscape is not just spatial. It articulates a desire for a
place rooted in social cooperation and social justice. In the most unwelcom-
ing and desolate places where immigrants encounter discrimination and
exploitation, the landscape of care demands the possibilities for immigrant
survival —of living, being, and forging sites of care and resistance.

Moreover, the landscape of care excavates how rural health and immigra-
tion are connected. It highlights how immigrants and rural providers strive
to disrupt the capitalist ideals of health care, place, and personhood. By fore-
grounding how diverse immigrant communities are central to the making
of rural spaces and how rural health is vital to a broader struggle for recog-
nition and equality, the landscape of care on the Eastern Shore is a place of
shared geographic and political possibilities.
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Preface

1. For additional context on Black July, see Eleanor Pavey, “The Massacres in Sri
Lanka During the Black July Riots of 1983,” The Online Encyclopedia of Mass Violence,
May 13, 2008, https://www.sciencespo.fr/mass-violence-war-massacre-resistance
/en/document/massacres-sri-lanka-during-black-july-riots-1983.html.

2. For more on personal reflections of Sri Lankan Civil War and connections to the
Black Lives Matter movement, see Thurka Sangaramoorthy, “Black Lives Matter
and Reflections from a Civil War,” Sapiens, November 22, 2016.

3. I use Leisy Abrego’s piece to think through the rendering of “out-of-place” schol-
ars in academia, particularly women of color from working-class backgrounds whose
ability to rigorously conduct research and publish impactful work is often in ques-
tion. See Leisy Abrego, “Research as Accompaniment.”

4. Naisargi Dave explores the moral biographies of animal activists in India and the
event of witnessing after which “nothing can ever be the same.” She asks why some
people fall into obligation with others, of staying put rather than remaining safely
enclosed in our own skins, when one would rather turn or run away. See Dave, “Wit-
ness,” 434.

5. I draw on Deborah Thomas’s notion of witnessing, a form of seeing and living
witness to life that is co-performed and committed to a moral praxis. See Thomas,
Political Life in the Wake of the Plantation.

6. Alexander Chee, “So You Want to Write?” The Cut, July 21, 2020.

7. Sangaramoorthy, Treating AIDS.

8. For additional background on immigrants in the mid-Atlantic and rural Mary-
land regions, see Allison Smith Gaftney, “Don’t Hassle Me, I'm Local”; see also Sang-
aramoorthy and Guevara, “Immigrant Health in Rural Maryland.”

9. Ricketts, “The Changing Nature of Rural Health Care.”

10. Baba, “Anthropology and Transnational Migration.”

11. For an overview of contemporary debates about whether immigrant incorporation
has occurred at different levels in health care, see Marrow and Joseph, “Excluded and
Frozen Out,” and Joseph and Marrow, “Health Care, Immigrants, and Minorities.”

Introduction

1. For an excellent manual on Maryland blue crabs, see Jamie Liu, “Maryland Crabs:
A Guide to the East Coast’s Essential Summer Feast,” Eater, June 5, 2015. Also see
a popular recipe for Maryland crab cakes from local rock band, Clutch in their
song, Hot Bottom Feeder: https://www.youtube.com/watch?v=SOTrHrGSeNM,
December 2022..
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2. H-2B visas have an annual “cap” of 66,000 that is established by law. In 2018, the
U.S. government introduced a randomization process and a lottery system to deal with
the significant rise in H-2B applications. Some crab processing plants received a lower
number of visas than what they requested due to these processes. Politicians and com-
panies have petitioned Congress to issue additional visas on a yearly basis over the past
few years. See Samantha Hawkins, “Md. Crabbing Industry Fears Long-Term Impacts
of 2020 Visa Shortages,” Maryland Matters, May 3, 2020.

3. For an overview of recent immigration trends in rural regions, see Dalla, Villar-
ruel, Cramer, and Gonzalez-Kruger, “Examining Strengths and Challenges of Rapid
Rural Immigration”; Jensen, “New Immigrant Settlements in Rural America”; Lichter,
“Immigration and the New Racial Diversity in Rural America”; and McAreavey, New
Immigration Destinations.

4. Sharp and Lee, “New Faces in Rural Places”; Lichter and Johnson, “A Demographic
Lifeline?”

5. Doherty, “Life (and Limb) in the Fast-Lane”; Griffiths, “Networks of Reciproc-
ity”; Sangaramoorthy, “Putting Band-Aids on Things That Need Stitches”; and Sanga-
ramoorthy, “Liminal Living.”

6. For an overview of Tubman’s early life in Maryland, see Humez, Harriet Tubman.

7. For additional details on Gloria Richardson and her work with the Cambridge
movement, see Fitzgerald, The Struggle Is Eternal.

8. Arizpe, Migration, Women and Social Development; Gélvez, Eating NAFTA.

9. The literature on race, gender, and forced migration is extensive. I draw on the
following work: Castles, “Towards a Sociology of Forced Migration and Social Trans-
formation”; Dreby and Schmalzbauer, “The Relational Contexts of Migration”; Hen-
nebry and Preibisch, “A Model for Managed Migration?”; Hondagneu-Sotelo, Gender
and U.S. Immigration; Massey, Durand, and Malone, Beyond Smoke and Mirrors;
Phizacklea, One Way Ticket; Preibisch and Encalada Grez, “The Other Side of El Otro
Lado”; Rosenbloom, Looking for Work, Searching for Workers; Segura and Zavella, Women
and Migration in the U.S.-Mexico Borderlands; Valdez, “Socialism and Empire”; and
Tyner, Made in the Philippines.

10. Goode and Maskovsky, New Poverty Studies; Hennebry, “Transnational Precarity”;
Torres and Carte, “Migration and Development?”; and Valdez, “Socialism and Empire.”

11. U.S. Bureau of Labor Statistics, “Labor Force Characteristics of Foreign-Born
Workers Summary.”

12. For additional context on how women have broadened and deepened their in-
volvement in agricultural production over the last few decades as they increasingly
shoulder the responsibility for household survival and respond to economic opportuni-
ties in commercial agriculture, see Katz, “The Changing Role of Women in the Rural
Economies of Latin America,” and Lastarria-Cornhiel, “Feminization of Agriculture.”

13. Flippen and Parrado, “A Tale of Two Contexts”; U.S. Bureau of Labor Statis-
tics, “Labor Force Characteristics of Foreign-Born Workers Summary.”

14. Brettell, “Theorizing Migration in Anthropology”; Cloke, Marsden, and Mooney,
Handbook of Rural Studies; Vertovec, “The Cultural Politics of Nation and Migration.”

15. This work is broad but includes recent scholarship by several anthropologists
and sociologists. Some examples include Holmes, Fresh Fruit, Broken Bodies; Horton,
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They Leave Their Kidneys in the Fields; Marrow, New Destination Dreaming; Stuesse,
Scratching Out a Living; and Vogt, “Crossing Mexico.”

16. For an overview of public health work on immigration, see Castafieda et al.,
“Immigration as a Social Determinant of Health,” and Viruell-Fuentes, Miranda, and
Abdulrahim, “More than Culture.”

17. Bourgois et al., “Structural Vulnerability”; Kline, Pathogenic Policing; Willen,
“Migration, ‘Illegality,” and Health.”

18. My thoughts on conceptualizations of the othering of “immigrants” draw from
selected writings that underscore the racialized nature of Western notions of the
human. See, for example, Hartman, Scenes of Subjection; King, Black Shoals; Quashie,
Black Aliveness; Sharpe, In the Wake; Wynter, “Unsettling the Coloniality of Being/
Power/Truth/Freedom.”

19. Sangaramoorthy and Carney, “Immigration, Mental Health and Psychosocial
Well-Being.”

20. Sharryn Kasmir, “Precarity,” The Cambridge Encyclopedia of Anthropology, March 13,
2018, https://www.anthroencyclopedia.com/entry/precarity.

21. Butler, Frames of War, 25.

22. Anne Allison, “Precarity: Commentary by Anne Allison,” Cultural Anthropology,
2016, https://journal.culanth.org/index. php/ca/precarity-commentary-by-anne-allison.

23. Al-Mohammad, “A Kidnapping in Basra.”

24. Kathleen Stewart, “Precarity: Interview with the Authors,” Cultural Anthropology,
2016, https://journal.culanth.org/index. php/ca/precarity-interview-with-the-authors.

25. Ethnographic writing on precarity includes varying examples of experiences,
perceptions, and affective relations, including those that examine detachment and
relational autonomy among catadores (urban poor who reclaim recyclables) in Rio de
Janeiro (Millar, “The Precarious Present”), violence and mutual suftering of individ-
uals and their loved ones in post-invasion Basra (Al-Mohammad, “A Kidnapping in
Basra”), and boredom and embodied displacement among the homeless in Bucharest
(O'Neill, “Cast Aside”).

26. Gilmore, “Fatal Couplings of Power and Difference”; Gilroy and Gilmore, Se-
lected Writings on Race and Difference.

27. Selected readings include Denzin, Lincoln, and Tuhiwai Smith, Handbook of
Critical and Indigenous Methodologies; Hawthorne, “Black Matters Are Spatial Matters”;
Kelley, Freedom Dreams; King, Black Shoals; McKittrick, Demonic Grounds; Simpson,
Mohawk Interruptus.

28. I draw from Laura Pulido’s work on Flint to understand the racialized devaluation
of people and places. See Pulido, “Flint, Environmental Racism, and Racial Capitalism.”

29. Quashie, Black Aliveness, 5.

30. Sangaramoorthy and Carney, “Immigration, Mental Health and Psychosocial
Well-Being.”

31. Sangaramoorthy and Benton, “Imagining Rural Immunity.”

32. Guzman, “Household Income.”

33. Md. Code Ann., Est. & Trusts § 3-203 (2016).

34. U.S. Department of Agriculture, Economic Research Service, “State Fact
Sheets: Maryland.”
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35. Maryland Department of Health and Mental Hygiene, “2016 Primary Care
Needs Assessment.”

36. There is little published research that chronicles Maryland communities’ con-
nection to Appalachia. For some exceptions, see Hanna, “Finding a Place in the
World-Economy,” and Sangaramoorthy et al., “Place-Based Perceptions.”

37. For a critical discussion of the notion of living through prolonged crisis,
see Sangaramoorthy, “Chronicity, Crisis, and the ‘End of AIDS’”; Scheper-Hughes,
“A Talent for Life”; and Vigh, “Crisis and Chronicity.”

38. This literature is extensive. Some foundational texts that I draw on include Feld
and Basso, Semses of Place; Gupta and Ferguson, “Beyond ‘Culture’”; Hirsch and
O’Hanlon, The Anthropology of Landscape; Low, Spatializing Culture; Rodman, “Empow-
ering Place”; and Rosaldo, “Ideology, Place, and People without Culture.”

39. This literature is vast. Selected readings include Andaya, “The Gift of
Health”; Brotherton, Revolutionary Medicine; Coe, “The Temporality of Care”; Gesler,
“Therapeutic Landscapes”; Smith and Mbakwem, “Life Projects and Therapeutic
Itineraries”; Kangas, “Therapeutic Itineraries in a Global World”; Ledeneva, Rus-
sia’s Economy of Favours; Praspaliauskiene, “Enveloped Lives”; Rhodes, “The Shape
of Action”; Rivkin-Fish, Women’s Health in Post-Soviet Russia; Samuelsen, “Thera-
peutic Itineraries”; Williams, “Changing Geographies of Care”; and Wilson, “Ther-
apeutic Landscapes and First Nations Peoples.”

40. See Milligan and Wiles, “Landscapes of Care.” I draw from and expand on their
conceptualization.

41. Here, I draw from the work of AbdouMaliq Simone and others on “people as infra-
structure,” which has advanced our understandings of urban infrastructure as a modal-
ity of social practice. See Addie, “Urban Life in the Shadows of Infrastructural Death”;
Doherty, “Life (and Limb) in the Fast-Lane”; and Simone, “People as Infrastructure.”

42. Ricketts, Rural Health in the United States.

43. Stratford, Island Geographies.

44. McKittrick, Demonic Grounds.

45. Additional provisions related to this coverage expansion included prohibiting in-
surers from denying coverage because of preexisting health conditions, allowing young
adults to be on parental health insurance policies until age 26, and establishing high-risk
insurance pools to help sicker individuals obtain insurance. Another critical element of
the ACA was to contain soaring health care spending and taxpayer costs and increase
health care delivery efficiency, but it led to increasing corporatization of health care.
Health insurance exchanges and ensuing “competition” in the market-based system,
Medicare payment restructuring, and the excise tax on high-cost health care plans were
more prominent measures established to contain costs. The creation of medical homes
and accountable care organizations, bundled payments, and stiff penalties for hospital
readmissions also aimed to increase efficiency in the health care delivery system. See
Horton etal., “Critical Anthropology of Global Health ‘Takes a Stand’ Statement.”

46. Dao and Mulligan, “Toward an Anthropology of Insurance and Health Re-
form”; Mulligan and Castafieda, Unequal Coverage; Mazurenko et al., “The Effects of
Medicaid Expansion under the ACA.”

47. Rao and Hellander, “The Widening U.S. Health Care Crisis.”
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48. Noncitizenship status is a barrier for many immigrants who do not qualify for
aid or insurance. To be eligible for full Medicaid or Maryland Children’s Health Pro-
gram (MCHP) coverage, most noncitizens must have a “qualified” immigration status,
except for pregnant women and children under age 21, who must only be lawfully
present. In general, permanent resident immigrants (green card holders) are eligible
for Medicaid and MCHP after five years of residence on the same basis as U.S. citi-
zens and must meet all other program requirements. See Horton et al., “Critical
Anthropology of Global Health ‘Takes a Stand’ Statement.”

49. The 1996 federal welfare and immigration reform laws—the Personal Respon-
sibility and Work Opportunity Reconciliation Act (PRWORA) and the Illegal Immi-
gration Reform and Immigrant Responsibility Act (IIRIRA) — constituted a radical
shift in post-World War II U.S. immigration policies that had previously increased
the rights and privileges to immigrants. Before 1996, legally admitted immigrants
were eligible for Medicaid and other benefits the same as citizens, but when PRWORA
and IIRIRA were instated, they created a sharp divide between citizens and nonciti-
zens, redefining the social membership of immigrants by restricting services and in-
creasing enforcement activities. PRWORA restricts Medicaid eligibility of immigrants
so that those legally admitted into the United States after August 1996 are not eligible
for coverage, except for emergencies, during their first five years in the country.

50. U.S. Citizenship and Immigration Services, Department of Homeland Security,
“Public Charge Ground of Inadmissibility.”

51. Artiga, Garfield, and Damico, Estimated Impacts of Final Public Charge Inad-
missibility Rule.

52. For how scholars have documented similar concerns, see Ricketts, “The Chang-
ing Nature of Rural Health Care,” and Rosenbaum et al., Community Health Centers.

53. The literature on immigration and local context is vast. Writings that I draw
from include Carney, The Unending Hunger; Castaiieda, “Medical Humanitarianism”;
Castafieda, “‘Over-Foreignization’ or ‘Unused Potential’?”; Fassin, Humanitarian
Reason; Sangaramoorthy and Kroeger, “Mobility, Latino Migrants, and the Geogra-
phy of Sex Work”; Sargent and Larchanché, “Transnational Migration and Global
Health”; Suphanchaimat et al., “Challenges in the Provision of Healthcare Services
for Migrants”; Ticktin, Casualties of Care; and Willen, Fighting for Dignity.

54. For related ruminations, see Redfield, “On Band-Aids and Magic Bullets.”

55. For more on informal economies and gift exchanges, see Misztal, Informality,
and Stan, “Neither Commodities nor Gifts.”

56. I draw from Julie Livingston’s notion of improvisation (Livingston, Improvising
Medicine).
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