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Abstract

“APRE BONDYE SE DOKTE [AFTER GOD IS THE DOCTOR].”
PERCEPTIONS OF PROVIDER-PATIENT RELATIONSHIPS
IN POST-EARTHQUAKE HAITI

by
Cidna Valentin
Adviser: Professor Denise Hien

The destructive earthquake of January 2010 in Haltio an inpouring of health care
professionals onto the island. The purpose ofghaitative study was to explore with a sample
of patients and health care professionals, in t8ealdd in Haiti, their perceptions of receiving or
giving care in Haiti since the earthquake. Althotigére have been many anecdotal reports on
the experiences of health professionals, mostlidor, delivering care after the earthquake,
there have not been any investigations of the tyualirelationships developed between Haitian
patients and the myriad of health care provideesgmtly delivering health care in Haiti. In this
study, | hoped to shed light on the experiencesgpdions, and beliefs of providers and patients
in a critical time of health care reform in postteguake Haiti.

This study was guided by the qualitative data-gatlgeand data-analyzing processes of
Grounded Theoryin-depth semi-structured interviews, both groug emdividual, with a total of
46 participants were conducted. The study was attedun two phases, with the first phase held
in a northeastern state of the United States, lmmdécond phase conducted at three medical sites
in Haiti. Findings from the study offer insight inproviders and patients’ perceptions of each
other, in addition to participants’ beliefs abdingss and healing methods. Data on participants’
perceptions of health services since the earthqaekalso presented. Implications and

recommendations for health care practice and trgiare suggested.
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Chapter One: Introduction

Problem Statement

The destructive earthquake of January 2010 in Hadtto an inpouring of health care
professionals onto the island (PAHO, 2011). In 28bhe, 400 international agencies organized
themselves to provide medical assistance to injaegthquake survivors (OCHA, 2011). It was
reported by many that the earthquake further weakerhealth system that was struggling to
function prior to the destruction (PAHO, 2011; NAHarvard, 2012; Farmer, 2011; Sontag,
2012). As was reported in the media immediatelgrafie quake and more recently in the
growing literature on health services in Haiti, ltle@are providers were overwhelmed by the
significant obstacles (lack of infrastructure, audt differences, and the complex socio-political
climate) in meeting the immense needs of injurethgaake survivors (Pierre-Pierre, 2010;
Miller, E., 2010; Bayard, 2010; Rhea, 2010). Angaticeports suggest that in spite of
challenges, patients were greatly appreciativl@tiasic services received from health
professionals (Bailey, Bailey, & Akpudo, 2010; Eme, 2011; Bratten, 2010; Ricciotti, 2010).

Presently, three years after the earthquake, thetgos Ministry of Health (MSPP),
other international governments and agencies, laathbusands (Pierre-Louis, 2011; PAHO,
2011; Schuller, 2010) of non-governmental orgaionst (NGOs), whose contributions in Haiti
before and after the quake have been thought foesment the shortages within the Haitian
health care system (Farmer, 2011; PAHO, 2011; §p&f#2), are moving forward in reforming
the current health care structure (PAHO, 2011; M3PR0). However, problems with
establishing an efficient system have surfaceduginout this process (PAHO, 2011). Among

the many problems, competition for financial sup@onong foreign health professionals, native



Haitian practitioners, and practitioners from thaitihn diaspora returning home has been noted
(PAHO, 2011), all to the detriment of Haitian pate

As these entities prepare to reestablish a moraezft and sustainable health care
system, there is a dearth of empirical exploratmmshe quality of health services in Haiti. Not
much is known about the experience of health cereigers and patients giving and receiving
care in the pre or post-quake health systems. Agghdhere have been many reports on the
experiences of health professionals, mostly foreugthivering care after the earthquake, there
have not been many investigations of the relatignisatween Haitian patients and the myriad of
health care providers presently delivering headite ¢n Haiti.

In a country known for its peopletsaditional practice of herbal medicine and varied
beliefs in the causes of illness (Culture Visiod1@; Farmer, 1990; WHO, 2010), in addition to
the well documented complexity of Haiti's histonydasocial climate, it is imperative to
understand the relationships among Haitian patiéotsign health care providers, and Haitian
health care providers in the health care systerthignstudy, the experiences, perceptions, and
beliefs of providers and patients in a criticaleiof health care reform in post-earthquake Haiti
were explored.

Statement of Purpose and Research Questions

The purpose of this qualitative study was to ex@lzerceptions of interpersonal
relationships between Haitian, as well as non-Hajthealth care providers and Haitian patients.
In addition, | aimed to better understand belidfsw illness and traditional healing methods
practiced and endorsed by participants. Before daltaction, the following guiding questions

were posed:



1. What are Haitian, as well as foreign health camiglers,” perceptions of Haitian
patients?
2. What are Haitian patients’ perceptions oéign health care providers, compared to
native Haitian health care providers?
3. How do beliefs about the causes of ilinessje®of health care
interaction, and traditional healing practiedfect provider-patient relationships?
4. What other factors within the provider-patiegiationship affect patients and
providers’ perceptions of health services?
The Researchet
| was born and raised in the United States byHaiian parents who emigrated from the
southern provinces of Les Cayes and Jacmel, Hialbig early 1980s. A considerable number of
my maternal and paternal relatives still residelaiti. My family was quite fortunate to not have
lost any relatives or friends during the earthquake
Prior to the earthquake, | had spent many famalgations since the age of 11 in Haiti,
with the most recent visit being exactly one weefolke the earthquake in the country’s capital
of Port-au-Prince. Determined to return to Haiteathe earthquake to assist with relief efforts, |
became involved with various professional Haitiagamizations in Philadelphia, New York, and
Connecticut. One month after the quake, | sougimitrg in international psychosocial
intervention offered by the affiliate InterAgencta8ding Committee (ISAC) of the United

Nations (UN). | was also interning with the Amendasychological Association NGO

! Presenting the researcher’s background as iegetatthe topic of study clarifies the perspectioen
which the researcher conducted this study, asagedtages the potential bias in data collection and
analysis methods (Charmaz, 2006; Fontana & Fre§320



Committee (APA NGO Committee) at the UN during timse and observed directly the
mobilization and response of psychologists at thettJthe earthquake.

Approximately one month after the IASC trainingraveled to Haiti in March 2010 with
medical volunteers from two Haitian professionaarizations from which participants were
recruited for the first phase of this study. Aloidgsthe nurses on this team of health
professionals, | assisted prosthetists with traiesliaand provided mental health support for
amputees at a community hospital in the Port-anerarea for one week.

In October 2010, | returned to Haiti to attencbaference sponsored by the National
Haitian American Health Alliance (NHAHA) and the iHan Ministry of Public Health and
Population (MSPP) on Haitian health and mentaltheseds. While attending the conference,
the first cases of cholera were reported in thébArtite departmefiof Haiti.

In October 2011, | became involved with tBleancellor of The City University of New
York’s Haiti Initiative(CUNY Haiti Initiative). Among other roles, | coesleloped and co-led a
two-week seminar in community hea#tha regional public university in Les Cayes, Haifith
an interdisciplinary team of four CUNY professorslalumni.

Rationale and Significance

The rationale for this study emerges from the rtedsktter understand the quality of
health care delivery in post-earthquake Haiti hesHaitian government and the international
community moves to rebuild the health care sysf@m. existing literature on factors
contributing to the quality of health services segjg that the provider-patient relationship is an
important aspect of perceived quality of care (8o& Firminger, 2005; Flocke, Miller,

Crabtree, 2002). Given the mix of foreign healtreqaroviders, Haitian medical practitioners

2 Haiti is administratively organized into ten regi areas calledepartments The ten departments are Artibonite,
Grand'Anse, Nippes, Nord, Nord d’Est, Nord d’'Oueatd, Sud Est, Ouest, and Centre (MSPP, 2010).



from the diaspora, and native practitioners prégemtHaiti, the question, “What aspects of the
provider-patient relationship affect perceived gyaif care?” is pertinent, as this diverse group
of health professionals may represent a wide rafhfeliefs on health care practice. Many
studies have addressed concern about the violatioredical ethics during the emergency
response phase and some authors have penned fiteasdor attention to the human rights of
patients in providers’ practice (Ouyang & Grusk0,10; Van Hoving, Wallis, Docrat, &
DeVries 2010; Jobe, 2010). However, there has eem lany investigation of the Haitian
patient’s perspective on receiving health serviaes, particularly, what the patient deems
integral to the provider -patient relationship.

Guided by the research principles and methods alitgtive research, particularly the
approach ofGrounded Theorythe experience of giving and receiving healtle@nong a
sample of Haitian patients as well as Haitian-reatind foreign health care providers were
explored. The aim of this study was to gain mosggint into the question above and to the
previously mentioned primary research questiorassist in informing the training and practice

of health care providers in Haiti.



Chapter Two: Review of Relevant Literature

Introduction

This chapter begins with a review of the literattekevant to the study topic. Firstly, the
events of the 2010 Haitian earthquake are presgefttémived by information about the health
care system in Haiti prior to the earthquake. Thiernational medical response after the
earthquake, the barriers to repairing the presealtiincare system, and the importance of
provider-patient relationships in assessing theityuat health services are also reviewed.
Finally, Haitian models of illness and practicdraiditional medicine is discussed.

The Earthquake

The Haitian earthquake of January 2010, now refeto as “goudou- goudou” by Haitian
natives, further destabilized a country that ranked 145 out of 169, in the Human
Development Index before the earthquake (OCHA, a1 TGoudou-goudou” refers to the
sounds of loud rumbling noises that were heardoapitals, churches, commercial buildings,
and homes came tumbling down in Leogane, Port-awe®and Jacmel. Although lasting a mere
35 seconds (Bellegarde-Smith, 2011), the earthquealkese epicenter was in Leogane, brought
great grief to the small nation located on the emshalf of the island of Hispaniola in the
Caribbean. Once affectionately known as “La Peele Aintilles [The Jewel of the Caribbean]”
(Pierre-Louis, 2011), Haiti suffered from substahgpolitical, economic, social, and agricultural
ailments prior to thgoudou-goudoPAHO/WHO, 2006). It is estimated that up to 30@,00
Haitians who were in the affected areas at the thtbe earthquake either died or were injured
(PAHO, 2011) and 1.5 million people were displafredh their homes (Schuller, 2010).

According to a recent report on internally disphpersons (IDPs), approximately 360,000



people remain in IDP sites across Port-au-Prindesanounding quake-affected neighborhoods
(IOM, 2012).

While there is an urge to blame the 7.0 magnitdfdbeearthquake for the massive
destruction witnessed and endured on and aftefftegday afternoon, it is more accurate to
examine and hold accountable the inefficient govermtal systems and social strife that existed
in Haiti before the earthquake. Bellegarde-Snihil(l) contends that it was a “man-made
disaster” produced by an unconcerned governmenfdhed to develop and enforce existing
regulations for building construction. Due to p@&developed between the mid to late 1900s,
during the dictatorships of father and son Franaois Jean Claude Duvalier, poor and
unemployed citizens were forced into the inadeqoatstruction of “shantytowns” for shelter
(Dubois, 2012; Schuller, 2010).

Yamin (2010) also argues that the damage wasaae &bsence of environmental
policies, in spite of years of earthquake warnifogghe country (PAHO/WHO, 2007). Haiti
faces widespread deforestation coupled with a ahtlreat for hurricanes due to the country’s
geographic location (CIA, 2011). Dubois (2012) datee beginning of deforestation to
European colonizers pre-independence practiceagphg wood to be sold in Europe, although
presently it is often attributed to the rural pa@tign’s practice of chopping wood for charcoal
(Oliver-Smith, 2012).

In 2008 alone, Haiti was burdened with four humies (Morris, 2010). This created a
recipe for a perilous environmental context, oftesulting in landslides, flooding, massive
deaths, hunger, and homelessness after hurricarers@viorris, 2010). Both Bellegarde-
Smith’s and Yamin’s arguments resonate, especidiign comparing Haiti to more developed

countries like Chile and Japan. These countriasetperienced earthquakes shortly after Haiti’'s



earthquake, although of greater magnitude yet saffenuch less devastation. Schuller (2010)
also argues that Haiti was in a much more vulnerpbkition economically before the
earthquake compared to Chile.

Kidder (2010) supports the notion that a signifidack of infrastructure and policies set
the stage for the earthquake damage. Kidder agtitthe Haitian and US governments and
nongovernmental organizations (NGOs) for failingltomore about the dire poverty before the
earthquake. He argued that the country’s unprepas=dfor such a disaster was a reflection of
the greater problem between private sector aidggand governments that have opposed
collaboration amongst the entities. Specificallz®ks have chosen to work parallel to the
Haitian government and not in conjunction with gozernment, resulting in a lack of
transparency and accountability among organizatioatsare estimated to have increased their
presence in Haiti dramatically since the earthqu&kerre-Louis, 2011).

Health and the Health Care System before the Earthepke

Before the earthquake, Haiti ranked highly for enaal and infant mortality. HIV/AIDS
affected men, women, and youth, with prevalencesratound 3%, the highest in the western
hemisphere (PAHO/WHO, 2006). The incidence of nial@creased drastically after the quake,
increasing from low risk rates to almost a 47% cleaof risk in the town of Leogane
(Neuberger, et. al., 2011). The circumstanceshddien were found to be even more dismal.
Twenty-five percent of children suffered from mahmion and 15% of newborns were
underweight at birth. Diarrhea and respiratory peots accounted for 50% of the death of
children under the age of five. It was also esteddhat less than 25% of infants were delivered

by qualified health professionals (PAHO/WHO, 2006).



Prior to the earthquake, 47% of the populationmditthave access to healthcare
(PAHO/WHO, 2007). Health services were centralieeBort-au-Prince, the capital city of
Haiti, and only 2.5 doctors per 10,000 people veetalable to deliver care (PAHO/WHO,
2006). The healthcare system composed of a vasfdigalthcare professionals employed in the
public, private, nonprofit, and traditional sect@PAHO/WHO, 2007). Although the country’s
Ministry of Public Health and Population (MSPP}he designated coordinating body for all
health care affairs, MSPP was unsuccessful in atiggl the activities of the significant portion
of professionals in the private sector. The nonpsaictor was mostly comprised of NGOs and
members of MSPP. This contributed to the inaccdggibf healthcare, as these low-cost
facilities were located mostly in urban areas (PAWEBIO, 2007). While public services were
inaccessible, private health services were unadtae] 80% of the general population was
estimated to have relied on traditional healinghrads. With less than 1% of the Gross Domestic
Product (GDP) being spent on healthcare, publitoséacilities were plagued by frequent
employee strikes and an overall lack of resourcetetiver basic care (PAHO/WHO, 2007).

The International Medical Response after the Earthgake

Haiti received a tremendous international mediesponse after the earthquake. Given
the crippling effect of the earthquake on the Haityovernment- specifically killing 90% of the
Haitian ministry of health’s staff (Jobe, 2010),diwal teams were deployed from many
international governmental and nongovernmental @gserno compensate for the substantial loss.
The United Nations (UN), which already had a peaeekng mission in operation, the United
Nations Stabilization Mission in Haiti (MINUSTAHgctivated its system of disaster response
agencies for the quake. These agencies includedrthed Nations Children’s Fund (UNICEF),

the United Nations Office of Coordination and Hurtaman Affairs (OCHA), the Pan American
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Health Organization of the World Health Organizat{f® AHO/WHO), and the United Nations
Development Programme (UNDP) (Mcintyre, et. al1P20 1t is estimated that 10,000
nongovernmental agencies were operating in Haltirbe¢he earthquake and this increased
significantly after the earthquake (Pierre-Loui812). Cuban medical professionals alone
increased their presence from 500 to 1300 heakhmaviders in Haiti (Zarocostas, 2010).
Compounding the impact of the loss of staff from thinistry of health, 100 nursing students
were Killed in the collapse of one of three nurssogools in the country (Carlowe, 2010). This
was particularly disconcerting because there waady a workforce shortage of nurses (Roye
& Nikitas, 2010).

Field hospitals, mobile clinics, and other tempp@mergency resources became
available in surplus after the earthquake. Heaitlgssionals with intentions of servicing
patients as well as with ambitious goals to buddacity among Haitians through education and
training inundated the country (Carlowe, 2010).sdme instances, there was more aid than
capacity to receive the aid (Rhea, 2010). Many nadiroviders were eager to travel
immediately to Haiti but found that they could wlote to coordination barriers. Scarcity of
essential resources such as food, clean waterepsapitation, and electricity, further prevented
the deployment of medical teams to Haiti. Orgatmze already on the ground could not afford
to have more teams of people come and depletelitttatesources remained available (Rhea,
2010).

The first field hospital was established by tniversity of Miami Global Institute/
Project Medishare (CDC, 2010). From this hospitalias reported that during the first five
months of care, patients were mostly young malésoanaverage remained in the hospital for

two weeks with earthquake-related injuries. Inithial phases of emergency care, patients
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mostly sought treatment for fractures/dislocatiomsynd infections, head, face, and brain
injuries, and for surgical amputation (CDC, 20H)spitals in areas unaffected by the quake
became depots for injured survivors from affectexha (Rice, Gwertzman, Finley, & Morey,
2010). Pape, et al. (2010) report that clinicst tnaginally served special clinical populations or
provided specific health services, converted irgtmfhospitals to deliver emergency care.

Many injured survivors in Port-au-Prince immigitaut of the capital to rural areas to
find emergency care (Mclintyre, et. al., 2011). QI&0O, whose history in Haiti and relationship
with the Haitian government is well known interoaally, became the central organizing group
of medical serviceartners in Healt(PIH), or Zanmi Lasante (ZL) in Haitian Kreyol, wes-
founded over 20 years ago by Dr. Paul Farmer ov&tdrUniversity (Kidder, 2003). Dr.
Farmer, appointed by former President William G@mto be the UN Deputy Special Envoy to
Haiti in 2010, has been working diligently with MBRo deliver health care to Haitians in the
most destitute rural areas of Haiti (PIH, 2011edently, PIH has eight health care facilities in
Haiti, six of them in rural provinces around thairal plateau (PIH, 2011). In less than one
week after the earthquake, PIH rapidly organizéerimational teams of medical providers to
their sites. The organization worked collaboratwelth MSPP to support a model of developing
a sustainable health care infrastructure to evégtoe operated by Haitians (Zarocostas, 2010),
which is at the core of PIH’s service model. Toamde services after the earthquake, PIH also
relocated staff from the organization’s rural heslsites to a public hospital in Port-au-Prince
(Mclntyre et. al., 2011).

As a result of their pre-established role in H&tiH served as a leading force in
coordinating health services, while promoting caaien between NGOs and MSPP (lvers &

Cullen, 2010). The call for partnership during thiéial response phase was to advocate and
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create the basis for a common goal in the recoctgdruof Haiti’s healthcare system. This was
essential, as Aarabi, Smithers, & Muhkarjee (20&prt, given NGOs frequent practice of
uncooperativeness and reluctance to partner watlydlvernment, preexisting NGOs, and native
Haitian professionals. Although the lack of regimdcollaboration with the Haitian government
could be attributed to its infamous reputationdorruption and irresponsibility, Kidder (2010)
contends that this reason alone is not an adeguatese. Incoming NGOs disregard for the
government, as well as for other experienced natigéessionals, frequently resulted in
duplication of efforts and neglect of those in thest need. Aarabi, Smithers, & Muhkarjee
(2010) indicate that many NGOs preferred to panvidr private organizations, thus increasing
the divide between the public and private seclarsontrast, Kidder (2010) reports that PIH
ensured that relief efforts at PIH sites and thaipunospital in Port-au-Prince were led by
Haitians, eliminating any “turf wars” between reggatatives from other groups at the hospitals.
Hospital directors were pleased with this typeafaboration with NGOs (Kidder, 2010).

Despite the important exceptions like PIH, fomyaf the NGO-led efforts, security and
coordination of services were reported to be problec. Peleg, Kreiss, Ash, & Lipsky (2011)
noted their difficulties in coordinating and takindl advantage of medical resources at field
hospitals. Though they eventually created a reffegstem with other field hospitals,
establishing a strong medical network to more petidaely accommodate patients, the authors
advise future disaster medical responders to cthaesystem prior to entering the field to begin
relief efforts. Their advice was proven to be adlie by medical teams who created a system for
delivering care before traveling to Haiti.

For example, a consortium of medical centers fsorChicago-based universities

collaborated with NGOs already in Haiti, making a$@reexisting relationships with these
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groups to create an efficient network of care. Gtwesortium deployed medical teams to Haiti
weekly and maintained communication with deployszligs through conference calls three
times per week (Babcock et al., 2010). McCunn.g2810) report similar success with a team
of anesthesiologists from the University of Pennagla who collaborated with PIH in
coordinating health care in Haiti from their basd*hiladelphia. Auerbach, et al. (2010) also
describe their experience in a joint civilian aniditary personnel operation in the initial medical
response phase as ultimately successful. At 6ffgring the best care to patients at their site
after the earthquake proved to be challenging gdrficult weather conditions and a lack of
security. As physicians and nurses from prestigimigersity medical centers in California and
New York, Auerbach, et al. maintain that despitibaeks in communication, the teams worked
collaboratively to form a secure, organized, arfitieht medical care. It was also noted that
keeping families of patients informed and in orecplwas given high priority. This was not the
case for some sites, as injured children were tegdo be displaced from their families while
receiving medical treatment (Pape et al., 2010).

Religious groups, some of which had a strongeres in Haiti prior to the earthquake,
also contributed significantly to the initial medicesponse (Zigmond, 2010). Many partnered
with state hospitals in the US to raise funds ard gare. Catholic Relief Services (CRS), which
had plans to improve Haiti's health system throtlghconstruction of two universities, also
shifted their priorities in an effort to responddilly to injured earthquake survivors.
Compton (2011) maintains that CRS still hopes tmbelved in rebuilding the health care
system in the following areas: health serviceslthegorkforce, medical products and

technologies, financing, information systems ardiézship governance.
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Providers’ Experiences

Since January 2010, an array of articles from glend reflecting and commenting on
their experience in Haiti after the quake has apggkan addition to the articles describing the
successes and failures of strategies implemengalilthcare that were reviewed in the previous
section. Many health care professionals, partibulaurses, felt compelled to share their stories
with the academic community. Notably, many of theckes include pictures of patients, the
physical devastation around the cities, and theoimapshed conditions under which
professionals worked. The authors of these astislere certain to recount their emotional
experience as well as their physical states wheporaling to patients. They give detailed
descriptions of the patients they served, ofteausising patients’ attitudes and expressions of
gratitude or of concern during providers’ briefardactions with them. The stories convey a
desire to capture the interpersonal aspects oftheate interactions.

For instance, in a thoughtful and emotional refteton the ethical concerns of working
in makeshift healthcare delivery facilities aftiee tearthquake, Young (2010) describes the scene
that many of those who provided relief faced ormdydasis, “The Line starts forming at about
5:30am.... We see 350 to 475 patients by 5:30pm9Z%f). Young continues to capture the
overwhelming needs of most patients and the inaa®gaof available resources in this passage:

Our resources include eager and skilled expatnieéical professionals, most
necessary medications, and a little bit of equipm®&ut the needs are buildings
and clinics and operating rooms, local physicians raurses, electricity and
houses and medicine for daily use, psychiatristsg fand water, crutches, and a

job, and a place to mourn. The needs are endiedspnly a small portion are
medical (Young, 2010, p. 921).

Young discusses the constant negotiations that made about patients’ lives and their needs
for care that many nurses also attested to in thports on the experience of servicing hundreds

of patients in community hospital triage areas ¢iiti, 2010; Pierre-Pierre, 2010; Trossman,
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2010). It was common for patients to die not beeanfsnjuries sustained during the earthquake
but because of medical complications due to ladkasic needs like running water, sanitation,
food, or electricity to properly care for themsedand their illnesses. The strong aftershocks that
followed the original earthquake also worsenedegoasi injuries, as they would run out of
hospital buildings in fear of the buildings’ colegp(Miller, D., 2010).

Miller (2010) reflects on the many hats that hadéé¢ worn given the circumstances,
some outside of the realm of her expertise. Fléitand improvisation were the main tools of
healthcare professionals (Riccotti, 2010), as #msumed multiple roles in attempt to satisfy the
multitude of patient needs (Carlowe, 2010; Auerbatlal., 2010). Nurses reported feeling
emotionally and physically drained from the worlgnathan in any other medical rescue
mission they had ever experienced (Trossman, 208@@n those who were familiar with the
cultural context, as members of the diasporaufghirepared for the devastation (Bayard, 2010).
Apparently, media coverage of the earthquake inX8alid not accurately depict what was
witnessed upon providers’ arrival in Haiti. Dedkalm (2010) describes the scene:

There were two to three patients on each betmatunder beds and patients on
the floor between beds. In the first 48 houtsrahe earthquake, more than 600
patients arrived at this 80-bed facility. Privaggs nonexistent. Bathroom

facilities were out of the question for patiewith incapacitating orthopedic
injuries (Deckelbaum, 2010, p. E241).

Hospitals were filled beyond capacity in the dagiofving the earthquake, resulting in less
consideration for confidentiality in the effortdeliver urgent health care. Patients were given
the most basic services and often sent to thetis tegcause of limited space in clinics and
hospitals. Patients who insisted on staying wergedie(Deckelbaum, 2010).

Rosborough (2010) supports Deckelbaum’s reportsrcdmmentary on the lack of

observance to procedures that would ensure pairesicy. Discussing human rights in
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international disaster contexts, Rosborough congpave field hospitals, the first hospital
without trained staff in disaster response andther with trained leadership in this area. There
were no private latrines, no water for patientevésh their hands, no privacy in tents, no record
keeping system for patients, and no protectionrphaned pediatric patients at the hospital with
untrained staff.

It was also reported that untrained physicians Wkedy to describe the hospital setting
in disparaging terms to their staff, calling therse a “war zone” and giving permission for a lax
attitude towards patient care. This was in deepraento the field hospital with a trained
international disaster medical response team.

In contrast, the hospital with a trained team hatlkewand restroom facilities and
provided hygiene kits consisting of toothbrushesjps and other personal items to registered
patients. Patients received tetanus and measlesations and were fed three times per day.
Children who arrived alone were also registeredh WINICEF for their protection. The team
maintained a proper record keeping system, aisfér sorted by specialization, and daily team
schedules, all assisting with the organized opamadf the team. In addition, staff was housed
away from the patient area. Patients reportednigshtisfied with the service and felt safe at the
hospital. Although this site serviced a similamter of patients to the other site, they were
more successful in their mission because of adequraparation, making a clear argument for
training in disaster medical response. HoweverpRBamigh'’s criticism of the unprepared sites
mismanagement of patient records may have beenrtamvtad, as many sites reported
difficulties in maintaining proper records not besa of lack of preparation but simply due to the

high demand for medical services (Trossman, 201éniyre et. al., 2011; CDC, 2010).
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Adherence to ethical codes of medical practice also of concern among medical teams
(Etienne, 2011). VanHoving, Wallis, Docrat, & De¥®si(2010) report alarm about the blatant
disregard for ethical codes by medical providers wppeared to be exemplifying the modern
definition (Jobe, 2010) of “disaster tourism.” Bleeproviders were criticized for traveling to
Haiti for media recognition and self-promotion,esftbypassing governmental restrictions in
fulfillment of their agendas. In addition, theseyiders were accused of building false hope in
patients, and then quickly return to their coustioé origin, leaving patients disappointed and
discouraged by unfulfilled promises. Providersiarplored to engage in volunteer disaster
response with more than good intentions.

Language barriers also posed a hindrance tergatreceiving an optimal level of care.
Medical teams found that many patients did not lsg@anch, in spite of it being an official
language of Haiti. Although most hospital commutiarzs and patient documents were written
in French (Rice, Gwertzman, Finley, & Morey, 2018aitian Kreyol translators were a
necessity, equated to respecting Haitian hospaél and obeying hospital policies.

The Patients

For many patients, the outpouring of medical supwais an opportunity to receive care
that they had not been able to afford prior todaghquake. Patients were usually young, under
the age of 20, reflecting the demographics of #meegal population, with half of the population
under 20 years of age (Broach, McNamara, & Hari20i0). Bratten (2010) notes the
hardworking and resilient attitudes of patientsalbing them as “quiet, strong, gentle, and
proud” (p. 14). Patients would come from afar fervsces, walking many miles and on uneven
terrain, in order to receive usually inaccessibédlival care. Patients often expected to leave

with medicine and other medical supplies after dioe visit, which was speculated to be a
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desire for tangible proof of their visit, (BroadWicNamara, & Harrison, 2010). However, it is
possible that patients received satisfaction inlkng that they sought care and received
resources in return, creating a sense of empoweramehself- agency.

In some cases, patients grew attached to provitignsre, a three-year-old boy captured
her attention- and heart- by climbing up on her @sting his head against her” (Trossman,
2010, p. 8). Patients were especially proud ofibfaipractitioners who returned to help after the
guake, although at times teasing the heavily aeceiteyol of the diaspora and second-
generation Haitian- Americans (Bayard, 2010; Etesr#011). Despite reporting frequent
feelings of hopelessness, nurses also reporteldecanicouragement that they felt from patients’
optimism and great expressions of gratitude (Rtt¢ci®010). Other accounts of patients’
demeanor describe patients as stoic or unmovelebgttaos and horror of the medical settings
(Deckelbaum, 2010). Yet, patients were mostly degi@as prideful, positive, resilient, and
helpful (Trossman, 2010; Bayard, 2010; Carlowe 01

Problems with Repairing the Health System

The recent cholera epidemic further delayed thevexy of the health system. In
October 2010, a cholera outbreak allegedly caugddepalese peacekeepers, began to ravage
the Artibonite department of the country (CDC, 20Hince this time, the number of cholera
cases has increased from under 100 cases to al@@OO0 cases in the past year across the
country, with the risk of death within two hoursedfperiencing symptoms (CDC, 2011). The
accelerated pace of the disease can be attribmtbe poor sanitary conditions and minimal
access to clean water in Haiti. Great attentionrasdurces have been devoted to preventing and
containing the spread of cholera among the pomuaiihe Center for Disease Control has

advocated for better and permanent systems fofymgiwater, obtaining clean water,
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improving education for the population on hygiend aanitation, and creating a sanitation
system in cholera treatments centers to maintalaan treatment environment (CDC, 2011).

In addition to the cholera epidemic, the entryarefgn doctors in Haiti after the
earthquake has also affected the reform of thettheale system. Foreign practitioners
delivering health care for free created competifmmative doctors whose private practices
suffered greatly without paying patients. But nibtHaitian health professionals have been
hindered by the presence of foreign providers. Sbave benefited from NGOs lik&octors
without Borderswho were among the leading organizations cootutigghe emergency medical
response after the earthquake and hired about H8@i&dn doctors and nurses for their facilities
(Adams, 2010). Other organizations like PIH an@tdnational Medical Corps (IMC) ultimately
discontinued the deployment of foreign volunteants to Haiti to assist in building capacity and
sustaining resources among Haitian professionals.

Despite these efforts, German professionals fdmuotors without Borderbave
expressed concern about the shortage of Haitidegsionals in Haiti once foreign professionals
leave and the country becomes more stabilized (20&0). Government offices remain
understaffed and with minimal incentives to stagjtldn doctors may continue the pattern of
leaving Haiti to work in other countries. Priorttee earthquake, Haitian doctors habitually left
the country to work in countries with better emptmnt benefits such as France, Canada, Cuba,
and Africa. For those practitioners who remain eatkithey are hopeful that they will eventually
receive reimbursements from the government for wégs during the emergency medical
response after the earthquake (Adams, 2010).

While some groups work to increase the pool dfeskiand affordable Haitian health

professionals, DeGenarro, Jr., DeGenarro, Sr., &Rirg (2011) argue that foreign
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professionals are needed in the interim to accampiing-term goals of establishing a better
functioning healthcare system. DeGennaro, Jr. (RAlb maintains that foreign health care
professionals should remain in Haiti to offset shertage of Haitian health professionals,
although he emphasizes that employment for nataiéidths should be secured before employing
foreign health professionals. Ivers (2011) advae#tat foreign organizations look to the
precedent set by successful NGOs, like PIH, in kbpweg health systems that both train and
employ Haitian professionals, ultimately creatinguatainable health care system without the
need for foreign assistance.

The 2004 Indian Ocean Tsunami has been compalidditis earthquake in regard to
the prospect of building a better Haitian sociétpugh the influx of foreign groups. Morris
(2010) remarks that Haiti, like Indonesia had, th@sopportunity to reconstruct a more
organized, secure, and trusting society througbfrehd reconstruction efforts. However, Morris
warns that Haiti will not be like Indonesia withdoteign help and improvement in the areas
that already posed problematic to the functionifithe society prior to the earthquake,
particularly the existing social hierarchy and toatrol of the Haitian elite. Although they
represent a small percentage of the population, itientain a significant amount of power in
the government.

Lastly, because of the foreign medical response tlae need to send patients to other
countries to receive better services, patientdbsked connections with networks of people
once completely unavailable to them (Morris, 2023 a result, this may have also disrupted the
health care system as well as the family livesesé patients, as some patients found better

opportunities in host countries and did not return.
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Quality of Health Services and the Provider-patienRelationship

Absent from the literature on the health systerHaiti prior to and after the earthquake
is information on the quality of services that wprevided and are presently being provided by
the amalgam of health professionals in the heath system from the patient’s perspective.
From studies conducted in the United States,kh@vn that patients’ perception of health care
quality is greatly shaped by the quality of theerpersonal relationships established with
providers (Sofaer & Firminger, 2005). Patientspegtations for care are based on the level in
which a provider can develop a trusting and empatiationship (Irvine, 2007; Lings, et al.,
2003).

Four predominant models of patient interactiondaseussed in the medical field: the
paternalistic model, the informative model, therptetive model, and the deliberative model
(Emmanuel & Emmanuel, 1992). Among the four mod#ls paternalistic model is more
traditional and believed to be more commonly pcactiin developing nations, particularly in the
Caribbean (Xanthos, 2007). The paternalistic mpdanotes a type of physician-patient
relationship in which the patient’s treatment arafjdosis is heavily based on the provider’s
judgment and expertise, without much regard forpient’s preferences.

In the vast literature on physician-patient relasioips in the US, a shift in the preferred
model of interaction among providers and patieasstheen identified. Perhaps as a result of an
increasingly multi-cultural American society andm@enstudies revealing the disadvantages of
disregarding patient health values and prefere(tdeske, Miller, & Crabtree, 2002), “patient-
centered care” is presently at the focus of medidakation and practice (Richard, 2008;
Kondro, 2010; Ho & Byung, 2007). The patient-ceatemodel differs from the other models

that purport a single-sided level of interactionihat it promotes engagement of the patient in the
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medical process. The paternalistic model has aso Inoted to pose the threat of medical
malpractice because of the propensity for physitatigue and an attitude of indifference among
those providers who ascribe to this model of pcactKondro, 2010). Globally, both researchers
and practitioners have been arguing for an inteynat standard of patient-focused care, listing
greater satisfaction with care and adherence &dnrent as a possible outcome among patients
(Xanthos, 2007; Stewart, 2001;Unger, Gjilbert, &Har, 2003; Abdel-Tawab & Roter, 2002).

In addition, the patient-focused model allows thagnt narrative to be told and utilized
in satisfying medical needs. Physicians have be&nized for depersonalizing the diagnostic
and treatment process, neglecting traditional nustlud attending to the patient’s story (Borkan,
Reis, Steinmetz, & Medalie, 1999; Irvine, 2007)Haiti, the patient’s narrative has not been
sufficiently sought and explored, empirically oreadotally.

Models of lliness and Traditional Healing in Haiti

Multiple explanatory models of health and illngs$iaiti have been documented
(Miller, 2000; Farmer,1990; Maternowska, 2006; Neso& Rendon, 2010; Haitian Red Cross,
2010). Generally, illness representations in Hietive from strongly held cultural, religious,
and sociopolitical beliefs, depending on an indirtls or community’s ethnicity, religious
background, socioeconomic status, or educational [#VHO, 2010; Miller, 2000). The four
common explanations for illness include illnessiesatural origin (God, psychological stress or
shock, imbalance of physical temperature, etc.euméntly conspired and supernaturally
transmitted illnesses (sorcery, “zombie illnessésyil spirit illnesses,” etc.) and “public
illnesses” (cholera, HIV/AIDS, TB, etc.) that aréem attributed to nationally-impactful and
upsetting social or political events (WHO, 2010;tbfaowska, 2006; Farmer, 1990; Vonarx,

2007).
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In a report of perceptions of cholera completedheyHaitian Red Cross in Decemeber
2010, members of the studied community offeredamations for cholera since the earthquake
that were aligned with the models described abbweevever, there appeared to be an emphasis
on the allegations against the UN peacekeepens,mainy study participants feeling that the
disease was purposely brought into Haiti, simiafeelings about HIV/AIDS during its
beginnings stages in the 1980s (Farmer, 1990).

Nicolas & Rendon (2010) present four stages oéggicommonly endorsed by Haitians,
ranging from mild to severe symptons: 1) | do reatl fwell, 2) | am sick, 3) | am very sick, and
4) | am dying. Healing methods for illness dependhe explanatory model one chooses.
Healers and healing methods that would be soughtamticed range widely and many choose to
use multiple sources of healing (Miller, 2000). Whez a patient decides to seek an herbalist,
Vodou priest, or physician often depends on hiséx@tanation for the onset of the illness.
Study Summary

The purpose of this qualitative study was to expleith a moderate-sized sample of
patients and health care professionals in the WiSraHRaiti their perceptions of receiving or
giving care in Haiti since the earthquake of 201LAas hoped that understanding the
perceptions that patients and practitioners helebgh other, as well as their beliefs about illness
and traditional medicine, would elucidate the typepatient-provider relationships existing in
Haiti, especially since the earthquake that broumgfotthe country a highly diverse and large
group of health care providers.

This study was guided by the data-gathering amal-daalyzing processes Gfounded
Theoryand my direct observations of provider-patierditiehships in Haiti after the earthquake.

Semi-structured interviews, both group and indiaidwere conducted with a total of 46
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participants. Demographic data were analyzed wiibrimation collected from all 46
participants. However, one participant’s individugkrview was excluded from the qualitative
data analysis because of problems with the auldioTthe study was conducted in two phases,
with the first phase being in a northeastern sihtbe United States, and the second phase being
in the capital area and a southern province ofiHaar the second phase, data were collected at
three medical sites.

Participants were American or Haitian health caoviglers and Haitian patients.
American providers had either volunteered in Hagtiore or were currently volunteering in Haiti
at the time of the interview. Haitian providers wevorking at the medical sites at which the
interview was conducted. Patients were receiving oa the day that their interviews were
being held.

During private, audio-taped interviews, particigaftom both phases were asked to
discuss their beliefs, perceptions, and experieimchealth services in Haiti since the
earthquake. The study was based on the followimggyy research questions:

1. What are Haitian, as well as foreign health camiglers,” perceptions of Haitian

patients?

2. What are Haitian patients’ perceptions oéign health care providers, compared to

native Haitian health care providers?

3. How do beliefs about the causes of illnessje®of health care

interaction, and traditional healing practiedfect provider-patient relationships?
4. What other factors within the provider-patiegiationship affect patients and

providers’ perceptions of health services?
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Findings from the study largely answer these fawgsgjions, mainly providers and patients’
perceptions of each other, the relationship betweeticipants’ beliefs about illness and healing
methods and the provider-patient relationship, el @& other factors that impact this same
relationship. Data on participants’ perceptioni@élth services since the earthquake are also

presented.
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Chapter Three: Methodology

Introduction

The purpose of this qualitative study was to ex@lbe experiences, beliefs, and
perceptions of relationships between healthcareigecs and patients in Haiti. In addition,
participants’ beliefs about iliness and attitudiesid traditional healing methods were explored.
The data gained from this exploration were sougtit the intention of contributing to the
information on services delivered to patients ngogi care in a vulnerable health environment.

This chapter describes the study’s research mekbggland includes discussions around
the following areas: (a) the rationale for a qadiite research design, (b) an overview of the
research design, (c) the information needed to wcirttie study, (d) the research sample, (e) the
research setting, (f) procedures, (g) data anadysissynthesis, and (h) and the ethical
considerations in collecting data.

Rationale for Qualitative Research Design

This study is guided by the research principlesraethods of qualitative research,
particularlyGrounded Theorya qualitative research method that utilizes itisledechniques of
data collection and analysis for the constructiba theory derived directly from the data source
(Charmaz, 2006; Creswell, 2007). Although the apphas credited to two sociologists, Barney
G. Glaser and Anselm L. Strauss (Bryant & Charm2820), different approaches have derived
from the original conception of the approach (Crel§vi2005). This study follows the methods of
Kathy Charmaz (2006), which emphasizes the deliberswell as inadvertent contributions of
the researcher to the study process (Green, CrleShelpe, & Clark, 2010). Qualitative
methodology in general allows for the investigatotdphenomena within the field or in its

natural setting (Patton, 2002). For this study,géeceptions of providers and patients were
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explored at the medical sites at which the intévastbetween providers and patients actually
occurred. In some instances, | had the opportuaityake direct observations and note of the
interaction between providers and patients duriegioal consultations.

Qualitative inquiry also allows for the use of npik methods of data collection, such as
observation, survey, case study, and intervieveritiewing is noted as a standard and
“powerful” method in qualitative research (p. 6#ontana & Frey, 2003), and can include group
and individual interviews. Focus groups, also mef@érto as group interviews, allow gathering
information on a particular topic from multiple ndluals at once, which is cost-effective and
beneficial to participants for a more accurate lfexfsevents and experiences. Data is obtained
from group participants through exploratory intewing (Fontana & Frey, 2003). In addition,
gualitative methodology, principally the approad¢lymunded theory, allows for an emergent
study design, which gives the researcher flexibifitselecting data collection tools that are
appropriate and aligned with the information batofiected as it is gathered by the researcher
(Creswell, 2007; Charmaz, 2006). Given the absehstudies on perceptions of health services
in Haiti, this approach was found to be best suibedvhat appears to be a novel investigation
into this context.

In addition to requiring that data analysis ocdong with data collection, the traditional
practice of grounded theory holds that hypothebesld not be produced prior to data collection
(Charmaz, 2006). As such, hypotheses for the relseprestions were not generated before
beginning the study. Once data were aggregate@duaalgized for themes, meaning was directly
gleaned from the participants’ description of theiperience, instead of drawing from the

existing literature to interpret and synthesizedhta.
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Overview of the Research Design

For this study, two qualitative methods were ugitizo collect data. For the first phase of
the study, a focus-group in the US with health gaowiders who volunteered in Haiti soon after
the earthquake was conducted. Findings from tliamimterview were used to assist in the
development of the interview questions for phas# the study. In the second phase, individual
in-depth semi-structured interviews with healthecaroviders and patients at three different
medical sites in Haiti were conducted.

In keeping with the approach of grounded theorgwvamnt literature at all stages of the
research process were searched for and reviewémnlyifog the themes emerging from the data
as it were being collected (Charmaz, 2006).

Figure 1
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For the analysis, two coding methods, an initia¢{by-line coding analysis and a
focused coding analysis, were used (Charmaz, 20@&noing, a technique used for interpreting
data findings (Bryant & Charmaz, 2010), was coneddietween the data collection and data
analysis phases.

Information Needed to Conduct Study

Utilizing the qualitative methods described in grevious subsection, | sought to gather
(a) perceptual, (b) contextual, and (c) demograpticemation to answer the four research
guestions generated prior to data collection. Withese three categories, the information sought
included:

e Foreign and Haitian-native providers’ overall pgtoens of Haitian patients, as well as
their perception of patients’ needs within the pdev-patient relationship.

e Haitian patients’ overall perceptions of foreigrahie care providers compared to
Haitian-native providers in addressing their heatire needs within the provider-patient
relationship.

e Providers and patients’ beliefs and attitudes ablmgiss and traditional healing methods
and how it affects the provider-patient relatiopshi

e Participants’ proximity to the earthquake in 2010@ #heir perception of its impact on the
health care system.

e The impact of the earthquake on the data colleditas and changes to the delivery of
health services at the sites since the earthquake.

e Participants’ characteristics, including age, slycational level, subjective socio-
economic status, subjective racial and ethnic ifileations, language fluency, and

residence. Patients were asked additional quesdiomst means of paying for services
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and their reasons for visiting the site on the dfathe interview. Foreign providers were

asked additional questions about previous expegipnaviding post-disaster services and

organizational affiliations.

The Research Setting

Phasel. The focus group interview for this phase was helthe conference room of a
participant’s work office in South Windsor, Conneat.

Phasell. Site One: Port-au-Prince-area hospital. Site One is an 80-bed private faith-
based hospital in a mountainous area about 20 esmdgrth of Port-au-Prince. The hospital
boasts of having an Haitian-only staff who proweey low-cost services in pediatric, maternity,
and out-patient care to over 18,000 patients par. y¢owever, it should be noted that in spite of
the low cost of services (by US standards) patientisis study often discussed the cost of care
being a barrier to receiving services and someptiexplained that they rely on funding
granted to specific programs, like the HIV/AIDS earogram at the hospital, to receive
services.

There is also a pharmacy on site and many eduedtaom training programs for the
surrounding community are offered. For examplethenvery first morning on site, | was greeted
by a group of over 20 male and female elderly migiin the office of the HIV/AIDS clinic
director. The director later informed me that theup had just completed a monthly refresher
training course in maternal health and midwiferge roup came back to express their deep
gratitude to the director for the training.

For this study, participants were interviewed fribra HIV/AIDS and primary care out-
patient clinic of the hospital. The clinic appestandard with a patient waiting area and a

receptionists’ office at the entry and seven pewainsultation rooms in a back corridor. Patients
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view educational programs on various health topica large television in the waiting area. The
programs feature Haitian actors and health eduzatwd are in Kreyol. Also in the waiting area
are posters from the ministry of health on safea®kcholera, with detailed explanations on
how to protect oneself from both.

Individual interviews with providers and patiemtsre conducted in the consultation
rooms, as they became available. On one occaswas bsked by a physician to sit in with him
during a consultation. This physician would be iviewved later in the week. Findings from the
individual interview and observations from the adgtetion are discussed in the next chapter.
Overall, interviews were conducted in private, guaad comfortable spaces within the clinic.
Interviews were completed over the course of figgsdn a two-week period.

Site Two: Port-au-Prince-area NGO clinic. The clinic was located on a waterfront pier
in a highly neglected, and once very violent, comityualso north-west of Port-au-Prince. The
clinic comprised of three large domed-shaped mastits and two small cemented one-story
block-shaped buildings. Physicians and nurses gioyiservices at the site were from two US-
based non-profit organizations that organize médanission trips to Haiti three times per year.
Most of the 10 health professionals who had volerae for this trip had worked in Haiti before
in similar capacities. The clinic was also stafftgdnembers of the local community who served
informally as translators and medical and admiatiste assistants. The site was crowded daily,
with over 600 people in line for services from fe&lay to Sunday that the visiting professionals
were there.

For the study, | met the providers at their hotél:0 am during the three days and rode
with them to the site, about 15 minutes away framhotel without traffic delays. This

arrangement was made because of the difficultgauisng direct transportation to the site. This
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was due to the community’s notoriety as a troulziele, which | now believe has been
misrepresented. The providers began their mornintsbreakfast and conversation about the
day ahead. Notes from the breakfasts with the geosgi as well as notes from the discussions
during the ride to the clinic are discussed inrtagt chapter.

Site Three: Les Cayes area hospital. Site three is a 146-bed hospital that services on
average 36,000 patients per year. Staffed by Hgitigysicians, nurses, and other health
professional staff, the hospital is the main heedite facility in the area. Many participants of
this study discussed the hospitals role after trekg in providing services for an overwhelming
amount of patients who traveled from the main desasreas of Port-au-Prince and Jacmel to
receive care.

For this study, participants were interviewed fribra Maternity, Surgery, and Primary
Care units of the hospital. Interviews were conddcdh available office spaces, the intern
residence hall, and vacant corners of a unit. Eeéiort was made to find the most private and
guiet spaces, yet in some instances privacy was aarievable than quietness. In addition,
some providers preferred to have other providetleroffice during their interviews. It should
be noted here that some participants appearedafang and this study. Some providers and
patients requested additional explanations andnmescases, personal background information
about me, before agreeing to participate. One nwise had agreed to participate when first
approached, refused after the consenting informatis reviewed. In all instances, the
interview did not begin until participants felt thead received sufficient explanation about the
study and were comfortable to begin. As mentiorieal/a, some participants preferred to have

colleagues or accompanying persons with them duhiegnterview, even after the purpose of
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the study was explained. At this site, interviewss@vcompleted over the course of eight days in
a period of two weeks.

Procedures

Phase|: Focus group with providersin cthe United States. Participants were recruited
through a detailed letter sent through the emstgdirvs of the two Haitian professional
organizations based in Connecticut. It was my inteiselect participants representing the range
of professionally, racially, and ethnically divetsealthcare providers that were sent from the
organizations to Haiti up to one year after theteprake. However, after a week of soliciting
participants, only six health professionals resgohithdicating their interest in participating in
the study. | began scheduling the date of the fgcogp with the six responders, while inviting
more participation from other members on the oratons’ listervs for another week. There
were no additional responders and the interviewseagduled for the evening of Thursday,
June &, 2012.

Although 6 participants confirmed their attendaimcthe days before the focus group,
only 2 were present at the time the group conveAdtird health professional, who was present
for another Haiti-related meeting following the iscgroup, agreed to participate. However,
within 20 minutes of the interview, the participaeclined to participate further, explaining that
his mission trips to Haiti after the earthquakeeweot to provide health services; he did not feel
that he could contribute to the discussion. Thus,interview was conducted with two
participants. Before beginning the interview, gapants were asked to review and sign a written
informed consent. In one-hour 20-minute semi-stmaxt interview, participants discussed their
experience and perceptions of their volunteer viloitkaiti after the earthquake. More

specifically, participants were engaged throughnepeded questions about their experience
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providing health services and their perceptionthefquality of interpersonal relationships
developed with patients during their time in Hafarticipants were also asked to reflect on
what they believe to be vital interview questioasgroviders as well as patients in the second
phase of data collection, based on their expergedeévering care in Haiti.

One attendee of a prior meeting, and friend olkaaech participant, asked to stay and
observe the focus group meeting. With the pernmssigarticipants and after signing a consent
form, the attendee was allowed to stay for theruney.

After the group interview, participants were askedomplete a brief self-report
demographic questionnaire including standard surtesys about age, sex, racial and ethnic
identifications, education, language, and professiQuestions regarding the providers’ previous
professional international experience were alse@skhe interview was audio-taped while |
took notes.

Phasell: Individual interviews with patients and providersin Haiti. For phase I,
participants were recruited with the help of angrs=d staff person, by the directors of the first
and third sites. Potential participants were apghed by the staff person and then referred to me
for more information about the study. Once intemreparticipating was expressed, | obtained
informed consent from the participant and beganritezview.

After each interview, patients received a smalblentifiable grocery bag filled with rice
and beans (valuing approximately $10) for theiretifRor providers’ participation, a donation in
the amount of $100 was given to the directors ohesite. Compensation for participants was
determined from many discussions with researclmetise fields of psychology, anthropology,
public health, and nursing as well as other hgaitiiessionals not participating in the study and

the directors or leaders of the study sites, wWithéxception of one director who was interviewed
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for this study. The compensation was deemed appte@nd non-coercive for the participants’
time and information.

Interviews varied in length, the shortest beingeseminutes and the longest being 56
minutes, with an average interview length of tineénly 25 minutes.

Interview Schedules of Questions and Demographic @stionnaires

I nterview schedule development. The initial development of questions for the fogusup
and individual interviews were based on a prelimyrraview of the literature on the post-
earthquake response and my experience participatiagnedical mission trip to Haiti after the
earthquake. | generated several questions, whicé then reviewed and revised by the
dissertation committee prior to data collection &mther revised after phase | of the study.
Findings from phase I, particularly participantssponses to the final group question were used
in the development of the interview protocol folaph Il of the study. However, the participants’
responses to this question confirmed the direaticthe interview schedule of questions already
established. In other words, there was agreemeaon@itie participants of phase | on the
information needed to be collected in the secoraselof the study, especially from the patients.
Once in Haiti, the questions were further revisedata were collected and certain questions
emerged as more salient or for needed revisiotramslation. The final drafts of the questions
are presented iAppendix B

Trandation for Phasell. For phase I, interviews were offered in either Esfgor
Haitian Kreyol, depending on the participants’ prehce. Interviews were not offered in French,
as | am not fluent. Upon finalization of phasenformed consent forms, recruitment scripts,
interview schedules of questions, and demograplestipnnaires in English, | translated all

materials into Haitian Kreyol as a native-Englisid d&laitian-Kreyol (as a second language)
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speaker. For the purposes of cultural adaptivity larguistic accuracy, several native Haitian-
Kreyol and English (as a second language) speakaesreceruited and selected to review some
of the materials and provide feedback on the acyurthe translations. The reviewers were of
various professional and educational backgroundssalected through multiple personal and
professional networks. Reviewers were asked to exathe English and Kreyol-translated
texts, as well as the back translations into Ehgbsd to provide feedback on a form (see
Appendix A. | then applied the feedback in revising thegext

All qualitative data were transcribed verbatimhe tanguage in which the interview was
conducted. Plainly, interviews conducted in Engisdre transcribed in English and interviews
conducted in Kreyol were transcribed in Kreyol. @@sensitive to cultural concepts and
linguistics, it was agreed that this was the bppt@ach. Only the Kreyol-interview quotes
presented in the next chapter have been translateé&nglish, for the dissertation committee
members and other English-speaking readers. TgaaliKreyol texts with the English
translations can be found Appendix Fin order of appearance in the chapter.

Subjective socioeconomic status and racial identification. In a thorough disaggregation
of the construct of socioeconomic status (SES)eA(@009) argues that measures of
socioeconomic status in research are typicallyffitsent in accounting for the various and
multiple economic resources that one may haveir®heates that asking about one’s
employment status, educational attainment, andysaslaot enough to understand how one
provides for oneself. Maintaining that understagdime components of SES is critical to
understanding health disparities, her researchubjestive status goes on to explain how
“...self-perceptions may play an important role imltle and the creation of health disparities”

(p.667, Adler, 2009). She agrees that there ig@ladion between socioeconomic status and
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health and asserts that the mediators of thisoekttip can be psychosocial. In her research,
Adler asked participants to report on their perncgpof their social status and later developed a
scale for measuring social status that relied desgre-existing classifications.

Drawing from Adler’s work, on the demographic quashaire for this study,
participants were asked to report on their socinenuc status and racial/ethnic identifications
subjectively. In Haiti, these particular construgte not so clearly defined or classified among
Haitians. To account for this, | assessed for gmtig@pants’ perceptions of their socioeconomic
classifications and racial groupings. Of note,gr@8 appeared much less comfortable with these
guestions than providers. Some patients inquireditalmy chosen identifications before
providing their own answers. In regards to socioeooic status, a couple participants offered
their own descriptions of classifications beginnwith pov, the Kreyol word for “poor,” t@ran
neg a colloquial term with a gendered connotationqoudine) for an affluent person.

Ethical Considerations

Protection of Participants. In keeping with the rules and regulations of they Ciollege
of New York’s Institutional Review Board (IRB), baght to protect the confidentiality and
rights of participation of all participants. Tomimize potential risks, the participants' names
were not used on the data collected. Participarte wnmediately assigned an identification
number upon agreement to participate in the sty identifying information inadvertly
obtained during the auido-taped interview was rezddvom the transcripts. All data were
maintained electronically and were password preteon my computer and external hardware
device only accessible to me. Group interview pgoréints were reminded that all information
shared in the group session is confidential andatpe discussed with nonparticipants after the

interview. Hard copies of transcriptions and prihseirveys/questionnaires organized by the
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identification codes that each participant recemede stored in a locked file cabinet. The flash
drive used for electronically stored data was &ksat in the locked cabinet when not in use.

For phase |, informed consent was provided in amiform. For phase Il, participants
provided oral consent after | reviewed the purppsecedures, risks, benefits, and
confidentiality of the study. Given the low liteyaates reported in Haiti, oral consents were
better suited for this phase of the data collectiamreduce bias and potential embarassment in
attempting to determine literate participantspalfticipants were asked to provide audio-taped
oral consent. However, written informed consent®in English and Kreyol were made
available for participants. Some participants chitoseview the forms while | introduced the
study. All participants were given written contadbrmation for the study advisor, the univerity
IRB, and me, in English and in Kreyol.

Concernswith Site Two. Unfortunately, very few participants were recrdifeom the
clinic, as | ultimately decided that the environmesas not conducive to data collection. Private
interviews were difficult to conduct on site, betith patients and with providers, as securing a
closed space where participants would not be obddry other patients standing in line to be
serviced was not possible. Thus, three intervieereweonducted on site, with one patient and
two providers, and another interview was conduatesiprivate space in the lobby of a
provider’s hotel.

Compensating patients presented as another bargetlecting data at this site. Prior to
the arrival of the team members from the orgaroretinat granted permission for the study to be
completed at the site, the director of the othganization informed me that he did not want
patients to be compensated individually. He waseored about the negative attention and

disorganization that this would cause at the #itwas negotiated that | would instead give the
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items to the director to distribute in a mannet thas safer for all involved. However, when on
site, this idea was abandoned and the directocteeléwo support staff members to receive the
food provisions. This misunderstanding, coupledulite privacy concerns, led me to make the
decision not to interview participants, particwdthe patients at the site. Instead, | served as an
interpreter for a pediatrician and recorded noteshther direct observations of care delivery
over the course of the three days on site.

Data Analysis and Synthesis

Storing and organizing data. Qualitative and quantitative data were stored, iz,
and analyzed using multiple computer software @ogy, including\NVivo, theStatistical
Package for Social Scienc€&SPSS)Microsoft Excel andMicrosoft Word Demographic data
were stored and organized in Excel, then analyz&PSS. Transcripts were uploaded into
Nvivo for coding analyses using grounded theoryimgdnethodology. In grounded theory, raw
data are segmented into “thought units” (phrasatsekpress one thought) through a process
referred to as line-by-line coding (Charmaz, 20@®y. this study, 33% of transcripts were coded
using this method of initial analysis, which is @dto increase the credibility of findings and
reduce bias (Charmaz, 2006). Following this procelssgan focused-coding for the remaining
transcripts. Focused codes, or first-order codesganerated from or assigned to the units found
in the initial coding process (Creswell, 2007).ekfthe focused codes were generated, codes
were further sorted, merged, and removed, creatirayised list of codes that were applied to
subsequent interview protocols. The first-orderesodre then assembled into higher order
theoretical codes, or themes that continue to een@sglata is collected (Charmaz, 2006).

However, given the limitations of this dissertatgindy in design and time designated for

data collection, all interviews were conducted dgrone two-month period and then analyzed
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within a seven-month period following data colleati To this point, findings from this study
should be reviewed as descriptions of emerging ésdinom these study data. There was no
attempt to construct a theory from these data. I@aar(2006) notes the importance in making
this distinction.

Reliability. Inter-rater reliability was established by a seasleolleague and me. Ten
percent (n=4) of the interviews were coded, thememed by the co-rater until agreement was
reached for at least 90% of the initial codes.

Memoing and Journaling. Memoing is a technique of grounded theory thatséssvith
the analysis and synthesis of data (Bryant & Charr2@10). Memoing allows for an open and
flexible synthesis of findings as ideas surfaceulghout the data collection and analysis phases
of the study process. For this study, detailedsiofedeas were kept in a notebook, while
collecting data in the field, and Mvivowhen conducting the analysis of the data. In &mldia
detailed electronic journal of thoughts and feddiatpout the study was kept on my computer
throughout the entire study process. Notes frommtamoing and journaling are weaved into the
present and subsequent chapters.

The Research Sample

Doctors, nurses, psychiatrists, and prosthetists watunteered through two professional
Haitian organizations to provide medical serviceblaiti after the quake were invited to
participate in the first phase of the researchystAgproximately one month after the
earthquake, these organizations collaborated amteffo organize and send volunteer teams to
Haiti. The organizations raised funds and collectederial donations in their local communities
and partnered with three community hospitals inRb&-au-Prince area of Haiti to deliver health

services. The first team to be sent comprised aoatklly and ethnically diverse health
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professionals and translators, some of whom hadqure experience responding medically to
similar disasters in Pakistan and Grenada. Manyerteams were sent to Haiti through these
organizations after this first deployment in Mag&®i0. For this study, all volunteers were
invited to participate. Ultimately, only two volwedrs participated in the focus group.

For phase I, interviews were conducted with phgsis, nurses, and patients from
medical sites in the regional areas of Port-auderand Les Cayes, Haiti. Twenty-two
participants, eight Haitian-native providers andpdients, were recruited from a Port-au-
Prince-area private hospital. From a Port-au-Prarea US-based non-profit clinic, only three
providers and one patient were interviewed dudtlica@ concerns discussed in the ethical
considerations section of this chapter. From tive wite, a public hospital in the area of Les
Cayes, 19 participants, 10 patients and 9 provisieesifically, were recruited. Thirty-nine of the
44 interviews conducted in Haiti were conducte#iaitian Kreyol. Out of the four interviews
conducted in English, three were completed with Acaa health care providers and one with a
Haitian doctor.

Patients represented half (50%) of the study @pénts. Forty-eight percent of the
patients were between the ages of 30 and 45. Rnevicbm phase I, however, were on average
younger than the patients, with 52% of the prosdetween the ages of 26 and 33. Participants
were predominately female, representing 71% of ideyg and 70% of patients. Fifty-six percent
of patients lived between an hour to three housyainom the medical site.

Although 44 individual interviews were completedHaiti, one interview was excluded

from the transcript analysis due to problems whih daudio-recording that was discovered upon



42

transcription Table 1below displays the total count of participarty their phase of
participation and location of the interview.

Table 1. Study participants by phase and site.

Phase | Phasell
N=2 N=44
Focus Group | Site One Site Two Site Three
n=2 n=20 n=4 n=20
Providers Kadir Caroline Barbara Fritz
n=23 John Geraldine Paula Melissa
Olivier Suzanne Marjorie
Nickson Nicole
Delner Angela
Regine Babette
Benny Annaise
Merline Luc
Sophia
Luriené
Patients Marie-Solange | Marie-Jocelyn| Jean-Phillipe
n=23 Aurelie Francoise
Sergina Hugh
Pierre-Jacques Rose
Nicolas Betty
Fredeline Nadia
Rachel Martine
Jean-Paul Ronald
Chantale Louise
Nerlande Helene
Lucien
Nadege

Summary
In this chapter, an overview of the study methodglwas provided. The rationale for a
gualitative study design that loosely followed thadition of Grounded Theory was presented.

The study was conducted in two phases, the firas@lveing in the US and the second at three

3 Participants were assigned pseudonyms to proteictittentity.

* This participant’s interview was excluded from thelitative analysis.
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medical sites in Haiti. A focus group interview wiiwvo health care providers for the first phase
of the study was conducted and in the second pddsedividual interviews were conducted
with health professionals and patients. The neaptdr describes the findings from the

demographic and qualitative data analyses.
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Chapter Four: Results

This chapter presents the key findings obtaineohfaogroup interview and 43 in-depth
individual interviews with health professionals gratients in the United States and in Haiti. As
mentioned in the previous chapter, one interview wsecluded from the transcript analysis.
However, the demographic information for this intewee was still included in the
demographic analysis, thus the total of participdot the demographic analysis is 46 (the sum
of two focus group participants plus 44 originaliindual interviewees). Observations that were
documented through field notes are woven into ithairigs as they relate to the themes
presented.
Demographic Data

One hundred percent of patients reported fluendgrayol, with 78% indicating a
proficient level of fluency. Twenty-six percent of patients indicated that theyld speak
Kreyol but not read or write in the language. Alm85% of patients reported speaking up to two
languages including Kreyol and French, with onlyrfeeporting beginning to proficient levels of
fluency in English and Spanish. Compared to patigmviders reported beginning (n= 7) to
proficient (81%) levels of fluency in up to foumniguages including French, Kreyol, English, and
Spanish. Only two providers did not speak any oldfieguage.

Fifty-seven percent of providers were physicianghwnly a few (n= 7) indicating their
specialties, including pediatrics, gynecology, camity health, dermatology, maternal health,

and pulmonary services. Thirty-eight percent otipgrants had been practicing for five years or

> It should be noted that the questionnaire was eeMixefore collecting at the third site to ask abreatling and
writing proficiency in Kreyol. This revision was @ to account for the socio-political issues arothedKreyol
language. It is known that while most Haitians pi€eeyol, the orthography of the language is rekii new and
many Haitians, of varying literacy levels in anpdmage, are not yet fluent in the reading and ngitf Kreyol
(Faraclas, Spears, Barrows, & Pineiro, 2010).
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less. Fifty-two percent of providers perceived itls@icio-economic statuses to be in a middle-
income range.

In regard to patients, 78% were employed in a waleety of work. Twenty-six percent
of patients reported no formal education or tragninith 61% having at least attained a
secondary education or higher. Three of the patialsb worked at the healthcare facility in
maintenance (n=2) or peer education (n=1) and werking on the day of the interview. Fifty-
two percent were visiting the medical site for spietealth problems. Twenty-six percent of
patients reported having family abroad in othemttas? although only 44% of this group
reported receiving any financial support from thamilies.

Perceived socioeconomic status for patients wablearna be coded into quantifiable data
and as such will be presented qualitatively. Wreked about their socioeconomic status,
patients often offered multi-faceted responses. gatient offered his sense of the general
classifications of the socioeconomic levels in H&le explained that there were three main
economic classes, consisting of the “pov,” “maleyg@nd “riche.” The terrmalere(z)derives
from the French wordhalheureux(se)which literally means “unfortunate” or “poor man/
woman” (Steiner, 1988). However, in the culturahtext of Haiti, and according to this patient,
the term refers to a socioeconomic class one kvale poverty. In my familiarity with this
term, there is usually a connotation of pity angdiessness associated with the use of the word
to either self-describe one’s socioeconomic Idifeor to describe another’s. The patient

defined this class of people as “moun kap fe eémfipe who make effort].”

® The Haitian diaspora’s financial support of famiymaning on the island was reported to be 1.#hilh 2008,
which is a significant contribution to the Grossrestic Product (GDP) of the country (The World Ba2®&10). In
addition to asking about education and occupatiaiso asked about support from family living alatda obtain
further information on participants’ socioeconorsiatus.
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The termriche, or rich, appeared at the top of this patient@neenic hierarchy, with the
difference between the poor and the rich beingresdly “the people who have” and “the
people who have to beg.”

Other patients gave similar responses, indicahatjthey were in the class that made
some kind of effort to live without needing to dskm others. One participant was sure about his
effort, but not about his economic status, stativgfe ti effo. M ka yon malere [| make a little
effort. | could be a ‘malere’].” Where this parpeint lacked self-assurance, a young and
confident participant asserted that he was a “stinéh potential to advance.” The most
interesting response came from an older femalécgaant, “Depi ou pa ka chanje yon 20 dola
Ameriken, sa ou ye? Ou pov! [If you can’t exchaaddS $20 bill, what are you? You're poor!]”

Providers tended to give less complex responsdis,mast identifying with a middle
classification, as described above, and only ospadent indicating that she identified with the
class who “had a salary, could feed their childeard send their kids to school.”

In regards to racial and ethnic identification,tdlitian providers identified ethnically as
Haitian and most as Black, with the exception c# provider who chose not to identify racially.
Patients were not consistently asked to reporheir tacial identifications. While this
inconsistency in the study protocol limited the gibke findings, within the interviewing process,
| was often acutely aware of the weight of thisgijiga in the room. For patient-participants who
became visibly uncomfortable when asked to speakeinracial and ethnic self-identifications,
it felt imposing and instrusive to insist that thregpond to the question. As Zephir (2010)
comments, Haiti does not subscribe to classificasigstems for race and ethnicity. Dubois
(2012) remarks on the decision of one of Haiti\gotationary and constitutional leaders, Jean-

Jacques Dessalines, to singularly classify alliblast as racially black. My own sense of anxiety
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when asking this question of participants coulekglained by my awareness of this fact and a
general discomfort with imposing upon participaamsAmerican value of categorizing
populations of people. Of the four who were asked indicated that he does not identify
racially and the other three identified as BlackuiFforeign providers identified as White and
one identified ethnically as Pakistani.
Qualitative Data

The findings from the focus group as well as thalfd3 individual interviews with
patients and providers are detailed in this sectoganized by the most salient themes from the
analysis.

Perceptions of Providers

While patients and providers expressed many diftereews about all providers, among
the discussions emerged a few themes: Foreignges/irole in Haiti is often short-term,
foreign providers should only be selected to offgecialty care, and Haiti does not lack qualified
general health practitioners. There were a feweefees to this among a few providers in both
phases of the study.

Kadir, a focus group participant who is a critiaait physician and who volunteered in
Haiti three months after the earthquake, expressadern that his contribution to delivering
care was not enough to address the chronic mezbaalitions that patients tended to have. He
asked during the interview, “But am | really makimdpig difference?” He emphasized
prevention as a way to temper the progression it ilinesses, like diabetes, hypertension,
and high cholesterol. He went on to provide recomshaéons for building a sustainable health
system in Haiti,

But the main issue is that the major long-term f@oils can not be fixed by a new
physician coming from a church group or other comityactivists groups and some
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going for weeks and some going for a few days aed going six months later again.
It's not a sustainable system. Having some insbitubver there that you work with and
you have these local physicians who then keep tt@splicated patients on the side for
the specialists doctors coming in to help thosegabat's probably a better system that
can be created through that than rather the oneanéngoing in.

However, John, a prosthetist, who like Kadir habalolunteered three months after the
earthquake, and had had previous experience resgpiadinternational disasters, felt

differently,

...at least they knew, at least they had some satiagiosis that they could then be
educated to go somewhere else widn.you may be understating your [speaking to
Kadir] impact | think a little bit. You know theyoald at least go to another clinic and

say here’s my prescription, | had this at leasttaed they at least know what to tune in
on.

John felt that Kadir had underestimated the coatigins of foreign providers, particularly those
on the trip that they participated in together.felethat patients were serviced by having some
information about their health, even if they contit benefit from follow-up care with the same
providers from that trip.

In phase Il, non-Haitian providers expressed sinitancerns about sustainable systems
of care and long-term outcomes for patients. Babaseasoned nurse who had volunteered in
Haiti at least three times before her current tu@gtrip indicated,

...| feel that we do a really well job, and that wedpha lot of people. We really help a lot
of people. But I think that we’re just kind of,metimes kind of just putting a band aid
on certain things. We’re not able to follow uphvieople because we don’t come that
often.... So I do the best | can with the stuff thathave. And we do feel good about

when kids leave and stuff, and they’re put on ttoger medication to take care of their
problem for the time they're here.

Barbara echoed some of Kadir's concerns, but ldtanJfelt satisfied with the few services she

could provide.
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Table 2. Data Summary: Perceptions of Foreign Providers

Patients (n=23) Providers (n=22) Total (N=45)

Short-term visitors 4% (1) 18% (4) 11% (5)
Need for specialists - 14% (3) 7% (3)
Do what they can - 14% (3) 7% (3)
Hold misperceptions of - 14% (3) 7% (3)
Haitian Providers

Incompetent - 5% (1) 2% (1)
Concerned about F/U - 18% (4) 9% (4)
Malpracticing - 5% (1) 2% (1)
Overall Positive 9% (2) 18% (4) 13% (6)
Give better care 9% (2) 5% (1) 7% (3)
More competent - 5% (1) 2% (1)

A pediatrician who accompanied Barbara on this mi@ear mission, and who had also
traveled to Haiti many times before this trip tdider health services, also reported a concern for
follow-up care of patients. Suzanne maintains shattried to inform patients that they should
follow care with her during the course of her siapeeded. And on the day of the interview, she
stated, “And there’s several patients I've seeeaaly twice and may see again today.” In
addition, Suzanne, along with a network of otheeifgn providers in Port-au-Prince, had
established a system of care for patients aftetimerin Haiti,

And then use [names team leader] connections whihwill be willing to see them for —

trying to give them names and information so thate is potential follow up....If they
have a major issue or problem, we can usuallyaat leotentially get them somewhere

" Totals along the Y axis for all tables in this ptea are not cumulative and represent general thdrom the
focused codes.
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for further evaluation and management. And theredhey're in the system, I'm a little
more confident that they may have better continuity

Suzanne referred her patients to more permanegigjfohealth providers in Haiti for long-term
care.

Among Haitian study participants, a few particigabélieved that foreign providers have
a misperception of Haitians and Haitian health g@gefonals, often underestimating the capacity
and skills of Haitian providers. One Haitian docteritz, expressed this belief as well as other
strong opinions when asked about his experienciésfarieign providers in Haiti. He states, in
reference to expatriates of other countries,

| don’t see why....we have expatriates who are nursé¥hy do we have expatriates of
general medicine? We are not lacking those in Heltere are a lot of nurses who aren’t
working. There are a lot of doctors that need wtvke. don’t need those expatriates. And
we don’t need incompetent expatriates either. Thezea lot of them, most of the time,
they are very, very incompetent. | have the impoesghat this is a special selection they
made to send incompetent people to Haiti. It isadblem. Eee, huuuh, I think that we
need expatriates that are really, really [the kafidorofessionals that we lack. We don’t
need expatriates of gynecology, we don’t lack ggfegists. But in contrary, we would
like the expatriates who specialize in cardiolaggurology, the things that we know we
don’t have, and we could take advantage of. Bunhgius these low level staff, so called
nursing staff, people who have failed in their doynat this point it is not even that we
don’t need them, they [just] don’t need to come.

Fritz appeared frustrated with the abundance dttheare providers from other nations
practicing in Haiti, who in some instances weremote capable than the native practitioners of
Haiti. He expressed a concern about the high catigrefor employment and the unmet needs
for skilled specialists in fields like cardiologgdneurology. Fritz went on to explain that the
vast presence of “incompetent [foreign] providesss due to a lack of Haitian authority in the
society to curtail the amount of providers who etite health system. He points to the Haitian

diaspora, and those Haitians who desire to leavi $feecifically, as a culpable group,
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It is because, collectively, we don’t take our auity by the hand.... And the real
problem is, that is, as soon as this happens,afaistop being Haitian. This is where the
problem is in Haiti. That means that there is teaing, you get this impression that the
people desire other people than Haiti. They dethe; desire to leave Haiti even... They
start not to like Haiti anymore. Maybe, maybe wken they are abroad, they pretend to
like Haiti...l believe that, if this weren’t the cadebelieve that there would be an
uprising, an awakening, there might even be a tedsllong as they can live abroad,
well they have the US and Canada absorbing thesylltforget it. They give birth
abroad, they have kids abroad. Everyone feelsahewvell....
Fritz attributed the absence of authority to thestaction of Haitians with privileges obtained in
other countries. He appeared saddened by thesmalstidisregard for their native land. He
maintained that he and other Haitian colleague® Waurt” by the influx of foreign providers
after the earthquake and would prefer for, “...foneig to visit us, we would like to see them
come, come to the country, come enjoy the beautiyeo€ountry....” Fritz's sentiments about
the need for specialists and the capacity of Hapi@viders appear to complement those of
Kadir’s.

Fritz was not the only Haitian provider to reponfavorable views of foreign health
professionals. Another Haitian doctor, Geraldinajntained that she had had a disturbing
experience once working with a Brazilian doctor vgmacticed in questionable ways. Geraldine
described a negative experience with foreign preragdhat she was able to resolve on her own,
maintaining,

Oh Yes! | worked with a foreign provider. He waBrazilian; and | had a bad experience

with him because at that time it was in public te#hat | was in. They had sent him to

this areaBerluet in the northwest....now you know that a syringeas supposed to be
used on two people. To my great surprise, whenveat on the grounds, | found this

Brazilian who was using this syringe for an op@mtiwithout sterilization...I personally

wrote to the Ministry of Public Health; the Minigtof Public Health came and removed

him.

Luc, a Haitian medical intern, indicated that hperiences with foreign providers were

usually short and was better captured as an exehaingformation and knowledge.
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Luc, like a few other Haitian providers, descrithesl relationships with foreign providers as
collaborative and beneficial to the patients theywed. Suzanne, an American pediatrician,
indicated a similar experience with her colleagmegrevious mission trips, stating that although
she did not have as much information about theskes she faced among patients on her trips to
Haiti, she felt comfortable asking other more knedgeable providers for help.

Table 3. Data Summary: Foreign Provider Relationships

Foreign Providers(n=5) | Haitian Providers (n=17) Total (N=22)
Overall Positive 80%(4) 35% (6) 45% (10)
Collaborative 40%(2) 18% (3) 23%(5)
Communication - 18%(3) 14%(3)
problems
Negative - 18%(3) 14(3)

Kadir and John also felt that they had worked taltatively with Haitian providers, and
in once instance were “shocked” to learn that thigitian colleagues were living in similar
conditions as patients after the earthquake,

She was like so upbeat. This nurse was so upbleatw8s keeping everyone energetic
and she had no home. She was on the streets. Andashclean and nice, and well-taken
cared of. | actually took a picture of her... o lokays, | want to go and look at those
pictures and say, “this is professionalism.” Thaitse was probably one of the most
professional person you'd probably ever come acreglout a home, without shelter,
smiling and a beautiful smile...

They expressed surprise in the nurse’s ability &intain a professional and pleasant attitude in
spite of her circumstances.
Additionally, although a few Haitian participantported positive perceptions of non-

Haitian providers, as either colleagues or proddarfew also mentioned problems with
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communication given the language barriers. Somermgatfelt that foreign providers offered
better care and medicine. Chantale, a patiengsstahen asked about her experiences receiving
care from foreign providers,
Hmmm! ...You get more care from the foreigners, yetrgore care. Like...like me who
keeps getting sick with this hypertension, ...thepitas$ of Doctors without Borders, if |
don’t have money, when | go there, they do evenglior me. | go for an operation
without paying a dime. They’ll give me medicatioti®y’ll do sonograms, everything

without paying a dime, without a dime, but the kéent for them you have to give money,
you have to give money.

Chantale reported receiving free health care froraiin providers, which led to her perception
that foreign providers offered more care than Haitpractitioners. One doctor, Nickson, felt that
foreign providers were more competent, “But in gahdoreign doctors know way more, [they]
have more compassion for the Haitian....” Although félt they may also hold some prejudiced
feelings about Haitians.

In regards to Haitian providers, most foreign tieabre providers reported what they felt
were positive interactions with Haitian health gsdionals. Barbara, an American nurse offered,
when asked to describe her relationship when wgrkiith Haitian practitioners,

Actually a really good relationship. And | worktiione Haitian provider, and he was —

he seemed pretty Americanized, and he was verydmacdhe was very soft-spoken, he

was very gentle and he was a very hard worker. dfejust an amazing man, and he just
treated the people so well. It was a great expeeien

Barbara reported having an enjoyable and admieperience working alongside a Haitian
practitioner. Following this statement, Barbardelated on her use of the term
“Americanized,” indicating that,

He was — he just seemed to be more, practicing Arerican medicine, so to speak.
More up to date on everything — I'm not sure if tii — | don’t — I've never worked

with another Haitian doctor, so | figured that timeyimited for certain things. And he
seemed to know a lot about procedures. Yeah. Artle@medications and all that stuff.
Which | know that they’re everywhere, but — antihk he lived in the States for a while.
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Barbara was uncertain of how to describe or whattribute the Haitian doctor’s practices and
knowledge to, but appeared to feel that he was etenpin his delivery of care.

In her interview, Suzanne discussed the advantageshe felt, based on her experience
in Haiti, Haitian providers had in delivering care,

I've been fortunate enough to work with some patmoviders that | have thought

they're phenomenal and I'm enjoying their compang they have the same approach. |

actually haven’'t worked with anyone that | feesesovertly different, although | think

that they obviously understand the culture morehosé nuances are just easy for Haitian

doctors because they understand the culture aod't. d’'m trying to understand the

culture. | want to understand the culture, butiobsly, I've only been here five times.

So I don't.
Suzanne felt that although Haitian providers pcactiin a similar fashion, she did not
understand the culture as well as Haitian providefsote, this interview took place on the
second morning of the team’s three-day stay iniHHBite day before this interview, | served as
Suzanne’s interpreter with patients. The “nuantieat Suzanne refers to in this excerpt is in
reference to a potentially negative interactiomieein Suzanne and a Haitian nurse that |
cautioned Suzanne against. Witnessing a brief eegghbetween another foreign provider on site
and the Haitian nurse about the Haitian nurse prafgeto sit and conduct intake of patients,
instead of assisting other providers, Suzanne gkistated aloud that the nurse was being
“lazy” and indicated to me that she planned tolel so. | quickly warned Suzanne not to make

such a joke and explained that the word itseltiitucally loaded and would be highly insulting.

Although she did not completely understand, sheametd from making the joke.
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Patients(n=23) Providers (n=22) Total (N=45)

Skilled/Competent - 18% (4) 9% (4)
Have an advantage - 9% (2) 4%(2)
Overall Positive 30% (7) 18% (4) 24% (11)
Negative 39% (9) 9% (2) 24% (11)
After God 22% (5) 14% (3) 18% (8)
Don’t uphold cultural 17% (4) 18% (4) 18% (8)
beliefs

In their evaluation of Haitian providers, patiegenerally perceived Haitian providers to

be working well at their respective sites. Manyiagadied, when asked about their perceptions of

providers, “Wi yo travay tré byen, yo travay tréeeby[Yes, they work very well, they work very

well]l.” And another participant, Ronald, stated raabf-factly, “Well, everyone, all the doctors,

work well. The patient comes, the doctor presctibes the patient buys the medication.

They're very good.” To Ronald, and many other pasiereceiving a prescription for medication

during a consultation with a provider was crititathe visit.

Nadia expressed the same feeling but also reparteticern about Haitian doctors

practicing outside of their specialties. Nadia exptd that the mistrust between patients and

providers at her medical site may come from thélam with doctors attempting to treat

patients outside of their area of medical knowle®jee later in the interview gave a strong

recommendation to doctors to remain in their ffighractice.

To gain more insight into patients’ perception$daitian health professionals, patients

were asked to comment on any advice that they wideddo give to providers taking care of

them at their site. A few patients appeared rehtdmanswer this question, bashfully indicating
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that they were not in the position to offer adwic&knowledgeable doctors. Among those who
did answer, the answers that reflect the most &egjrtesponses, and reveal some information
about their perceptions of providers, are listeldwe

... the advice is, for them to be more centered oat\hey are doing. To not be
discouraged no matter what. They might find proldedifficulties, because all
institutions may have a little problem, but theyé&o take that by the hand. They can’t
pay attention to that, they can’t be discourageti watients, because in this way they are
very...how do you say, sometimes, they cause a fittkelem. When the person doesn’t
come to their appointment, and you do an examhiemtand you can’t find them, in this
sense, for them not to be discouraged. In addifmrod to grant that more life so they
can continue to give care...

- Marie-Solange

The advice that | would give them at the hospit@isthem to give good care. Like,
when the patients come to the hospital... for thetetdhem die, because a lot of
[cases] when patients come to the hospital, theyeléhe person. They laugh, they tell
jokes among them, they leave the person out toAdid.the person is sick to death and
they don’t even see him....l would give them advicéake care of patients.... If the
person were well...if he didn’t feel that he wereksize would have sat home. It is
because he does not feel well that he came toa$ggithl. I'm asking them... to give
good care, give them good service.

- Chantale

Well, what advice could | give them? Me, when I'maying to God, | always ask God to
give them intelligence, to give them the spiritoderstanding for them to understand
what they are doing. And for God to bless themHon to give them a lot of patience
when a patient comes to them, for them to be ablmtlerstand how to handle them, for
them to have patience with them. That's why | alsvpsay to God for them, because
there are a lot of patients who come to them [#rttipy don’t have patience, they won't
be able to deal with them...

Francoise

| would wish that the doctors aren’t playing faves with no matter who comes before
them, they have to take care of him, because treelilaman beings...as long as the
patient comes for [care], it is his job. It is [k, if he can’t, he should refer him to
another doctor, but if he can take care of himslnauld take care of him.
- Hugh
Patients appeared to approach this question agortanity to present a “wish-list” of desired

qualities in health professionals or to discussgfa@e mishappenings in their experiences in the
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health system. Marie-Solange and Francoise wereetnad about providers’ ability to cope
with difficult patients, even offering prayers t@&for their patience and understanding.
Chantale and Hugh, however, suggest that they adddime negative experiences with health
providers in the past and had more specific adwiagve to providers based on these
experiences.

In addition, many participants directly or indidgatnentioned the old Haitian adage,
“Apre Bondye se dokte [After God is the doctor]’@rpress their reliance on and confidence in
doctors at their sites, when answering this questiofew doctors noted that they felt patients
were eager to “submit” to their recommendationsabise of this perception of providers as
“super-heroes.” Benny commented,

...you'll see that the patient doesn’t ask for muthey say, that after God, is the doctor.

Ok! So that means that, the doctor, you can doyéivielg, you are the one who decides if

what you are doing is good. That means, thatatfm of submission. That means, ‘I
won't insist, after God is the doctor.’

Benny spoke about patients’ strong confidence énpttovider and their perception of providers
being powerful and second to God.

Perceptions of Patients

In phase I, at the end of their interviews, pd&rs were asked to speak about their
general perceptions of patients at their respesites. Many gave their overall impressions and
some had begun to express their feelings abowdmiationg before this question was posed.
Through the questions about iliness representatiodsattitudes about traditional medicine,
many providers offered their thoughts and feelialgsut patients- and their practices. This
subsection begins with providers’ general percegtiaf patients in Haiti, followed by comments

on patients’ models of iliness and how this affebtsdelivery of care. Providers’ thoughts about
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traditional medicine and its practice, between mters and patients alike, are presented in this
section as well.
In her experience with patients, Barbara developleat she describes as a “love” for
them,
Oh, I just love them. | don’t know what else to.sayl mean they’re fabulous. They're
patient. They're happy. They'll sit for hours and hours and hours and yusit, and
they're always — you know, you look at them and/tjust — they're always smiling. And
they sing. They're just wonderful people. ... Theyiappy to be here to get the treatment
that they need, and they’re happy that we’re haréhem. And it's a nice mix, you know?

... Every once in a while, you'll get a couple oldeymen that will argue with each other
about who's first. But that’s very rare...

She describes patients as happy, patient, andyridetreatment, noting that very rarely did
patients become disruptive. From this same sitease, a pediatrician, made similar remarks
about the patient, also adding thoughts on patiemtgall health,
| think a lot of them are sick. | think a lot ofeim are sicker than I've seen at some other
clinics. | think they're appreciative. | think theyy warm and friendly, and | always love
when | see some of them come in all dressed wgalithost like they're trying — you
know, they're dressing up for you, and that makeseel really happy because it makes
me feel like they appreciate us. | don’t know. Thtkes me happy.
Suzanne expressed happiness about patients’ prgsantn spite of their compromised health.
She interpreted their dressy attire as a demorwstraf their gratitude for providers’ service. Of
note, it is common to see children wearing whatldne considered formal dresses in the US to
medical appointments. Sometimes, however, this Ineayore reflective of economic positions,

in which parents may not have other clothing inchiio dress their children. This is sometimes

apparent in the “wear and tear” of these dresses.
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Table 5. Data Summary: Providers’ Perceptions of Patients

Haitian Providers (n=17) | Foreign Providers (n=5) | Total (N=22)

Overall Positive 29% (5) 80% (4) 41% (9)
Concerning 18%(3) 80% (4) 32% (7)
Uneducated 71% (12) - 51% (12)
Poor/Underprivileged 18% (3) 60% (3) 27% (6)
Aggressive 29% (5) 20% (1) 27% (6)
Expecting of Providers 41% (7) - 32% (7)
Believing in 77% (13) 60% (3) 73% (16)
Malevolent/Supernatural

Causes of lliness

In phase I's focus group, John and Kadir offeredlar sentiments about patients, noting
their significant needs and ability to maintainigige attitudes in spite of their circumstances.
John spoke on the “smiles” of young amputees, wKaldir recalled his need to remain
composed with patients in spite of their storied aincumstances, “So, you wanted tsit down
and cry with some patients.” But you couldn’t affdo because there was somebody else
waiting for you to be seen.” Kadir also remarkedtioe media hype he observed before going to
Haiti, “So you’ve read about it, heard about itda&®en it on television, when you touched the
patient, then you're a part of it.” He commentedttthe experience of being in Haiti after the
earthquake helped him to realize the extent ofigs#ruction and servicing patients made him
feel a part of the recovery.

When Haitian providers were asked to discuss fteiceptions of patients, providers

often discussed “the different categories” of pase Educational level and socioeconomic status
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were frequently presented as the defining varialgethe categories. A few providers offered
the same impressions that Regine states diredibywbe

Generally, there are many patients, many patientsaiti. This will depend on the
education level of the person you are referringgoause there are some people with
whom you can spend the whole time talking abouttuths, he will never understand it.
Therefore it relies on you to make a decision ayd‘kere is how, here is how, here is
how;” and even sometimes you take a decision p#rson in saying “here is how” and
you realize that he doesn'’t get it. It's like yoash your hands and you put it back in the
dirt, because what was important, this morning veeenalking about this, there should
be medical anthropology, because there a lot ofdehat people are using, you yourself
you don’t know the terms. You're trying to figuratovhat these terms mean.

Regine, among several other Haitian providers rkethon their experiences of trying to help
patients, listing educational levels as a probleralping patients to understand their health.
Regine recommended that medical anthropology legtated into the training of providers to
help with these kinds of difficulties.

Like Regine, Olivier, a Haitian medical intern wimalicated that he chose to work at his
site to gain experience with the population of guatts typically serviced there, reported during
the interview,

Some patients come for purely a medical problerd,raimor fever, a cold. Some come
for things more complicated. And you have to ustierd something about the
healthcare here, is that — you have to understaatdrost of the people in Haiti are very
illiterate....That means they don’t know how to readte, and they still believe in some
old mysticism. So they cannot really explain to yguat do they feel or how — they don’t
know how to say it for you who's a doctor, who spssven years studying a lot of

complicated stuff. So you have to dig deep. Yaueto dig deep, deep, deep, deep,
deep exactly to find out what do they mean whew ttae a problem.

Olivier described what he perceives as a wide ddua gap between patients and providers in
Haiti. He maintained that providers have to spetat af time understanding patients and
determining their illnesses. Olivier went on to kxp in his interview, which he chose to

conduct in English, that he “was born fairly toeasy family” and was unaware of certain
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societal problems. He indicated that in additiohigsheltered upbringing, he was not exposed
to much while training to be a doctor,
Because medicine is not easy. Okay? So you'eedd7 studying, learning, making
researches. But you don’t really have time to kiyowr countrymen. So this way,

working with them face to face, | get to know theand | get to dig deep to find a
common ground. That way | can understand whategaying.

He felt that this internship year would provide Hime experience and exposure to various
groups of people that would enhance his understgrafi patients.

Other practitioners noted patients’ behaviors, eimmes even a change in behavior over
the years. Melissa, a nurse working in the matguniit of Site Three, responded, “Patients, well
especially for the ones in maternity, these pagieah be a little aggressivé.Fritz, a Haitian
doctor also from the maternity unit of the thirtesnoted the same,

...1 think there is a decline in the way patients daf) in the behavior of the patients’

parents. Once, they respected the doctors morendhges more. But now, they are

aggressive, people don't respect people. They haeeme dangerous. | think that it is a

situation that is difficult now, and, | can’'t comntke the patients anymore, neither the

parents anymore. Maybe | have to try to see alviodt has made them that way, but
there is a collective anger, there is an animo#itgte is a frustration in the society, that
makes it that, when a person presents in an itistituespecially a public institution,

he/she is more, he/she has this rage, he/sheibash&/she is like a person who needs to

unleash himself onto the public, onto the doctorgp the staff. The patients are not calm
anymore, they are not patient anymore.

Fritz attributed the “decline” in patients’ behawvto a larger sociocultural problem. He
expressed an interest in studying the phenomenaea.gohoing some of Fritz’s comments on
patients’ anger towards health care providers, Bgjphpediatrician at Site Three, felt that
patients at times blamed providers for things #matnot their “responsibility.”

Annaise felt that patients in general were,

... people who are in search of a better beinometimes, there are some who come

from everywhere, they sometimes come from all thg downtown to come up here,

because they say here perhaps, people will firaludien, perhaps when they can find us
to give them something.
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Annaise discussed the distance, both literallyfapdatively, that patients travel to have their
needs met. Annaise felt that patients at timesexgectations of providers that may not have
always been met.

Among the perceptions of patients that were rdl&desducation and socioeconomic
status, were also perceptions of patients that wedated to patients’ beliefs about the causes of
illness and their practice of traditional medicine.

Table 6. Data Summary: Participants’ Beliefs about lliness

Patients(n=23) Providers (n=22) Total (N=45)
Beliefs interfere with care - 27% (6) 13% (6)
Caused by malevolence 26% (6) - 13% (6)
Caused by poor hygiene 48% (11) 32% (7) 40% (18)
Caused by poor self-care 48% (11) 32% (7) 40% (18)
Caused by physical 26% (6) 27% (6) 27% (12)
health problems

Many providers shared Sophia’s impression thaep#tioften believed in supernatural
causes of illness, or frequently attributed thiémess to others who wished them harm. Benny
stated,

Oh no! In Haiti, every illness has a malevolentrapph first. Ok, by this | mean, the

patient will not accept that he is sick, if heigksthere is a reason. And he will find the

reason. Most times, the reason is an accusatioméhia making...in the sense that it is
someone who does not like him who did this to Htris the traditional approach. This is

how the Haitian thinks first. But what | can sayhat in certain spaces, we don’t think
like that...in the space where the person is motess educated.

Benny, like many other providers, felt that illneepresentations were highly correlated with

educational level in Haiti.
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Even Paula, an American nurse from Site Two, hadchabout common Haitian
patients’ beliefs about iliness, stating,

Ah! I've heard a lot about here, like voodoo, antthcraft but it seems like most of the

people that are coming in for medical attentiothéy’re coming in to see a doctor, they

are not believing in the witchcraft, otherwise thveyuld go see a voodoo doctor | guess
you would say.

Paula appeared to feel that patients who consuliddoctors did not believe in the common
illness models supported by patients. One patiatex a counter to this claim, stating, “...in
the Haitian tradition, we all, all Haitians beliewethis, all Haitians believe in this.”
Fritz appeared to feel the same, in his statemleoit Haitian providers,
There is a hypocrisy in this in this sense, a lyjgderisy. It is an effect of slavery, it is an
effect of the marooning, you are always hiding wjaat are doing. But it is a practice
that we all practice...even when we are not explgitinwe don’t speak of it too much,

but on the low, low, every Haitian drinks his Etflcup of] tea. Every doctor, no matter
who he is, he believes in his little traditionaldiene.

Fritz spoke about the discrepancy between Haittamads stated beliefs and their practices of
traditional medicine, implicating Haitian doctors ldaitians who pretend not to practice. He
further explains during his interview that Haitidoctors often discourage patients from
practicing herbal methods even though they prattiemselves. In the quote above, he appears
to be attributing the “hypocrisy” to Haitian hisygispecifically naming a need for it during
slavery.

However, Sophia indicated that Haitian doctors dbraally support these beliefs and
above all she, personally, “is a scientist beforglaing.” She did not believe in patients’
explanations for iliness and in regards to trad@iamedicine, Sophia explained that if there were
a way of creating a more “scientific’ method foagpticing, she would be interested in learning
more. Delner, a self-described “community healtbtdd who trained in Cuba asserted that such

training does exist for doctors in Cuba,
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They integrated it. There was a part when theytitaygu ...[how to] dosage. They call it
“MNT,” natural traditional medicine and it is a ndgr course, like you'll learn about
physical therapy, hydrotherapy, you can learn accfome, so it is a regular course in the
medical training.

Delner maintains that traditional medicine was wakgrated in his medical training in Cuba.

In spite of his training, he agreed with other ggrants that beliefs in traditional medicine can
sometimes interfere with the treatment processingtd'... They practice it very much, but the
danger comes [when] they don’t dosage the herlasdrieliorate this, Delner maintained that he
supports patients’ use of herbs and he often tiniésach them about the proper dosages,
particularly for patients who are also taking phaceutical drugs. He reported that he,rharye

yo ansanm, m marye yo ansanm [l integrate thenarfynthem together].”

Table 7. Data Summary: Participants’ Beliefs about Traalial Healing

Patients(n=23) Providers (n=22) Total (N=45)

Practiced before/instead 57% (13) 5% (1) 31% (14)
of/after care

More affordable 9% (2) - 4% (2)
More effective 9% (2) - 4% (2)
Supports patients use - 36% (8) 18% (8)
Incorporates into practice - 5% (1) 2% (1)
Doesn’t support patients - 18% (4) 9% (4)
use

Sees problems with it - 27% (6) 13% (6)

Geraldine, a Haitian nurse from Site One, also sppatients’ practice of traditional medicine,

No, no, I never discourage them in using herbgaiditional medicine. This depends on
what the patient tells me he has; but if it is stimimg that | do not have any explanation
for, I won’t encourage him; I'll say, ‘Ah! I'm soyt | don’t know anything about it.’
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Geraldine felt that her support of it also depenadiegatients’ medical conditions. She later
explained that she felt patients believed in th@saetices because they have found that it works
for them, specifically, they have found “resultStie supported their practice as long as patients
believed that it worked for them.
Suzanne provided a similar response, further exiplgithat supporting patients in this
way could also benefit the doctor-patient relatiops
And as long as it doesn’t do harm, I'll supportihd | wouldn’t necessarily argue the
point with a patient. | think there’s really thiaé line you have to draw because you
want to have them trust you. You want to have teemthat they respect you. So if they
have a strong belief, and you say, “No, that'srehtiwrong,” you’re not respecting

them. So therefore, whatever else you say aftdr they're not going to listen to as
readily.

Suzanne felt that supporting patients’ beliefs aagn of respect and promoted mutual trust and
cooperation with patients.
However, Benny like a few other Haitian providestsl] felt that it was an issue in the
health system in Haiti,
This is really, really the biggest problem thatave facing...you will see that the 50
year-old, 60 year-old, he’ll say, “doctor this etfirst time I've come to the hospital,”
you’ll see that he always knew, he had the headdeheas taking “vetiver,” he has a
cold, he’s taking “langichat” herbs, he has a fehers taking “asosi.” So with that, he’s
not coming down to the hospital, especially wita Way the country is, hospital centers
don’t go find him. They have to come to the hodpliaspitals don’t go to them. So there

is a distance that the person is coming from, he'tamme, he won’t come. So he
prefers to stay with his traditional medicines.

Benny discussed the delay in patients receiving,@me waiting a very long time in their life
to ever visit a hospital. Nicole, another Haitiarctbr, felt, “It is very hard to remove a lot of

taboo, a lot of taboo, from their minds. So theysgiracticing what they know. And when they
come to the hospital, they come too late.” Nicolpressed a concern for the delay in patients’

receiving vital care, which she attributes to thégnts’ beliefs in traditional medicine.
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When asked directly about their beliefs aboueslsy, many patients gave the responses
that providers’ indicated, in addition to identiig poor hygiene and poor self-care. Some named
germs and other physical health problems as welhdoise, a patient, indicated,

lliness sometimes comes from a lack of hygiene...somes all of this comes from a

lack of self-care, because if you are sufferingrfiounger, that will make you sick. And

especially for, what they call “gas,” that is wtihey call having a weakness that will

affect you mentally and visually....when you lackfsmre it draws on sickness, even
though you have to be sick, you have to sufferabse Jesus Christ himself suffered...

Francoise gave multiple causes of illness, inclggioor hygiene, lack of self-care, specifically
hunger. She ultimately decided that illness is itade, and like Jesus Christ, everyone must
suffer.

After describing their beliefs about illness analireg methods, patients were then asked
to talk about if and how they spoke with providab®ut their practices and beliefs. Marie

Jocelyn offered,

Well, when | tell him this, he doesn't take it srrsly, because he knows that we
Haitians, we believe in what is called the herlistaSo when we are sick, we believe

more [in this] first. Before we run to find a doct[we] go to the tree where we will find
a solution.

Marie Jocelyn felt that providers were aware of praictices and also explained that patients
sometimes choose their own remedies before conguitith a physician. Rose describes a
different experience, “Yes, yes. They tell us moboil herbs, [like] don’t do this, because, they
say a lot of stuff that I'm not interested in. Thiyn't believe in it.” Rose felt that Haitian
providers were discouraging of herbal remedies imx#hey did not believe in them. She chose
to ignore them instead. She also explained,

Well, when | don’t feel well, and | don’t have mgnt® come to the hospital | drink tea, |

boil herbs, | boil water and with a little sugatjtde salt, when I'm done | pour it in a

cup, wash the leaves, put it in there, steep the take it, and | rest until | have the
means to go to the hospital.
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There are times when she can not afford to gohtospital and must take herbal medicine to

self-treat her illness. Martine also reported tgkierbal medicine before seeing a doctor.

Martine later explained, in regards to the effica€yrescription drugs versus herbal medicine,

“...the medicine the doctor gives works faster. Wimatmake for ourselves lasts longer.”

Provider-Patient Relationships

Despite conflicting beliefs about iliness and heglnethods, both providers and patients

reported having “good” to highly collaborative, @nstanding, and close relationships with each

other.

Table 8. Data Summary: Relationships with Haitian Providers

Patients(n=23) Haitian Providers (n=17) Total (N=40)

Overall Positive 91%(21) 12% (2) 9% (23)
Collaborative 4%(1) 47% (8) 23%(9)
Comfortable 30% (7) 12% (2) 23% (9)
Communication

Supportive 39% (9) 29% (5) 35% (14)
Communication 22% (5) 82% (14) 48% (19)
Problems

Understanding - 35%(6) 15% (6)

In general, patients expressed satisfaction withctire they received at their respective

sites, many feeling supported by providers. Paiéoim Site One and Three, reported this the

most. However, the director of the HIV/AIDS progrémom Site One attributed the positive

relationships and patients sense of support teubeessful funding of the program,

But, you'll see that it is very different...becauséiextremely important, because this

AIDS project receives special financing, ‘so thale special effort for patient,” they take
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alot of .... ‘fund to take care of the patient. Q¥8re services are free, the medication

are free. It's different for the other people, éher patient, you have to pay, you have to

buy medication’
The director highlighted the differences betweene é¢ar patients living with HIV/AIDS and
those not enrolled or participating in the AIDS gnam at the hospital. When funding is
available, patients receive better care.

Communication between providers and patients wathansalient issue that was often
associated with patients’ socioeconomic statusealudational levels. Several Haitian providers
indicated that although they would like to pract&cmore patient-centered manner of care, this is
not always possible with certain patients. Regi@@ntains in regards to her interaction style,

...this depends on the patient, because even ifglbthe patient that, there are patients

that come, that are not good at all. When | saygood at all, it's in language. So if |

can't, even if you explain to the patient a 1,008, you would need a psychologist to
speak with the patient, speak to the patient, ledfiercan understand.

Fritz also felt that doctor-patient communicatisraiproblem in Haiti,
But the reality is that in Haiti, there is a prablea problem of communication. And there
is a doctor-patient communication problem. And fingblem, it has many factors in it. It
has an educational factor, that means, the patatsore often people who are
uneducated. That means a person who doesn’t igally how to read, or how to

understand. And the doctor himself, in his trainitngy didn’t teach him how to get
down to the patient’s level.

Fritz attributed the communication problems withiguats to a lack of training in medical school.
Not all providers felt that it was the responstilbf medical schools to train doctors in
communicating with patients. Delner felt that itssthe responsibility of the provider practicing
in a community to understand the patient. He emplaghe “right” of patients to speak in a
manner that is most comfortable to them and tdskptovider to help remove feelings of fear

and inferiority from the patients. Delner offered,
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Well! ...you have to get into the language of thagqudt That is what is called a
community doctor, that is what is called a publcir...that is what is called a family
doctor; for you to understand the person’s langugge have to enter into the person’s
culture, you have to enter into his world, becauséas the right to come and explain
something to you that you don’t understand. But lyave to try to understand what he is
trying to say to you...especially because in Haiinit’s starting to change, but other
times, the patient used to always be scared taaxpihat is wrong. ...He had a feeling
of fear, a feeling of inferiority...

He notes some recent change in these attitudeaitn Marjorie, a nurse from Site One, makes a
similar plea on patients’ behalf,
The people like someone there to speak to theextain, to explain to them what to
do. To give them ideas on [their] iliness. Veryeoftthe person has a problem, they don’t
explain to the person what he has. The person rieegieu to explain....he needs an
orientation. He needs someone to listen. He nemdsane to guide him.
One patient had the same request,
...more kindness becauseave need this, because there are of us who didmtlGve in
the places that we lived. Well, there are times w@h to leave your house to sit with
someone who knows you to talk, because thereraestwhen you feel like your head is
heavy...more kindness, more understanding, so that theyicdarstand us, so they can
understand.
Louise replied earnestly when asked about the adshe would give to providers. Simply, she
asked to be cared for, understood, and heard.
Perceptions of Health Services since the Quake
There were a few prominent themes from participaetponses regarding their
perceptions of changes in the health system shrecedrthquake. While some participants
indicated that they did not observe any changésaith services after the earthquake, some
described a few differences. Many patients ndtetithere were many more foreign providers
available offering sometimes free and easily agbksservices in tents in the quake affected
areas. Francoise, a patient from Site Three recalls
Have | seen a change since the earthquake? | kavestice the earthquake. | saw them

walking around to give medication, and children wieeded vaccinations got them, and
[they] gave the people medication.
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Francoise observed that there were foreign healt groviders offering medication and
vaccinations to patients living in the provisiotet homes, where hundreds of thousands
displaced earthquake survivors resided after teatev

Table 9. Data Summary: Participants’ Perceptions of Healdn#ces

Patients(n=23) Providers (n=22) Total (N=45)

More doctors in Haiti 35% (8) 5% (1) 20% (9)
No change in services 9% (2) 18% (4) 13% (6)
Interruption of services 13% (3) 5% (1) 9% (4)
More human 4% (1) 14% (3) 9% (4)
Cholera 4% (1) 5% (1) 4% (2)
Patients have more - 9% (2) 4% (2)
needs

One provider remarked on the cholera epidemicaacauple discussed an increase and
difference in the types of needs patients had, sea&ring more attention or psychiatric
services. Nickson noted that patients’ circumstarstece the earthquake required more
consideration during consultation,

...After the earthquake, instead of the person onlgu .lyave to consider his entourage as
well, because you know that person had people...tere people who lost their whole
family...before, you weren’t interested in all of thayou didn’t consider all of

that...you were a little more impersonal.

Nickson observed that after the earthquake, prosidecame more personal and more interested
in learning about the patients’ lives and familiespressing a concern about how the patients
and their families survived the quake. A few pr@rglalso noted that there was a desire to

become “closer” and more “human” with patients rafte earthquake. Caroline, a Haitian nurse



71

from Site One stated,
Ok the way you communicate with them, like | becahke | felt | became closer to
them, | became closer to them, like, | gave themenod myself, more of my time

listening to them. | take more time to share idedls them, to understand them, to try to
listen to them. Make the person more or less utal®ighemselves again.

Caroline discussed a desire to become more familtArand offer more to patients after the
earthquake. She felt that this would be of sertacdem as patients attempted to regain a sense
of self.

One patient, Hugh, perceived the earthquake tlbeeling incident. Hugh felt that the
earthquake had changed the perspectives of thfeszteaf, particularly more for those who had
separated themselves from others before the eakkqu

...in the moment of the earthquake, we saw a sefipsople who did not care about
money, who cared for people’s lives, who attempoegive their all...and them too, they
could have been in the situation because there aveegies of doctors, who died in Port-au-

Prince, professors who died, there were all kifdseople who died in the

earthquake...people who pretend not be friends eft@io type of person, they came to see

that that wasn't there, because when you saw thengis of Port-au-Prince, Jacmel, and

Leogane, you saw all the people under the rubbléer .the earthquake there has been

change. People came to see that no matter whatyetuis is compared to another, they see
that they have to partner with you.

Hugh commented that the earthquake appeared tdizgjttee population as everyone became
affected by the destruction and the loss of lives.
Results Summary

Participants for this study were mostly patieati$ef excluding one interview) who on
average were older than the providers. Both paparticipants and practitioners were mostly
female. Patients tended to live far from their exdjwye medical sites, with over half living up to

three hours away.
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All Haitian participants spoke Haitian Kreyol, withost patients who were asked about
literacy reporting that they could read and wnit&kreyol. Providers tended to be more fluent in
more languages, including French, Spanish, Kreyad, English.

Half of the patients were at the hospital on thg afathe interview for specific health
problems, or “sick visits.” Three were employeeshaf hospital and were working on the day of
the interview. Most patients were employed in vasi&@inds of work, like merchantry or
agriculture, and had also obtained at least a slrgrievel of education. Under half reported
receiving financial support from family memberstig abroad. Of providers, participants were
mostly general physicians, with about a third bemgractice for five years or less. Most
providers perceived themselves to be in a middtéossonomic range. Patients, however,
appeared to shy away from identifying with specsiicioeconomic classes, preferring to
describe instead their effort to maintain a detigatinood for themselves and their families.

Findings from the qualitative analyses revealeddliewing main themes:

e Both Haitian and foreign healthcare providers reggmbconcerns about the role
and place of foreign practitioners in the Haitiaalth care system. Some
providers felt that the role of foreign practitiogaeshould be limited to providing
specialty care and training in special medical sirgawhich Haitian providers are
less knowledgeable. Although just a few providgrske about this issue, this is
presented as a salient theme because it appeansgssie that has not been
sufficiently discussed in the current literaturefefv participants also expressed a
concern that foreign providers held prejudiced sdalaout Haitians.

e Providers hold strong views about patients, whahHaitian providers, were

often related to education and socioeconomic st&reign providers expressed
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overall care and concern for patients, includingossn about their follow-up
care, given the short-term nature of their rolaealth service delivery in Haiti.
Patients are appreciative of the services recdnaed both foreign and Haitian
providers, although a few perceived foreign proxsde be more informed and
Haitian providers to be less patient and compass#orYet, patients and
providers believed that patients tend to percereeiders, particularly doctors, as
heroes or second to God.

Both providers and patients felt a conflict betwéefhevers and practitioners of
traditional healing methods and representationnafss, with most patients
expressing beliefs in both modern and traditionathads and a range of beliefs
about illness, while providers tended to side whiir modern medical training. A
larger cultural hypocrisy around this issue in Ha#s named.

Communication, often viewed by providers to betegldo patients’ level of
education, was identified as a significant probigithin the provider-patient
relationship. Haitian providers mentioned langubgegiers and the inadaptability
of their training textbooks to the patient popudas they serviced. A few
providers felt strongly that providers needed @rmehow to adapt their language
to better service patients.

In regards to perceptions of health services dineearthquake, many
participants observed changes that included 1heneased presence of foreign
health care providers who offered free and easitgssible services, 2) changes

to patients’ needs such as a need for more atterdamsideration, and
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understanding, and 3) a change in providers’ ambreath patients, a few
indicating that they became more “human” afterabghquake with patients.
Data were collected for all four primary researclestions, with some themes emerging stronger
than others. In the next chapter, the interpratatiaf the findings are presented, followed by the
implications and recommendations for future redearal health care practitioners. The chapter

ends with the limitations of the research and aaesiohs.
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Chapter Five: Discussion

At a TED conference in 2084famed Haitian-American novelist Edwidge Danticat
spoke on the complexities of Haitian history antiure, while presenting excerpts from some of
her most award-winning and seminal literary workEDI 2010). She informed the audience of
the significant contributions of Haitians to notyHiaiti, but also to the expansion of the
western world since the Haitian Revolution over £8ars ago. Before beginning the readings
from her own novels, Danticat explains to the anckethat it is common and important in
Haitian culture to present transitional stateméefere beginning a new topic in conversation,
citing the well-known Haitian story-telling call dmesponse, “Krik! Krak!,” as an example. For
this chapter, an excerpt from classic Haitian nevdacques RoumainiMasters of the Dew
[Gouverneur de la RosEwill serve as the transitional statement forithterpretations and
applications of the study findings.

What are we? Since that's your question, | willveesyou.We’re this countryand it

wouldn’t be a thing without us, nothing at all. Wtloes the planting? Who does the

watering? Who does the harvesting?....Yet with alt,tiwve’re poor, that's true. We're out of

luck, that's true. We're miserable, that's truetBa you know why, brother? Because of our

ignorance. We don’t know yet what a force we arfeatra single force-all the peasants, all

the Negroes of plain and hill, all united. Some,dalgen we get wise to that, we’ll rise up

from one end of the country to the other. Then Mzl a General Assembly of the Masters

of the Dew, a great bigpumbiteof farmers, and we’ll clear out poverty and plamtew life
(Roumain, 1944/1947, p.75).

The Kombit® of Patients and Providers
In my experience, the Kreyol terkombit,meaning collective work for a common goal

(Smith, 1999), is often recalled or used when apymfiers to Haiti or Haitians. It is almost used

8 | had the honor of being corrected by Danticasékat an event featuring the writer in New Yomk\arch 2013!
Danticat explained to me that this lecture wasioailly filmed at the University of California in 2d and was later
posted onto the TED website in 2010. | assuredHharthe correction would be noted in this document

° This is the Kreyol spelling for its French derivatcoumbite
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as often as the womsilient Being a member of kombitor someone who initiateskambitis
highly valued in Haitian culture, particularly angpthe economically and racially marginalized
population of Haitians in Haiti. Whenkambitis formed around a specific goal, it often serves
dually as a political body and a working group lté uinderprivileged (Smith, 1999), and also
promoting democratic values (Fatton, 2000). Ipexhaps, a form of Haitian communal
advocacy inherited from a preserved cultural systélVest African ancestry. It is, for certain, a
resource of the nationally disenfranchised.

In his classic work, Roumain attempts to give ihsigto the lives of th@aysansor
peasants, of Haiti. In the passage above, thegwoist of the novel, Manuel, has just returned
home from Cuba, after many years of having been &oan his family who remained in a very
rural and small area of Haiti. Already feeling blily defeated yet determined to improve the
agricultural sector of his family’s community, Maeiis friend, Laurélien, comes by to visit and
asks about his time in Cuba. The friend approabteasuel uninformed on the differences
between Haiti and Cuba, specifically discussingapgortunities for “Negroes” in Cuba
compared to the lack of opportunities in Haiti. talien, also feeling discouragement and the
brunt of social injustice in Haiti, asks Manueleatitly, “What are we us peasants? Barefooted
Negroes, scorned and mistreated” (p.75, Roumau#¥/1947), to which Manuel offers his fiery
and lengthy quip. While recognizing that for thégeist of Roumain’s highly acclaimed
contribution to Haitian literature that the tekmmbitis used appropriately, it is proposed that for
this discussion the reader reconsider the conddgimobitand who this group typically includes.

A few participants of this study suggest that afiter earthquake a collective was formed,
which included Haitians, foreigners, the poor, tileg, the informed, and the less informed. And

according to one patient in this study, this saoikective worked towards a common goal: to
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save as many lives as possible- physically, spilljuand psychologically. There was a role for
everyone and due to the intensity and urgency eflsafter the quake, these roles were, for the
most part, quickly defined and adopted by everyshe chose to be involved.

However, as those who were involved are learning (RAHO, 2011) and has been
learned through this study, some of these roleg wet always appropriate. Both foreign and
Haitian providers in this study spoke on the limaas of foreign providers in offering services.
They mention the temporary presence of foreignidierg and of the duplication in services or
skills, as some interviewees felt that foreign padevs were more needed for specialty care than
the general services that Haitian practitionersevesailable to provide. Yet, it seems that there
remains a place for each actor. Perhaps, each@tdrave a role in tH@mbitonce there is a
better understanding of the dynamics at play withese relationships.

Relationships between and Perceptions of Patientsié Providers

As was reported earlier, Olivier, a Haitian medicaédrn at the first site, explained that
prior to becoming a doctor, he was not exposetagbpulation of people that he encounters in
his current work at the site. He further explaiheav this lack of exposure became problematic
in his communication with patients who spoke Kreiyoh way that he could not understand. He
mentions that his “fairly easy” upbringing coupledh the fact that there is “no time to know
your countrymen” when studying to be a doctor, mftaused frustration and disappointment in
his attempt to understand patients’ language andeia®f illness. Because he often could not
relate to patients, he felt frustration when patierhose their traditional healing practices or
“mystic” explanations for illness.

Many Haitian providers, whether from Olivier's sasecioeconomic background or not,

spoke about not knowing or not being trained in howommunicate with patients. They
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explained that they were trained in French (or $bafor those trained in Latin American
countries) and with French textbooks that wereadatpted for the populations that they actually
serve. Providers’ identified difficulties in builty relationship with their patients appeared to
also bring to surface their loaded and complicgideptions of patients.

Two main percepts of patients were frequently preskduring the interviews with
Haitian providers: 1) Some patients are educatddsame patients are not and 2) the patients
who are educated understand things and do notmaeld explanation, and the ones who are not
educated need lots of explanation and support. Sdems to reflect the dichotomous social
organization, or hierarchy that exists within thdture itself, to which Roumain also speaks of
through his characters Masters of the Dew

The multiple “worlds” of Haiti have been well docented and of great interest to many
who find the economic divide between the “eliteisd and 90% of the rest of the population
fascinating. Dupuy (2012) notes, that between 18%62007, the economic disparities in Haiti
have remained almost the same, with the most afflorembers of the society possessing just
under half of the nation’s wealth. This minoritgtyowerful, group is noted to have formed
shortly after Haiti gained independence in 1804 and further empowered by the US after its
occupation of Haiti in the early 1900s (Farmer, P01

In her study of doctor-patient interactions in fnplanning clinics in Haiti,

Maternowska (2006) makes note of the impact ofstdas on doctor-patient relationships
reporting, “issues of power, authority, and clasbue every aspect of the client-provider
interaction” (p. 94). This quote brings to mind Bgna provider in this study who discussed the

perceptions of providers as powerful and secorddd. Both Maternowska and Benny contend
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that providers have a great amount of power inatggatient relationships and this power
differential should be considered seriously.

Delner, the Cuban trained physician from Site Gpeke about “the fear” and
“inferiority” that patients in Haiti have felt irheir interactions with providers. It could be ardue
that the shy, reluctant, and overly gracious tdreme patients in this study may have been
related to these feelings, although culturally teoless is highly valued (Nicolas, Schwartz, &
Pierre, 2010). Still, while some patients spokedily about the injustices that they have
witnessed or endured within the healthcare systeamy gave responses that reflected an
internalized blame and shame of each other. Whadase give advice to providers, a few asked
for providers to “forgive” patients who misbehavatinost pleading for providers to be
“patient.” One participant offered a religiouslylén rationale for suffering in her response to
illness stemming from a lack of self-care- likerg&dion. Religion and spirituality may be facets
of the resilience that Haitians are known for, ibgertainly should not be the basis for anyone’s
argument for, essentially, structural injustices.

Of the uneducated patients described by proviatetisis study, some providers spoke
disdainfully about patients’ ignorance and how tteliefs made “the doctor’s job hard.” Olivier
even offered his recommendation, “Well they neaacaton. | think it is the first- that is going
to make the job of the healthcare provider a Istezaif they stop believing in the mysticism.”
These attitudes, along with the blaming and shamofrgatients for their health conditions, were
admittedly uncomfortable for me, although not sisipg.

In Haiti, the elite class is mostly representedabijiulatto, or mixed race (Mulatto, 2013),
group who are usually of lighter complexions anddpean and Middle Eastern phenotype, due

to the historical presence of the French, Spamisitch, Syrian, Portuguese, and Lebanese
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(Wilentz, 2013; Dubois, 2012; Zéphir, 2010). Faststudy, interviews were conducted with
patients and providers of various socioeconomicethdic backgrounds, in addition to diverse
phenotypical presentations, languages, and profegisstatuses. | am a lighter-complected
Haitian American who speaks Kreyol with a strongest, which immediately alerted
participants to my “otherness” in this context. Bymplexion is noted becauselorism or the
discrimination of another based on skin complexigpically darker complexionhas been
observed to be a significant issue of Latin Ameand the Caribbean (Sawyer & Paschel, 2007;
Louis-Gates, 2011), and Haiti is not an exceptatiough it is less likely to be discussed among
Haitians. Simply put, lighter-complexion is goodrkier complexion is bad and each have
implications for perceived social standing and powe

Assumptions about my background were made, disduasel sometimes acted upon by
participants during data collection. Some patiehtsse to share their perception of me as being
“red” racially or fluent in French or English lingatically, based on my phenotype and role as a
researcher from “somewhere” other than Haiti. R@roas of me as a privileged person in this
context were also sometimes demonstrated in tlgubsge choices of some participants. This
was particularly evident with doctors who initiatedinfused French phrases (the perceived
“language of the educated”) in their discussionthme, despite the fact that | only spoke
Kreyol (the perceived “language of the people”)wthem. Patients’ reluctance to discuss or
identify with a socioeconomic class is also notetwarConceivably, this was related to the
above mentioned social dynamics of class and ratiti.

In attempting to understand the relationships behndaitian providers and patients, as
well as Haitian providers’ perceptions of patietit®re may be much to learn from

psychoanalytic theory. Rita Charon, a physician Wwas sought psychoanalytic principles to
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help deepen the quality of provider-patient relagiups, bridges the relationship between
psychoanalysis and medicine. Charon has drawndmerept ofnarrative medicindCharon,
2008)from psychoanalytic ideas tlansferenceandcountertransferencerhis concept and the
utility of training health professionals to deeplygage in the stories of their patients by creating
their own stories of their experiences with pasecduld not be explained any better than by
Charon herselfNarrative medicineseeks to,

...teach professionals and trainees about whatmatgo through, to attend to the

interior of those who practice medicine, nursingsacial work, and to develop the

competence to recognize, absorb, interpret, amddyed by the stories of self and other
(Charon, 2008, pg. 25).

Learning the practice of narrative medicine is idl #kat Charon asserts benefits the patient and
the provider. The concept promotes a marryingsygthoanalytic principles, in addition to other
disciplines that teach the techniques of introspeand story-telling, with medicine. She
extends Freud’s (1912) original notion about traresfice to encourage providers to allow the
patient to utilize them as “vessels” for the patehealth experience.
Transferencandcountertransferengeas psychoanalytic concepts assume that the
relationship between patient and therapist is fednoh a previously constructed relational
template. The patiemtansfersher feelings about “self and other” onto the tphestand in
return, the therapist experiences a feeling theitiger a projection of the patient or a derivation
from the therapist’s own template that is evokedHgypatient. The therapist’s
countertransference is encouraged to be examirgedalhunderstood to be effectively utilized
by the therapist in service of treating the pat{®innicott, 1956). If left unexplored,
countertransference could hamper the treatmenepsaa that the therapist is unable to see past

her own projections to help the patient identify imérapsychic needs. The notion of
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countertransference feels particularly applicabléhe providers in this study, given their strong
views on patients and perhaps the impact of theseeptions onto their treatment of patients.

For foreign providers, their perceptions of patsesppeared to be simpler, with one
describing them as “happy” and loving patients W&ing,” while others made note of patients’
ability to smile in spite of their circumstancebnast wanting to suggest that patients were, dare
it be saidsesilient®. For Barbara, it appeared especially difficult ier to say anything negative
about patients (p.64 in chapter four). These spfitesentations of patients are striking and bear
to mind the defenses oéaction formation, idealizatiorgnddevaluation which then implores
the question, why would providers need to use thesense mechanisms? What is the anxiety or
guilt that they defend against about?

Conceivably, foreign providers’ anxiety could b&iatted to unfamiliarity with the
context or with the population. However, in thisdst it appears that the frequency of visits to
Haiti was not directly linked to providers’ sendesase with the work setting and patients. Both
Suzanne and Barbara indicated that they had trdvelBlaiti many times before their visit
during this study. Yet, John and Kadir, who hadendxaveled to Haiti prior to their mission trip,
although they had experience with similar work thes less developed nations, appeared to
offer more culturally sensitive remarks about tleiperience in Haiti.

English pediatrician and revered psychoanalyst Rbwsoods Winnicott's ideas about
hate in the countertransference (1949) might pesgimime insight.Winnicott (1949) entreated

analysts to examine their hate of patients, maiimgithat it is inevitable for therapists to have

19 sarcasm aside, the overuse of this term to desktditians in general is problematic. It is trooli
because the hyperfocus of often well-intended piraicers, psychologists, journalists, etc., on ‘titan
resilience” does not appear to leave room for eusision on the reasons for the need for the resdien
the first place.
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both loving and hateful feelings about patients wan be “irksome” and “burdening.” He
refuted the notion that the therapist is alwaygitong and practicing objectively or

scientifically with his patient. He recommendedttbiace the hate is explored within the
therapist, and an adequate alliance is establishiee used to help the patient and prevent the
therapist from acting out his hate onto the pati€he patient’s ability to tolerate his own hate
depends on the awareness of the therapist’s hatinef, he suggested that the integration and
awareness of the therapist’'s hate and love istigeédr the patient, when he is able to utilize it.
Applying this understanding of the potential fotdhan a provider-patient relationship, it appears
that practitioners in Haiti would do better by rgnzing hate within themselves when servicing
patients. Black Martiniquan psychiatrist (Widema@08) Frantz Fanon offers an explanation for
where this hate stems in his highly significant kvon colonized nation&)retched of the Earth
(1963).

Based on his experiences as a medical studemanté& and time in Algeria, Fanon
contributed to African and Caribbean world histaryalmost prophetic work, that deconstructs
the psychological impact of European colonizatiopriesently African or Black nations. Fanon
(1963) explained that during colonization of the&leping world, the colonists and the
colonized maintained a relational constellatiort titedescribes as envious and mistrustful.
Colonists promoted a demonized image of the coézhia the compartmentalized world that
colonists created, which Fanon theorizes had lggtfects on the self-image of the colonized.
Even when the colonized was able to gain indepearedffom the colonists, through violent
means, the colonized perpetuated the same divatiagl constructs and destructive ideas of the
dominating class’s superiority and the rural classferiority. This led to the creation of

powerful elite classes and interethnic and inteadrdiscontent. The elite class viciously protects
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its relationship with the colonists and maintaims $ame suspiciousness of the rest of the
colonized that the colonists had of them. He states

The national bourgeoisie, which takes power agti of the colonial regime, is an

underdeveloped bourgeoisie....In an underdevelopedtog the imperative duty of an

authentic national bourgeoisie is...to learn frompgkeple, and make available to them
the intellectual and technical capital it culledrfr its time in colonial universities....the
national bourgeoisie often turns away from his feeamd positive path, which is both

productive and just, and unabashedly opts for thieational...path of the conventional

bourgeoisie.... (Fanon, 1963, p. 98-99).

Fanon vehemently criticizes the elite, or the “lgmaisie” for only being concerned with its own
“intermediary” interests with the Western worldyrin whom the colonized bourgeoisie has
learned its “antinational” habits. He purportedtttids intranational conflict between the
bourgeoisie and the “peasantry” festers a deepty dentempt for each other. He also attributes
the colonist’s “fabricated” image of the colonizedhe fear and demonization of the rural
population.

In Wretched of the EartiFanon also spoke to the bourgeoisie’s competititim
traditional leaders, indicating that they are oftdrom the “rural masses” seek before the
bourgeoisie. This created a barrier for the bousye's business opportunity with the rural
masses, and thus impeded opportunity with the cstloor other “Westerners.” The rural
population, who remained “community-minded” anddbip indigenous practice, is mistrustful
of the bourgeoisie. Patients in this study sugdestiever, while some do opt to use traditional
medicine as a substitute or alternative for ofteafiordable modern medical care, some patients
use traditional methods as a preventive measutienP®artine (p.72 in chapter four) indicates

that she uses herbal healing methods for stresshwbuld have impact on her overall health.

This is likened to “self-prescribed methods” thatynbe commonly used in the US such as a
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healthier diet, exercise, or relaxation technigadsyf which, as Martine explained about herbal
medicines, may have more lasting impact than pheeotacal drugs.

Fritz, a physician in this study whose frustratao anger towards foreign health care
providers, the Haitian diaspora, and patients Wasst palpable, addressed the mistrust of
providers and their interventions during his intew. Fritz called Haitian professionals to end
the “hypocrisy,” or the split between their staseientific beliefs and traditional healing
practices. He discussed the problem of Haitianigeyg who discourage patients from using
traditional methods of healing while secretly obg®y the same practices themselves. He might
have been asking for Haitian physicians to eithergrate or to make a choice between their
beliefs and practices. He was also asking forameb a community-minded approach to
healthcare- &ombitstyle approach, if you will.

Providers’ splitting of beliefs and practices coaldo be viewed as a splitting of
professional and personal identities, or selves) pioviders’ identification with science
demarcating their superiority and distinction frédme inferior “Other” who bears their projected
aggression (Altman, 2010). Fanon’s work may expllagaggression, but Winnicott (1960) and
Hill (2011) provide an understanding on the develept of the splitting.

Winnicott believed that in infant development, tevelopment of the child’s “true self’
rests upon the balance of met ego and id needsepyaurtured within a mother-infant
relationship. An unhealthy “false self” is orgarda@hen these needs are not met adequately and
the large gap between the true self and the falééenspedes the true self from living freely and
creatively in a social world (Winnicott, 1960).What could have been an otherwise healthy
development of a false self, which allows for tlestence of a true self who employs false self

moral tendencies when needed, becomes problematied social individual who uses the false
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self to defend against ego and id impulses. Plamhen the false self takes over, the true self
can not be free and this is troubling for the imdiial as well as the people with whom he is in
relationship. Winnicott suggests that the integravf these “selves” is best for the relational
individual.

Hill (2011) adds to Winnicott’s theory with the mmt of a “social false self” for
individuals identifying with an oppressed sociabgp. Citing Altman’s (2010) argument for a
triadic therapeutic relationship consisting of gagient, the therapist, and the social contexts of
each, Hill maintains that often within cross-cudtlurelationships emerges the need for the social
false self. Individuals holding a marginalized sdaidentity (ies) develop a social false self that
serves as a self who is more assimilated and aaddlepb others. The social false self, according
to Hill, can be adaptive as well as maladaptivéninitelationships. Maladaptively, a social false
self creates tension between the true self anddli¢hat wishes to be pleasing to a cultural
“other.” She encourages the clinician to be seresiid the manifestations of a social false self
within a therapeutic relationship where, as Wintti¢b967) and Altman (2010) explain, exists
the cultural experience. Hill also encourages tmecan to be mindful of the clinician’s role in
evoking the social false self.

There are applications of this idea to the pravjakgient relationship of participants in
this study in addition to the brief interactionween the interviewees and me. Within the
provider-patient relationship, the need for a falsk, or a social false self, may emerge with the
practitioner who wishes to be seen as the expatithrority, especially given how valued this is
in Haitian culture. For the Haitian provider whoymeot identify with the bourgeoisie, but with
the invisible Black middle class of Haiti, as doshof the providers in this study, the tension

between a true and false self may be high. Whdtlhera false self, or a social false self, the
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Haitian providers in this study may have beenazitiy a sense of self that was not aligned with
their true selves, in the service of presentingielves as highly educated professionals
identifying with a dominant classist and colorisbgp who also disavows the benefits of “the
people’s” medicine. This disavowal also raised pptions of patients that were just as
disapproving, no doubt, a common dynamic withingh&vider-patient relationship in Haiti and
not just during this study.

There were a few examples of “true self’ providerthis study. Delner, the doctor who
studied in Cuba and referred to himself as the ‘foomity health doctor,” could be viewed as a
prime example of a provider who has utilized hrsiétself” creativity to integrate traditional
medicine into his practice of modern medicine &peet and better meet the needs of rural
patients. Suzanne, the American pediatrician frloensecond site who spoke of creating
networks with other providers in Haiti to offer antinuity of care for patients, could also be an
example of a true self manifestation. Suzanne gdneg could be considered a more integrative
perception of patients when she described thema@sréciative...warm...friendly,” in addition
to speaking on their grave health conditions whenisdicated that patients were also very
“sick.”

More examples of true self providers include KadiRakistani American doctor who
traveled to Haiti immediately after the earthquakesented his ideas on the selective roles of
foreign health care providers in Haiti, maintainthgt this would help build support of skilled
and available Haitian providers. Delner and Mag@nd Geraldine, Haitian nurses from Site
One, requested that providers take on the respbtysdd “entering” the patients’ language to
effectively communicate to and understand themqdate Delner, patients have “...the right to

come and explain something to you that you dondenstand.” Geraldine further offered that a
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more “human” approach is needed in response totrey losses that patients endured after the
earthquake.

The General Assembly of Healthcare Actors

Recently at a concert in New York featuring icoHigitian musicians and historians, on
stage were, as the headliner Emeline Michel ptithg honest voices of Haiti.” During a
guestion and answer session after the intimateergrecnon-Haitian audience member posed a
guestion about the universality of the music. Sipeadly, she wondered about the music’s ability
to move her in spite of the fact that she did paak the languages of the musicians. This
beautiful and thoughtful question appeared to leready been answered by Michel’'s
introduction of the artists as “the honest voicedich implies that these artists address the truth
in their work.

In the new conceptualization okambit whose new definitional structure has been
engendered in this chapter, there is a recommendattr an integration of participants from
diverse social spheres into the working group. Was exemplified in the earthquake medical
response of 2010 in Haiti. The patients and pragidé this healthcarkombitworked
collaboratively for a common purpose. In moving #&oels a reform of the Haitian health system,
thesekombitmembers, if speaking truthfully and if organizagketto a collective self, hold the
power to have universal impact on healthcare iriHali
Study Limitations and Suggestions for Future Reseah

There were a few limitations that were inherenth® study design, time allotted for data
collection, and my bias. These limitations impadtesiselection of study participants, and

perhaps, as well as some participants’ responeetmesearch questions.
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In phase |, due to timing constraints to complete phase of the study, prior to
collecting data in Haiti, only two weeks were deagbto recruitment of participants for the focus
group. In addition, there was not sufficient tinfeeathe focus group to organize another group
interview for more participants. As such, the grauterview was conducted with only two
participants, without an opportunity for follow-ugth participants who had initially agreed to
be in the interview. It should also be noted thaug interview participants were familiar with
me through my travel with them on the medical noisdrip after the earthquake, which is
discussed in the introduction chapter. To reduas In the analysis of the data from this
interview, the transcript of this interview was @ed with a colleague to increase the reliability
of the coding schemes that emerged from the diteuah it is recognized that this does not
reduce any biases that might have been inherghetmterview itself.

Due to conflicts with protecting participants aheit privacy, not many foreign
providers were represented in the study’s secoadgbf data collection, resulting in a sample
of only five foreign health care professionals frboth phases. Also due to the timing
constraints for data collection, | did not engage icontinuous collection of data as themes
emerged and more information was needed. Data @lexi®d over the course of a two-month
period during the summer before | began a pre-dakiaternship in New York.

In addition, the findings from this study should\bewed as descriptive, as there was not
an attempt to construct theory from the themeseharged from the data, which is the common
practice of the&rounded Theoryradition (Charmaz, 2006). Although the delimbats and
limitations of this study impede the developmenaalusal or explanatory theory, the results of
this study support an emerging theory about thepdexity of provider-patient relationships in

Haiti. Relationships between medical providershidoteign and Haitian, and Haitian patients
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reflect the hierarchical sociocultural dynamicdHaiitian society, which were constructed by the
nation’s complex political history with other, mgsewerful, nations. Issues of power, as they
are conflated with race and class, pervade theaictiens between providers’ and patients.

Future Research

Future research of provider-patient relationshipEaiti would benefit from a mixed-
method study design that incorporates quantit@ssessments of interpersonal relationships that
directly ask about various indices of provider-patiinteraction such as communication, trust
and mistrust, like and dislike, and level of peveei empathy.

Due to the delimitations of the study design, pasieperspectives were difficult to
obtain and not as prominent in the study resultwriggnally sought. A future study design
grounded in a community-led and more collaboraéipproach to gathering data, such as
Community-based Participatory Research (Israel, Bobulz, & Parker, 2005), might allow for
better representation of patients’ perspectivethigiapproach, the community under study leads
the effort in increasing knowledge about the comityuas well as identifying needs. Key
informants, such as traditional healers, clergyna@n, other stakeholders, would be sought for
study design guided by this approach to offer misgght into the health practices and beliefs of
Haitian patients.

In addition, a future study should consider examgrthe impact of race, ethnicity, and
color on a complementary level (Green, Creswelgggh& Clark, 2007). This means that the
researcher explicitly seeks to understand theemites of race, ethnicity, and color through its

sampling strategy and interviewing style.
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Finally, future research with more representatibforeign health care providers is
needed to better understand the perspectives qaiierces of foreign-provider and patient
relationships in Haiti.

Planting a New Life: Implications and Recommendations

In this study, foreign providers indicated thatytheere not informed of various aspects
of Haitian culture, like traditional healing prams and Haitian explanatory models of illness. In
attempting to build a health system that can inc@fe the services and skills of foreign health
professionals, it is imperative that foreign preiesals educate themselves on the essential
values and beliefs of the culture in which theyhdia deliver care.

For the Haitian health system, an integration aditronal medicine into the training and
practice of Haitian health professionals is needatk study participant’s experience in Cuba
was presented as an example of how this integrandrrespect for traditional beliefs can be
beneficial to providers and patients alike.

For mental health professionals, Haitian provideay benefit from a space in which
issues of identity can be sorted to more authdhtisarve patients. Some providers may feel a
conflict embedded in a sociocultural dynamic, whiebults in the development of a social false
self, or maybe a professional false self. Mentalthepractitioners can also serve on
interdisciplinary health teams to teach communizaskills to providers.

Conclusion: What Patient-Centered Care Means (Could/ean) in Haiti

In the Haitian health system, “patient-centered’taray not yet refer to a practice of
empowering, advocating for, or directly addresshmghealth needs of patients (Sofaer &
Firminger, 2005). Given the complex history of Haitd Haitians, and as a result, the present

ailments of a country that is often misunderstoobrepresented, and blamed for its current
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condition, the practice of patient-centered carg bwpredicated on one step before this.
Patients may benefit first from a practitionersilipto keep in mind and make use of his or her
experience in the cultural world as it exists ia grovider-patient relationship.

In a personal communication with a doctor in Haite need for the presently
paternalistic model of interaction with patientsswiscussed. The doctor felt strongly that
patients would prefer a doctor who presents asutitieority and the expert on the patient’s
health. According to this doctor, and a coupleaétdrs in this study, patients in Haiti want the
doctor to inform them of the “right” medical choga/Nhile it may be culturally syntonic for the
provider to be the authority on health and theguais’ medical condition, it behooves the
provider to examine within himself his countertrf@nence- whether it nests hate, fear, or
mistrust resulting from larger social systems-dosstively serve his patient. If the provider must

come after God, then like God, providers can baattative- as well as authentically loving.
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Researcher Reflections

In the introduction of this document, | discusdeel ¢xperiences that helped to inspire,
inform, and shape this dissertation study. In ttee@ss of drafting this document, | shared some
of the work with close family members who exprestesir sincerest interest, intrigue, and
support of the study. It was an honor to have stezhendous involvement of family members in
the preparing for, the thinking about, and theenestce in completing the study over the past
two years. During the arduous, yet AMAZING, couadelrafting this document, | received the
note below from my aunt, a very special and deat atnom | consider my “first mentor.” This
note is included in this document because it whatlg insightfully summarizes the overall and
core intent of this dissertation study: to preseeriences, begin dialogue, and inspire change.
March 6, 2013, 1:12am
Cidna:
I'm not just saying this because you are my niece, BUT I was intrigued by the subject matter,
enlightened by what I learned of the practices (natural and medical), instructed about the push and
pull of doctor/patient and foreign/local provider relationships and at times infuriated by the
misguided, racist, prejudiced and biased attitudes of providers and patients alike!!!l The findings were
real and so fresh, authentic and deeply human. It was refreshing to read about the providers and
their experiences and insights into the health system. Reading this excerpt caused me nostalgia and
longingness to return to Haiti to help again. BUT it also gave me some hope that with this open and
frank prescription of dialogue between professionals and patients, maybe, just maybe Haiti might
"get and feel better" one day. Thanks for sharing Cid! And CONGRATULATIONS for a great

start!

I have attached my editorial comments in a separate email.

Tats"!

HuTats” is my nickname for this aunt, which deriviesm the Haitian Kreyol word for auntati.
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Translation Feedback Form

Birthplace: City/Province Country
Current Residence: City State
(For Haitian natives) How long have you lived in the US? (months/years)

Current Profession:

Which languages do you speak? (Mark an “X” next to all that apply)

English Haitian Kreyol Spanish French Other:

Please indicate your level of fluency in Haitian Kreyol in the following areas. (Fill in “X” in the
appropriate boxes):

Level of Fluency* Speaking Reading Writing

Elementary Proficiency

Limited Working Proficiency

Professional Working
Proficiency

Full Professional Proficiency

Native or Bilingual Proficiency

Please provide your feedback in the following areas for each translated text.

Form/Script | Overall Accuracy | Conceptual Errors Suggestions for

(poor/fair/good) (none/some/
(poor/fair/good) many)

Accuracy Revision/Comments

Contact
Sheet

Script for
Introducing
the Study

Script for
Oral Consent
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*Descriptions of Levels

Elementary Proficiency

can ask and answer questions on very familiar gppiithin the scope of very limited language expece
can understand simple questions and statemerdsiad) for slowed speech, repetition or paraphrase

has a speaking vocabulary which is inadequateioess anything but the most elementary needs; makes
frequent errors in pronunciation and grammar, laatlze understood by a native speaker used to deaiih
foreigners attempting to speak the language

Limited Working Proficiency

able to satisfy routine social demands and limitedk requirements

can handle with confidence, but not with facilitypst social situations including introductions aadual
conversations about current events, as well as,vi@nkily, and autobiographical information

can handle limited work requirements, needing relpandling any complications or difficulties; cgat the
gist of most conversations on non-technical subj@at. topics which require no specialized knowkd and
has a speaking vocabulary sufficient to respongblsimvith some circumlocutions

has an accent which, though often quite faultyntislligible

can usually handle elementary constructions quiterately but does not have thorough or confidentrol of
the grammar.

Professional Working Proficiency

able to speak the language with sufficient stradtaccuracy and vocabulary to participate effetfiue most
formal and informal conversations on practical igzlo@nd professional topics

can discuss particular interests and special fiefda®mpetence with reasonable ease

has comprehension which is quite complete for anabrate of speech

has a general vocabulary which is broad enoughhihat she rarely has to grope for a word

has an accent which may be obviously foreign; hgsoa control of grammar; and whose errors virjuaéiver
interfere with understanding and rarely disturbriaéve speaker.

Full Professional Proficiency

able to use the language fluently and accuratelglidevels normally pertinent to professional need
can understand and participate in any conversatidthe the range of own personal and professional
experience with a high degree of fluency and piegcisf vocabulary

would rarely be taken for a native speaker, butreapond appropriately even in unfamiliar situagion
makes only quite rare and unpatterned errors afipraation and grammar

can handle informal interpreting from and into teguage.

Native Bilingual Proficiency

has a speaking proficiency equivalent to that ofdincated native speaker

has complete fluency in the language, such thadapen all levels in fully accepted by educatedveat
speakers in all of its features, including breaaftiiocabulary and idiom, colloquialisms, and pestincultural
references

From the InterAgency Language Roundtable, 2011, http://www.govtilr.org/.
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Appendix B. Interview Schedules of Questions

Date # of Participants____

Phase |
Group Interview with Providers
Interview Schedule

1. Please tell me how you made the decision to voiurniteHaiti after the earthquake?

2. How did you prepare for the trip, if at all (i.eentally, physically, professionally)? What
kind of advice/training/resources did you use tepare?

3. Thinking back to when you decided to volunteer, ihd you imagine you would be doing
on a day to day basis?
a. Tell me what you imagined a typical day would lenf the moment you would get

up to when you would go to bed.
b. In as much detail as possible, tell me about amahtypical day.

c. Now, reflecting on what you imagined and what yotually experienced, how were
these similar and different from one another?

4. Tell me about an experience or two in which yotlfké a cultural “outsider.”
a. Did you consult with anyone or get guidance on howandle the situation in the
moment or afterwards?

5. Where were you delivering services prior to goiadfaiti? Tell me about a typical day in
that work.
a. How did you adjust your typical manner of practicéaiti?

b. Briefly describe the medical setting and the pasievith whom you worked. How
were the patients similar or different from patgesérviced in your regular practice?

6. Tell me about a time or two when you sensed that patients’ beliefs about illness and
health were different from your own?

7. How would you describe the relationship that yod tath patients in Haiti?

8. What are your perceptions of the quality of caed thas delivered to patients after the
earthquake?

9. What do you believe to be important componentefprovider-patient relationship? How
were these components present in your relationshipHaitian patients?
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10. Describe the ideal relationship with patients. Wiiellenges were encountered in
developing the ideal provider-patient relationskiph Haitian patients? What factors helped
in developing the best relationship possible?

11.For the second phase of my study, | will be int@ning providers and patients in Haiti.
What do you feel would be among the most impontgastions to ask of participants in
regards to the quality of health services and pl@wvpatient relationships in Haiti?
Furthermore, what aspects of patients’ experieaceiving care in Haiti would you like to
know more about?
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Phase Il
Individual Interview with Patients
Interview Schedule

Date Participant ID #

1.

9.

Describe the best experience of receiving medaad that you've ever had. Describe the
worst experience that you've ever had.

How would you describe health care services initbaifore the earthquake? After the
earthquake?

How has your access to healthcare changed or stageshme since the earthquake?

How satisfied are you with the overall quality @&dithcare you've received in the past 2
years?

How has your utilization of health services changedtayed the same since the earthquake?

Does anyone accompany you to your medical appoimsr(ee., relative, friend, community
health worker)?
a. What is his/her role? How does he/she help youndwour visit?

Which model of health best captures your conceat@bn of physical illness?
a. People become sick because of spiritual demons
b. People become sick because of other physical headtilems
c. People become sick because of poor hygiene andfaf-care
d. People become sick because someone else who ddédsertbem has done
something
e. Other reason

Other than coming to the clinic/hospital, how elseyou take care of yourself when you are
iln?
a. What other forms of medicine and healing methodgalouse? How comfortable are
you with discussing these other healing methods your provider? If discussed,
how does he/she respond?

How do you take care of yourself after a clinidt@s
a. Do you return to the clinic for follow-up care?

10.How do you feel about the overall treatment that'ye received from providers since the

earthquake? In this hospital/clinic?

11.How would you describe your relationship with hieedtre providers at this site?

a. Have you received care from foreign providers? kowld you describe your
experience?
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b. How does your experience with foreign providers parne/differ from your
experience with Haitian providers?

12.How do providers come to decisions about your heale (i.e. diagnosis and treatment
plan)?
a. How much input do you have?
b. How comfortable are you with asking questions aloetdecisions?

13.How does the provider talk to you about your héalth
a. How would you prefer it?
b. What language do the providers speak with you?
c. How do you feel about the use of translators?
14.How much confidence do you have in the providersgdor you?

15.What advice would you give to medical providersdgards to your health care?

16.What is your overall perception of providers atthite?
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Faz Il
Endividyel Entévyou ak Pasyan
Kesyons

Dat ID Patisipan

1. Pale m ki pi bon eksperyans ou fe nan swen med#aé m ki move eksperyans ou fe nan
swen medikal.

2. Konman w te jwenn sevis santé anvan tranblemaf E apre tranbleman te a?
3. Ki chanjeman ou we nan sevis santé depi tramolete a? Ki sa w we ki toujou menm jan?
4. An jeneral, konman w we kalite swen medikaldaan Ayiti nan 2 an yo ki sot pase a?

5. Konman ou we bezwen w pou sevis klinik yo chanj byen ret menm jan depi tranbleman te
a?

6. Eske gen moun ki akonpanye-w nan randevou rakdik(setadi, fanmi, zanmi, moun ki
travay nan santé kominote?

a. Moun sa ki mene w nan Klinik la, ki jan de ed lylmau? Konman li ede w pandan
visit la?

7. Sa w panse ki koz maladi?

Moun vin malad pou tet move lespri

Moun vin malad pou tet lot pwoblem santé fizik

Moun vin malad pou tet mank de ijyen ak bon swen

Moun vin malad pou tet yon lot moun ki pa renmerkyfe yon bagay
Lot rezon

PO T®

8. Le w malad, a pa de vini nan klinik la/lopitalki lot jan anko ou pran swen de tet ou?
a. Konman w santi w de pale de lot remedy o on pxeek dokte ou a? Ki sa dokte a di le
ou pale de lot remed yo ou pran?

9. Konman ou pran swen de tet ou apre ou finevidinik la?
a. Eske ou retounen nan klinik la pou fe dokt@mne jan ou pote w?

10. An jeneral, konman ou santi w de tretman wesgvwa nan men moun ki bay swen santé
yo?

11. Konman relasyon w ye avek moun k ap travayktaik la?

12. Eske w janm resevwa swen nhan men moun etr®aje?m de eksperyans ou.
a. Konman w ta konpare eksperyans ou ant mounjeteaAyisyen?
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13. Kijan moun yo approche w le pou pran desizymnsven w (setadi, dyagnostik ak tretman)?
a. Ki sa w ka di nan desizyon yo pran a?
b. Konman w santi w pou poze kesyon sou desizg@n y

14. Konman moun yo pale w de santé w?

a. Konman w ta pito |?

b. Ki lang moun yo pale ave w?

c. Ki jan ou santi w le moun ap fe translasyon po@
15. Ki konfyans ou gen nan moun kap pran swen w yo?

16. Ki konsey ou te ka bay moun yo nan swen yapyb&y

17.Konman w we an jeneral moun yo kap travay nan Kkisai?
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Phase Il
Individual Interview with Providers
Interview Schedule

Date Participant ID #

1.

For native providers. How has your provision of care changed or staliedcsame since the
earthquake?

For foreign providers: How has your practice of medicine changed or stdlye same since
working in Haiti?

For native providers: How has your model of interacting with patientamged or stayed the
same since the earthquake?

For foreign providers: How has your model of interacting with patientaeed or stayed
the same since working in Haiti?

What factors do you consider in making decisiorsualpatients diagnosis and treatment?
Do you involve patients in making decisions abasther healthcare? How much?

Which model of healthcare interaction best captyoes approach in interacting with
patients?
a. Diagnosing and treating patients with limited pattiparticipation
b. Provide the patient with as much information assfgae about their diagnosis and
treatment options and allow the patient to selexthbr preference
c. In addition to providing information, assessing patients values and selecting the
mode of intervention based on both the patienesguence and the best care

What do you feel is the common approach for intmgavith patients practiced in Haiti?
a. What do you feel patients prefer?

What is your understanding of the term “patienttesgd care” or “patient-focused care?”
a. What are your thoughts on the practice of patientied care in Haiti?

What is your understanding of traditional healingthnods and beliefs about illness in Haiti?
a. Have you ever incorporated traditional healing mad#hin your practice?

Which model of health best captures your profesdioanceptualization of physical illness?
a. Medical iliness derives from biological and physigital factors
b. Medical illness derives from biological, psychologi and social factors
c. Medical iliness derives from biological, psychologji social, and spiritual factors

10.How do patients discuss their beliefs about illreasd healing with you?

11.For foreign providers: Have you had any interaction with native provi@drow would you

describe your relationship with them?
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For native providers. Have you had any interaction with foreign provgfeHow would you
describe your relationship with them?

12.For foreign providers. Have you used translators in delivering services?
a. What language does the translator speak with gatien
b. What is your perception of how patients feel alibatuse of [French or Kreyol]?
c. How does the use of a translator affect your imtgwa with the patient?
For native providers: What language do you speak with patients?
a. What is your perception of how patients feel abauir use of [French or Kreyol]?

13.What is your overall perception of patients at #itg?
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Faz Il
Endividyel Entévyou ak Moun Ki Bay Swen
Kesyons

Dat ID Patisipan

. Pou prestataires natif natal: Konman fason guslgen chanje ou rete menm jan depi
tranbleman te a?

. Pou prestataires natif natal: Konman fason anikike avek pasyan yo chanje ou rete menm
nan depi tranbleman te a?

. Ki sa ou konsidere le pou pran desizyon sou mlysiik ak tretman pasyan?

a. Eske w mande pasyan yo pou pran desizyon sau\gve

. Ki modél de swen ki pi byen kaptire apwoch oakapasyan?

a. Bay dyagnostik ak tretman san patisipasyon paaya

b. Bay pasyan an anpil enfomasyon sou dyagnostipaion tretman e pemet pasyan an

chwazi

. Ki sa w panse se apwoch ki pi an komen nan fasestataires kominike avék pasyan an
Ayiti?

a. Ki sa ou panse malad yo ta pito?

. Ki sa ou konprann sou tem "swen pasyan-konszihtre

a. Ki sa w panse sou pratik “swen pasyan-konsaatreRyiti?

. Konman w santi de metod tradisyonél pou gekvaltyans sou maladi an Ayiti?
a. Eske w janm enkopore metod tradisyonél nankpoai?

. Sa w panse ki koz maladi?

a. Moun vin malad pou tet move lespri

b. Moun vin malad pou tet 10t pwoblem sante fizik

c. Moun vin malad pou tet mank de ijyén ak bon swen

d. Moun vin malad pou tet yon 16t moun ki pa renrgerki fe yon bagay
e. Lot rezon:

9. Konman pasyan yo pale de kwayans yo sou makagieazon ave w?

10. Pou prestataires natif natal: Eske ou janmairawek prestataires entranje?
a. Konman ou ta dekri relasyon ou avek yo?
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11. Pou prestataires natif natal: Ki lang ou pakkgyasyan yo?
a. Ki sa w panse pasyan yo santi le w ap paledfans

12. An jeneral, ki pésepsyon w de pasyan yo nasa8it
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Appendix C. Demographic Questionnaires

Date Participant ID

Demographic Survey for Patients

Thank you for agreeing to participate in this studly information collected on this survey is
confidential and will only be used for the purposéthis research study.

1. How old are you?

2. What is your sex?

a. Male b. Female
3. Birthplace
4. Where do you currently reside? City Province

5. How long have you lived at your current residence?

6. How long does it take to travel from your homehe hospital? (miles/minutes)

7. What languages do you speak?

Language Read Write
O O
O O
O O

8. What is your current occupation?

9. How long have you been in your current occupation?

10.What is the highest level of education you have geted?
Primary School

Secondary School

Certificat

Bac |

Bac Il

University

Technical/Trade School

@rooooTp



107

h. Other
11.Do you have family and friends abroad?
a. Yes b. No
12.Do you receive financial support from family orefinds abroad?
a. Not at all
b. Rarely
c. Occasionally
d. Often

13.How do you pay for medical services?

Out of pocket

Support from family

Financial assistance from the hospital/clinic
Other

apop

14.What is the reason for your visit to the hospitalay?
a. Primary care
b. Specialty care
c. Other

15.How would you describe your socioeconomic class?

Thank you for your time!



Date Participant ID#

108

Phase Il
Demographic Survey for Health Care Providers

Thank you for agreeing to participate in this studlly information collected on this survey is
completely confidential and will only be used fbetpurposes of this research study.

1.
2.

Age

Sex
a. Male
b. Female

Country/province of origin

Where do you currently reside?

City State /Province Country

How long have you lived at your current residence?

How do you identify racially?

a. Black

b. White

c. Asian/Pacific Islander
d. Native/Indigenous group
e. | do not identify racially
f. Other

Do you identify ethnically? If so, please writeyiaur ethnic identification (i.e., African
American or Latino).

Please list in the left-hand column all of the laages that you speak. Also indicate your
level of proficiency in each language.

Language Beginning Intermediate Advanced Proficient
1 2 3 4
1 2 3 4
1 2 3 4
1 2 3 4




9. What is your current profession?
a. Physician; specialty in
b. Nurse
c. Prosthetist

d. Medical Assistant

e

f.

. Physical Therapist
Other

10.How long have you been in your current profession?

11.What is the highest level of education you have geted?
a. Associate’s Degree/Bac |
b. Bachelor's Degree/Bac Il
c. Master's Degree/License
d. Doctorate Degree/Technical or Trade School
e. Other

12.For foreign providers: Aside from working in Haitip you have any other professional

international experience?
a. No

b. Yes,in (country [ies])

c. Please describe briefly your work in the other ¢oufies):

12a. How long have you been working in Haiti?

12b. Did you work in Haiti before the earthga?
1. No
2. Yes,in (mm/dd/yyyy)

3. Please describe briefly your work prior to the lequiake:

12c. Was your professional experience in Haiti niged by a particular group or agency?

1. No
2. Yes, the (name ohizgeon)

Thank you for your time!
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Focused Codes

Initial Codes

Attitudes

Attitudes about Western Medicirn

aadheres to meds and takes care of self

doc prescribed meds are usually more effective styaet meds
doesn't asks questions, just takes meds

has faith in the meds

medication works

medication adherence is important

takes care of self

Attitudes about Traditional
Medicine

believes that traditional methods sometimes work
discouraged from taking herbal meds

docs will never encourage herbal meds

doesnt believe in traditional healing methods

was receiving care from healers

sometimes takes herbal meds

should wait for doc to prescribe herbal meds
medical anthropology is needed because of patiesligfs in
traditional medicine

doesn't consult with vodou priest

doesnt know about mystical practices

knows about vodou practices but doesn't beliexhem

Attitudes about Mental Health
Professionals

psychologist helps with morale

psychologist is valued by HIV patients
psychologist needs to be more integrated into care
not everyone likes going to the psychologist
Having haitian MH prof was appreciated

Beliefs

lliness Models

illness is a physical problem

illness is caused by germs

illness is caused by God

illness is caused by hate and evil-doing
illness is caused by many things
illness is caused by poor hygiene
illness is caused by poor self-care
illness is caused by sin

illness is caused by stress

God heals

some illnesses have to be treated by God

Perceptions

Foreign Providers Perceptions g
Patients

f attitudes about pics changed because of patiasggmbintment
attitudes about pics changed over time
patients had hope through photos
patients were selfless when waiting for care
Patients were grateful for services
patients were likely to adhere to treatment
patients were memorable
Patients lost loved ones in the quake
patients remained cheerful in spite of their cirstances

Haitian Providers Perceptions of
Patients

being a doctor helps him get to know countrymen

belief in treatment depends on education level

can't help patients when they lie

deciding to include patients in their care deperdtheir level of
education

difficult patients need a psychologist to help themaderstand
digging deep means finding common ground with jpasie

patient care depends on ho wmuch they can unddrgtarprovider
patients' belief in traditional methods is an obl&én providing care
patients come in with an expectation

patients have a legal right to choose treatment

patients lie to providers

patients misattribute reasons for illness

patients need education
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patients need long term care

patients needed special attention after quake

patients need to be trained and educated jussiifé
patients sometimes choose mysticism over meditahse
patients waste time seeing healers

patients will go to healer before seeing docs

some patients are really difficult to understand

some patients believe evil-doing caused their skne

some patients can understand

some patients care about their health

some patients don't care enough to take meds

some patients don't come back for follow-up

some patients dont want to understand

some people believe in mysticism

some people prefer coming to the hosp over trathoaest
some people use traditional methods after comingedosp
Sometimes it's a waste of time explaining thingpatents
sometimes patients need more than medical services
takes a lot of effort to correct patients' beliefs

teaching fishing builds self-respect

tries to understand patients to give care

took too long to get care

Teach Haitians to fish

have to correct patients beliefs

have to dig deep to understand patients problems

have to explain to patients the cause of theiedin

have to give patients good care

have to make choices for patients who don't undedst

HIV patients have rights and need to be better @tipg in society
HIV patients need support in other ways to live famtably in society
illiteracy affects patients ability to explain sytoms

In Haiti, people attribute illness to evil-doingfn others
not every patient understands

more explanation needed to patients of lower lesBblucation

Perceptions of Foreign Provider

.,

Foreign groups should focus on prevention

Foreign providers are only needed for specialtg car

foreign providers come give specialty servicescespiital

foreign providers dont make a difference in pravgliong term care
Foreign providers work is a start to care

foreigners give better care

experience with foreign providers

not interested in receiving services from foreigner

Perceptions about Haitian
Providers

feels mutual respect from staff

feels safe with staff

feels staff works collaboratively

feels supported by doctor

feels supported by staff

Haitian colleagues were also in need

Haitian providers can help more than foreigh ones
Haitian staff lived in similar conditions as patign
Haitians should be selective about how they invédwign groups
Haitian volunteers necessary

Haitians are capable

Haitian staff protected resources

staff respects privacy

staff takes care of him

staff upbeat and professional in spite of circumsts
the doctor cares

the staff comes after God

trusts doctor to make decisions about health
trusts staff

wants doctors to give better care
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wants providers not to be discouraged when patiors comply
wants services to stay the same

staff is available at all times for patients

providers don't judge

providers are respectful and collaborative at $ftis

more providers in city to help with cholera

have to have full confidence in providers

brings food from garden as gift to staff

Shock about Haitian staff being in need

Perceptions of Health System

better governance can improve healthcare system

corruption is to blame for health problems

Haiti needs sustainable care

medical training in Haiti is good

not all sites are the same

putting a bandaid on greater health problems

sometimes the aid isn't helpful

need to think about moving forward in health care

political instability and corruption are to blama patients issues witl
health

Perceptions of Health Services
Since Quake

Change in Services

changes in access to food and meds after quaked&ll¥ patient
symptoms

cholera brought in more staff to give care

didn't pay for services after quake

health services stayed the same

more care available since quake

no protocol for responding to quake

quake affected patients ability to keep appointsent

services in Haiti are good

Perceptions of Haiti

Haiti is not in the 21st century
haiti needs institutions built
people leave because there is no peace

Perceptions of Security in Haiti

concerned about security

Not as dangerous as reported

security hype may have deterred other people fimteering to help
US media hyped security concerns

Relationships

Communication between
providers and Patients

communication problems

doesn't ask questions

doesn't tell staff about other treatments

explained quake to patients

feels comfortable asking providers questions abate

has questions about his illness

is waiting to ask provider questions

it's a luxury to be able to speak to patients apathophysiology
language prep

medical anthropology is heeded to better undergpatiénts
(language)

need little vocabulary to communicate

patients found ways to communicate

used an interpreter

was able to talk prevention with some

spoke to patients about preventive strategies

people were receptive to prevention information

Relationship with providers

good relationship with staff

frustrated by attitudes

change in quality of connection

follows orders

frustrated when patients don't make the right dwic
interaction style

knows patients well

mysticism and poor hygiene makes the providersprider
no time to know countrymen when studying to be etaio




113

numbing

numbing helps to do the work

practices paternalistic interaction style with pats that dont
understand

practices patient centered care

providers have become more human since the quake
providers have to make decisions when patients doderstand
the kind of care provider gives depends on thespati

too many patients to establish a relationship

Providers Interaction Style considers patients history in treatment and diaignos
conversational style with patients

Foreign Providers’ Experience became emotionally overwhelmed

brought closer to the experience when there

didn't feel like a cultural outsider

Delivered multiple forms of care

diagnosis and treatment

didn't have time to discuss patients' beliefs

could understand language a little

couldn't help everyone

Experienced

Felt capable of helping

Felt effort was futile

felt impelled to give to patients

felt it necessary to organize on the local level

Felt like one of the Haitians

felt more freedom working in Haiti

Felt obligated to help

first step in delivery care is organizing care spac
easier for clinicians to take pics because of i@tahips with patients
encouraged patients to keep up with care afteqtiaée
encourages patients to follow care

enjoyed more time with patients because less papkrw
enjoyed working with patients

groups don't coordinate or give money to gvt beedhsy fear
corruption

had to stay within realm of work

Haitian people resilience was inspiring

less bureaucratic work in Haiti

maintained relationship with colleagues after noissi
many groups went on feel good missions

same clinical goals

same practice, better equipment

saw great amounts of patients

some moments deserved a pic

specialists make more impact

Touched by selflessness of patients

tried to have fun with patients

wanted to be busy

wanted to put medical training to use

was able to refer to other specialists in team

was personally affected by patients

was relieved to have power and other basic needs
was trained to work with few resources

wasn't sure would be able to work effectively

kept pictures of memorable and inspiring cases
people had a lot of needs

future docs need to learn how to work without meesources
felt discouraged by natives to do work

local providers are needed for long-term care
patients felt like objects when being photopgraphed
hypervigilance
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Experiences

Ways of Securing Medicine

also buy meds on the street

goes down mountain to get meds

gets help from staff with filling prescriptions
hospital helps with getting meds
sometimes hard to find meds

Preparation for Mission Trips

afraid of losing materials in transport

consulted with professional who had traveled tdi haifore
emotional prep

had to prepare materials for trip

had to prepare professionally for trip

had to be concerned about personal needs

had to do homework to prepare for trip

had to get materials that were transportable

personal prep

performance anxiety

was prepared for the worst

was told to receive care only from one provider
trusted advice of those who had traveled before

team coordination before trip

protected himself from iliness

prepared to treat specific illnesses

planning needed to consider getting the most othefrip
Necessary to have Haitian volunteers too

lack of coordination wastes resources

can only give what they can

Earthquake

Didn't provide services before the quake

lost during the quake

no cholera before earthquake

people could not believe in the quake

people were panicked after the quake

providers weren't sure how to help patients afterquake
quake was unexpected

services were good before quake

wasn't injured during the quake

weren't used to earthquakes

Victims were not saved by God

Victims got more attention than other patients

One helping person attracts other helpers

Care was limited

providers generally prioritized victims over othpatients

Positive Experiences with Care

always has good experience at this site

good experience was when staff gave her money
good experience with care

good health care experience is when meds are given
happy with services at this site

hospital saved wife's life

is healthier because of care at site

satisfied with care

hospital is affiliated with US hospital

patients who complain about staff deserved their p@atment
patients who didn't pay ruined it for other patgent

Negative Experiences with Care

bad experiences at other hospitals
not satisfied with care

problem with site

has to get to site early to receive care

Haitian Providers Experience

chose to be at this hospital for the experience
became staff through activism as patient
was raised differently from patients

works at the site and receives services

Utilization of Services

always comes to this site for care
believes in consulting with the physician
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goes to hospital for more serious conditions
experience with foreign providers

food and transportation needs impede access to care
potential for mistreatment when pts dont consuthwlioc

Providers Support of Patients

advocating for rights of HIV patients

hospital helps with getting meds

Nurses advocate for patients to receive nutritisu@lport from
hospital

receives meds and food at this site

staff helps patients adhere to meds

support groups for HIV patients

watches educational videos in waiting area
hospital educates on good hygiene

hospital holds educational support groups for pigie
used to help patients traditionally

Paying for Services

cant afford services

doesn't come when can't afford services
dont have to pay for foreign services
had to pay for card to receive services
have to pay for foreign care

have to pay for services

some hospitals don't give good care to patientsonit money
some hospitals give free services
patients can't always afford meds
people sell cards to skip ahead of line
staff helps with paying for services

Mission Team Dynamics

debriefing with teammates was helpful

evening debriefing helpful in many ways

evening debriefing was relaxing and joyful

good relationship with staff

evenings were a chance to interact with colleagues
team convened in the evening to debrief

was happy to be among familiar and trusted people
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Appendix E. Sample Segment of Coded Interview Transcript

Interview with Paula, Nurse, Site Two

Cidna: Ok. How do you discuss that with the patients? Hiowhey discuss that with you?
Paula: It actually, it just depends on the person. Whatak about, | explain to them that the
medication is only going to last so long so whainth wait for them to bring things up, and
discuss whatever they're comfortable discussing wie.[Allows patients to bring up their own topics
of discussion; talks about whatever patients amfedable discussing]

Cidna: Ok. It's interesting. How do patients talk abchgit traditional methods of healing or
traditional beliefs about illness?

Paula: Ah! I've heard a lot about here, like voodoo, avitthcraft but it seems like most of the
people that are coming in for medical attentiothdy’'re coming in to see a doctor, they are not
believing in the witchcraft, otherwise they would gee a voodoo doctor | guess you would say.
So, a lot of them are open to all that spiritualégd healing that's greater than what we can do
here. [Heard a lot about voodoo; patients don't beliavedodoo if they come to doctor; values spiritydlit

Cidna: Do you ever incorporate traditional healing melho your practice?

Paula: As far as like prayer?

Cidna: Oun houm.

Paula: Yes. If somebody wants to pray, then I'll praymwihem.[Prays with patients]

Cidna: Ok! What are your thoughts on the practice of idaifocused care in Haiti?

Paula: Ah! You know basic needs are what we’re lookingete. We don't really see too many
people that are coming in extremely ill, but jus basic needs of food and water and, you
know, just bathing, and simple things that we tiategranted back in the United States are what
they need here and it makes so much of a differgip@ents need basic things]

Cidna: Ah! What model of health best captures your pifesal conceptualization of physical
illness? So medical illness comes from biological physiological factors? Medical illness
comes from biological, psychological and sociatdes? Or medical ill-ness comes from
biological, psychological, social, and spirituattars?

Paula: All. The last one; everything ties in together.

Cidna: Ok. Could you say more about that?

Paula: | just think everybody is mind, body, spirit; soucan’t fix one thing without fixing all

three. They are all tied togeth@elieves in biopsychosocial model of iliness]
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Appendix F. Quotes with Orignal Kreyol Text and English Tranisla

Page

Interviewee

Kreyol Text

Translation

50

Fritz

M’ pa we poukisa. Pa egzanp, kisa
expates, nou gen expates infirmieres
poukisa nou gen expates gestionnair
de stock, poukisa nou gen expates
médecin généraliste ? Nou pa manke
bagay konsa an Ayiti. Gen anpil
infirmieres ki pap travay, gen anpil
medsen ki bezwen travay. Nou pa
bezwen expates sa yo. Nou pa bezw
des expates incompetents tou. Gen
anpil ladan yo, le plus souvent, yo tre
tre enkonpetan. M’ gen enpresyon, s
yon triyaj spesyal yo fé pou yo voye
enkonpetan an Ayiti. Se yon pwoblen
li ye. Eeeee, m’ panse que nou bezw,
des expates ki vre, vreman
pwofesyonél ke nou pa genyen. Nou
bezwen des expates jinekolog, nou p
manke jinekolog. Men par contre, no
ta renmen des expates ki se spesyal
an cardioloji, an neurologie, des bagsa
ke nou konnen nou pa genyen, e que
n'ap ka eksplwate. Men ba nou nenp
ti personnel, soi disant infirmier. Des
moun ki echwe nan peyi yo. La se p3
se pa, nou pa bezwen yo, yo pa bezy
vini.

| don’t see why. For example,
, What the expatriates, we have
eexpatriates who are nurses,
why we have expatriates of
> inventory management, why w
have expatriates of general
medicine? We are not lacking
those in Haiti. Ther are a lot of
enurses who aren’t working,
there are a lot of doctors that
,need work. We don’t need tho
pexpatriates. And we don’t nee

nThere are a lot of them, most
ete time, they are very, very
incompetent. | have the
penpression, that this is a
aspecial selection they made tQ
usend incompetent people to
sHaiti. It is a problem. Eee,
aynuuuh, | think that we need
» expatriates that are really,
pteally professionals that we
lack. We don’t need expatriate
,of gynecology, we don't lack
vgmnocologists. But in contrary,
we would like the expatriates
who specialize in cardiology,
neurology, the things that we
know we don’t have, and we
could take advantage of. But
giving us these low level staff,
so called nursing staff, people
who have failed in their
country... at this point it is not
even that we don’'t need them
they [just] don’'t need to come)

iIncompetent expatriates either.

e

Of

51

Fritz

Se parce que, collectivement, nou p3g
pran otorite nou an men.... Epivre
pwoblem nan tou, c’est que, kou sa
pase, ayisyen komanse sispann
ayisyen. C’est la le problem an
Ayiti.... Sa vle di gen yon santiman.

It is because, collectively, we
don’t take our authority by the
hand.... And the real problem
Is, that is, as soon as this
happens, Haitians stop being
Haitian. This is where the
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Ou gen enpresyon ke moun yo plus
anvi yon lot moun ke Ayiti. Yo plus
anvi, yo plus anvi kite Ayiti menm....
Yo komanse pa renmen Ayiti anko.

yo renmen Ayiti.... M’ panse ke,
sinon, m’ panse que t'ap gen yon
sursaut, yon réveil, t'ap gen yon
révolte menm. Depi yo ka viv laba.
Daye yo gen Etazini ak Kanada k’'ap
absorbe yo, y'ap kite sa. Y’akouche
laba, yo fé pitit laba. Tout moun santi
yo byen....

that there is this feeling, you
get this impression that the

not to like Haiti anymore.

Maybe, maybe it's when they
are abroad, they pretend to lik
Haiti...l believe that, if this

there would be a uprising, an

a revolt. As long as they can
live abroad, well they have the
US and Cananda absorbing
them, they’ll forget it. They giv|
birth abroad,

they have kids abroad.

51

Geraldine

FV2: Non.Oh wi! m te travay avek yo
prestate etranje? Se te yon Brézilyen
eh! M te fé yon move eksperyans avé
li paske le sa-a se nan Sante Piblik
mwen te ye, yo te voye | yon kote ki t
“Bérluet” dan le Nordwes. Or lé ke
Sante Piblik te al plase m la, Ié ke m
rive, or w konnen yon sereng pa
supoze sérvi pou de (2) pérson. Or “
mon grand étonnement [m byen sezi
lé m te rive sou téren sa-a, m te jwen
blan Brézilyen sa-a ki te konn ap ser
avek yon sereng fé operasyon, san
asepsi, ou konprann. Li te rele dokter
Jean. Pérsonelman m te ekri Sante
Piblik; Sante Piblik te vini, yo te retire
l.

nOh Yes! | worked with a foreig
;provider. He was a Brazilian;
2land | had a bad experience
with him because at that time
ewas in public health that | was
in. They had sent him to this
area, Berluet, in the
northwest....now you know th:
1a syringe is not supposed to b
"used on two people. To my
ngreat surprise, when | arrived
ion the grounds, | found this
Brazilian who was using this
syringe for an operation,
without “asepsi,” you
understand?...| personally
wrote to Public Health; Public
Health came and removed hin

problem is in Haiti. That means

people desire other people than
Petét, petet se le yo laba, yo pran pogHaiti. They desire, they desire
to leave Haiti even... They start

weren't the case, | believe that

awakening, there might even be

Everyone feels they are well..}.

[¢)

()

—

[¢)

n.

53

Chantale

R : Hmmm! Non, ou jwenn plis swen
kay blan yo, ou jwenn plis swen.
Tankou...tankou mwen menm k’'ap
plede malad avék maladi tansyon sa
tankou malad...eee..lopital medsen g
fwontyé a sim pa gen kob mwen al |a
y' ap fé tout bagay pou mwen. Vini

Hmmm! ...You get more care
from the foreigners, you get
more care. Like...like me who
l&eeps getting sick with this
dnypertension, ...the hospital o
Doctors without Borders, if |
don’t have money, when | go

pou opere san ou goud y’ap banm

there, they do everything for
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medikaman, fé sonografi, tout bagay
san you goud, san ou goud,men
ayisyen yo menm fow gen kob, fow
gen kob pou bay.

me. | go for an operation
without paying a dime. They'll
give me medications, they’ll d¢

paying a dime, without a dime
but the Haitian, for them you

sonograms, everything without

J

have to give money, you have|to
give money.
56 Marie Pou yo plus santre yo, konséy se : plus. the advice is, for them to be
Solange santre yo sou sa yap fé ya. Pa more centered on what they afe
dekouraje kelkeswa, yo kapab jwenn doing. To not be discouraged
de pwoblém, de difikilte paske se tout no matter what. They might find
enstitusyon ki ka gen yon ti pwoblem| problems, difficulties, because
men fok yo menm tou yo pran sa an | all institutions may have a little
men. FOk yo pa gade sa, fok yo pa | problem, but they have to take
dekouraje ak pasyan paske nan sans #aat by the hand. They can’t
yo vréman ... komanm ta di, defwa yppay attention to that, they canit
konn koze kéek ti pwoblem, le moun | be discouraged with patients,
nan pa vin nan randevoul, ou fé you | because in this way they are
ekzamen pou li ou paka jwenn li sa | very...how do you say,
konn koze you pwoblém, nan sans sasometimes, they cause a little
pou yo pa dekouraje etou pou Bondyeproblem. When the person
kapab prete yo plis vi pou yo kapab | doesn’t come to their
kontinye banou swen, jouskaske noul appointment, and you do an
pa kapab. exam for them and you can't
find them, in this sense, for
them not to be discouraged. In
addition, for God to grant that
more life so they can continue
to give care...
56 Chantale | Konsey m'ta ba yo ki nan 10t lopital | The advice that | would give
yo, pou yo bay moun yo bon swen | them at the hospitals, for them
tankou lé moun yo malad yo vini to give good care. Like, when
lopital epi pou yo ba yo bon swen polthe patients come to the
yo pa kite yo mouri paske gen anpil lehospital and for them to give
moun nan malad la li vin lopital la yo | good care, for them not let
kite moun lan yap griyen dan yo bay | them die, because a lot of
blag antre yo menm, kite moun nan | [cases] when patients come tg
pou yo mouri epi moun nan malad pauhe hospital, they leave the
mouri yo pa menm wel menm epi yo | person. They laugh, they tell
gen dwa menm bal randevou...sil vinijokes among them, they leave
ta menm yo gendwa bal randevou | the person out to die. And the
tounen demen si dye vle epi moun naperson is sick to death and they
pa byen ditou I' bezwen wé dokte don’t even see him....I would
kounya yo pa plis pran swen moun nagive them advice to take care of

vre kounya m’ ta ba yo konsey pou y

ppatients.... If the person were
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pran swen moun malad yo lé yo maladvell...if he didn’t feel that he

yo vin lopital pou yo pran swen mour
nan paske si moun nan te byen, sil te
byen li te santil pat malad li tap chita
lakay li se paskel santil pa byen ki fel
vin lopital, map mande yo Ié moun yq
vin lopital pou yo ba yo bon swen ba
yo bon sevis.

were sick, he would have sat
home. It is because he does n
feel well that he came to the
hospital. I'm asking them whe
people come to the hospital fg
them to give good care, give
them good service.

56

Francoise

FV2: Ebyen ki konséy m te ka ba yo?
Mwen menm le m ap priye Bondye m
toujou priye Bondye, pou | ba yo
entelijans, pou | ba yo espri de bon
konprann pou yo konprann sa yap fé
epi pou Bondye beni yo pou | ba yo
anpil pasyans lé yon pasyan vin kote
yo pou yo kapab konprann koman ke
pou yo sévi ave |, pou yo pran pasya
avek li. Se sak fe m toujou priye
Bondye pou yo, pase gen de maladi
vin kote w si w pa gen pasyans ou p
ka sipote |, ou pap ka sipote |, pou ya
moun pou w rive nan kad sa-a fok ou
gen pasyans,m pa konnen se sa.

Well, what advice could I give

God, | always ask God to give
them intelligence, to give them
ahe spirit of understanding for
them to understand what they
are doing. And for God to bles

nef patience when a patient
comes to them, for them to be
kiable to understand how to
apandle them, for them to have
mpatience with them. That’s wh
| always pray to God for them,
because there are a lot of
patients who come to them
[and]if they don’t have

deal with them...

56

Hugh

MV1: Sa m ta swete m ta swete pou
medsen an pa nan pati pri kelke swa
moun nan, ki vin devan | fo | pran

swen | pase se yon ét imen | ye, kelk
swa nivo |, ou konprann kelke swa m
swete, kelke swa moun ki devan | lan
plase pou sa pase li te ale, non sélm
se kom si se yon selman | fé pou | s¢
kretyen parey li, m ta swete, kelke sw
moun ki vini, depi pasyan an vin pol
sa se wol, li se travay i, si | pa kapah
ke | refere | a yon |0t medsen, men si
ka pran swen moun nan ke | swaye |.

| would wish that the doctors
aren’t playing favorites with ng
matter who comes before ther
cThey have to take care of ther
because they are human bein
iho matter what level, you
annderstand...as long as the
vpatient comes for [care], it is
dis job. It is his job, if he can't,
I he should refer him to another
doctor, but if he can take care
lof him, he should take care of
him.

57

Benny

Men la reyalite aussi, c’est que pasya
yo tou, nan formation yo, yo pa egzije
twop, twop, twop eksplikasyon nan,
nan mod de tretman yo. Parce que,
poukisa m’ di sa, yo gen yon dikton

ant.you'll see that the patient
> doesn’t ask for much. They sa
that after God, is the doctor.
Ok! So that means that, the

=)

them? Me, when I'm praying tp

them, for Him to give them a lot

patience, they won't be able to

ot

=

<

JS,

doctor, you can do everything

senp. A partir de dikton an, wap wé

you are the one who decides if
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gue pasyant yo pa egzijan anpil. Yo (
w’ apré BonDieu, se docteur. Ok ! Ce
veut dire, docteur, ou ka fé tout bagal
se ou k’ pou deside tout sa w’ fe bon
Cela veut dire, se yon forme de
soumission. Sa vle di ke, m’ pa egzij
apré BonDieu, se docteur.

liwhat you are doing is good.

[@hat means, that it is a form o

ysubmission. That means, ‘I
won't insist, after God is the
doctor.’

e,

e
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60 Regine Jeneralman, gen pluzye pasyan, pluzy@enerally, there are many
pasyan an Ayiti, Sa pral depann de | patients, many patients in Hait
[Male voices in the background] This will depend on the
edikasyon moun lan wap pale an. education level of the person
Paske gen moun ou ka fe tout tan-an you are referring to because
wap pale de sal ye an, li pap jamm | there are some people with
konprann li, donk li revni a ou memm| whom you can spend the who
pou w pran yon desizyon pou w di | time talking about what it is, h
“men koman, men koman, men will never understand it.
koman”; e mem dé fwa ou pran yon | Therefore it relies on you to
desizyon pou moun lan, ou dil men | make a decision and say “herg¢
koman, men koman, ou pale ak mounis how, here is how, here is
lan, ou we li, li pa télman, ou pa how;” and even sometimes yo
telman, ou pa, ou préske lave menn wtake a decision for the person
siye até paske sak ta nesese, maten|dn saying “here is how” and
nou tap pale de sa, fok ta gen yon | you realize that he doesn't get
antwopoloji medikal, paske gen anpil| it. It's like you wash your hand
term moun yo ap utilize, oumemm oy and you put it back in the dirt,
pa konn térm yo, se cheche wap chechecause what was important,
joje pou we éske ki term, sa sa-a vle [dihis morning we were talking
donk antwopoloji medikal-lan fok yo taabout this, there should be
fel medical anthropology, becaus

there a lot of terms that people
are using, you yourself you
don’t know the terms. You're
trying to figure out what these
terms mean.

61 Fritz ...M’ panse, gen yon degradasyon ki| ...I think there is a decline i

fet nan comportement pasyan yo, na
comportement paran malad yo.

Autrefois, yo te plus respekte medse
an yo, yo plus respekte infirmiéres ya
Men kounya, moun yo agressifs, mol
pa respekte moun. Yo vin dangereux
M’ panse se yon situation ki difisil
kounya, eeee, m’ pa ka felisite pasya
yo anko, ni paran yo anko. Peut-étre
m’eseye we tou kisa ki fé yo sa, men

nthe way patients behave, in t
behavior of the patients
nparents. Once, they respect
.the doctors more, the nurs

imore. But now, they ar
.aggressive, people don
respect people. They ha

nbecome dangerous. | think th
fit is a situation that is difficul
now, and, | can't commend th

gen yon colére collective, gen yon

at
[
e

patients anymore, neither tk

e
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animosité, gen yon frustration nan parents anymore. Maybe | have
sosyete a, ki fé ke, le yon moun to try to see all of what has

prezante I’ nan yon institution, Surtoutmade them that way, but there
institution publique, li plus, li gen yon| is a collective anger, there is an
raj, li gen yon. Li tankou yon moun ki| animosity, there is a frustration

bezwen devése I’ sou public lan, sou| in the society, that makes |it
medsen yo, sou personnel lan. Pasyathat, when a person presents|in
yo pa saj anko, yo pa pasyan anko. | an institution, especially
public institution, he/she i
more, he/she has this rage,

he/she has this...he/she is like¢ a
person who needs to unleash
himself onto the public, on
the doctors, onto the staff. The
patients are not calm anymorg,
they are not patient anymore.

Annaise Men an jeneral on voit que se sont dés.. people who are in search of
gens, moun ki a la recherche d’un a better being... Sometimes,
mieux étre (espresyon franse), de yonthere are some who come from
swen ke yo tap chache oke, pafwa | everywhere, they sometimes
genyen konn sot tout kote yo vini, yo| come from all the way

konn sot jus lavil monte vin la-a, paske&lowntown to come up here,
yo di la petét moun yo jwenn yon because they say here perhaps,
solusyon, petet le yo kapab jwenn nguypeople will find a solution,
bayo yon bagay. Men ofon de sa, se |deerhaps when they can find us
moun qui cherche, ki a la recherche [d® give them something.
,pafwa ki pa reponn a atant yo, kip a
reponn a sa ke yo te expect la, men se
sal.

Benny Ah non ! An Ayiti, tout maladi gen yon Oh no! In Haiti, every illness
apwoch malefik d’abord. Ok, cela veuthas an approach “malefic”
dire pasyant lan pap aksepte ke I first. Ok, by this | mean, the
malad, si I’ malad, gen yon rezon. Epi patient will not accept that he |s
li chache yon rezon. Le plus souvent| sick, if he is sick, there is a
rezon an se yon akizasyon ke I’ fe, janreason. And he will find the
w’ di nan denye pwen an, nan sans sereason. Most times, the reason
yon moun ki pa renmen I’ ki fé I’ sa. $as an accusation that he is

se yon apwoch tradisyonel. Se konsa making...in the sense that it ig
ayisyen an panse I’ d’abord. Men sa keomeone who does not like him
m’ vle di, nan yon certain milieu, nou| who did this to him. It is the
pa panse konsa, nan yon certain milietraditiona; approach. This is
nou pa panse konsa. Nan milieu, euh how the Haitian thinks first.
nan milieu kote moun yo plus ou moinBut what | can say, is that in
formeés. certain spaces, we don't think
like that...in the space where
the person is more or less
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educated.

63 Fritz Gen yon ipokrizi ladan I' nan sans sa, There is a hypocrisy in this in
yon gwo ipokrizi. Se yon efe esklavaj this sense, a big hypocrisy. It
la, se efé mawonaj la, ou toujou ap | an effect of slavery, itis an
kache sa ke w'ap fe. Men se yon effect of the marooning, you are
pratik, medsin tradisyonél la, se yon | always hiding what you are
pratik, nou tout nou pratike, nou fe, | doing. But it is a practice that
nou renmen. Menm lé ke nou pa we all practice...even when w
eksplwate I', nou pa pale de li twop, | are not exploiting it, we don’t
men anba, anba, tout ayisyen bwe ti tespeak of it too much, but on the
yo. Tout medsen, kitsal' te ye a, li | low, low, every Haitian drinks
kwe nan ti medsin tradisyonél |i. his little [cup of] tea. Every

doctor, no matter who he is, he
believes in his little traditional
medicine.

64 Delner Yo enkopore |. Gen kote yo aprann ouThey integrated it. There was a
pou si w ap fé siwo avek asosi oubygrpart when they taught you
avek ekaliptis, li doze. Yo rele | ...[how to] dosage. They call it
“MNT”, medsin natirél tradisyonel e se‘MNT,” natural traditional
yon kou nomal, tankou wap jwenn medicine and it is a regular
andann | fizyoterapi, ou gen dwa jwengoourse, like you'll learn about
dalasioterapi, ou gen dwa jwenn physical therapy, hydrotherapy,
aponkonti, donk se yon kou nomal naryou can learn acupuncture, solit
medsin lan. Donk wap pale de anatomg a regular course in the
medsin natirel tradisyonél la, li se yon medical training.
kou tou. Men an Ayiti nou fé | de
manyer woutinye, kom si se pa la
syans, lekol de medsin ki fe I. Donk
gen de fot tandans a itilize medsin
tradisyonél an Ayiti. Okontre ou pap
jwenn gen de nan eksperyans ma p fe
se sak fée m renmen kote ma p travay,

m renmen travay avek moun ki pi bay
yo m santi m vo kelke choz lé m we m
ka ede yon moun ki pa kapab. Li konn
rive yon fanm ansent nan milye sa-a,
olye pou | chache wout lopital, li plis
kwé nan yon matwon; ou konn sak vie
di yon matwon?”
64 Geraldine | Non, non, m ba jamm dekouraje yo nano, no, | never discourage

fey, nan medsinn tradisyonel. Sa
depann de sa ke malad lan di m li
genyen an; men si se yon bagay ke
mwen pa gen okenn eksplikasyon de
m pap ankouraje |; map di: “Ah!

them in using herbs, in
traditional medicine. This
depends on what the patient
fiells me he has; but if it is
something that | do not have

Dezole, mwen pa konn anyen de Ii".

any explanation for, | won't
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encourage him; I'll say, ‘Ah!
I’'m sorry, | don’t know
anything about it.’

65

Benny

Sa-a vreman, vreman se pi gwo
pwoblem ke nap travese, paske mwe
memm personelman ki pat etudye ng
peyi-a, m gen de, m gen yon lot
konsep-syon de peyi-ya; paske la ba
kant kelkun te malad, lale a lopital,
men an Ayiti se totalman diferan; si
moun lan malad, premye sa | pral fé
pral ka yon vodou temple, ka youn

oungan; donk de la etan, si oungan pahe’s taking “langichat” herbs,

ka fe anyen pou li, se le sa-a lap vini
se la anko se le nivel edukasyonel la
jwe, paske plus moun lan forme wap

jwenn sa mwens lakay li; lap kwe nam especially with the way the

vodou temple la tou wi, men lap kwe

nan chemen medikal la tou. Men mouon’t go find him. They have t
ki pa forme a, kap viv dan Ié morn, dacome to the hospital, hospitals
lé montay, sa je te garantis se tréetmandon’t go to them. So there is a

fey li ou vodou temple li. Li pap vini,
dayeur, tu vas voir que la personne g
50 ans, 60 ans, li di w dokte se prem
fwa li vinn lopital, vu ke li toujou
konnen, li gen tét fé mal lan, lap pran
vetiver, li gen gripp lan la, lap pran fe
langichat, li gen fiev lan la-a, lap pran
asosi, donk ave sa, li pap desann vin
lopital, surtou jan peyi ya ye an, sant
ospitalye yo pa ale jwenn yo. Se yok
pou vinn jwenn lopital, lopital pa ale
jwenn yo; donk gan deé distans moun
lan ap soti, li pap vini, li pap vini.
Donk li prefere rete avék medikaman
tradisyonel li ya.

This is really, really the bigges
mproblem that we are
rfacing...you will see that the 5
year-old, 60 year-old, he’ll say

“doctor this is the first time

I've come to the hospital,”

you’ll see that he always knew
I he had the headache, he was

taking “vetiver,” he has a cold,

ehe has a fever, he’s taking
dpsosi.” So with that, he’s not
coming down to the hospital,

country is, hospital centers

distance that the person is
coming from, he won’t come,

ybe won’'t come. So he prefers
stay with his traditional
medicines.

Yy
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65

Nicole

Nou konn... Li te konn difisil pou

retire anpil tabou, anpil tabou, e e e e,of taboo, a lot of taboo, from

nan tét yo konsa..Donk yo rete nan
fe sa yo konnen. Epi lé yo vin lopital
la, yo vini two ta

It is very hard to remove a lot

their minds. So they stay

practicing what they know. An
when they come to the hospite
they come too late.

d
:

66

Francoise

Maladi pafwa sa konn soti nan mank
lijyen, sa konn soti ladan | tou, pafwa

tou sa konn soti nan mank okipasyon,of this comes from a lack

pase si w ap soufri grangou sa ap po

lliness sometimes comes fron
lack of hygiene...sometimes

na
all

Df
re

teself-care, because if you a
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w malad e sitou pou sa k rele gaz la,
sa yo rele w gen yon feblés kap pote

nan tét ou | ap pote w nan je w. Pase ldr, what they call “gas,” that
is what they call having a

w nan okipasyon ak Ié w pa nan
okipasyon se pa menm bagay le sa t
li ka enpe bay maladi men, le w man

okipasyon li rale maladi a, magre fo wyou lack self-care it draws o
| sickness, even though you have
menm li te soufri, men, kondi la bib 1a to be sick, you have to suffer,
because Jesus Christ himself

malad wi fo w soufri paske Jezi Kris |

di w Jezi ki te bwa vet li te jwenn
fason li te soufri malgre se pat anyen
te fé, men koz pou nou menm pou

peche nou yo, li te arive soufri; ebyen e

nou menm ki bwa séch. Bon fok nou
soufri, fok nou soufri. Alo gen de
maladi ou genyen pa soti tou pa Dye
pase fok ou soufri, gen de maladi
Bondye pa konnen | non se peche k
w sa. Gen de maladi se maladi natiré&
ki fé w ap soufri, ou we sa se maladi
natirél, pase chak moun ki la a ou te
meét wé moun nan gen lajan, moun
pa gen lajan li gen yon soufrans
kanmem, fok lipase pa soufrans e po
W mouri se nan yon soufrans pou w
pase. M pa konnen; chak tan w gade
we dives kalite maladi, e pa selman
nan le mond men patou nan peyi a,
pase peche nou yo koz maladi antre
sou nou tou, paske nou peche anpil

sauffering from hunger, that wi
wnake you sick. And especial

pweakness that will affect ya
kenentally and visually....whe

Isuffered....

— =
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66 Marie Bon, lem dil sa, li pa pran sa grav, | Well, when I tell him this, he
Jocelyn paskel konnen ke nou menm ayisyer doesn’t take it seriously,
nou kwe nan sa k’ rele fey la anpil, | because he knows that we
lorsque nou malad, nou plis kwe Haitians, we believe in what is
d’abord anvan nou kouri chache doktécalled the herbs a lot. So when
ou chache al nan pye bwa ki kote napwe are sick, we believe more
jwenn you solisyon. [in this] first. Before we run to
find a doctor, [we] go to the
tree where we will find a
solution.
66 Rose Bon 106 m santi m pa bon, m wé m pa| Well, when | don'’t feel well,

gen kob pou m vin lopital mwen pran
te, fey mwen bouyi, mwen bouyi dlo
epi avek yon ti sik, yon ti sél, & fini m
vide | nan yon gode m lave féy la m

met ladan | m toufe | te sa a m pran |

ato the hospital | drink tea, | bo
herbs, | boil water and with a
little sugar, a little salt, when
I’m done | pour it in a cup,

and | don’'t have money to come

ly

u
n
n
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epi m poze jiskaske m vire pou m ge
mwayen m vin lopital

steep the tea, | take it, and |
rest until | have the means to
go to the hospital.

nwash the leaves, put it in there

1Y

66 Rose Wi, wi.Yo di w pa bouyi féy, pa bagay,Yes, yes. They tell us not to boil
pa sesi, yo di yon pil bagay mwen m plaerbs, don't do this, because,
konn entérese de sa. Yo pa kwe ladarthey say a lot of stuff that I'm

not interested in. They don’t
believe in it.

67 Martine A nou an pi dire. Pa dokté an pi vit. Ra..The medicine the doctor
yo a pi vit, pa nou an pi dire, reméd | gives works faster. What we
dokté a ba ou a, lal pi vit sa nou fe poumake for ourselves lasts longer.
ko nou an li pi dire.

67 Nickson Ok Ok wi men w ap wel li tre diferan | But, you'll see that it is very
deuxiement aussi parce-que li tré different...because it is
ekstreman important parce-que projg sxtremely important, because
yo tou ki okipe de SIDA a ok yo this AIDS project receives
resevwa spesyal finansman finance, sspecial financing, ‘so they take
they take special effort for patient yo | special effort for patient,” they
pran beaucoup il y more more fund t¢ take a lot of .... ‘fund to take
take care of the patient ok more care of the patient. Ok? More
services are free, the medication are| services are free, the
free it's different for the other people | medication are free. It's
for other patient,you have to pay , youdifferent for the other people,
have to buy medication. for other patient, you have to

pay, you have to buy
medication’

68 Regine Sa depann de pasyan-an, paske menm.this depends on the patient,
si di pasyan-an ke, gen pasyan ki vini because even if you tell the
ki pa pon dutou; e m di w pa bon patient that, there are patients
dutou nan langaj donk ki pa kapab, | that come, that are not good at
memm si ou eksplike pasyan sa-a mil all. When | say not good at all
fwa, fok ta gen yon sikolog ki pou paleit’s in language. So if | can't,
ak pasyan-an, pale ak pasyan-an, anvewven if you explain to the
| konprann; donk gan de pasyan ou | patient a 1,000 times, you
konn oblije ou kategorik ou chwazi | would need a psychologist to
pou li speak with the patient, speak to

the patient, before he can
understand.

68 Fritz Epi gen w’ pwoblem de But the reality is that in Haiti,
communication medsen pasyan. E | there is a problem, a problem
pwoblem sa, li gen plusieurs facteur kiof communication. And there is

ladan I'. Li gen yon facteur éducatif, g
vle di, pasyan li plus souvan se yon
moun ki pa trop byen formé. Sa vle ¢
yon moun ki pa vreman konn i,

a doctor-patient
communication problem. And

lithis problem, it has many
factors in it. It has an
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oubyen pou I' konprann. Epi medsen
an li menm, nan fomasyon I', yo pa t’
aprann li tou pou I' desann nan nivo
pasyan. Eske w we sam’ diw’ la ?
Nan fomasyon medikal en Ayiti, yo te
plus fé medsen an rete nan nivo
medsen. Eske w we sam’diw’la?
Bél blouz euh, blouz blanch, zuzu,
bwode. Sa vin koz pwoblém
kominikasyon an poze. Certaine fois,
pasyant lan konn pa konprann medsg¢
an. Eeee epi medsen an li menm kor
pa jugé nécessaire pou I’ eksplike
payant lan. Men an reyalite, le I’ pa
jugé nécessaire, se pa fot li, se par
incompétence. Parce que nan format
I', li pa gen kapasite pou I' desann na
nivo pasyant lan pou I eksplike I’ pou
I konprann. Parce que nou pale deu
langues, nou pratike medsin nan, no
aprann medsin nan an franse, tandis
que n’'ap pratike I avek pasyan ki pal
kreyol. Pwoblem langue lan, li yon ti
jan poze.

educational factor, that meansg
the patients are more often
people who are uneducated.
That means a person who
doesn't really know how to
read, or how to understand.
And the doctor himself, in his
training, they didn’t teach him
how to get down to the patient
level.

2N
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69

Delner

Bon! Se ka-a ki w oblije antre nan
langaj pasyan-an. Se sak rele yon m
sen kominote, se sak rele yon medse
piblik, de sevis piblik. Se sak rele yon
med-sen de famiy; pou w eseye
konprann langaj moun lan, fo w antre
nan kilti moun lan, fo w antre nan
sivilizasyon |, paske li gen dwa vini li
eksplike w yon bagay men ou pa
konprann li. Men fo w eseye antre po
w konprann sa | di w lan. ...paske an
Ayiti sitou, kounye ya tandans la
komanse chanje, otrefwa yon medse
pasyan-an te konn toujou pe pou |
eksplike | sa | genyen. Li gen yon
tandans ke, li gen yon santiman de p
yon santiman denferyorite...

Well! ...you have to get into th
ethnguage of the patient. That i
rrwhat is called a community

doctor, that is what is called a

public doctor...that is what is

called a family doctor; for you
to understand the person’s
language, you have to enter
into the person’s culture, you
thave to enter into his world,
because he has the right to
come and explain something {
nyou that you don’t understand

But you have to try to

understand what he is trying t
esay to you...especially becaus

in Haiti, now it’s starting to

change, but other times, the
patient used to always be
scared to explain what is
wrong. ...He had a feeling of

[2)

e

fear, a feeling of inferiority...
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69

Marjorie

Hum... Moun yo renmen kom si yon
moun la K'ap pale avé yo, k'ap
eksplike , k'ap eksplike yo kisa pou V|
fe. K'ap ba yo, k’ap ba yo de ti ide sg
sou maladi a. Tré souvan, moun nan
gen yon pwoblem, yo pa eksplike
moun nan kisa I’ genyen. Moun nan
bezwen ke fo w’ eksplike li genyen, K
kote pou I’ al fé, kisa pou I’ fe. Eske
bagay li a se yon bagay k’ap geri, kis
I'ap fe. Li bezwen yon oryantasyon. L
bezwen yon moun ki pou koute I'. Ki
pou gide li.

The people like someone ther
to speak to them, to explain, t
pexplain to them what to do. Tq
ugive them ideas on [their]
illness. Very often, the person
has a problem, they don’t
explain to the person what he
i has. The person needs for yol
to explain....he needs an
aorientation. He needs someon
ito listen. He needs someone t
guide him.

69

Louise

Eee, eee plis sajes, plis sajes paske
nou bewzen sa paske gen nan nou
menm Ki pa jwenn lanmou, nan kote
nap viv byen gen defwa ou anvi
deplase lakay ou pouw chita ak yon
moun ki konnen kiyes ou ye pouw
pale paske gen defwa ou santi tet ou
lou.Eee plis sajes plis konpreyansyor
pou yo ka konpran moun, pou yo ka
konprann.

e...more kindness because...w,
need this, because there are ¢
us who didn’t find love in the
places that we lived. Well, the
are times you wish to leave
your house to sit with someon
who knows you to talk, becaus
1there are times when you feel
like your head is heavy....mor
kindness, more understanding
so that they can understand u
so they can understand.

(1}
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Francoise

Depi tranbleman de té a eske m we y
chanjman ? M te weé depi tranbleman
de te a m we yo tap mache pou yo bg
medikaman, epi timoun ki merite
vaksen yo ba yo, epi bay popilasyon
an medikaman.

dtiave | seen a change since th
earthquake? | have seen since

ayhe earthquake. | saw them
walking around to give
medication, and children who
needed vaccinations got them
and [they] gave the people
medication

e

"

70

Nickson

Apre tranbleman de ter la, oke olye d
moun nan sélman fow pran...ou
konsiderasyon antouraj li osi, paske

moun nan ou konnen ke sonw moun kﬂ)

ap gen moun ni...gen moun ki pédi
tout fanmi yo ou gendwa panse moult
nan ou konnenn mouri jus pou chech
konnen éske moun sa te gen moun K
mouri nan tranbleman de terre la...ki
mouri...si gen moun ki mouri ou pral
nan konpasyon...oke...Avan ou pat

petét...bon...ou pat petét nan tout

of the person only...you have

consider his entourage as wel

ecause you know that persor

]had people...there were peop

gwvho lost their whole

i family...before, you weren’t
interested in all of that...you
didn’t consider all of that...yol
were a little more impersonal.

e...After the earthquake, instead

to

L
e

bagay sa yo, ou pat nan tout
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konsiderasyon sa yo, moun nan vini
madanm saw genyen depi konbyen
tanw malad...bon...un p'tit peu tre
zenpersonel, men petéet avek

eee....tranbleman de terre la petét ou

antre...ou pran plus konsiderasyon p|

vi pasyan pou vi malad la pou antourgj

li sak rivel son w istwa ou vin fé
konnen a istwa pésonél apré
tranbleman de terre la.

ou

71

Caroline

Ok koman kominike fason mwen
kominike avek yo, komsi mwen vin

komsi m vin santi mwen ke m vin plusfelt | became closer to them, |

pres yo , mwen vin plus proche yo de
komsi ke mwen ba yo plis mwen
menm komsi plis tan poum tande
yo,mwen pran plis tan tou pou yo
pataje ide yo ansanm avém poum es
komprann yo poum eseye tande yo f
moun nan fé moun nan o mwen
retounen rekomprann yo.

Ok the way you communicate
with them, like | became, like |

became closer to them, like, |
gave them more of myself, mg
of my time listening to them. |
take more time to share ideas
eweh them, to understand thenj
bto try to listen to them. Make
the person more or less
understand themselves again.

71

Hugh

Bon wi sé di ke nan moman
tranbleman de té a, nou te weé gen de
seri de moun ki pa t we lajan, ki te we
vi moun, ki te eseye bay tout yo men
ki pat menm panse a lajan, swa yo p
bay yon patisipasyon oblije wé vi
moun pou Yo sove lavi yon seri de
moun. Yo menm tou yo te ka nan
sitiyasyon an paske gen yon seri de
medsen, ki mouri nan Potoprens,
profese ki mouri, gen tout kalite mout
ki mouri, nan tranbleman de té a, egg
le w we yon moun vini la a ki pa men
medsen, si se leve yo ka leve detwa
moun mete yo kouche ate nan lakou
si se pote yo ka pote yo al nan sal ep
yo bay patisipasyon pa yo, depi han
moman sa-a yo te we vi moun parap
kantite moun ki mouri yo vin we bon,
moun K ap pran poz kom si yo pa
kanmarad yon seri de moun, yo vin W
pa gen sa pase lé w gade ate
PlItoprens, Jakmél, Leogan ou we yq

pakét moun k anba dekonb yo. Vin weyour status is compared to

...In the moment of the
» earthquake, we saw a series ¢
> people who did not care about
mmoney, who cared for people’
rdives, who attempted to give
their all...and them too, they
could have been in the situatig
because there were a series 0
doctors, who died in Port-au-
Prince, professors who died,
nthere were all kinds of people
lwho died in the
nearthquake...people who
pretend not be friends of a
aertain type of person, they
icame to see that that wasn’t
there, because when you saw|
btae grounds of Port-au-Prince
Jacmel, and Leogane, you sa
all the people under the
gubble....after the earthquake
there has been change. Peop
rcame to see that no matter wh

=

e

f

\"2

n

Vi a pa gen anyen, yo vin we

another, they see that they ha
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patisipasyon pa yo, kélke swa fason
yo oblije bay patisipasyon pa yo, pou
yo kapab ede kretyen vivan, ou sove
lavi | depi lé sa-a tout moun vin we pg
gen anyen serye nan vi a se sel ti so
la, depi le sa tout moun vin we pa ge
anyen enpotan, epi tout moun ap bay
patisipasyon pa yo, petet avan
tranbleman de té a gen moun ki te ge
dwa pran yon ti poz, li pa kanmarad
moun, men apre tranbleman de te a
chanjman, moun nan weé kelke swa
nivo parapo a yon lot, li wé pou |
kolabore ave I.

ato partner with you.

Uf

N

jen
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