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Introduction
Tuberculosis (TB), not long ago the number one killer of humankind, seemed to be conquered throughout the twentieth century by biomedicine armed with germ theory and powerful antibiotics. An effective antibiotic drug against tuberculosis was discovered more than half a century ago. Although the anti-tuberculosis drugs transformed the image of tuberculosis from the wasting and blood-spitting “captain of death” to a curable infectious disease in the developed countries, the prevalence of tuberculosis remains unchanged in other regions of the world since the discovery of chemotherapy for TB (Iseman 1985:735).  Based on reports made by countries to the World Health Organization and incidence estimates, the WHO (2000) web site highlights the global problem of TB:
Thirty million people could die from TB in the next 10 years.
TB is the leading infectious killer of youth and adults.
A third of the world's population is infected with the TB bacillus.
Someone is infected with tuberculosis every second.
About 8 million people became sick with TB in 1999.
At the end of the twentieth century, not only were the less developed parts of the world contribute to the global incidence of “the leading infectious killer”, the developed countries also add to the disease burden with a resurgence of tuberculosis. For instance, in the United States , the number of reported cases of active tuberculosis dropped considerably between 1953 and 1984. However, between 1985 and 1992, cases of tuberculosis in the United States increased by 20.1%, from 22,201 to 26,673 while the largest increase occurred in New York (84.4%) (Centers for Disease Control and Prevention 1993). Given the availability of effective antibiotic treatment, this reversed trend of tuberculosis incidence in the US significantly disturbed the scientific community. Two factors were generally cited to explain the reversal: (1) the advent of HIV and (2) the emergence of multidrug-resistant (MDR) tuberculosis (Farmer 1997:347).
New York City’s recent tuberculosis epidemic took place six years before the national US epidemic and significantly contributed to the nationwide epidemic (New York City Department of Health 1998). The case rate in the city more than tripled from 17.2 per 100,000 persons in 1978 to 52.0 per 100,000 in 1992. In addition to the emergence of HIV and MDR tuberculosis, surveillance data from New York City pointed to another source of increased tuberculosis. It was found that foreign-born immigrants were also contributing to the epidemic, with China being the largest source country for these foreign-born cases (New York City Department of Health 2000:15). While the proportion of HIV and MDR TB cases declined since 1992, the proportion of immigrant TB cases continued to increase and reached 58% in 1999. Thus, the New York City Department of Health describes the recent rise in TB as “two tuberculosis epidemics, one among persons born in the United States, among whom infection with the human immunodeficiency virus (HIV) and various social problems have been important contributing factors [e.g., intravenous drug use, homelessness], and the other among foreign-born persons who come to the United States from countries with high rates of tuberculosis” (New York City Department of Health 2000:9).
A number of Department of Health (DOH) officials and workers voiced their concerns over the concentration of tuberculosis cases among the Chinese community when I was doing a clerkship in the DOH as a medical student in April 1999. At that time, I was scheduled to go on a home visit with an outreach worker from the Bureau of Tuberculosis Control. The original purpose of the home visit was to introduce me to the Directly Observed Therapy (DOT) program. DOT has been the standard of care in New York City since 1992. Under the program, a health worker observes TB patients swallowing the correct dosage of anti-TB medication on a daily basis for the first two months and twice weekly for the remainder of the treatment, which lasts for at least another four months. With the increased use of DOT, the incidence of tuberculosis “declined steeply” in New York City (Fujiwara et al 1997:143).  Between 1992 and 1995 there was a 34% decline in the incidence of reported cases. Despite the success of the program, however, during my clerkship several DOH personnel began to reveal worries over methods of tuberculosis control among Chinese immigrants in the City since the proportion of immigrant tuberculosis cases continued to rise.
A typical public health worker’s explanation for the high case rate among the Chinese went somewhat as follows: Tuberculosis is endemic in China. Most Chinese have been exposed to and infected with TB. Most of the people with TB infection do not initially develop the active disease if they have sufficient immunity to keep the infection dormant. When the Chinese with latent TB infection emigrate to the United States, some of them develop active tuberculosis. Officials and workers at the Department of Health have experienced difficulty convincing reported Chinese patients to accept treatment for either latent TB infection or for the full TB disease. Without proper treatment, patients with active disease not only have a high mortality but also serve as an infectious source when they cough up air droplets containing tuberculosis-causing bacteria (Mycobacterium tuberculosis) from their infected lungs.
After graduation from medical school, I conducted a research project, from June 1999 to July 2000, for the New York City Department of Health Tuberculosis Control Program on tuberculosis among Chinese immigrant laborers in New York City.  Five groups of informants—public health workers, Chinatown biomedical doctors, Chinatown traditional Chinese medical practitioners, Chinese laborers, and Chinese tuberculosis patients—are included in this study to yield a more comprehensive understanding of how tuberculosis is perceived and managed by Chinese immigrants in New York City. To collect data from these various groups of informants, a number of methods were applied: participant observation, open-ended in-depth interviewing, structured questionnaires, illness narratives, medical record reviewing, and epidemiological data analysis. Participant observation was mainly carried out at Department of Health outreach offices and chest clinics; however, I also had the chance to participate in and observe Chinatown workers’ daily lives, in addition to their more specifically medical activities.
This paper presents an interesting theme from illness narratives, gathered from sixty patients at the Department of Health chest clinics or Directly Observed Therapy program. In contrast to the explanation of public health workers and Chinatown health providers who assumes that Chinese patients were infected in China, patient informants discuss at length how living and working conditions in New York City contributed to their tuberculosis disease. Furthermore, illness narratives of a particular group of Chinese immigrants differ from others. They pointed out that the illegal migration from China to the United States can render immigrants vulnerable to tuberculosis. These informants are illegal laborers from Fujian province.
Fujianese Illegal Immigrants
Although the Department of Health does not collect data on the immigration status of patients and where in China the patients are from, more than 30% of my patient informants voluntarily revealed that they were illegal immigrants from Fujian province. China is a vast country with a large and diverse population of an estimated 1,261,832,000 people. The Chinese in New York City should not be generalized as a homogeneous group. Chinese immigrants categorize themselves into elite and working classes. They also distinguish each other in terms of region of origin. The two largest regional groups are Cantonese and Fujianese, both with strong regional networks in New York City. The Cantonese have a long history of immigration to the United States and most came as, or later become, legal immigrants after changes in the US immigration law in 1986 (Myers III 1997). On the other hand, the Fujianese are called “new immigrants” and only established their community in Chinatown only in the past fifteen years. A significant percentage of the Fujianese population is undocumented and provide menial labor in Chinatown’s restaurants and garment factories.
Despite the prominent presence of Fujianese immigrants, very few studies on Chinese emigration distinguish migrants from Fujian province. However, in Jan Lin’s (1998) study of New York City’s Chinatown, the increasing diversity of Chinese immigrants is appreciated:
The notion of Chinatown as a solidaristic, unitary enclave must also be dispensed with. There is a substantial internal differentiation along class, linguistic, and national lines. Chinatown was historically composed of lower-class and mercantile immigrants from China’s Guangdong Province . . . Fujianese, the newest arrivals to New York’s Chinatown, are mostly poorer immigrants (Lin 1998:6)
Another important scholar who recognized the phenomenon of Fujianese immigration is Peter Kwong. In his recent publication on illegal Chinese immigrants in New York City, Kwong (1997) distinguishes migration from the Fuzhou area in northern Fujian, the most important source of migrants from Fujian:
There is really no accurate estimate of the Fuzhounese population in New York City. A significant portion is already legal, and some are full citizens. Most of them, however, came in the last seven years, and the vast majority of that population is undocumented . . . there is no census count nor do the illegals live and work in any area for easy counting. The only thing that is certain is that the wage level in Chinatown has dropped significantly since their influx began (Kwong 1997:36-7).
Although not many scholars have acknowledged the significance of Fuzhounese immigrants, my informants discussed the new immigrants from Fujian at length. They stereotyped the new immigrants as making Chinatown a crowded, unsanitary, crime-filled place, with smuggling, gambling, and prostitution being pursued by men who had left their families back in China. Contrary to the stereotype, Fujianese immigrants pride themselves on being loyal and responsible towards their families. They are obliged to help their kin to come to the United States. The migratory pattern among illegal immigrants may be characterized as
that of “chain migration”, organized around an ethnic network based on ties of kinship, friendship, and shared community origin (Hugo 1981, Massey et al. 1993:448).
Migrant networks have been documented by scholars to perpetuate international movement because they lower the costs and risks of migration. After the first migrants establish themselves, at great cost, in a new destination, friends and relatives in origin areas can gain easier access to employment and assistance at this destination. Each new migrant would in turn have a set of social ties in the origin country causing additional movements. Thus, the migratory pattern acts like a chain reaction. However, such a chain reaction does not occur as smoothly as chemical chain reactions. Illegal immigrants rely on human traffickers to bring their loved ones to the United States and the smuggling fee during my fieldwork period was over US$60,000. Illegal immigrants’ illness narratives differ from other Chinese immigrants in the incorporation of the migratory journey in their etiological model of tuberculosis. The remainder of this paper presents narratives of Fuzhounese patients who consider the illegal passage as the cause of their sickness. Three environments were identified to expose illegal immigrants to tuberculosis: transportation across the sea and the land, holding places in transit countries such as duck buildings, safe houses, and detention centers.
Transportation
Towards the end of my fieldwork, on June 29, 2000, British customs officers were horrified to find the bodies of 58 Chinese illegal immigrants in a tomato truck. Later, the unfortunate immigrants were discovered to be from Fuzhou vicinity. The news was not a big shock to the Chinese immigrant community where I studied. Some of my close community informants commented that the tomato truck tragedy in Dover was the tip of an iceberg revealing the danger of illegal immigration. Compared to death, contracting tuberculosis as a result of the journey to the United States is not much of a cost to pay for illegal entrance. Nevertheless, among the Chinatown community, tuberculosis is considered to be a risk associated with illegal migration. For instance, one patient’s father’s clearly discloses his association of tuberculosis with illegal immigrants in the following statement:
P65: How could my son (who entered legally) contract tuberculosis? Only the illegal immigrants get this kind of disease. They stay in bad countries like Thailand you know. His friends are legal as well. Ah, there is one kid who is illegal, I think.
Such a distinction between TB risks associated with legal and illegal immigration was not mentioned by the biomedical informants I interviewed or in the scientific literature on tuberculosis and immigration. This section presents two narratives detailing the risk association with major methods by which illegal immigrants travel to the United States, that is, by sea and land. First, let us consider the relationship between tuberculosis and sea journey. According to the main local Chinese newspaper, at least 22 smuggling cargo ships containing illegal Chinese immigrants were discovered in the United States and Canada from January 1999 and January 2000 (World Journal [New York], 12 January 2000). Five of these ships carried more than one hundred illegal Chinese immigrants. Shortage of food and water is cited among the Chinese immigrant community as the major danger involved in sea travel. Such inadequate nutrition could result in decreased immunity. Decreased immunity makes one prone to tuberculosis reactivation in already infected persons, as well as infection in previously uninfected persons if exposed to a diseased source. Once a person develops active disease during the sea journey, the ill-ventilated and crowded deck would allow M. tuberculosis, which is expelled into the air, to be breathed in and to thrive in fellow passengers with compromised immunity. The following narrative provides the context to the above hypothesis on the association between illegal migration and tuberculosis:
P 51: I left Mainland China in 1990. I arrived in 1991. It took me three months to get here. There were lots of boats coming to the United States then. . . I took a small boat from Fujian to the big sea to board a big ship. There were over 100 people on the big ship. . . On our way, we collided with another ship from Zhejiang with over 100 people. Our ship broke down. We boarded the ship from Zhejiang. There were more than 200 people all together on the ship. . . There was no food to eat and no water to drink. You had to pay with US dollars. A bottle of mineral water cost ten US dollars. A package of instant noodles cost five US dollars. You do not bring that much money to spend for two to three months. . . It was very miserable. Sometimes, you have nothing to eat but a small piece of salty tofu . . . One girl had sexual relations with the captain. She was offered food and drink. Every night, they sang karaoke. . .
From Guatemala, we came to the United States via Mexico. We climbed through the mountains. We slept in the forest during daytime. When the night fell, we started to move . . . Some people were too hungry to continue to walk. Some people got sick. Some people died. . . From Guatemala, through Mexico, in small mountains, there was no food. We relied on mango. There were lots of mango trees in the small mountains. . . There was no water. We got water from the ditch. Lots of people got sick. . .
Someone got sick, did not have money, and stayed in Guatemala, working for the snakehead. The snakehead needed helpers. There were ships coming frequently with one hundred or two hundreds people each time. They needed to buy groceries and cook. They were given some profit. To sum up, American dollars are the cause! Is America good? Yes, American dollars are good but are harmful as well. They use American dollars to buy people to commit crime and to kill.
I did not mention how I crossed the Mexican border. We were in a car with two layers. The top layer contained bananas. . . There were fifty people in it. . . There was no place to defecate. Someone had stomachache and had diarrhea in the car. . . We quarreled noisily. “It’s stinky to death.” “ I am going to die.” “ Why can’t we get off?” Bang! Bang! Bang! Lots of people kicked and brawled. At the end, we were let out because the truck driver feared that the police would find out. . . The plan was changed and we climbed the mountain. . .
We crossed the American border through the mountains. We entered California. On one side of the highway was Mexico. On the other side of the highway was America. The snakehead told us that if you are caught on this side of the highway, you will be returned to Mexico. If you run across and are caught on that side of the highway, you are already in America. There were [border-patrolling] airplanes and cars circling. We lay still on the ground. When the planes and cars left, slowly we climbed over and cheered, “Victory! I am in America.” This is what I went through.
P51 presented the above narrative in the context of her description of the causes of her deplete and weak constitution, which left her vulnerable to tuberculosis. She described the exploitation of the smugglers in terms of charging an extortionate price or sexual services for food in the ship. She was quite critical about the structural forces appeasing smugglers. She blamed the US government for not arresting the smugglers and their associated loan sharks. Under the smuggling operation, illegal immigrants are transported in spaces that encourage tuberculosis transmission. They are crowded in enclosed spaces: fifty people in a lorry topped with bananas; over one hundred people joined another hundred on an already overcrowded ship. P51’s narrative also highlights the weakening of immunity to resist tuberculosis, not only as a result of malnutrition, but also as a consequence of lack of rest partly due to limited space in the ship and partly due to the vigorous overland trip across the mountains.
The following narrative illustrates the hardship of mountain journeying in more detail.
I approached the border between China and Burma by car. The snakehead told me that I was going to take the air route. Instead of driving me to the airport in Fuzhou, he drove me to the damn train station and put me on a train to the border of Burma. Then I crossed the border by climbing through the mountains. I traveled with five other men who were all in their twenties. A local Burmese hired by the snakehead led us. I was in my thirties. We stayed in the mountains for a month eating only one pack of dry instant noodles per day. My original snakehead disappeared. I had trouble finding another snakehead. Finally, I found a snakehead who organized the harsh eight day and eight night journey from the west side of Burma to the east side. We slept at most two hours per night. We were running most of the time. We took the longer route going north through upper Burma. People used to take the shorter route through lower Burma without going north. The so-called golden triangle was filled with mosquitoes, so large that three mosquitoes can make a meal. Many people died going through lower Burma, killed by mosquitoes.
The trip was so harsh and so tiresome. No matter how many pairs of shoes you have, it is useless. They were all worn out. I wore four pairs of trousers. I took off the trousers one by one to tie my feet. We had to cross the rivers and streams. It was very scary to cross the rivers. One was as torrential as the Yellow River. We crossed with a rope. I used to be a fisherman and know the current. Nevertheless, I thought that if I fell in the water, I [the corpse] might return home [by the current] that very day. We crossed four dangerous bridges. If you are not careful with the single-plank bridge, you fall into the torrential river. There was a bridge made of a single bamboo. When we approached the border of Thailand, it was four days before the Chinese New Year. We had nothing to eat. It was four days before the New Year. [Informant paused in silence.] It was four days before the New Year. [The Chinese New Year is traditionally celebrated with abundant feasts when the whole extended family reunites.] We had to cross a very long bridge to enter Thailand. We were caught half way on the bridge. It was obvious. Thailand was very hot. We were wearing heavy coats we wore in China and in the mountains. We were bailed out half an hour later by the snakehead in Thailand. I stayed in Thailand for three months, working for the snakehead in his scissors factory in exchange for food. I saw many people who arrived from the south route getting sick or dying.
P66 suggested that the harsh trip left him with a weak body, prone to tuberculosis. He described the causes of his deplete constitution such as meager food in the mountains, lack of sleep and exhaustion from eight-full-days mountain trekking so demanding that pairs of shoes and trousers are worn out. The stress of crossing torrential rivers could similarly compromise one’s immunity. Such a strain on the body sequential to mountain trekking could make an infected person develop active tuberculosis disease, or an uninfected person to become infected upon exposure to M tuberculosis. Another suitable environment for tuberculosis exposure could be holding places where illegal immigrants are frequently held after completing mountain trek over national borders.
Holding Places
In addition to risks associated with transportation, two kinds of holding places were identified by patients as putting them at risk for tuberculosis during their illegal journey: The first kind of risky place is “duck buildings” in transit countries where illegal immigrants are locked while awaiting travel documents, or safe houses in the US where new immigrants are kept until their guarantors make full payment (which is US$60,000). Detention centers where undocumented immigrants are detained until court hearings are also holding places where tuberculosis infection might take place.
Of those who travel by air to the United States, most stop at transit countries in Southeast Asia, Central and South America, or other parts of the world. According to Chin (1999), who interviewed 300 Chinese immigrants smuggled to New York City, only 7 out of 143 respondents who flew to the United States flew directly from China. In another article, Chin (1997:170) reports that according a senior US official, “At any given time, 30,000 Chinese are stashed away in safe houses around the world, waiting for entry.” It is estimated that the smugglers are active in fifty-one countries around the world. The average time for respondents to travel from China to the United States by air is 106 days according to Chin’s (1999: 50) study. Delays at transit points are due to difficulties in obtaining travel documents, or due to the transfer of snakeheads (i.e., the original snakehead sells the respondents to another snakehead at the transit point). Snakeheads have to get fake passports, usually Taiwanese or Singaporean, with photos substituted and visas. In general, despite long delays at transit points, air travel involves less risk than sea travel. However, some of my informants recalled very difficult experiences at transit points.
P50: I was a businessman in China. I was in charge of a fishing boat with over thirty people working for me. The number of fish was going down. My friends in the United States told me that living in America was very nice. I bought a fake Taiwanese passport with a five-year American visa and started to travel. It was fun at the beginning. I toured Beijing, Shanghai, Indonesia, and Malaysia. I paid a couple of thousand US dollars and had an agreement with the snakehead to pay more when I got to the United States. The snakehead finally flew me to Thailand. I was locked in a yazi lou “Duck Building” [This term is used by Chinese illegal immigrants to describe the crowded, crammed conditions of holding places, similar to cages holding ducks. It also implies the dehumanization of the treatment illegal immigrants receive in holding places.] The snakehead hanged my hands to the ceiling and beat me with a long, heavy iron stick. After beating me near dead, he put me on the phone to my family asking for payment. I was motionless on the floor when I was put on the phone to talk to my family in China. My family managed to wire US$50,000 to the snakehead in Thailand. I was flown to New York City with the Taiwanese passport. As soon as I got here, my passport was taken away and sold . . . I worked for less than two months before I got sick with tuberculosis and kidney failure. My body was destroyed by the beating in Thailand.
The above patient attributed his tuberculosis to a body “destroyed” by smugglers who abused him physically in a “duck building” in Thailand on his way to the US. His narrative articulated that his migratory journey was motivated by politico-economic factors such as reduced economic productivity in the sending country, a social network and the promise of financial rewards in the receiving country, and the whole smuggling operation. Then, P50 described the extortion of smugglers and the vulnerability of illegal immigrants en route to destination countries. The frequency of such physical abuse in “duck buildings” is unknown and perhaps P50’s is an exceptional case, at least in its severity. Nevertheless, this is a factor we have to consider as increasing the vulnerability of Chinese immigrants to tuberculosis.
Another patient waited in Cambodia for over a year. She was not as abused as the above-mentioned patient. Here is her description of the duck building where she stayed in Cambodia. Her narrative points out that the crowded conditions of the duck buildings in transit countries could lead to the spread of tuberculosis among the exhausted and malnourished “guests”.
P9: I was locked in a small room with thirty to fifty people. We were put on the floor. You are laid here; I am laid there. Some were on their way to France. Some were going to Italy. Most wanted to go to the United States. The longest stayed four years. They just give you a little to eat to keep you alive. Our snakehead was eating white powder [cocaine addict]. He did not care about the clients and did not arrange transit flights for us. My sister-in-law in the United States paid the snakehead US$5,000 to have me released [to cover the living expenses while detained in the duck building] and found me another snakehead, who took me to Vietnam. I was put on a plane, with short transit stops in Taiwan and Los Angeles, and arrived in New York City, for over US$40,000. I have to pay back the usury. If you lend $350, you pay back $500 for that usury. I have not paid off my debt after five years. I have to borrow more money to pay the first usury since I got sick last year. I used to work until 11 pm, but after I got sick I could work at most until 8 pm. I cannot work as fast as I did before I was sick. In the garment factory, you are paid by the number of pieces of clothes you complete.
In this narrative, P9 describes the crowded environment in transit countries where illegal immigrants are often locked for a long period of time without much nutrition. During this period in a confined space, illegal immigrants with weak constitution could easily develop tuberculosis disease if they were already infected or become infected by those who had active disease. Furthermore, the informant explained the effect of usury, which she took to pay off her smuggling debt. She was forced to overwork because of the usury and lost her health as the tuberculosis disease developed.
In addition to the duck buildings in transit countries, illegal immigrants are often detained by snakeheads in safe houses at their destination. In 1993, the media first exposed the existence of safe houses where illegal Chinese immigrants are held until their families and friends pay the fees to the smugglers. Between 1993 and 1994, authorities disclosed more than a dozen safe houses in New York City and Los Angeles. The authorities were appalled by the poor and crowded conditions under which Chinese illegal immigrants were living, as well as the physical and sexual abuse the captives endured (Chin 1997: 173). For instance, in 1995 the debt collectors in a safe house gang-raped a female captive, cut off one of her fingers, hit her head with a television set, and strangled her (Fassin 1995). It is not surprising that there is no accurate data on the number of safe houses in New York City. In 1993, police authorities estimated that in the borough of Queens alone, there were between 200 to 300 safe houses (World Journal [New York], 30 June 1993).
Two of my informants talked about their experience in a safe house. One said that it was just a room and his family paid within two days of his arrival. The other worked at a safe house for over a year:
P51: When I arrived in New York City, I called home asking for money . . . If you do not pay by the due date, they will cause you trouble. [What do you mean by trouble?] They say that if you notify the police, everyone in your family will die. They will tell you when you are going to die. I did not have enough money. They took pity on me because I was old and I was from the same village as the snakehead. I worked for the snakehead [in his safe house]. He had guests [recently arrived immigrants waiting to be released upon payment delivered by guarantors] frequently. He needed someone to cook and to do housework. We were locked up. They [snakeheads] did not allow us to see where the place was. They asked us to lower our heads when we approached the house. They did not want us to see the address. If you did not lower your head, they hit you. They hit you and kick you. No one dared to move. The snakeheads were very cruel to the immigrants. They said dirty words loudly all the time. If they were not happy, they kicked you. Sometimes they would get a more recently arrived guest to hit someone who had not paid for a long time. They charge you for the days you stay at the safe house but they do not give you much to eat and do not treat you well.
The above informant suggested that at the end of the horrendous journey from China to the United States, immigrants are still at risk of tuberculosis as a result of crowded confinement at safe houses. Detention centers are another type of holding places in which some illegal immigrants spend time. The conditions at detention centers are less risky than duck buildings and safe houses. In theory, there is no physical abuse, and there is adequate food and treatment available for tuberculosis. However, the following narrative, together with an outbreak of tuberculosis in a New York City detention center during the period of my fieldwork, suggest that such centers are potential places where tuberculosis transmission takes place.
P20 is a fifteen-year-old boy who arrived in the United States during the summer of 1999 in a cargo ship after over seventy days of journeying. After the ship was intercepted in Georgia as a result of a crewmember’s disclosure, the immigrants were discovered in a welded compartment. “We were told to hold our heads in our hands and were asked to leave the ship one by one with a gun pointed at us.” Shortly, they were screened for tuberculosis with a tuberculin skin test. P20 tested negative, meaning he did not have tuberculosis infection. Thirty or so boys who were under eighteen in the intercepted ship were sent to a juvenile detention center. This detention center was not overcrowded as most adult detention centers tend to be, but my informant’s tuberculin skin test had converted from negative to positive after seven months of detention. Luckily, this boy turned out to be a latent tuberculosis case. Nevertheless, this case points to the possibility that detention centers could be places where detained immigrants might be infected.
During my fieldwork period, there was an outbreak of tuberculosis transmitted within a detention center for adults next to New York’s main international airport, JFK. The news first appeared in the main newspaper in New York City, the New York Times, and was entitled “90 Asylum Seekers at Center are Infected by Man With TB” (Sachs 1999). The article began with the following sentence, “Many of the foreign asylum seekers held at the Immigration and Naturalization Service detention center in Queens were infected with the tuberculosis microbe this month through contact with a West African detainee who reportedly entered the country already in the infectious stage of the disease.” The reporter continued that “the man with TB” was initially skin tested negative for tuberculosis. However, after he complained of a cough at the detention center clinic, his chest x-ray indicated that he actually had the active form of TB. Furthermore, during his two-week stay at the center, 90 detainees were infected. None developed active TB and all had been started on anti-tuberculosis medication. Letters were sent to people already released.
I did not have access to interview the detainees. However, I interviewed an official in the head office of the organization which provides health services to detention centers in the US. I also interviewed the clinic director at the detention center with regard to the center’s tuberculosis screening, treatment, and the incidence of the outbreak. The interviews were conducted over the telephone and lasted between half-an-hour to over an hour. The director explained that the center followed the existing protocol in terms of screening and treating the particular source patient who, nonetheless, infected 78 detainees. The director further clarified the clinical history of the source case. During the initial intake medical examination, the source case denied clinical symptoms of tuberculosis. Thus, the detainee was only skin tested and not isolated. Following the protocol, the skin test result was read two days later, the result was positive. The patient was allowed to go back to the dorm, a large room with thirty to sixty people, waiting for the mobile chest x-ray machine to come within three days.
Two days after the skin test result was read, the patient presented at the clinic complaining of symptoms of lung infection and “changed his story” saying that he had symptoms of tuberculosis before he came to the United States. He was masked and a chest x-ray was done the same day, which showed active tuberculosis. The patient was transferred to an outside hospital which had a proper isolation facility. Then three hundred staff and detainees were skin tested or x-rayed in the center. Although the director did not sort the screening result according to the nationalities of tested detainees, he suggested that it is unlikely that any Chinese detainee became infected in the center, based on the assumption that most Chinese were infected in China before they migrated. However, The main local Chinese newspaper (World Journal [New York], 1 August 1999) reported that tuberculosis was spread in the detention center because of the poor living conditions. With forty people sleeping in one room, with a toilet and shower separated only by a one-meter-high wooden board, “the air in the room was filthy”. As a result, many Chinese detainees were infected with tuberculosis.
Discussion
Malnutrition, crowded living conditions, and weak immunity are well-known risk factors associated with tuberculosis in biomedical discourses (Dutt and Stead 1999). These factors have been cited as contributing to high incidences of tuberculosis among populations historically undergoing rapid industrialization and urbanization in the developed countries, or currently undergoing such changes in developing countries. However, these risk factors have not been associated with immigrants in the developed world, whose migratory journey and life in host countries are full of such factors. How can one account for this difference in scientific interpretation? In order to address this question, insights from anthropological studies of risk will be utilized to illuminate the social and cultural nature of the construction of biomedical knowledge relating to the risk of tuberculosis among immigrants.
Douglas is probably the foremost anthropological writer on risk (1986, 1992). She situates the concept of risk in the broader cultural context of fear over dangers in science, technology, and the environment in contemporary western societies and with the concept of pollution in non-western societies. Together with Wildavasky (1982), Douglas exposes biases in the cultural selection of risk in modern society. Their study is concerned with how “people decide which risks to take and which to ignore? On what basis are certain dangers guarded against and others relegated to secondary status?” (Douglas and Wildavsky 1982:1) The authors try to show that “judgments [of risk] are essentially social rather than scientific” (Douglas and Wildavsky 1982:14). One strategy of risk selection favored by political leaders is “to blame external enemies for all the troubles suffered by their people” (Douglas 1986:58). This strategy works because it serves to “prevent the community from being riven by dissention” (Douglas 1986:59). Lupton (1999:36) summarizes Douglas’ approach succinctly:
Risk, for Douglas, is a contemporary western strategy for dealing with danger and Otherness. Much of her writings on risk seek to explain why it is that some dangers are identified as ‘risks’ and others are not. Her main explanations revolved around the importance for social groups, organizations or societies to maintain boundaries between self and Other, deal with social deviance and achieve social order.
In an essay which debates the risk of AIDS among different social groups, Douglas (1992:102-121) provides an example of how the concept of risk is used to establish and maintain cultural boundaries. She argues that the gap between the rich and poor encourages the poor to be blamed for the spread of infection as though poverty and risk-taking were a choice of life people made. She cautions about the consequences of such risk categorization, “AIDS victims will be segregated, marginalized and discriminated against”. Other authors offer more elaborated accounts of the practice and consequence of blaming others, not just the members of subcultures such as the gay community but also members of other nations. Farmer (1992) describes in detail how Haitians were blamed and accused of importing AIDS to the United States. Sabatier (1988) offers a vivid account of how Africa was speculated as being the birthplace of AIDS. Both authors critically review evidence in popular and scientific discourses of the center (i.e., the United States), and provide counter discourses from the periphery countries citing AIDS as a conspiracy of the US against their own populations. Sabatier (1988:85) observes that blame and counter-blame “offers no safety from the AIDS virus” but “have seriously interfered with scientific research, and with mobilizing governments and public to fight against AIDS”.
Analogous to this line of analysis, the designation of immigrants as importers of tuberculosis appears to be a natural tendency in the maintenance of cultural boundaries. However, the consequences of this universal tendency to blame others need to be examined. There are several adverse implications of blaming immigrants for tuberculosis. Firstly, by suggesting that immigrants constitute a risk group all immigrants are stereotyped as potential tuberculosis carriers. Douglas’s cultural analysis of risk suggests that immigrants labeled as tuberculosis risk groups may be subject to racial discrimination because of the fear of transmission. In the discourses on AIDS, risk groups have been well documented as having been discriminated against and marginalized (Douglas 1992, Farmer 1992, Sabatier 1988, Treichler 1999).
Secondly, immigration is an umbrella concept “subsuming under one category a whole range of disparate phenomena” (Pieke 1999:13). Different countries have different patterns of immigration. Even among immigrants from a single country such as China, a vast country with diverse regional cultures, there are different kinds of migration such as voluntary, involuntary, legal, and illegal. We need to unpack the concept of “the Chinese” as used as a category in public health. For one thing, the different means of migration involves different risks of tuberculosis. The dominant importation hypothesis undermines the possibility that immigrants may be infected outside of their native countries. Patient narratives discussed in this paper suggest the possibility of tuberculosis infection during the migratory journey.
Furthermore, most public health discourses on tuberculosis do not differentiate between the immigrants’ countries of origin. China is lumped together with other developing countries. A few public health reports do analyze the profiles of developing countries that send the most tuberculosis cases to the United States. For instance, the CDC annual reports on US tuberculosis morbidity and the New York City Department of Health information summaries do specify the countries of origin of patients and tend to highlight China. Although analysis of the countries of origin of tuberculosis cases is based on “objective” statistical data, in varying ways both the neglect and the specific focus on China in public health discourses on immigrant tuberculosis reflect ambivalent US/China relations. On the one hand, China is viewed as just another developing country. On the other hand, as journalists Richard Bernstein and Ross Munro (1998) contend, China is feared as the United States’ greatest post-cold war “enemy”. The public health discourse on tuberculosis as imported by Chinese immigrants reinforces this stereotype of China as “the enemy”.
A third adverse consequence of blaming immigrants for tuberculosis is that the concept of risk places responsibility at the level of the individual. This stress on personal risk places an emphasis on educating individuals to take responsibilities for minimizing their own risk and diverts attention away from macro-level forces shaping tuberculosis. For instance, some Chinese immigrants are infected with tuberculosis in overcrowded detention centers in the United States. Those who subscribe to the scientific approach to tuberculosis risk may blame the immigrants for smuggling themselves and exposing themselves to the risk of tuberculosis. However, such a perspective neglects the structural forces which lead to the illegal migration, such as the lack of governmental regulation, the globalization of capitalism, and the exploitation of human traffickers.
In conclusion, this paper challenges the dominant biomedical explanation of immigrant tuberculosis as imported from the sending country with patient narratives and anthropological analysis of risk. Patient narratives suggest that Chinese laborers often are at as great a risk of tuberculosis en route to or in the United States as they are in their home country. Anthropological perspectives on risk question the scientific approach for its neglect of the social and cultural contexts in which risk is understood and negotiated. Adverse implications of biomedical identification of immigrants as at high risk for tuberculosis are outlined. An alternative explanation of tuberculosis among immigrants including migratory journey as posing tuberculosis risk might avoid some of the unfavorable consequences of dominant biomedical explanation. Furthermore, in contrast to statistically derived risk factor, ethnographic studies such as this report invite us to conceptualize risk derived from in-depth fieldwork and supply epidemiological investigation with “significant factors that reflect processes meaningful to the individuals or population examined” (Janes 1986:204).
(回到頂端)
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Abstract
After decades of decline, the tuberculosis case rate in New York City more than tripled between 1978 and 1992. While the number of US-born cases declined since 1992, the proportion of immigrant TB cases continued to increase and reached 58% in 1999. This paper questions the biomedical explanation of immigrant tuberculosis as imported from immigrants’ sending countries. Illness narratives of illegal Chinese immigrants with tuberculosis detailing risks associated with migratory journey are presented. Subsequently, the social and cultural nature of the concept of risk, as well as the adverse implication of biomedical identification of immigrants as at higher risk of tuberculosis is discussed. The author concludes the dominant biomedical explanation of immigrant tuberculosis could be modified with the incorporation of migratory process as a risk factor. [tuberculosis, illegal migration, Chinese immigrants, New York City, Chinatown]
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