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In order to understand the implications of short-term global health engagements 

[STGHE] for ethnic-Haitian im/migrant sugar laborers and their families living in 

Dominican Republic bateyes, this ethnographic study uses a critical humanities approach 

to examine the cultural politics of STGHE, illuminating the epistemic forces, social 

dynamics, economies of exchange, and relations of power taking place through STGHE. 

Bateyes are the impoverished residential sites located on Dominican sugar plantations 

and are known for having some of the worst living and working conditions in the world. 

This research asks how and why illness, poverty, and inequities in bateyes persist, despite 

more than three decades of STGHE involvement and growing attention to global health. 

Given the increased recognition of the importance of training a future global citizenry 

and/or global health workforce how to understand the social and structural determinants 

of health inequities and how to take action on them, I question how health inequities are 

experienced by batey residents on an everyday basis and how their experiences articulate 

with STGHE programs purportedly aimed at addressing health inequities. Drawing 

together critical theory and one year of multi-sited ethnographic fieldwork, I examine 

how the root causes of batey health inequities are taught, learned, and intervened through 

STGHE. I posit that the root drivers of health inequities in bateyes are historically-rooted 

and sociopolitical; however, numerous depoliticizing techniques built into STGHE 

obscure those underlying historical and sociopolitical reasons batey residents suffer 

illness and poverty in the first place. This mismatch reveals how STGHE may not address 

health inequities and, given the way that power is operating through STGHE, may 

unknowingly perpetuate or exacerbate unequal power relations, albeit through hidden 

epistemological, ideological, institutional, economic, and political processes. I conclude 

with an alternative pedagogy and practice for bringing STGHE closer to realizing their 

aspirations of achieving health equity.  



viii 

TABLE OF CONTENTS 

List of Figures .............................................................................................................xii 

List of Abbreviations ...................................................................................................xiv 

AN UNRULY MÉLANGE IN A POSTCOLONIAL STATE: THE CULTURAL POLITICS OF 

SHORT-TERM GLOBAL HEALTH ENGAGEMENTS IN DOMINICAN REPUBLIC BATEYES ..1 

Chapter 1. Introduction ................................................................................................1 

In An Unruly Mélange:  Structural Vulnerability, Violence and Power, and Global 

Health Engagements...........................................................................................1 

The Global Health Landscape of Sugar Laborers in Dominican Bateyes ............11 

The Political as/is Social Determinant of Health .................................................16 

The Discursive-Material Limiting Apparatus of/through STGHE .......................22 

The Geographic Boundaries of Social Justice in Global Health ..........................33 

Short-Term Global Health Engagements: A Note on Terms ...............................37 

Implicated Violence and a Continuum of Vulnerability ......................................41 

Moving from Experiences to Engagements:  An Unruly Chapter Outline ...........50 

CHAPTER 2. UNRULY ETHNOGRAPHIC BRICOLAGE: A METHODOLOGY FOR CHARTING 

A CARTOGRAPHY OF POWER ......................................................................................59 

“In the Caribbean, Everything is Fluid:”  Representing Unruliness .....................59 

The Place of Critique and the Role of Critical Ethnography ................................63 

Studying a Cartography of Power: STGHE as Relational Assemblage and Case 

Study Site Selection ...........................................................................................68 

Information Gathering and Interpretation: Translocal Modes and Translational 

Methods .............................................................................................................71 

(Translocal) Sites of Inquiry: The Four STGHE Populations Included in my 

Research Study .........................................................................................71 

(Translational) Methods: Data Collection Tools and Data Analysis ...........75 

Ethico-Political Deliberations of a Critical Ethnographic Representation ............92 

Chapter 3. Structural Sins, Social Injustice, Sugarocracy: The Production of a Precarious 

Workforce (Les Damnés) and the Rise of the “Global Health” Mission on Dominican 

Sugar Plantations .........................................................................................................95 

Historical and Political-Economic Origins of Suffering and Salvation in Bateyes

...........................................................................................................................95 



ix 

The Structural Violence of the Racialized Political Economy on Ethnic-Haitian 

Sugar Laborers ...................................................................................................99 

Racial Exclusion and Dehumanization of Black Bodies for Profit via Sugar 

Industry: The Case of Antihaitianismo on the Caribbean Island of Hispaniola ....102 

Historical Roots of Antihaitianismo in the Renaissance and Enlightenment: 

The Rise of Colonialism and the Reconceptualization of Humanness from 

“Spiritual” to “Rational” ............................................................................103 

The Enduring Colonial Legacy of Antihaitianismo in the Nineteenth and 

Twentieth Centuries: Reconceptualization of “Being Human” from 

“Rational” to “Biological” to “Illegal Criminal” ........................................110 

The Coloniality of Power and the Politics of Antihaitianismo Today .........121 

The Political Economy of Suffering and Salvation on Dominican Sugar Plantations: 

Governmentality and the Complicities of “Global Health”..................................123 

Producing Les Damnés on Hispaniola Sugar Plantations: Imperial Dreams 

and Missionary Medicine (1492–1800) .....................................................126 

Relegating Les Damnés to Modern-Day Bateyes: Colonial Desires and The 

Rise of Public Health (1800s–1940s) .........................................................134 

Reproducing Les Damnés on Dominican Sugar Plantations: Governmentality 

of Nation-State and the Rise of International Health (1940s–1980) ............147 

Perpetuating Les Damnés Today: Neoliberal Governmentality and Global 

Health (1980–Present) ...............................................................................154 

Conclusion: The Double Commodification of the Ethnic-Haitian Sugar Laborers 

through Neoliberal Capitalism ............................................................................159 

Chapter 4. The Structural Violence of Postcolonial Neoliberal Capitalism: Cane Cutters 

as Les Damnés on Dominican Sugar Plantations ..........................................................164 

Precarious Labor for Sweetness and Power ........................................................164 

“The Biggest Illness Is We Don’t Have Money”: Ethnographic Illuminations of 

Cane Cutters as Exploited Labor ........................................................................166 

Concluding Remarks: The Killing Abstractions of Neoliberal Global Capitalism

...........................................................................................................................181 

Chapter 5. The Corporeality of Social Suffering: Everyday Violence of El Maldito 

Haitiano del Diablo in Dominican Bateyes .................................................................187 

Embodiment of Discrimination and Power Hierarchy .........................................187 

Miseria Mortal: Ethnographic Illuminations of Gendered Suffering and Inequity

...........................................................................................................................188 

Social Death: The Intersectional Structural Violence of Discrimination ..............211 



x 

Embodiment: How Social Inequalities Come to “Matter” through a Violence 

Continuum .........................................................................................................214 

How the “Social” Comes to Matter Less: Invoking “Culture” as a Catch-All 

Explanation ........................................................................................................219 

Concluding Reflections on the Everyday Violence in Bateyes ............................225 

Chapter 6. Techno-evangelism as New Salve and Salvation in Dominican Bateyes: 

Biomedicalization of Global Health Interventions and/as Neoliberal Governance ........230 

Rhetoric vs. Reality in Addressing Socially-Determined Health Inequities .........230 

STGHE Intervention Policy and Program Activities in Bateyes ..........................234 

The Biomedicalization of STGHE Interventions ................................................249 

Techno-evangelism as New Salvation? Neoliberalism, Depoliticization, and the 

Rise of the Technocratic Regime of/through Global Health ............................253 

The Elephant in the Room: Depoliticization through Normalizing Rhetoric and 

Compromise.......................................................................................................265 

Concluding Reflections ......................................................................................280 

Chapter 7. Injuriousness of Depoliticized Health Disparities: Symbolic Violence and 

Governance through Global Health Education .............................................................286 

Decapitating Sociological and Political Inquiry in Education ..............................286 

The Tokenistic Treatment of the “Social” and Detachment from Power .............292 

Disciplining the Unruly “Social”: Colonial Impetus to Quantify Knowledge and 

Neoliberal Governance through Competency-Based Education ..........................299 

Producing Global Citizenship: Neoliberal Governmentality and the Schooling of 

Responsibilized Subjectivities ............................................................................308 

Therapeutic (Mis)Conceptions: Sentimentalization and Deflection of Social Justice 

through Global Health Imaginaries .....................................................................313 

Learning that “Bringing Hope/Happiness” and “Being There” is Impactful 

Enough .....................................................................................................314 

Learning that They are a “Poor-but-Happy” Culture and are “Grateful for 

Anything” We Give ..................................................................................320 

Learning that Luck Explains Inequality: We are Lucky and They are Unlucky

..................................................................................................................328 

Concluding Reflections: Symbolic Violence and STGHE Education ..................331 

Chapter 8. Unruly Conclusions ....................................................................................337 

Bandaging Bones: An Aporetic Engagement ......................................................337 



xi 

Depoliticized Global Health Education as Structural Violence  ...........................340 

Emphasizing the Relationship Between Politics and Empathy: Social Justice 

Pedagogy and Practice as Vital Antidote ............................................................344 

Structural Sins and the Fallacy of Empowerment ...............................................349 

Appendix A. Interview Guides ....................................................................................357 

Bibliography ...............................................................................................................363 

Vita .............................................................................................................................381 

 



xii 

 

List of Figures 

Figure 1.1: Short-term global health engagement in a La Romana batey ......................16 

Figure 2.1: Case study sites (red circle indicates La Romana province) ........................72 

Figure 2.2: Central Romana sugar refinery in La Romana, Dominican Republic. .........77 

Figure 3.1: “Les Damnés de la Terre.” A cane cutter returning to work with his machete.

 ..............................................................................................................98 

Figure 3.2: Columbus, towering over the body of a Taíno, near Cathedral de Santo Maria 

in the Colonial Zone in Santo Domingo. .................................................127 

Figure 4.1: Cane cutters on a sugar plantation at peak season, La Romana, Dominican 

Republic. ................................................................................................165 

Figure 4.2: Cane cutter’s machetes (left); Bittersweet: back-bending, body-breaking work 

for sugar (right). .....................................................................................168 

Figure 4.3: Loading dried sugarcane (left); Measure of injustice: weighting your worth 

and wage at the scale (right). ..................................................................175 

Figure 4.4: “The biggest illness is that we don’t have money and we have no food.” ...181 

Figure 5.1: Everyday suffering in the lives of women in bateyes. .................................197 

Figure 5.2: Poverty and uncertainty of children’s future. ..............................................203 

Figure 5.3: Removing rain and mud from a leaky home. ..............................................215 



xiii 

Figure 7.1: Focus group discussion with women in a batey. .........................................324 

Figure 7.2: “But, I like beautiful things,” she said to me. .............................................326 

Figure 7.3: “So tell us: Where does the damp come from?” .....................................327 



xiv 

 

List of Abbreviations 

 

AFL-CIO The American Federation of Labor and Congress of Industrial 

Organizations 

CAFTA-DR  Central American Free Trade Agreement – Dominican Republic 

 

CBE   Competency-based Education 

 

CBPR   Community-based Participatory Research 

 

CDC   Centers for Disease Control and Prevention 

 

CEA   Consejo Estatal del Azúcar [State Sugar Council] 

 

COSACO  Coalicion de Salud Comunitaria [Coalition for Community Health] 

 

CSDH   Commission on the Social Determinants of Health 

 

CUGH   Consortium of Universities for Global Health 

 

EBM   Evidence-based Movement 

 

ILO   International Labour Organization 

 

IMF   International Monetary Fund 

 

LCME   Liaison Committee on Medical Education 

 

PHC   Primary Health Care 

 

PPP   Public-Private Partnership 

 

SAP   Structural Adjustment Programs 

 

SDH   Social Determinants of Health 

 

SPRSC   South Puerto Rico Sugar Company 

 

STEM   Science, Technology, Engineering, Mathematics 

 

STGHE  Short-Term Global Health Engagements 

 

STS   Science and Technology Studies 



xv 

 

UN   United Nations 

 

US   United States 

 

USAID   United States Agency for International Development 

 

UTMB   University of Texas Medical Branch (Galveston, TX) 

 

WHO   World Health Organization 

 

 



 

AN UNRULY MÉLANGE IN A POSTCOLONIAL STATE: THE CULTURAL 

POLITICS OF SHORT-TERM GLOBAL HEALTH ENGAGEMENTS IN DOMINICAN 

REPUBLIC BATEYES 

Chapter 1. Introduction 

A certain balance must be kept, of course, between the interests of knowledge and those of the 

patient; there must be no infringement of the natural rights of the sick, or of the rights that 

society owes to the poor . . . But to look in order to know, to show in order to teach, is not this 

a tacit form of violence, all the more abusive for its silence, upon a sick body that demands to 

be comforted, not displayed? Can pain be a spectacle? Not only can it be, but it must be, by 

virtue of a subtle right that resides in the fact that no one is alone, the poor man less so than 

others, since he can obtain assistance only through the mediation of the rich . . . These, then, 

were the terms of the contract by which rich and poor participated in the organization of 

clinical experience.1 (my emphasis) 

IN AN UNRULY MÉLANGE2:  STRUCTURAL VULNERABILITY, VIOLENCE AND POWER, AND 

GLOBAL HEALTH ENGAGEMENTS 
 

Medical instruction does not exist to provide individuals with an opportunity of learning how 

to earn a living but in order to make possible the protection of the public.3 

“I gave birth over there on the hillside by the fence. It was a very long, painful night.” 

I hold Michelet’s four-month-old baby in the sweltering heat of the Caribbean under a shade 

tree as she tries to entertain her three-year-old son while preparing supper.4 In the backdrop is 

a deteriorated, brightly-colored shack made of wood and metal scraps, where Michelet and her 

eight family members live. She is a young mother of two who was born in Haiti and had 

immigrated to el campo [countryside] of the Dominican Republic with her parents, who were 

looking for work in la caña [sugarcane]. As Michelet hand-mixes some gray liquidy grain in 

a large plastic bowl, I think how the metaphoric “birth lottery” has not favored her and her 

infant daughter, along with others in the bateyes in the Dominican Republic. Bateyes are 

 
1 Michel Foucault, Birth of the Clinic, trans. Robert Hurley (New York, NY: Vintage Books, 1990), 83-85. 

2 A note on the title of this dissertation, which was inspired by Buse and Kent (1997) who described how the upsurge in the 

number of actors and agencies involved in the health sectors of developing countries may result in despair of an “unruly mélange” of agendas 

and interests that often result in duplicated or uncoordinated projects that may distort local economies. Along similar lines, Cohen (2006) called 

for a more systematized and integrated approach to address health problems through the establishment of a global health architecture, while 

Fidler (2007) argued that any such efforts would be challenged by the “open-source anarchy” that characterizes global heath today. In the social 

milieu - or unruly mélange - of global health, STGHE – while certainly not the only vehicle – increasingly occupy ambiguous spaces in the 

global health, development, and humanitarian assemblage. 

3 Leon Eisenberg, “Rudolf Ludwig Karl Virchow, Where Are You Now That We Need You?,” The American Journal of 

Medicine 77, no. 3 (1984): 524–32, https://doi.org/10.1016/0002-9343(84)90114-1. 

4 A pseudonym, as are all of the names of individuals presented throughout this dissertation. 
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residential sites on sugar plantations where agrarian laborers known as “cane cutters” live, 

along with their families, in rudimentary dwellings as they eke out a bare life harvesting 

sugarcane in return for a poverty wage, which in the La Romana region is directly or indirectly 

determined by a privately-owned sugar company known as Central Romana Corporation. 

Bateyes are a space of vulnerability where a long history of violence and power converge to 

re-inscribe the dehumanization of its occupants,5 all but ensuring they will suffer an unequal 

and unfair burden of illness, injury, poverty, hunger, preventable and premature death. These 

inequalities are largely driven by social and structural conditions. Most inhabitants are of 

Haitian ancestry, either born in Haiti or in the Dominican Republic to Haitian parents; many 

are undocumented or stateless immigrants.  

I look up at Michelet, taken aback by the image of enduring the pangs of childbirth in 

a less than ideal setting, in an upper middle-income country that some Americans misconstrue 

as “Third World.”6 “There are no health promotors or midwives here, but a family member 

helped me deliver my baby,” she says to me. “Some women prefer to go to the public hospital 

for delivery, if they can afford transportation. I would’ve tried to go, but I went into labor so 

quickly … and, it’s not always safe to leave the bateyes. We hear rumors that they [Dominican 

authorities] have increased deportations with the new laws.” Michelet, like so many other 

Haitian nationals living in bateyes, wasn’t issued a Haitian birth certificate at the time of her 

birth and also does not possess Dominican legal documents, a circumstance that positions her 

as a “stateless” person: she cannot make legal claim to either Haitian or Dominican residency 

and has no legal recourse to either countries’ rights and protections, such as healthcare, 

education, and other types of official public assistance typically afforded to impoverished legal 

residents and citizens. Living in perpetual state of fear of deportation has become the norm for 

Michelet and it casts a shadow over her freedom of movement beyond the batey, even for 

medical attention.  

 
5 Natalia Mazzaglia and Pedro Marcelino, “Migratory Policy as an Exclusionary Tool: The Case of Haitians in the 

Dominican Republic,” Laws 3, no. 1 (2014): 163–78, https://doi.org/10.3390/laws3010163. 

6 World Bank, “Upper Middle Income,” 2018, https://data.worldbank.org/income-level/upper-middle-income. 
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I reflect on the mountain of structural vulnerabilities – the hierarchical social and 

political order that exacerbates individual batey residents’ health.7 I think about how multiple 

sociopolitical factors are the root causes of their suffering; yet, I also think about how most of 

the global health interventions implemented focus on individual bodies rather than address the 

structural roots of ill health and inequities. Though well-intended, the provision of 

contraceptives, a “how-to” course on safe sex, and even a brand-new house, do not touch the 

structural constraints that are consistent to health that Michelet tells me she must negotiate 

every day. Those are the same forces that the global health literature increasingly emphasizes 

as so crucial to address for improving health and achieving equity.8 I also contemplate whether 

such technical solutions for improving batey life are little more than band-aids to problems that 

are not technical in nature but instead are structural and therefore require sociopolitical 

solutions. As Sir Michael Marmot poignantly posited, “Why treat people and send them back 

to the conditions that made them sick?”9 Sidestepping an either/or logic, we need to treat 

people, but we also need to address the conditions that make people sick.  

Over Michelet’s shoulder are sprawling green fields of sugarcane rising along the 

hillsides and encapsulating the batey, expanding out farther than I can see. El campo 

(countryside) is undeniably beautiful, but as we talk I can barely see through the sweat steadily 

dripping from my forehead into my eyes. I may be from the Texas Gulf Coast, but I am 

surprised at how the tropical Caribbean climate in early May consumes me. I wipe my brow 

with a handkerchief and ask, “If you would have had a medical emergency during delivery, 

how quickly could you have gotten to a hospital? Could you call an ambulance?” She looks 

down and remains silent for a while. Treading softly, I recall an event that took place a few 

months ago when a group of students from an American university were here to participate in 

 
7 Philippe Bourgois, Seth M. Holmes, Kim Sue, and James Quesada, “Structural Vulnerability: Operationalizing the 

Concept to Address Health Disparities in Clinical Care,” Academic Medicine 92, no. 3 (March 2017): 299-307. 

https://doi.org/10.1097/ACM.0000000000001294. 

8  Commission on Social Determinants of Health [CSDH], “Closing the Gap in a Generation,” Health Equity through 

Action on the Social Determinant of Health (Geneva, Switzerland: World Health Organization, 2008) 

https://doi.org/10.1080/17441692.2010.514617. 

9 Michael G. Marmot, The Health Gap : The Challenge of an Unequal World (London, UK: Bloomsbury Press, 2015). 
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an experiential- or service-learning program, what I collectively refer to in this project as short-

term global health engagements [STGHE] (see Figure 1.1). I say, “When the students were 

here to help build a house for a family, one of them was injured. An ambulance was called. 

After a while, it came and took the student to a private hospital in La Romana.” Michelet recalls 

the unsettling event, adding that she had heard that the injured student was flown back home 

and is now recovering. Michelet’s mother-in-law, sitting nearby, chimes in to say, “Thanks to 

God,” and both women express relief that the student is okay. I confirm that the student is 

indeed recovering, but I keep to myself how the student’s parents had rejected the offer of 

Dominican hospital care – even a simple X-ray – instead choosing to immediately fly their 

daughter home for American health care. Their decision reflects the unequal power relations 

between the poor and the privileged: indeed, one of the many ways that the legacy of 

colonialism is lived out today is through the power disparity of the privilege of choice of upper- 

and middle-class Americans to either accept local treatment or choose treatment elsewhere, 

whereas the disempowered underprivileged folks living in the bateyes would have eagerly 

accepted care from that same local hospital but are routinely denied choice. Instead, they are 

left to their hopes and prayers for the day when they might gain an equal foothold in our 

globalized world.  

I softly repeat my question for Michelet: “An ambulance came for an American 

student. Would one also come for you?” Michelet answers now without hesitation, with 

firmness in her voice and eyebrows raised: “No! No, they wouldn’t! Because I’m just a damned 

Haitian!” She looks off into the sugarcane, now quivering from a much-welcomed gust of 

wind, seemingly lost in her thoughts. After a while, she continues: 

About two years ago, I became pregnant. I was about six months along, and one day I 

felt that something was wrong. The sharp pains grew to an intolerable level. I became 

very afraid. I was worried that I would go into labor – but it was too early for the 

baby! Someone called for an ambulance, but no one came. So, I began to walk to the 

nearest clinic, about four kilometers away. I went alone because my husband was 

working, and there was no one else to walk with me. I made it about a kilometer, 

when my water broke. I went into labor on the side of the road. I gave birth to twin 
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babies, alone, behind some bushes. Because I couldn’t make it to the clinic in time, 

they died. I buried them behind a nearby tree and walked home. 

Five months later, this “global health” story keeps me awake at night. More than a 

question of normative ethics, I am concerned about the politics of vulnerability – those 

disparity-making forces that cast apart “Us,” of the world’s wealthiest nation, from “Them,” 

who are apparently “damned” to an unhealthy life in the Dominican bateyes despite our good 

intentions. How, and to what extent, do the piecemeal efforts of disparate STGHE groups of 

“global citizens” bring the kind of transformational change in bateyes that is needed, or does 

such change require expanding the landscape of action – making a space for both individual-

to-individual action for personal transformation as well as for collective action for political 

transformation? In thinking with Michel Foucault and Judith Butler, I want to better 

understand: What kind of logics foster life of the injured American but disallows life of 

Michelet, who was “let” to suffer and possibly die (and “let” the stillborn death of her 

fetuses)?10 In today’s global economy of biopower, how might we offset the differential forms 

of allocation that make some populations more vulnerable to arbitrary violence than others, 

and how might we reimagine a world in which that violence may be minimized and 

interdependency acknowledged as the basis for global citizenship?11 How do I/we 

unknowingly participate in producing and reproducing those unequal and unjust power 

relations? How might such a sociopolitical inquiry contribute to the approaches we take in 

STGHE and allow us to more fully address the needs and desired outcomes of the host 

communities we serve? This ethnographic vignette, along with the others in this dissertation, 

is not about weighing judgment on STGHE programs or their students and educators; my point 

is to make visible the often-invisible processes that STGHE actors participate in that may 

unintentionally reinforce, rather than reduce, the persistence of historically-entrenched health 

inequities in bateyes, despite (and sometimes because of) our good intentions. 

 
10 Michel Foucault, History of Sexuality: An Introduction, Vol. 1 (New York, NY: Vintage Books, 1990). 

11 Judith Butler, Precarious Life: The Powers of Mourning and Violence (London, UK: Verso, 2004), xii-xiii. 
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The above “engagement” introduces the purpose of this project. Although today’s 

mostly black sugar laborers may suffer inequalities differently than their enslaved or migrant 

wage labor ancestors, a pattern of exploitation and exclusion for sugar production and profit 

has continued, albeit in different forms. The intent of this project is to understand how and why 

illness, poverty, and inequities among sugar laborers and their families in bateyes persist, 

despite more than three decades of STGHE involvement and growing attention to global 

health. Without diminishing the hard work done, this project offers insights into how the 

continual suffering in bateyes is a matter of social injustice and why – especially absent a social 

justice orientation – STGHE have largely failed to make sustainable and substantial changes 

to the health and wellbeing of those who do the bloody and brutal work of harvesting 

Dominican sugar, the bulk of which is exported to satisfy American citizens’ insatiable sweet 

tooth.12 My main argument is that STGHE, in their current form that does not grapple with the 

sociopolitical root causes of suffering and inequities will fall short of meeting the full health 

needs of batey communities every time, ultimately raising the critical question of whose desires 

and needs are actually being prioritized and advanced. 

From a critical medical humanities perspective, this ethnographic critique of STGHE 

advances the postulation that “people come first.”13 Drawing cross-disciplinary insights from 

medical anthropology, science and technology studies [STS], critical studies of race and 

gender, Caribbean history, and social studies of global health/development, I answer my 

question through a cultural-politics lens that focuses on the discursive and material effects that 

take place through civil society-led short-term global health engagements that bring American 

citizens to interface with batey populations. I examine the orientations, perspectives, and 

 
12 Referring to these host communities as “batey populations” masks a full cognizance of the sheer magnitude of the coloniality 

and continuity of the suffering and inequalities they embody; it simultaneously masks the extent of rectification required to redress those issues. 

Let us be honest about “who” the batey populations are: they are the mostly black laborers and their families on Caribbean sugar plantations, 

the descendants of slave laborers and forced migrant wage laborers who continue to suffer the poverty-related health consequences of 

discrimination, labor exploitation, and poverty for the sake of the global sugar industry. The primary beneficiaries of that “global” sugar 

industry have been, and continue to be, American citizens. 

13 João Biehl and Adriana Petryna, When People Come First: Critical Studies in Global Health (Princeton, NJ: Princeton 

University Press, 2013), 5. 
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experiences of faith-based and academic-based STGHE participants and programs; indeed, 

universities are increasingly a greater part of the civil society embedded in global health. After 

twelve months of multi-sited fieldwork in both the US and Dominican Republic, what became 

apparent through the stories from batey residents was how intersectional historical, social, 

cultural, legal, political, and economic factors operate as systems of oppressive power that are 

the root causal drivers of their illness, poverty, and inequity. What also became apparent was 

how STGHE programs obscured, downplayed, disregarded, or otherwise failed to recognize – 

during predeparture classroom training and during on-site interventions in bateyes – the 

impacts of those underlying sociopolitical forces that sustain batey inequities. What emerges 

from these findings is a mismatch between global health’s aspirational ideas of addressing the 

socially-determined health inequities versus the actual on-the-ground practices in bateyes. 

More importantly, there is a mismatch between the sites and sources of suffering and inequity 

illuminated by batey narrative voices and those sites and sources addressed by global health. 

Specifically, a full consciousness of the social and structural impacts on health, as voiced by 

batey host communities, is not taken into account, allowing STGHE to (mis)locate the source 

of ill health and poverty in individual bodies rather than in the broader sociopolitical 

inequalities that are located at the root, much like the mainstream (reductionistic) paradigms 

of biomedicine and public health.  

These apparent mismatches reveal how STGHE may not sustainably address the 

underlying social and structural determinants of health and, given the way that power operates 

through STGHE, may unknowingly perpetuate or exacerbate those unequal power relations, 

albeit through hidden epistemological, normative, institutional, cultural, technological, 

economic, and political forces that the chapters of this dissertation unpack and explore. The 

STGHE stakeholders involved in this study were undoubtedly aware of various “ethical” 

tensions raised by their activities abroad. Yet, rarely were the deeper “ethical” questions 

engaged, from a critical (political) perspective, about whether (or to what extent) their 

orientations, methods, and activities were effectively addressing the social and structural root 
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causes of suffering and inequities in bateyes, or about what kinds of invisible dynamics and 

effects STGHE have on the development of host and student populations. The problem of 

“ethics” is not solely or primarily about whether participating students and programs are 

cognitively empathetic and humble enough, or whether they are morally disciplined and 

ethically principled enough, or whether they are culturally competent and non-judgmental 

enough, or whether their attitudes and motives are altruistic enough. Neither is the problem of 

“engagement” solely or primarily about how “they” in batey host communities lack 

development due to inadequate medico-scientific knowledges and technologies, detrimental 

cultural norms and practices, or “backwards” corrupt governments who lack the moral and 

political will to improve bateyes. I agree with Collier and Lakoff that “it is often unsatisfactory 

to limit discussion of what is thought as ‘contemporary ethical problems’ to the self-forming 

individual or to the quest to find a rational form of acting with respect to the good.”14 Instead, 

I am interested in understanding the ethical problems that imbricate and imbue STGHE “not 

in terms of moral rules or values but as configurations of reason, technique, and institutions of 

collective life” through an analytical approach that “points us toward technological reason and 

biopolitics as dynamic sites of ethical problematization.”15 

Challenging these kinds of conventional wisdoms in global health imaginaries, this 

project argues that the problem is that STGHE uses an insufficient, limiting apparatus: STGHE 

uses shortsighted epistemic framings – that is, a biomedical model – through which we reduce 

batey health problems and solutions to the wrong areas: that is, in bodies instead of 

simultaneously in structures, policies, and systems, an epistemic framing shaped and reinforced 

through the political-economic rationality of neoliberalism. STGHE may preach the 

importance of the social and structural determinants of health but they practice individualized 

biomedical interventions. The historical transition to the reduction of the social, cultural, 

institutional, economic, and political determinants of health and poverty to individualistic 

 
14 Stephen J Collier and Andrew Lakoff, “On Regimes of Living,” in Global Assemblages: Technology, Politics, and 

Ethics as Anthropological Problems (Malden, MA: Blackwell Publishing, 2005), 29. 

15 Ibid. 
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concerns on bodies, diseases, risk factors, and quantifiable outcomes in global health is 

described in Chapter 3, and it is deeply tied to neoliberal globalization. The dominant epistemic 

framework of biomedicine, now internalized in the mainstream of global health, deflects 

attention from how individual bodies and agency are largely determined by laws, politics and 

policies, economics, capital, discrimination, exclusion, and a lack of equal access to justice.16 

Biomedicine, shaping and informing STGHE education and practice, sets the boundaries 

around how we think about, and how we act on, the health challenges afflicting batey host 

communities from the perspective of justice. Moreover, biomedicine at work in and through 

STGHE, as a service-learning endeavor, sets the boundaries and limits around the curricular 

themes, pedagogies, subjects and modes of inquiry, strategies, and policies –collectively, the 

“toolkit” – that we teach and train students, the next generation global citizens and/or global 

health workforce on how to conceptualize and address health inequities and poverty. One of 

the effects of the epistemic reductionism of biomedicine on STGHE is that programs are 

shaped by and further the political rationalities of neoliberalism, including the key tenets of 

individualism, privatization via free market-based ideologies, and decentralization of state 

power,17 all of which function to depoliticize the illnesses and chronic poverty experienced by 

batey populations. It is therefore not surprising that both STGHE education and intervention 

policies are increasingly reformed and reinforced by neoliberalized capitalist economics, as 

evidenced by their corporate-like shift toward quantifying, monetizing, auditing, and 

evaluating outcomes and prowess.18 These depoliticizing techniques not only invisibilize 

awareness of the impacts of structures, laws, capital, and policies that shape health and access 

in bateyes, but also makes visible the ways that STGHE can be and remain a fiscally profitable 

business endeavor. Many STGHE have a vested special interest in maintaining existing power 

structures so that they can justify their continued existence in bateyes. While this may be done 

 
16 Biehl and Petryna, When People Come First: Critical Studies in Global Health, 3. 

17 Sue McGregor, “Neoliberalism and Health Care,” International Journal of Consumer Studies 25, no. 2 (October 2016): 

82–89, https://doi.org/10.1111/j.1470-6431.2001.00183.x. 

18 Vincanne Adams, “Evidence-Based Global Public Health: Subjects, Profits, Erasures,” in When People Come First: 

Critical Studies in Global Health (Princeton, NJ: Princeton University Press, 2013), 76-78. 
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unwittingly and unintentionally, this relationship points to the ways that the unequal structural 

conditions that keep ethnic-Haitians in bateyes impoverished and unhealthy perversely 

supports the ongoing justification for the business-as-usual conduct of STGHE narrowly 

focused on individual-level (rather than also structural-level) modes of care. This points to 

what Vincanne Adams critiqued as the “NGO-Industrial Complex” that carries forward the 

neoliberal assumption that the private sector (whether for-profit or non-profit) as well as the 

myriad public-private partnerships [PPP], of which academic STGHE are a part of, are more 

responsible and accountable than the public sector/state government.19  

Given the foregoing, I argue that political inquiry is an ethical imperative of 

engagement that ought to be incorporated in STGHE education and practice; doing so can 

highlight the pathways through which societal hierarchies and unequal power relations impede 

individual health and wellbeing and can help narrow the gap between the rhetoric and realities 

of improving health and moving toward more just societies. If pathologies of power lie at the 

heart of health inequalities, as Paul Farmer and others argue, then what and where is the place 

of social and political inquiry in STGHE education (and, more broadly, in academic medicine 

and health) for generating critical awareness among students and trainees of how illness and 

suffering are rooted in layers of asymmetrical power at local, national, transnational, and global 

levels? And, where are the appropriate spaces and sites for STGHE interventions to undertake 

this kind of work? Taking the intransigence of health inequities in Dominican bateyes in the 

context of the centuries of American health development efforts as the premise of this study, 

this project argues for a reframing of how health inequities are understood and addressed 

through STGHE using an analytic of power and politics. Specifically, I argue for an epistemic 

and political shift in STGHE education and practice to more seriously grapple with the 

ideologies, power, politics, and policies that drive health inequities locally and globally, rather 

than continue to turn a blind eye to them and/or perpetuate the myth that global health is a 

 
19 Adams, “Evidence-Based Global Public Health,” 76-78. 
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politically-neutral endeavor that transcends issues of power. Throughout this dissertation, I find 

recommendations on how this can be done.  

In what follows I elaborate the scholarly terrain of my dissertation: the global health 

landscape of sugar laborers on Dominican Bateyes, the need for global health imaginaries to 

conceptualize the political practices that would address the social determinants of health, and 

the discursive and material instruments that limit this conceptualization and instead build 

depoliticizing processes into the apparatus of STGHE.  

THE GLOBAL HEALTH LANDSCAPE OF SUGAR LABORERS IN DOMINICAN BATEYES 

Although a mostly black labor force has long provided the backbone of sugar 

production on the island of Hispaniola, the modern-day batey in the Dominican Republic 

emerged approximately one hundred years ago and was born out of centuries-long Euro-

American imperialist capitalism. Throughout this history, the occupants of bateyes have 

suffered vast health consequences as the racialized im/migrant minority, who have been subject 

to abuse, discrimination, labor exploitation, and extreme poverty. The majority of residents are 

ethnically Haitian, many of whom are undocumented and/or stateless im/migrants.20 Because 

this workforce is largely clandestine, health and other social statistics on batey populations are 

difficult to find and not systematically conducted by the government. Some estimate that at 

least 200,000 ethnic-Haitian im/migrants live a life of precarity in bateyes.21 Inhabitants – 

especially those with darker skin – live with perpetual anxiety of deportation as a part of their 

everyday life, and many often feel restricted in their freedom of movement beyond the batey. 

 
20 Discussing the ethnicity or race (a social construct) of people living in the Dominican Republic is fraught, myriad, and difficult 

to unpack. For this project, I use “ethnic-Haitian” to refer to Haitian-born individuals and Dominican-born individuals who have at least one 

Haitian parent. Along those lines, the “ethnic-Haitians” are those who have African ancestry. It is also difficult to denote the legality of those 

living in bateyes. I use “im/migrant” to encompass both migrant (temporary/seasonal) and immigrant (permanent) ethnic-Haitians living in 

bateyes. Most respondents were permanently living in bateys as unauthorized immigrants. Although bateyes were originally constructed to 

provide temporary housing, cane cutters have increasingly been pressured into live permanently rather than temporarily because of the ever-

shifting immigration policies and bracero labor contracts. Many Haitian migrants whom I spoke with lament that they were unable to return to 

Haiti either to live there or renew legal documentation. It is important to emphasize that the undocumented and stateless migrants have little or 

no choice but to stay in the bateyes and suffer the mistreatment from their sugar employers, although many wish they could return to Haiti 

where some believe they might have a better life. The bateyes today are also populated by second or third generation Dominico-Haitians, 

which reflects the “permanency” of this class – and reflects a stagnation in upward mobility for children born in the bateyes.  

21 Bridget Wooding and Richard Moseley-Williams, Needed But Unwanted: Haitian immigrants and Their Descendants 

in the Dominican Republic (London, UK: Catholic Institute for International Relations, 2004), 32. 
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Ironically, although the space of the batey consigns occupants to a precarious life of poverty 

and illness, it provides them a degree of protection from the police and national guard because 

many bateyes are located on the privately-owned property of employers of the Dominican 

sugar industry, an indicator of how powerful (if not inseparable) business is at the level of the 

state.  

In 2017, the average life expectancy in the Dominican Republic was 78.30 and in Haiti 

was 64.20, and this disparity is likely deepened in bateyes.22 The deplorable living and working 

conditions in bateyes are cited by numerous human rights groups.23 Similar to studies of 

bateyes in the Cibao region of the Dominican Republic, batey conditions in the La Romana 

region vary in the “degree of poverty and deprivation rather than its presence or absence.”24 

There are an estimated 200 bateyes in La Romana, of which many do not have potable water, 

reliable electricity, safe housing, and adequate sanitation facilities.25 Cane cutters are a 

permanently exploitable racialized underclass who work long hours for poverty wages that fall 

well below the costs of food and medicine needed for themselves and their families; therefore, 

hunger, malnourishment, water-borne and other untreated preventable illnesses are 

commonplace. Bateyes are typically remotely located, including some that are far from clinics 

or schools; most lack personal transportation and rely on public buses, where they are 

confronted by racial-, gender-, and class-based discrimination on an everyday basis. Without 

exception, batey residents live in rudimentary housing. All of the above have led some scholars 

and other publics to refer to the plight of the cane cutter as modern-day slavery.26,27  

 
22 “The World Factbook,” Central Intelligence Agency [CIA], November 28, 2017, https://www.cia.gov/library/publications/the-

world-factbook/rankorder/2102rank.html  

23 James Ferguson, “Migration in the Caribbean: Haiti, the Dominican Republic and Beyond,” Minority Rights Group 
(London, UK: Minority Rights Group International, 2003), https://doi.org/10.1038/sj.jid.5700441. 

24 David Simmons, “Structural Violence as Social Practice: Haitian Agricultural Workers,” Human Organization 69, no. 

10 (Spring 2010): 12. https://search-proquest-

com.proxy.lib.duke.edu/docview/201175141/fulltextPDF/5580CC92A6BE461APQ/1?accountid=10598. 

25 Aaron S. Miller, Henry C. Lin, Chang Berm Kang, and Lawrence C. Loh,  “Health and Social Needs in Three Migrant 

Worker Communities around La Romana, Dominican Republic, and the Role of Volunteers: A Thematic Analysis and Evaluation,” 

Journal of Tropical Medicine (2016), https://doi.org/10.1155/2016/4354063. 

26 Andréa Nunes, “Life in the Dominican Republic’s Sugar Fields: Resistance from the Bateyes,” Journal of Pedagogy, Pluralism, 

and Practice 8, no. 1 (Fall 2016): 1-21. 

27 Barbara L. Bernier, “Sugar Cane Slavery: Bateyes in the Dominican Republic,” New England Journal of International and 

Comparative Law Review 9, no. 1 (2005): 32. 

https://www.cia.gov/library/publications/the-world-factbook/rankorder/2102rank.html
https://www.cia.gov/library/publications/the-world-factbook/rankorder/2102rank.html
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Access to healthcare – a principal concern of STGHE practitioners28 – varies according 

to several factors. According to local and international work laws and policies, cane cutters 

employed by Central Romana are guaranteed health benefits and may go to the company’s 

private hospital to receive care, where most or all expenses are covered. However, cane cutters’ 

ethnographic stories revealed that, in actuality, they are routinely denied equal wages, pensions, 

and other work-related benefits they are legally guaranteed. Those who are undocumented 

and/or who “look” Haitian are especially subject to these denials. In addition, the healthcare 

expenses of spouses and children are not always covered. This dynamic leaves countless 

women and kids to find their own means to afford healthcare or to go without unless there is 

an emergency. The majority of respondents indicated that when they need medical attention, 

they go to the nearest public hospital or clinic. All of them complained about the quality of care 

they receive in those places, with some saying that they don’t go unless you are close to dying. 

“You go there, and you might die,” is a phrase that I heard from more than a few people. In 

general, access to healthcare for batey residents is severely constrained; but, more than just 

accessibility, health disparities are also about utilization and quality of care.   

Additionally, a myopic focus on access to healthcare falls short of a fuller awareness 

of how unequal access is created by the unjust distribution of wealth, resources, and power. In 

bateyes, the underlying causes of poor health outcomes and access are structural racism, 

sexism, bigotry, xenophobic nationalism, economic exploitation, and other kinds of power 

imbalances that have been forged through colonial and postcolonial histories and through 

liberal and neoliberal capitalist practices. However, the humanitarian tendency of STGHE is 

to act on the immediate and evidential causal factors rather than simultaneously recognize the 

longer-term consequences of inaction on the structural and often unseen causal factors. 

 
28 In this project, “global health practitioners” encompass a wide array of medical and public health professionals, 

students/trainees, and laypersons that are doing healthcare or public health-related work abroad – be it educational, research, or community 

service. Although STGHE is a particularly North American phenomenon, my research focuses on practitioners from the US. None of the 

program facilitators of STGHE held a “formal” (i.e., academic) certification in global health; there is no “global health school” or singular 

training path that represents all participants’ backgrounds. Rather, their qualification was developed via “informal” channels through numerous 

years of learning-by-doing experience. 
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Drawing from neo-Marxism, postcolonialism, and critical race theory, I explore how the 

racialized political economy of capitalism has historically created and maintained health 

inequities in bateyes in Chapter 3, while an ethnographic exploration of how those colonial and 

capitalist legacies are lived out and endured today by the men and women of the sugar industry 

is described in Chapters 4 and 5. I draw from Seth Holmes’ conceptualization of a violence 

continuum and feminist epistemologies to explore how these legacies are made manifest.  

The production of sugar harvested by cane cutters on La Romana plantations is 

overseen by Central Romana Corporation, whose ingenio [sugar mill] is located in the city. 

Central Romana Corporation was founded by a US conglomerate in 1912; since 1985 it has 

been under the ownership of the four sons of Alfonso Fanjul, Sr., who was born into the 

colonial aristocracy in Havana and raised a family of sugar barons that presided over one of 

the largest sugar holdings in Cuba. Approximately 45 years ago, the Fanjul family fled Fidel 

Castro’s regime and relocated to Palm Beach, Florida. With the help of incentives handed out 

from an anxious US government fearing the potential spread of Communism, the Fanjuls 

bought out scores of American farmers, drained thousands of acres of the Everglades swamp 

to create 180,000 acres of sugarcane fields, and then imported a mostly black Caribbean cane-

cutting workforce, who would keep labor costs down.29 In the 1980s, Alfonso “Alfy” Fanjul, 

Jr., a permanent American resident, and his brother Jose “Pepe” Fanjul, an American citizen, 

became chairman and vice chairman of Florida Crystals, the majority owner of Domino Sugar. 

They expanded the acreage of Florida Crystals by acquiring the South Puerto Rico Sugar 

Company – including 240,000 acres in the La Romana area of the Dominican Republic as well 

as a luxury resort called Casa de Campo – from Gulf & Western Industries, Inc. (a US 

conglomerate). The South Puerto Rico Sugar Company was renamed Central Romana 

Corporation. Today, Central Romana is the largest private producer of sugar in the Dominican 

Republic (producing approximately 64% of total production); the US is the largest importer of 

 
29 Marie Brenner, “In the Kingdom of Big Sugar,” Vanity Fair, January 5, 2011, 

https://www.vanityfair.com/news/2001/02/floridas-fanjuls-200102  

https://www.vanityfair.com/news/2001/02/floridas-fanjuls-200102
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Dominican sugar, the bulk of which comes from the Fanjuls’ Dominican subsidiary.30 Given 

that the sugar mill in La Romana has been historically and continuously owned by American 

businessmen or conglomerates, the US is overwhelmingly complicit in the structural violence 

perpetuated against sugar laborers that undermines their health and wellbeing. A critical 

historical analysis of the political-economic structures that constrain their health and healthcare 

access, focused on local sugar production, the global sugar industry, the racialized capitalist 

division of labor, labor and immigration laws/policies, and entanglements in US and other 

imperial powers is presented in Chapter 3. 

It is within this contemporary history of violence that people drawn into global health 

action, like STGHE, increasingly converge to provide assistance to the racially oppressed 

global poor living in bateyes on Dominican sugar plantations (see Figure 1.1). Since 1492, 

Hispaniola has been a site of western development involvement and intervention – several 

centuries of imperial missionary medicine and colonial tropical medicine and hygiene, 

followed by a century of postcolonial “international health,” and finally, more than three 

decades of “global health” at present. Despite, and sometimes because of those healthcare 

efforts, many of which were good-intentioned, suffering and inequities on sugar plantations 

remain.31 At a time of great technoscientific progress, the rise of global health and promise of 

globalized biomedicine, and the neoliberalized free market expansion in developing countries, 

how do we explain the intransigence of health inequities not only in Dominican bateyes but 

also globally? 

 
30 Virgilio Mayol, “Dominican Republic Annual 2016 Sugar Report,” USDA Foreign Agricultural Service, 2016. 

31 Some US program directors of STGHE in this project hold an optimistic outlook on global inequality believing that it is on the 

decline: development and global health are working and making inroads into eliminating inequality, so let’s keep doing what we’re doing. The 

issue of whether global inequality is increasing or decreasing is contingent on how and what kind of inequality is measured. For example, a 

World Bank report on the Dominican Republic noted that individuals living in poverty fell from 42.2% to 30.5% in 2016 

(http://www.worldbank.org/en/country/dominicanrepublic/overview). One might simply take these statistics at face value; however, when 

critically thinking beyond this veneer, one wonders how (if at all) poverty in bateyes was included in these assessments, given that they are an 

“undocumented” population. Additionally, such coarse-grained statistics do not detail whether those “lifted” out of poverty experienced 

significant improvements in overall quality of life or if they merely shifted from “extreme” to “relative” poverty. 

http://www.worldbank.org/en/country/dominicanrepublic/overview


 

16 

In the next section, I describe how the failure to fully grapple with the underlying social 

and structural root causes of health inequities has to do with depoliticization, whether it is from 

a reluctance, refusal, or inability to discuss the “political.”    

 
Figure 1.1: Short-term global health engagement in a La Romana batey 

THE POLITICAL AS/IS SOCIAL DETERMINANT OF HEALTH 
 

Medicine is a social science and politics is nothing else but medicine on a large scale. 

Medicine, as a social science, as the science of human beings, has the obligation to point out 

problems and to attempt their theoretical solution: the politician, the practical anthropologist, 

must find the means for their actual solution. The physicians are the natural attorneys of the 

poor, and social problems fall to a large extent within their jurisdiction.32 

The importance of reducing health inequities has gained traction in global health in the 

last decade, along with the acknowledgement that poor health and access to healthcare are at 

least partially determined by social and structural circumstances. This is evidenced by the ever-

increasing pleas touting the importance of addressing the social and structural determinants by 

key figures of the global health communities.33 Specific to academic global health, concepts 

like “social justice,” “health inequities,” and “social determinants” are considered a core 

competency that students and trainees must understand to become competent health 

 
32 J R Ashton, “Virchow Misquoted, Part-Quoted, and the Real McCoy,” Journal of Epidemiology and Community Health 

60, no. 8 (August 1, 2006): 671, http://jech.bmj.com/content/60/8/671.abstract. 

33 This literature is reviewed in Chapter 6. 
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professionals and/or global citizens.34 This literature also notes that “ongoing attention to 

power and privilege through coursework and programming” should be required.35 It is 

therefore profoundly paradoxical that, at a time when the social determinants and public policy 

as a social determinant of health are increasingly recognized in the mainstream of global health, 

such topics of norms, ideologies, power, and politics that influence health remain obscure and 

at the margins of STGHE education and practice.36 This project posits that the mismatch 

between the rhetoric of addressing the socially-determined health inequities and the on-the-

ground classroom and practical dealings occurs through multiple and often-hidden 

depoliticizing techniques that detach the social determinants of ill health from its roots in power 

relations and social injustice. As the World Health Organization [WHO] and others have 

pointed out, actual on-the-ground (global) public health programs may have achieved some 

success in reducing morbidity and mortality, “they often fail to capitalize on interventions that 

address the social context and conditions in which people live, i.e., interventions that have a 

potential to contribute to greater health equity.”37  

My original hypothesis was that the disconnect between the aspirations of addressing 

the socially-determined health inequities and the on-the-ground realities of addressing them 

could be located and remediated in STGHE intervention policy. I approached this by asking 

batey residents how they experienced health inequities and by asking American students and 

program facilitators as well as Dominican host organization staff how their activities aligned 

or misaligned with addressing batey health inequities at their root sources. Through the 

ethnographic telling of their stories, batey residents revealed how their everyday suffering is 

created through unequal structural power relations that STGHE interventions largely avoided 

 
34 Kristen Jogerst, Brian Callender, Virginia Adams, Jessica Evert, Elisha Fields, Thomas Hall, Jody Olsen, Virginia 

Rowthorn, Sharon Rudy, Jiabin Shen, Lisa E. Simon, Herica Torres, Anvar Velji, and Linda Law Wilson, “Identifying 
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addressing. Instead, most of the focus was on addressing health-related problems through a 

frame of disease, risk, or access with little attention given to how those problems emerge in the 

first place. For example, STGHE take measures to “improve health” through the provision of 

clinical medicine and rice packets, to “reduce risk” through the provision of diagnostic 

technologies or the construction of safer houses and latrines, or to “increase access” through 

the provision of constructing schoolrooms, sponsoring education, or teaching language or 

health promotion classes. While all of these are worthy and justifiable causes, they do not touch 

the underlying sociopolitical root drivers of the suffering and pain inflicted on bodies in 

bateyes; they are not done in concert with batey communities; and, they are not necessarily 

sustainable in their impact, particularly without the appropriate processes to maintain them and 

without addressing the overarching social, corporate, legal, economic, and political structures 

that continue to deprive batey residents.38 STGHE participants informed me that they did not 

address those structural-related issues, such as advocacy for labor and legal rights and 

privileges. One primary reason why is because working at the structural level was deemed as 

“too political.” I observed the avoidance of the “political” not only in practical interventions in 

bateyes but also in the academic classroom settings during predeparture educational service-

learning training – a topic more thoroughly discussed in Chapters 6 and 7. The avoidance of 

the “political” is not neutral but instead is itself a political decision – one that is most closely 

aligned with a neoliberal form of politics.  

Along those lines, my hypothesis was reformulated, leading me to shift my attention 

from intervention to education policies/practices. Based on conversations with program 

facilitators and their students as well as my own experiences teaching medical/health students 

about the social determinants of health, I realized that the mismatch between the rhetoric and 

realities of addressing the socially-determined health inequities in STGHE interventions also 

has something to do with how these inequities are conceptualized, taught, and learned through 

 
38 For example, a STGHE team may build a community garden or latrine but Central Romana or independent planters (colonos) 

may still destroy it later. STGHE teams may provide a three-month supply of medicines and vitamins but Central Romana and colonos still 

deny batey residents from a continuity of adequate healthcare. 
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STGHE education. As such, my approach to addressing my research questions was broadened; 

I turned my attention to global health epistemologies, pedagogies, and institutional politics, 

especially in academic global health. Although greater attention is given to addressing social 

determinants of illness and poverty in global health education, I found that these determinants 

are predominantly taught and learned as a reductionist list of individual factors (for example, 

being undocumented, being black, being female, being poor, being uneducated, puts bodies in 

bateyes “at risk” for illness and injury) decontextualized from the unequal and unjust systems 

of power they operate within. In other words, a depoliticized conceptualization of illness, 

poverty, and disparities is advanced during the educational process that not only obscures and 

restricts a thinking about the nature and causes of health inequities but also obscures and 

restricts the actions we take to reduce, eliminate, or redress them. Such inaccurate 

conceptualizations cannot yield the kinds of STGHE solutions required to effectively and 

sustainably ameliorate the roots of suffering in batey communities. This argument also has 

implications for the education and training of future cohorts of global citizens and/or health 

workforces, especially the ways these future cohorts apply what they learn (or not learn) about 

taking action (or not) to address the sociopolitically-determined health inequities in the 

communities where they operate. If they are left bereft of an accurate understanding of the 

social and structural determinants of health inequities, then the future workforce will not be 

fully equipped to address them in the communities where they will work. 

One of the compulsions that guides the enterprise of global health has been to ignore 

or exclude a consideration of how power and politics determines health outcomes and how 

power and politics influences the actors and institutions of global health.39 For example, little 

or no attention is given to the ways that the concentration of power and wealth/capital, 

neoliberal discourse and policies, and other aspects of politics influence health problems and 

 
39 Jocalyn Clark, “Medicalization of Global Health 1: Has the Global Health Agenda Become Too Medicalized?,” Global 

Health Action 7, no. 1 (2014): 1–6, https://doi.org/10.3402/gha.v7.23998. 
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solutions.40 The reluctance or refusal to engage in the “political” is slowly but increasingly 

critiqued, with several scholars weighing in on why this has been the case and why it is 

problematic. Gorik Ooms cautioned that the “academic arm of global health may not survive 

in any meaningful way without addressing the role of norms, politics, and power head on,” 

especially the underlying normative premise in global health that “empirical evidence-based 

approaches” alone are the only kind that matters.41 The hegemonic acceptance of this 

normative premise as self-evident not only stymies debates and discussions about alternative 

approaches that are equally insightful but also reflects “the stealth advocacy and unconscious 

dogmatism” of global health that conceals the role of politics and power in global health.42 

Moreover, global health practitioners’ refusal to engage with what some feel is the “dirty 

business” of politics is linked to their perception of an imaginary separation of the “technical” 

from the “political” dimensions of global health.43 This leads political scientist Ilona 

Kickbusch, whose works have contributed to global health and health promotion, to suggest 

that if global health communities are to better understand their own role in the political 

processes of governance, then they must acknowledge that “politics is not something only 

politicians do” but that their “expert” technocratic approaches are no less political, and are in 

fact an exercise of global health governance.44 Although the voice of civil society has been and 

must continue to play a role in pushing for this kind of transparency in global health 

governance;45 what emerged from my research is that most civil society-led STGHE replicate 

rather than challenge the idea that health is apolitical. Solomon Benatar has argued that a reason 

for the rarity of implementing strategies towards achieving greater equity in global health is 

 
40 For examples of studies that demonstrate the political influence on health, see Navarro et al. (2006); Navarro (2009); Peacock et 

al. (2014); Coburn (2004); Bambra et al. (2005).  
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not due to lack of appreciation or awareness of the invisible power structures that drive health 

outcomes and poverty but to the invisible belief systems embedded in global health that 

determines the way we think and how we frame our agendas.46  

The foregoing discussion provides insights into why and how STGHE – like much of 

the wider field of global health – have rarely touched on the importance of society, power, and 

politics in influencing health problems and solutions. It also underscores the need for a greater 

space for political inquiry in STGHE education and practice in recognition that an honest 

awareness of the social determinants of health is inseparable from the “political.” The social 

determinants are politically shaped and enforced; to signify the inseparability of the “social” 

and “structural” with the “political,” I suggest they be represented as the sociopolitical 

determinants to encourage a more accurate consciousness of the roles and effects on ill health 

and inequities. This suggests the need for STGHE efforts that locate the socially-determined 

health inequities of bateyes – their unhealthy living environment, unsafe working conditions, 

precarious legal-labor arrangement, economic exploitation, geographic segregation and poor 

access, lack of education and literacy, language and other barriers in clinical settings – within 

historically-rooted unequal power relations. Doing so allows a fuller recognition of batey 

struggles that can better inform our policy responses. If unequal power relations are at the heart 

of health inequities afflicting batey communities – as the following chapters make evident – a 

depoliticized approach of STGHE is incommensurable because it overlooks or disregards the 

causal role of social and structural forces and correlate power dynamics. Indeed, as Bambra 

and colleagues pointedly stated, “health, and its promotion, are profoundly political.”47 I posit 

that the depoliticization of ill health and chronic poverty is a driving factor behind the 

intransigence of batey inequities, despite a century of concerted and intensifying efforts of 

“international health” and “global health” in bateyes.  

 
46 Solomon Benatar, “Politics, Power, Poverty and Global Health: Systems and Frames,” International Journal of Health 

Policy and Management 5, no. 10 (2016): 601, https://doi.org/10.15171/ijhpm.2016.101. 

47 Bambra et al., “Towards a Politics of Health,” 187. 
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In the next section, I describe the discursive-material instruments that limit STGHE 

efforts in addressing socially-determined health inequities, instead building depoliticizing 

processes into the STGHE apparatus. While this is not an exhaustive list, these are the ones 

that emerged from this research that play a influential role in informing, defining, and 

delimiting STGHE education and intervention. In particular, I show how the biomedicalization 

of STGHE works in relation to a neoliberal political-economic rationality of personal 

responsibility and market-driven logics. These logics and rationalities altogether reinforce the 

cooptation of justice-oriented efforts for improving health and achieving global equity. 

THE DISCURSIVE-MATERIAL LIMITING APPARATUS OF/THROUGH STGHE 
 

It is paradoxic that, at the very moment when the scientific prowess of medicine has reached 

unprecedented heights, our neglect of the social roots Virchow so clearly identified cripples 

our effectiveness… For all our knowledge of disease patterns … we are indifferent to disease 

prevalence in the community and overlook opportunities to prevent what we work so hard to 

repair.48 

Agreeing with Paul Farmer and colleagues, I do not believe that STGHE actors 

intentionally set out to ignore inequity, but it is the way that global health problems and 

solutions are framed that result in short-sightedness in attending to such inequities.49 This is 

why I have focused on the epistemologies and politics of global health. Such critical inquiries 

of STGHE are rarely done, especially given the widespread perception that global health is a 

politically-neutral humanitarian enterprise. Despite this misperception, the STGHE that bring 

Americans to interact with Dominican batey communities exert a particular politics that need 

to be illuminated rather than evaded. The scarcity of such critical research on the power and 

politics of STGHE is reflective of a silent realm of global health governance that challenges its 

purported neutrality.50 In this section, I draw upon the idea of “boundary objects” from the 

field of science and technology studies [STS] to explore the contours, boundaries, limits, and 

in-between spaces of STGHE. Introduced by Susan L. Star and James R. Griesemer, “boundary 

 
48 Eisenberg, “Rudolf Ludwig Karl Virchow,” 526. 
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objects” may be abstract or concrete things – such as discourse, actions, disciplines, 

organization, and other human/non-human elements – that are flexible enough to adapt to the 

needs and constrains of the multiple and disparate parties using them, yet robust enough to 

maintain a common meaning across sites.51 The concept of boundary objects is useful for an 

investigation of the material and symbolic (discursive), relational, interactional, processual, 

and structural dimensions of the social worlds of individuals and collectivities – in this study, 

STGHE.52  

This concept has helped me conceptualize what I refer to as discursive-material 

limiting apparatus – the sets of economic, political, institutional, epistemological, 

sentimental/affective, and ethical techniques that shape and inform STGHE – that ultimately 

concentrates participants’ attention to individual bodies while deflecting attention from the 

underlying sociopolitical root causes of health inequities. Even though the STGHE programs 

included in this study may have different organizational missions and activities, the various 

dimensions of the discursive-material limiting apparatus described below is what tethers them 

together and in cooperation, however knowingly or unknowingly. 

One of the dimensions of the discursive-material limiting apparatus is the epistemology 

of biomedicine, the reductionist framework that has become the dominant episteme informing 

global health. Holmes and colleagues note that even though the global health community 

recognizes the field as interdisciplinary, it struggles to make room for the application of 

humanities and social science inquiries and instead retreats to narrower biomedical frames.53 

The biomedical model focuses attention on individual bodies – such as biologies, diseases, at-

risk behaviors, cultural norms, lifestyle choices – as the source of health disparity. Biomedicine 

tends to focus on single diseases or conditions rather than the causes of the causes – in other 
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words, it does not tend to the sociopolitical determinants of health.54 I explore the 

biomedicalization of STGHE intervention policies and practices in bateyes in Chapter 6. The 

reductionisms of this limited and limiting episteme function as what Foucault described as a 

“truth regime,” simplifying the social and political complexities driving batey health struggles 

and shrinking interventions to individual bodies in ways that respond to the neoliberal demands 

for cost-effective technocratic solutions. Especially in global health, a biomedical approach 

(including the technical delivery of medicines, knowledge and expertise, equipment, foods, 

construction materials, etc.) is often more popular especially since it can be quantifiably 

evaluated; and, in combination with a moralizing rhetoric of “saving lives,” arguments about 

social determinants and social justice are easily swept aside.55 The individualization of health 

problems via biomedicine becomes both the reason and the means for individualized health 

solutions that a range of industries profit and get tax breaks from, including pharmaceutical 

and biotechnology companies. This project demonstrates the epistemic limitations of the 

positivist-reductionist paradigm of biomedicine and shows why grappling with the root causes 

of inequities in a more meaningful way will require a rethinking of global health through a 

sociopolitical determinants of health approach, or what Paul Farmer has referred to a biosocial 

approach, as a way to move away from the “immodest claims of causality” advanced through 

a biomedical model.56 I suggest a more fitting term consistent with the arguments advanced in 

this project is Mark Nichter’s rendering of a biopolitical approach, which builds off of 

Foucault’s biopolitics, that attends to “the politics of an unnatural distribution of diseases and 

health care resources, as well as the politics of transnational governance” including that 

in/through global health.57  
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Another epistemological dimension of the discursive-material limiting apparatus of 

STGHE is the discipline of bioethics, another “truth regime” that has been critiqued by more 

than a few social researchers for its symbiotic relationship with biomedicine.58 Just as bioethics 

has assumed unprecedented significance within medical/health education,59 bioethics also 

dominates much of the thinking in global health education. Bioethics, developed out of the 

institutional structure of academic medicine, has oftentimes reproduced rather than challenged 

the epistemic reductionisms of biomedicine, a posture that has led some critics to refer to 

bioethics as a “handmaiden to the powerful medical bureaucracies and associations.” 60 The 

hegemony of bioethics in STGHE reduces the messiness of  “social” and “political” causes of 

health disparities into cleaned-up frames of normative ethics, of which can be addressed 

through moral rules or values and through debates centering around normative questions of 

right/wrong, good/bad, and harm/benefit to host communities.61 While certainly not all forms 

of bioethics equate to principalism,62 I (and others) have found this to be the dominant 

orientation advanced through global health/medical education,63 which might have 

practitioners believe that refining personal behavior and moral conduct with respect to 

benefit/harm ratios to host communities is the key to redressing health inequities in batey host 

communities. This is reflective of the deep-rooted American individualism that is characteristic 

of western liberalism; and, this epistemic dimension of the limiting discursive-material 

apparatus (like its sister discipline of biomedicine) evades collectivism and relational 

understandings that broaden awareness of the structures and systems that impede individual 

agency. While the academic movement toward a focus on self-reflection, introspection, and 

humility to refine the conduct of STGHE students and other practitioners is interesting and 
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important, such “ethical self-fashioning” may inadvertently deflect attention away from the 

social and structural forces at the root of health inequalities that afflict batey communities.64 

Addressing health inequities during STGHE is not just about cultivating the morality of 

students and programs through a checklist of ethical and cultural competencies of “right” 

attitudes, behaviors, and conduct. While not diminishing the significant contributions of the 

bioethics movement in medicine and global health, my concern is an apparent overreliance on 

educational core competencies and ethical norms/principles, which is the bulk of literature 

currently used to guide STGHE. I suggest that the hegemony of normative bioethics and its 

overemphasis on ethical guidelines makes it easy to focus more on the personal needs and 

interests than those of host communities. Even less do these individualized and individualizing 

epistemes draw students’ attention to the historical and structural forces that impede batey 

health and flourishing. As in biomedicine, such an individuated focus advanced through 

normative ethics (mis)locates the source of inequalities to the individual rather than the broader 

structural factors that are at the root of inequalities, as bioethicists have not traditionally asked 

political questions (which can also be identified as ethical questions), such as why enormous 

inequalities in health and wellbeing exist between the world’s rich and poor. While not 

suggesting a sweeping dismissal of ethical principles and related core competency checklists, 

these narrow epistemic frames have a limiting and depoliticizing effect that requires rethinking 

– one that de-emphasizes the contributions they make in the broader fight against inequities 

and that makes room for broader social and structural considerations, the politics of health, and 

attends to questions of social justice in access to health.65 

This brings me to another dimension of the discursive-material limiting apparatus: the 

institutional limiting of academic global health, medicine, and (conventional) public health, 

whose paradigms are in the service of positivism and strongly biased toward technocratic 
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approaches and methods. Neoliberal corporatization and capitalism (which I describe below) 

are entangled with the powerful ideological machinery of positivism in and through the 

academic institution. The privileging of positivism raises questions about if academic 

institutions serve as a conduit that favors positivism and filters alternative paradigms (for 

example, constructivist and critical) that get labelled as too political to be academic enough. 

The mainstreaming of positivism in the culture of academia, especially health/medicine, is 

consistent with the ambition of neutrality that believes that a distinction should be drawn 

between education and politics.66 While much has been done to “shatter the old positivist walls 

of academia” in recent years, the stronghold of positivism influences curricula, pedagogy, 

hiring preference, and funding criteria – favoring certain subjects and subjectivities while 

filtering out others.67 These institutional processes shape the formation of intellect and empathy 

of students and the ultimately the kind of global citizens they become. What is at stake in 

whether STGHE education (and higher education, in general) takes more seriously the need to 

move beyond positivism, I contend, is health itself because, as Rudolf Virchow (founder of 

social medicine) poignantly said, “Medicine is a social science and politics is nothing else but 

medicine on a large scale.”68  

The epistemic reductionism inherent within positivism in academia contributes to why 

Arthur Kleinman has pointed out that the field of global health “is more a bunch of problems 

than a discipline.”69 Global health defines and accentuates the problems conventionally 

familiar with and renders these problems visible and amenable to any range of health 

intervention solutions in the name of “achieving equity in health for all people worldwide.”70 

This problem/solution mentality in addressing health inequities prevails in the global health 
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imaginary, upholding the imperative of intervening to save lives anywhere in the world while 

increasingly legitimizing interventions when they are made more “techno-scientific” and 

“cost-efficient.” This problem/solution mentality lends itself toward an interventionary 

posturing similar to the “emergency modality of intervention,” typically resulting in the 

deployment of technical fixes that do not necessarily eliminate the root causes.71 Through 

educational processes, the technoscientific rather than the sociopolitical aspects of illness and 

disparity are emphasized, taught, and learned, reflecting an institutional limit and investment 

in one ethos rather than another. This problem/solution mentality forecloses ideas and dialogue 

about the social root causes of illness and disease; it signifies a desire for prescriptions about 

what to do rather than a desire for descriptions, insight, and critical reflexivity. The difference, 

simply put, is between learning “what to think” versus “how to think.” My point is not to 

suggest that this mentality is wrong, but rather to point out that such ideas stifle a much needed 

critical inquiry about (1) human suffering beyond the bodily and technical, (2) the root causes 

of illness beyond the biological and physical environments, (3) the socially unjust distribution 

of vulnerability and structural violence, (4) how laws and policies create illness, injury, and 

“let” die, and (5) how they, therefore, restrict the scope of intervention to individual-level rather 

than structural-level action. Epistemologies, pedagogies, curricula, programs – and the broader 

institutional and ideological politics that define and delineate them – that are excluding of 

critical inquiries into the social and political origins of ill health and inequities in STGHE have 

a limiting effect – in limiting the potential of education and interventions in addressing health 

struggles of batey host communities at the root source (as I describe in Chapter 6) and in 

limiting students’ cognitive abilities to understand the roles and effects of the social 

determinants of health inequities among vulnerable populations (as I describe in Chapter 7). 

The “bunch of problems” in global health is desperately in need of social theories and the lack 

thereof has “limited the education of practitioners and the emergence of an intellectually robust 
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field.”72 This is also related to the institutional politics of a general resistance to teaching and 

studying social determinants in health/medicine and a reluctance to hire faculty with the 

appropriate expertise to teach on these subjects.73 This has led me to emphasize theories like 

intersectionality, embodiment, structural violence, symbolic violence, and biopolitics and other 

political theories to gain a richer understanding of health inequities in bateyes and how STGHE 

addresses them.  

Another dimension of the educational and institutional forces of the discursive-material 

limiting apparatus is competency-based educational [CBE] models in academic global health, 

medicine, and conventional public health (and, I would argue, mainstream public education in 

general). While CBE frameworks may provide academic institutions with “simple metrics by 

which one can talk about ‘progress,’” these seem hardly sufficient for promoting a critical 

engagement of illness, poverty, and inequality; much less do they promote advocacy for social 

change and justice-oriented action.74 CBE is unknowingly complicit in producing and 

perpetuating a global health imaginary of depoliticized health and health inequities, operating 

from a colonial logic that social modes of inquiry are less important than science – a governing 

mentality that hinders a more serious integration of topics like the social and structural 

constraints on health and wellbeing into global health curricula and programming and that 

limits students’ abilities to fully understand and address health inequities at their root. But 

critical knowledges are irreducible to simple checklists of core competencies and cannot 

comply with the standards, rigidities, and quantitative assessments often demanded of CBE 

models in the same manner as technical knowledges – in other words, they cannot be taught, 

learned, and evaluated in the same way as, for example, biological pathways of disease, GDP 

or GNP bioeconomics, biomedical and biotechnical methods and practices, or basic principles 

of bioethics. 
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An affective/emotional dimension is also at play as part of the discursive-material 

limiting apparatus, one that frequently draws from the framing and language of personal 

feelings, ethics, and morality. The sentimentalization of suffering and inequities through 

rhetorics of compassion, humility, and other emotions, rather than an analysis of structural 

violence and injustice, is an implication of the limitations of the bio-technical discourses 

(bioscience, biomedicine, bioethics) that currently dominate STGHE ideas and practices. In 

the absence of epistemes, pedagogies, and practices that encourage students to critically 

examine the underlying causes of health inequities – that is, the social and structural root 

drivers of suffering, illness, injury, and poverty – students hold depoliticized understandings 

that they often describe using a language of sentiments that displaces a language of social 

justice. This furthers (rather than disrupts) the unattended-to inequality of lives, when “an 

ethics of suffering and compassion freeze-frames people and compromises a politics of rights 

and social justice.”75 The problem is not that STGHE participants care or don’t care, but rather 

how they care: on the one hand, the students care too much about the individual bodies and 

lifestyles of batey residents and on the other hand they don’t care enough about the structures 

and policies that shape those bodies and lifestyles. 

The individualistic and individualizing strategies of the above described symbolic 

dimensions of the limiting apparatus function to deflect or obscure from the social and political 

causes of health inequalities and occludes a thinking about the possibility for collective action, 

but this limiting apparatus also has a material dimension: the political rationalities of 

neoliberalism, which also constrains STGHE education and practice. I understand 

neoliberalism as a political rationality, or what Foucault has termed an “art of government,” 

where the focus has increasingly transitioned from the state to the individual. Under 

neoliberalism’s desire for the shrinking state in health and social wellbeing (in other words, the 

welfare of its populations), civil society’s involvement and intervention in health has 

 
75 Biehl and Petryna, When People Come First, 17. 
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flourished.76Although civil society-led STGHE practitioners’ believe their efforts are 

humanitarian and apolitical, STGHE is a social movement born out of a neoliberal governing 

mentality, particularly in the ways it operates from a neoliberal assumption that health and 

social welfare is a private, rather than a political, problem that is best left to individuals rather 

than the state to resolve. Neoliberalism works on both the discursive and the material side to 

constrain and coerce resources and interventions away from the political and toward the 

technocratic. All of the above reveal how the hidden depoliticizing processes in/through 

STGHE are shaped by and further a neoliberal political-economic rationality of individual 

responsibility to justify government spending cuts and privatization,77 all of which inherently 

depoliticize health problems experienced by marginalized and poor populations. In every data 

chapter, I present examples of how neoliberal imperatives are embedded in, and furthered 

through, STGHE education and practice. These findings resonate with more than one study 

that has shown how trends in international volunteer tourism have contributed to the expansion 

of neoliberalism.78,79 

There is also an economic dimension of the discursive-material limiting apparatus that 

constrains STGHE education and practice, which has to do with capital, resources, and 

interests. Given the billions of dollars spent annually on STGHE, unpacking the logics and 

practices enables a better understanding of the challenges in addressing health inequities, 

especially the material relations of power that operate in and through STGHE. A 2007 study 

estimated that about one million Americans volunteer abroad each year, spending a total of 

162 million volunteer hours at an estimated $3 billion, not including the additional money that 

goes to the airline industry, administrative fees, and costs of medical, construction, and other 
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supplies.80 A 2008 assessment focused only on medical missions estimated that 543 

organizations sent an average of ten missions per year at an annual expenditure of $50,000 per 

mission (or, $250 million annually).81 In La Romana, the numbers of groups received by the 

host organization has steadily grown since its establishment: it received a single team in the 

mid-1980s, expanded to eight teams by the mid-1990s, and had grown to approximately sixty 

teams by 2015. Although the cost of each incoming team varies with inflation, I estimate that 

each participant pays at least $1000 for a one-week trip. The total cost for a team of 30 people, 

at minimum, is $30,000. If a program sends groups more than one time per year, as some do, 

then that price doubles to $60,000. This indicates a booming humanitarian aid industry of 

ethical consumerism – a capitalist market where people can buy service-learning experiences 

to engage in social actions to improve the lives of the global poor. I am not pointing up to the 

costs to suggest that all of our decisions about improving health and social welfare ought to be 

based on the almighty dollar, although ironically most STGHE interventions are decided 

through neoliberal ideologies of cost-efficiency. However, I am pointing this out to illuminate 

how STGHE are part of the humanitarian aid industry, which is a function and exercise of 

capitalism. The question is less about whether or not we should invest in the improvement of 

bateyes, or whether or not STGHE are a morally worthy cause. Instead, my concern brings me 

back to my research question: after more than thirty years of STGHE involvement in La 

Romana bateyes, can these be justified by the results in terms of effectively and sustainably 

improving health and working toward more equitable and just societies? 

The discursive-material limiting apparatus builds in depoliticizing strategies about the 

“truths” of suffering and inequalities in bateyes. In sum, the limiting effects of this apparatus 

on STGHE efforts are made apparent, including a myopic concentration on individual bodies 

 
80 Benjamin J. Lough, Amanda Moore McBride, and Margaret Sherrard Sherraden, “The Estimated Economic Value of a US 
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rather than a concentration on the structural inequalities; obscured understandings of the 

underlying root causal factors that create and exacerbate batey illness and inequities; 

obstruction of actions that might more effectively address health inequities by targeting those 

structural and policy-related root sources; and, it thwarts the kinds of justice-related advocacy 

necessary for sustainable change. If the “social” and “political” causes of poor health and 

chronic poverty are always already conceived as “not real” or “immaterial” – as not “matter-

ing” or perhaps “matter-ing” less – then the limiting apparatus is firmly in place with real 

consequences for the valuing, recognition, requisite training, and appropriate engagements for 

grappling with social inequity. This then leads to the question of what is the place in STGHE 

for a serious engagement of the sociopolitical in our classroom and practical dealings of health 

inequities? Without it, serious questions can be raised about the chances that those global 

citizens/global health actors-in-training will study, teach, and/or apply the social studies of 

medicine and health in their professional careers – in the clinics, classrooms, teaching hospitals, 

and communities they serve. Moreover, the production and perpetuation of depoliticized truths 

of suffering and inequalities through STGHE raises serious questions about the potential harms 

of patients and communities served. If, on the other hand, social matters are indeed important 

in understanding medicine and health and if the health care professions register as inherently 

social enterprises, as Virchow and his contemporaries advocate, then how might educators and 

institutions arbitrate this impasse?82 Grappling with inequality in a more meaningful way will 

require rethinking global health beyond the limiting apparatus. 

THE GEOGRAPHIC BOUNDARIES OF SOCIAL JUSTICE IN GLOBAL HEALTH  
 

Social justice is killing people on a grand scale.83 

I argue that the foregoing “limiting apparatus” of STGHE education and practice 

ultimately speaks to and sets new kinds of boundaries and constraints – namely, it establishes 

 
82 I am not implying here that medicine is either a scientific or a social profession; rather, I am pointing to the ways that 

medicine/health is an art – the practice of caring for the ill – that draws upon science as a tool for providing care. Kathryn Montgomery’s work 

best describes this idea, noting that medicine is a science-using practice rather than a natural science (in the positivist sense) itself. See Kathryn 

Montgomery, How Doctors Think: Clinical Judgment and the Practice of Medicine (Oxford, UK: Oxford University Press, 2006). 

83 CSDH, “Closing the Gap.”  



 

34 

the parameters around the geography of social justice. The landscape of justice-oriented 

thinking and action becomes defined and delineated through the discursive-material limiting 

apparatus, which perpetuates a larger social confusion among students and other STGHE 

actors about where, how, why, when, and what can be done in the name of the idea of justice.84 

These restrictions are problematic, given that even the WHO has echoed Virchow’s idea that 

“social justice is killing on a grand scale.” 85 This conceptualization is mainly driven by the 

efforts of its Commission on Social Determinants of Health [CSDH], including some of its 

members like Michael Marmot who insist on a more serious attention to “how we understand 

[teach and learn] the causes of the social gradient in health; and how action on the social 

determinants of health could improve population health and reduce avoidable health 

inequalities.”86 

The idea of justice might be effortlessly tossed around among STGHE communities, 

at least in an abstract sense. But, in a neoliberalized global world, including the neoliberal 

university, who “owns” or takes responsibility for injustice, and who has the right, the 

privilege, and the power to act against it? Akin to domestic violence, we can contemplate 

whether we should continue to stand by and watch someone being beaten because it’s not our 

house, or perhaps we should intervene. Or, as in Upton Sinclair’s The Jungle, we can think 

about whether we should continue to stand by and watch the abusive and exploitive treatment 

of poor and immigrant factory workers, or perhaps we should intervene. If the answer is to 

intervene, then where should action for justice take place – in the home or factory, or are there 

alternative sites and spaces? 

While these are undoubtedly important issues that require critical discussion and 

debate, one of the consequences of the discursive-material limiting apparatus is a prevalent 

 
84 The theory of justice that I advocate is the comparative approach described at length by Amartya Sen (2009) in The Idea of 

Justice. 
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sense of “naïve cynicism” 87 among STGHE actors – that is, a pessimistic outlook whether, or 

in what ways, advancing justice or reducing injustice for batey communities is possible: “we 

can’t do anything about the structural issues of health inequities so let’s just focus on what we 

can do,” or “it’s not morally and culturally appropriate, or it’s not our place, to take political 

action” (a logic that assumes that engaging in the delivery of medicine/health resources and 

services were apolitical actions). This naïve cynicism about the impossibilities for 

structural/political action for change clashes with the ways that those same participants frame 

and discuss their efforts in terms of equity and social justice; it shuts down and silences further 

conversations on what is possible. This shows how and where the geographic boundaries of 

injustice are established in and through STGHE – whether it is self-driven or compelled by an 

external force like Central Romana, host organizations, the university (or other sending 

organizations), or others: we may talk about social justice in private spaces but we may not 

discuss it in certain public spaces, such as academic institutions or in batey communities where 

it might be deemed as “too political” – that is, too disruptive of the capitalist-class power status 

quo set by Central Romana and the global sugar industry that STGHE actors then reproduce, 

however regrettably, through their silence. Yet, the questions of social injustice remain, much 

like an elephant-in-the-room: Do we continue to stand by silently and watch the corporate 

exploitation and abuse of cane cutters, or do we intervene? If we intervene, where and in what 

ways is it acceptable to do so such that we do not reinforce the inequalities of the white savior 

complex? These are contentious questions that are largely left unexamined by the STGHE 

communities that are hoping to improve the unhealthy conditions of batey populations in the 

La Romana area. 

What this project argues is that, if STGHE were to deliberately and systematically 

encourage a critical engagement of the social and structural root causes of batey suffering and 

health inequities both during predeparture training and during practicums in bateyes, answers 

 
87 Rebecca Solnit, “That Habits of Highly Cynical People,” Harper Magazine, May 2016, https://harpers.org/archive/2016/05/the-
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would emerge. Such a critical engagement, through a social justice lens, is not only culturally 

and politically appropriate but it is also ethically and morally sensible: American citizens, for 

example, are directly complicit participants in perpetuating the structural violence that creates 

illness, suffering, impoverishment, and inequities in bateyes. This troubled historical 

relationship between the US and Dominican Republic around the business of sugar is described 

at length in Chapter 3. At present, the United States buys 200,000 tons of sugar from 

Dominican growers annually that is consumed by American citizens, and “under a US-

Dominican trade policy agreement, both countries are mandated with ‘striving to ensure’ 

workers (including migrant workers) are afforded fundamental labor rights as a condition of 

continued preferential trading status.”88 However, the emergent answers concerning the 

geography of where and how to structurally intervene for social justice on behalf of batey 

communities is not about white saviors marching into bateyes to strike up a labor movement 

for health, nor is it about protesting at the La Romana headquarters of Central Romana 

Corporation to demand change. But, the answer is also not only about medicine and healthcare. 

As in the example of international labor organizing around sweatshops: it is not about going 

into the factories and taking heart rates of individual workers and then lecturing them on eating 

healthier and exercising more. Rather, it is about encouraging students, trainees, volunteers, 

and other practitioners to demand structural change in their own countries and with their own 

ambassadors and policymakers, such as holding US politicians and diplomats accountable for 

international policies for providing sugar to their constituents that is not grown in racist, 

abusive, and exploitive conditions. It is about demanding that the leaders of their own countries 

uphold labor protections for cane cutters in the free trade agreement they signed into action. It 

is about voting out and overturning a system that allows corporations to influence politics 

through campaign donations, so they can go about their exploitive means of production, which 

is further propelled by neoliberal policies of deregulated industry. It is about addressing the 

 
88 Cassandra Waters, “Exploitation of Workers in the Dominican Republic’s Sugar Fields Continues,” AFL-CIO, October 
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institutional, ideological, epistemological, and political-economic barriers of academic 

STGHE itself – especially in places where educators and administrators do not seriously 

incorporate the appropriate intellectual frameworks necessary to encourage students to 

critically engage individual health outcomes in relation to sociopolitical structures, to which 

the social sciences and humanities expertise lend themselves.89 It is about making more room 

for including batey host community voices in STGHE programs than what is currently done. 

In sum, it is about changing citizens’ habits, consumption patterns, and institutional and 

political-economic systems.  

A social justice orientation that facilitates a thinking about the health and flourishing 

of individual bodies in relation to wider sociopolitical forces can help guide us toward such an 

alternative, much needed, approach in/through STGHE. In line with Amartya Sen, the inquiry 

and identification of redressable injustice animates us to think about justice and injustice, and 

a diagnosis of injustice might not only be a reasonable starting point but also a good ending 

point.90 A first step in this direction is to resist and challenge the naïve cynicism and/or refusal 

to engage in the “political” amongst STGHE communities, and rethink and reconfigure the 

geographic boundaries and limits of justice agendas. As Sen notes, “To understand the world 

is never a matter of simply recording our immediate perceptions … We have to ‘read’ what we 

feel and seem to see, and ask what those perceptions indicate and how we may take them into 

account without being overwhelmed by them.”91 

SHORT-TERM GLOBAL HEALTH ENGAGEMENTS: A NOTE ON TERMS 

Throughout this dissertation, I use the phrase “short-term global health engagements” 

instead of terms like “short-term medical missions,” “international volunteerism,” or “short-

term experiences in global health,” as typically used in academic and public sources. The 

original scope of my research was to focus only on medical missions from academic health 
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institutions; however, once in La Romana, I quickly observed an “unruly mélange” of 

programs and organizations, all of which aim to help Dominican batey communities through 

diverse activities that salve, salvage, or save the poor through the salvation-ary deliverance of 

health-related resources and services. I broadened the scope of my research beyond the 

“medical” toward the vast array of health and health-related activities, including programs 

based at university-based or faith-based organizations. Although the STGHE included in this 

study are diverse and varied in their orientations, missions, and program activities, three 

common threads hold them together. First and most importantly, all six STGHE included in 

my study are experiential- or service-learning programs – that is, all programs offer students 

learning opportunities about the struggles of the global poor through their involvement in 

assisting batey communities, whether those activities were educational, research, or service-

related. The STGHE included in this project were framed through a secular orientation (like 

most academic programs) or a faith-based orientation (like most church programs), which 

brings me to a second theme. Although STGHE missions varied widely, what emerged in this 

project was that, regardless of their religious/secular orientation, all programs were mission-

ary insofar as they gained entry to the poor folks living in bateyes under the umbrella of the 

same La Romana-based host organization, whose broad mission pronouncedly takes a 

Protestant Christian orientation. Secular university students, like their faith-based counterparts, 

arrived in bateyes on the same colorful buses, emblazed down both sides with the same 

Protestant Christian name of the host organization. The distinctions and differences in the 

religiosity of individual STGHE programs go unnoticed in the consciousness of batey residents 

– a reality that erases the line between religious and secular agendas in bateyes and how these 

groups are received in batey communities. In their minds, we are all there to extend care in the 

name of a Protestant Christian God – and, I include myself in this same observation, even 

though I made every effort to draw attention to a distinction between me and the global health 

students during my visits in bateyes for data collection. Any kind of reciprocal exchange or 

information-gathering between ourselves and batey residents is mediated through unequal 
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power relations – in this case, one that unknowingly reinforces an Us vs. Them hierarchy that 

may disadvantage and further marginalize batey residents who are not Christian but feel that 

they must be in our presence.92 The third common thread is that, although all STGHE had 

diverse mission statements and objectives, all STGHE can be said to embody a common sense 

of “mission,” in thinking with the term’s Latin root, mittere, which means “to send,” which has 

inspired one study to refer to students of medicine and the health professions as the “new 

medical missionaries.”93 That writ large mission of “global health” that binds the STGHE in 

this study is of “improving health and achieving equity in health for all people worldwide,” 

derived from the most widely cited definition of global health used today.94  

With regard to the descriptor, “short-term,” I refer to engagements whose on-site 

practicums in La Romana are less than eight weeks in duration, although most were less than 

ten days.95 Having said that, “short-term” is a bit of a misnomer about the modes of care taking 

place in La Romana bateyes. This is further described in Chapter 2 and Chapter 6. In brief, 

some of the US-based programs partnering with the La Romana host organization consider 

themselves as a “longer-term” presence, to the extent that organizers were committed to 

returning each year with a fresh group of students or other kinds of volunteers. A few programs 

have made commitments that have spanned across two decades or longer. In addition, the La 

Romana host organization itself provides a longer-term presence in the bateyes since they are 

there all year.  

Finally, I call these “engagements” rather than “experiences,” as these are typically 

referred to in the literature. I reconceptualize “experiences” as “engagements” because it more 

fully represents the phenomenon as what it truly is – a social movement for the health of the 

 
92 This important finding has implications for all STGHE, regardless of religious/secular affiliations, who work under the umbrella 

of the La Romana host organization. This unequal power dynamic operates in the background of STGHE efforts in batey communities. An 

analysis of power exposes various failures in the taken-for-granted, commonly cited, ethics of “reciprocal exchange” and “foregrounding local 

voice.” Due to limited space in this dissertation, these research findings will be published in other places. 
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poor, constitutive of a milieu of social relations and cross-cultural forces that are operated 

through power relations, influenced by epistemic norms/values, institutions, political 

economies, and local, transnational, and world histories. On the other hand, the word 

“experience” seems to flatten the complexity of this phenomenon, deflecting attention from 

the socio-structural worlds and instead focuses attention inward for an internalized kind of 

“experience” reduced to a world of personal thoughts and actions. This individualized and 

individualizing mode is predetermined through definitions of “experience.” “Experience” is 

defined as “direct observation of or participation in events as a basis of knowledge,” or “the 

fact or state of having been affected by or gained knowledge through direct observation or 

participation.”96 My concern is how a focus on the “direct observable” – rooted in the epistemic 

reductionisms that I critique – may eclipse a focus on the invisible forces that take place 

through these “experiences,” that are no less important and “direct” in their human impact. I 

describe how I ethnographically represent engagements in the final section of this chapter.  

This project argues for the importance of reconceptualizing the social phenomenon of 

STGHE from experiences toward engagements, especially in thinking with critical educators 

like Paolo Freire,97 Peter McLaren,98 and the engaged scholarship movement.99 Doing so 

illuminates the consequences to batey residents when global health disregards addressing the 

structural violence and injustices of health, and also casts light on how global health has worked 

to depoliticize justice agendas that the amelioration of the illness, chronic poverty, and 

structural violence against the batey poor necessitates. Understanding unequal power relations 

between and among STGHE populations and how neoliberal practices and scientific ideologies 

converge with STGHE are ways to understand the relationship between politics and health, 

including the role of global health governance. What emerges from this research is the need to 
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move our thinking beyond the narrow gaze of “experience,” which carries with it an 

individualistic focus wherein participants focus on interpersonal or psychosomatic experiences 

through framings of morality/ethics, sentiments, empathy, humility, and other kinds of affect 

and emotion. In thinking with Fassin (2012: 3), such approaches are not useless or dangerous 

but my concern is how these individuated ethicalized languages and framings demarcate our 

models of care – such that “people prefer to speak about suffering and compassion than about 

interests or justice” and then “legitimize actions by declaring them to be humanitarian.”100 

“Engagement,” on the other hand, spatializes the phenomenon and takes a wider-angled lens 

zooming out from ethical naval-gazing tendencies and drawing attention to the larger processes 

taking place. It allows a broader focus on the discursive-material assemblage of multiple actors, 

knowledges, rationalities, technologies, affects, networks, and practices across a variety of 

histories, spaces, and relations.101 

IMPLICATED VIOLENCE AND A CONTINUUM OF VULNERABILITY 

The significance of this project is that STGHE practitioners play an increasingly 

pronounced yet ambiguous role in addressing the causes of health inequities among the global 

poor, and they play an increasingly prominent role in training a future global citizenry and/or 

health workforce about how to understand health inequities and take actions to address them. 

To the extent that STGHE increasingly populate the larger landscape of global health, 

development, and humanitarianism, it seems appropriate that STGHE align their rather 

amorphous goals and outcomes of “help and health” with the writ large mission of global health 

of “improving health and achieving equity in health for all people worldwide.”102 STGHE 

practitioners ought to care about whether they hit or miss their target in addressing health 

inequities at their root to effectively meet the needs of the host communities they assist. 
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Moreover, they ought to care because they dedicate considerable amounts of time and energy 

toward planning, preparing, and implementation, and they also spend a considerable amount 

of money.  

The reception of the critiques I bring – one that considers the relationship between 

health inequities, structural violence, and global health – is likely uncomfortable for some of 

my audience, perhaps just as uncomfortable as I am while writing them. My concern 

throughout this project has been how to render such critique-writing possible. In his manuscript 

on “Why Ethnography Matters,” Didier Fassin addressed the tensions of writing critique in 

relation to questions of whom ethnographers write for and whom we should feel obliged and 

indebted to. Rather than deliberate about whose “side” we are on, Fassin proposes that “we” 

ethnographers “owe in priority those with whom we worked and those primarily concerned by 

the issues on which we conduct our work: indeed, including this second category is what 

distinguishes ethnography as critical.”103 His words have guided my thinking from the very 

beginning of this project, as I continuously grapple with how to represent my research with 

indebtedness to everyone – the American students and program facilitators, the Dominican 

host organization staff, and of course, the batey residents – while systematically and 

deliberately pointing to the inequalities of these lives from the perspective of social justice.  

Tensions about writing critique that concerns an extremely precarious population 

became an increasingly worrisome endeavor for me throughout my fieldwork, with my anxiety 

growing with every new American or Dominican STGHE stakeholder I met who kindly but, 

in no uncertain terms, reminded me of what is at stake in their partnerships and programs: it is 

because of Central Romana Corporation’s support that STGHE in bateyes are allowed; do not 

rock that boat; what’s at stake is life itself in bateyes because they have the most to lose, 

especially among many of my interlocutors who have a stake in STGHE education and 

practice. Many a sleepless night has been devoted to fears about potential (though unlikely) 
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repercussions. My fear has been also self-inflicted. I have been made acutely aware – with a 

profound sense of anxiety that permeates down to my core – of what is at stake not only for 

batey residents but also for the larger system, including the host organization, programs and 

institutions, facilitators and students, all of whom I’m indebted to for this project. One excerpt 

from my daily journal reflects my concerns in the early stages of my research: 

I am hoping that the batey residents feel more open to talk with me about their 

experiences with STGHE in our interviews, if I show that my research is independent 

of both the local host organization and American groups. I plan to show up at in 

bateyes only with my interpreter and driver. But: Is it unethical if I exclude the host 

organization while I do this part of my research? Is it unethical if I enter the batey 

alone, without permission from Central Romana? My plan is to arrive in the bateyes, 

immediately find the health promoter to introduce myself and seek permissions – and 

during that process, make clear that although I have host organization’s permission to 

conduct research, I am not employed by them.  

I spoke with a key informant here in La Romana for advice. She says it shouldn’t be a 

problem to arrive in the bateyes unannounced … but, I am so nervous. It is a bigger 

political project than I anticipated. I can already see what the stakes for nearly every 

actor involved – the students and their program facilitators/organizers, the host 

organization whose existence depends on the American groups (as they tell me). But 

their existence ultimately exists on a precarious relationship with Central Romana 

and their unhealthy/needy cane cutters. I recently found out that the company is a 

formidable powerhouse – their influence in the city goes far beyond the sugar 

business, they also own the local baseball team and airport.  

All of this has me wondering about how I will ever write critique! Just as I’m writing 

this, the Central Romana factory horn signals off in the distance. I hear it throughout 

the day – even as late as 3am – it’s peak harvest season. I was told that the horn 

signals the shift change for factory workers. It is a long … mournful sound, to me. 

It’s a sound that lingers in the ear, like an unrelenting reminder of who is really in 

charge in this town. Of course, for some residents, it is the sound of sweet money, 

prosperity, or the promise of future economic growth. Though I doubt that those who 

suffer for sugar in the bateyes “hear” it that way. 

My project started out with the hypothesis that the suffering and inequities afflicting 

vulnerable batey communities largely stemmed from the abuses of corporate power of Central 

Romana, of which STGHE programs remain silent. Yet, I soon found out that this is only a 

partial truth; through a critical ethnographic lens, a fuller picture emerged that had me rethink 

vulnerability and had me recognize that all subjects in my research – even Central Romana – 
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are vulnerable. This does not mean that I reject my hypothesis but rather I nuance it. In thinking 

with Judith Butler, I do not “deny that vulnerability is differentiated, that it is allocated 

differentially across the globe,”104 but instead that “precariousness has to be grasped not simply 

as a feature of this or that life, but as a generalized condition whose very generality can be 

denied only by denying precariousness itself.”105 My “global” health story illuminates a 

vulnerability and “violence continuum”106: one through which we can comprehend how 

Central Romana is not solely blameworthy and all-powerful, one through which we can realize 

how “we” all – including myself – exercise power and are rendered vulnerable to power, albeit 

in differing ways and with disparate consequences that disadvantage some (batey populations) 

more than others (the rest of us). 

The production of vulnerable bodies in bateyes is carried out through exploitive 

strategies of Central Romana on its laborers, whose bodies are pushed to cut cane for poverty 

wages to the point of injury, illness, and death itself. Yet, this is only made thinkable and 

actionable through our political-economic system of neoliberal capitalism. This system is 

partially driven by the demands of American citizens, whose insatiable desire for sugary foods 

and beverages intensifies production and influences price regimes. Through the rise and spread 

of neoliberal globalization, that would have us all believing that human health and even life 

itself entirely hinges on the health of a free-market economy, the keys to this neoliberal nirvana 

lie in companies’ ability to compete. But the world sugar market is historically unpredictable 

and erratic107 – with factors as diverse as the rise of the beet sugar industry; the invention of 

high-fructose corn syrup and other artificial sweeteners; trade and policy changes (including 

tariffs and subsidies that can distort price regimes108); and, increasingly, climate change – all 

of which give reason for concern among Central Romana executives as they figure out how to 
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keep their business competitive within a global capitalist industry. These structural forces 

shape the price of sugar and corporate decisions, including how and where they spend their 

profits, which historically have not been invested toward improving the wages and working 

conditions of their cane-cutting labor force. This brings us back full circle to those exploited 

sugar laborers. In this continuum of vulnerability, laborers emerge as vulnerable but are not 

devoid of power – because they are also a driving force behind this system. For it is only 

through their hard work that a sugar supply for American citizens and profit gains for Central 

Romana Corporation are made possible in the first place. This reality exposes the raw power 

of labor forces but also makes evident the imperative of procuring labor protections for 

precarious workforces like cane cutters, of which trade unions readily lend themselves when 

they are not weakened or dismantled through neoconservative/neoliberal ideologies and 

practice. In our neoliberal capitalist system that hedges all bets on economic growth as a cure-

all for societal woes, we risk losing sight of the human: we are all complicit in a system that 

prioritizes economic “health” over human health, but it doesn’t have to be this way. 

In addition, this neoliberalized capitalist system of exploitation is also partially driven 

by the US and Dominican governments, including politicians and corporate lobbyists. As I 

describe in Chapter 3, US quotas on Dominican raw sugar exports have historically been used 

as a political tool by both countries as a means of advancing national interests, which has 

sometimes meant that Central Romana was at the whim of both governments, although 

increasingly the Fanjuls have blurred the lines between “political” and “economic” by 

integrating into political circles in the US, especially through heavy donations to political 

campaigns,109 for the purpose of asserting control, increasing influence, and gaining benefits 

from US corporate welfare.110 The US has been the largest importer of Dominican sugar since 

they negotiated a trade deal with the brutal Trujillo dictatorship as part of its Cold War strategy; 

most of the sugar imported comes from Central Romana – the largest private producer in the 
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Dominican Republic.111 As such, the US government often works on behalf of Central 

Romana’s operations in sugar production, even if it has come at the expense of cane cutters. If 

American citizens demand massive quantities of sugar at a low price, and if the American 

government continues to import the bulk of Dominican sugar exports each year, and if 

American voters (whether knowingly or not) back state officials who turn a blind eye to the 

distorting effects of political campaign contributions and to the effects of their own trade 

agreements, thereby failing to hold Central Romana accountable for their mistreatment of cane 

cutters, then global health actors everywhere cannot direct all the blame on Central Romana, 

and instead should look in the mirror. 

Also implicated are scientific and medical researchers in academic or research 

institutes who have been bought by corporations to deceive the public about the link between 

sugar and ill health. This includes Harvard scientists in the 1960s who were paid by the sugar 

industry to downplay the link between sugar and heart disease and divert attention to saturated 

fat as the culprit instead.112 Further damning is the recent revelation that the sugar industry 

funded its own research in the 1960s; and, when the researchers found evidence of the link 

between sugar and heart disease and between sugar and bladder cancer, the sugar industry 

pulled the plug on the study and never published its results.113 This unethical power 

arrangement between science and the sugar industry helped to minimize or conceal the 

potential adverse health effects of sugar consumption from the citizenry, for the purposes of 

protecting Big Sugar by thwarting negative publicity that might hurt profit and prestige. Yet, 

the US food processing industry also plays a role, at times deceiving the public about what 

exactly they are consuming. Even those of us who don’t have a sweet tooth and think we don’t 

eat that much sugar are vulnerable to consuming more than we know through “hidden” sugars 
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in processed foods manufactured by food companies, which has taken place even as companies 

are required to label added sugars.114 This means that the more truthful “price of sugar” comes 

at the health costs of us all.  

All of the above diverse actors animate the global sugar market in ways that work 

toward Central Romana’s interests of sugar production and profit. The configuration discerned 

through my research sidesteps simplistic normative judgments about right/wrong and good/bad 

and recognizes that there is no single source to which the situation can be attributed – we all 

participate in exerting power relations and are rendered vulnerable, albeit in disproportionate 

ways. Be that as it may, I am certainly not suggesting that Central Romana Corporation – 

particularly the Fanjul family – are the victims in all of this. The Fanjuls are no doubt 

blameworthy in their rampant corporate-capitalist greed, refusal to pay cane cutters a living 

wage, failure to enforce domestic and international labor laws and protections, deprivation of 

citizen and immigrant laborers equal wages for equal work and adequate employee benefits 

such as pensions and healthcare, denial of cane cutters the ability to unionize or otherwise 

collectivize so they may have a better chance of demanding their legal and labor rights, and 

preference to invest their profits for personal gains such as Casa de Campo – a playground for 

the world’s rich and famous (and even middle-classes) – rather than invest in improving the 

bateyes. Indeed, the gap between the wealthy top 1% employers and those of the working and 

labor classes who live in extreme poverty is one of the great global injustices. Despite the 

historical boom-and-bust vagaries of the global sugar market, Central Romana appears to be 

performing strongly, judging not only by its record annual quantities but also by the massive 

wealth of its billionaire owners whose circle of friends include Marco Rubio, the Clintons, and 

other Washington elites. Their realm of power is also reflected by the fact that Emilia Helena 

Fanjul Pfeifler, Palm Beach–bred sugar heiress whose father is sugar baron and billionaire Jose 

“Pepe” Fanjul, is one of the current vice chairs of the Associates Committee of the prestigious 
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Memorial Sloan-Kettering Cancer Center.115 The irony of a Fanjul sitting on a cancer research 

board although cancer research has shown how sugar intake can lead to cancer and other 

diseases is not to be missed.  

How does “global health” fit within this continuum of vulnerability? 

 If, as this dissertation argues, there is an symbolic violence that takes place through 

the educational approaches of STGHE that devalue or deprive students and trainees of a fuller 

understanding of the structural root causes of ill health and health inequities, then this symbolic 

violence is diffuse because it is circulated throughout the institutional power structure of the 

academic university, rendering administrators, educators, and students vulnerable in varied 

ways. As discussed in Chapter 7, I have found that some (though not all) students either lack 

interest or lack knowledge about the sociopolitical causes of illness and poverty, yet they are 

not fully blameworthy because what and how they learn is dependent – at least in part – on 

their educators, peers, and institutions. The is especially a concern for students in academic 

settings where most of their educators and administrators are themselves taught according to a 

positivist-science (such as medical, scientific, and business professionals), an epistemic 

framing that traditionally eviscerates social and political modes of inquiry from curricula and 

programs. Yet, educators are also not fully or solely blameworthy: how can they teach what 

they themselves were not taught or trained to teach? In addition, educators are in a vulnerable 

position, as they are often on the receiving end of pressures from both sides of a spectrum, 

which is increasingly structured by the neoliberal reform in education that assumes a consumer 

model of education and knowledge. On one side of the spectrum, educators may feel pressured 

to adjust the curriculums and pedagogies they feel are necessary for adequately teaching 

students toward the demands of students, often discerned through course evaluations. More 

than one study has described the implications of a “culture of speed” in the increasing 

corporatization of the academy, of which students’ demands to the delivery of knowledge is 
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akin to the sped-up principles of fast-food – conjuring images of a “MacDonaldization” of 

teaching/learning.116 On the other side of the spectrum, educators are under pressure by 

administrators of their institutions, whose policies increasingly align with neoliberal market-

based logics, making it difficult or impractical for educators to incorporate suitable pedagogies 

and curriculums for humanistic and social inquiry, even if they wanted to. Moreover, some 

educators may lack the appropriate expertise to do so. Administrators, those who have the 

power to influence educational programs and curriculums offered by their institutes, may be 

reluctant to hire those who have the appropriate expertise – the humanities and social science 

faculty expertise – due to ideological reasons, which may cloud their judgment about the value 

of those disciplines to student training. Framed in this way, even though this project examines 

the student-teacher dynamic, it has a broader projection – one that indicts the entire academic 

institution and the larger societal and political-economic structures that govern it – as complicit 

in discounting the significance of humanistic and social inquiries that disrupts students’ 

abilities to critically engage the complexities of human health within our social world. 

This continuum of violence entails the entanglements and intricacies of the relationship 

between STGHE, the Dominican host organization, and Central Romana Corporation, which 

are discussed throughout this dissertation (especially Chapter 6). As the reflection in my 

fieldnotes indicated, the host organization gives lots of credit for its existence to its partnering 

STGHE. Members of the host organization often visit North American locations for 

promotional marketing and outreach, whether re-connecting with current partners or recruiting 

potential new ones. Although the agreements between the host organization and North 

American institutions are characterized as “non-profit” and “partnerships,” these arrangements 

entail the transfer of money/capital and an asymmetrical power dynamic that bear resemblance 

to a “for-profit business” relationship. Even though both mutually benefit – the host 

organization can carry out its mission with US team support while the US teams carry out their 
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missions by gaining access to bateyes through the host organization, what I have also found is 

that the host organization primarily works toward meeting the desires and interests of the US 

teams. This finding emerged through more than one conversation with staff members of the 

Dominican host organization, who described themselves as “yes men” who “never say no” to 

American teams and always “find a way to make things work” toward American interests. This 

dynamic illuminates how non-profit aid organizations, even those framed as humanitarian and 

Christian, can still function like for-profit businesses that are imbricated with unequal power 

relations: this is the aid-industrial-capitalist-complex animated. Finally, although the ways that 

batey communities receive care is made possible by these partnerships, the actual cause of their 

existence is owed to Central Romana and the neoliberal capitalist system within which it 

operates, which ultimately creates a “needy” medically indigent workforce in the first place.  

I am also implicated in this continuum of vulnerability, as I noted in the beginning of 

this section. As Didier Fassin said, “There are those who can tell stories, and those whose 

stories can be told only by others.”117 In other words, I am in a double-bind, compelled to 

recount how I too am implicated in this continuum of violence. I write more on my positionality 

in the “ethical deliberations” section in the next chapter. 

MOVING FROM EXPERIENCES TO ENGAGEMENTS118:  AN UNRULY CHAPTER OUTLINE 
 

When feminists began to campaign under the slogan “the personal is the political,” they drew 

attention to fundamental flaws in modern political reason. Politics had become identified, on 

the one hand, with the party and the programme and, on the other, with the question of who 

possesses power in the State, rather than the dynamics of power relations within the 

encounters that make up the everyday experience of individuals.119 (my emphasis) 

 

A key task for intellectual engagement with contemporary relations of power is the critical 

analysis of these ...120 
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By examining the interplay between the lived experiences of health inequities in batey 

communities and STGHE education and intervention policy, we can understand how STGHE 

interventions help or hinder the realization of aspirations to reduce or eliminate batey health 

inequities. This allows a critical space for tensions and gaps to emerge, making it possible to 

identify the places and moments where the rhetoric of addressing health inequities may – or 

may not be – translated into practice. Such critiques that identify the capabilities and limits, the 

opportunities and challenges, of STGHE interventions in their specific locations can inform 

future efforts, bringing us closer to making the aspirations of health equity into a reality.  

To represent engagements of global health requires a research writing style that 

represents complexity, such as the entanglements, relationalities, mediations, and contestations 

within and among the diverse STGHE populations whose perspectives I sought in this project. 

My research analysis examines the discursive-material exchanges and effects that take place at 

the contours, boundaries, and in-between spaces of such engagements; this is possible by 

exploring the interplay and interface of the perceptions and experiences of multiple 

individuals/populations, which can open up a space for tensions and gaps to emerge. Through 

that space, we can gain an understanding of the places and moments where our ideas about 

health inequities and their sociopolitical determinants may – or may not be – enacted in our 

practices, and perhaps even enacted in various disparate or contradictory ways. In order to 

represent engagement, in nearly all of the following chapters I put into conversation at least 

two STGHE populations – most often, this meant putting into conversation batey voices with 

the voices of American students or program facilitators.  

To that extent, this research focuses on the following interrelated questions: What are 

the historical and current social, cultural, and political-economic conditions through which 

Dominican bateyes have emerged as a space of an unhealthy poor “needy” population and 

conceived as a destination site where STGHE are deemed a necessary presence? How do batey 

residents experience suffering and health inequities on an everyday basis, and how do their 

voices and experiences articulate with STGHE interventions purportedly aimed at addressing 
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those inequities? In other words, how, and to what extent, do STGHE interventions target the 

underlying root causes of health inequities in bateyes? From an epistemological, pedagogical, 

and political-economic perspective, how are students oriented and trained to understand health 

inequities confronting batey populations, and how does that kind of learning get negotiated as 

students make sense of the differences and inequalities they encounter in bateyes? Ultimately, 

how do STGHE articulate with questions of human flourishing, equality, and justice; and, what 

alternative policy considerations might STGHE take to promote human flourishing? 

Although all my data chapters (Chapters 3-7) follow from and are entangled with each 

other and present the interplay of Dominican, Haitian, and American representations, they can 

be divided into two parts: the first part (Chapters 3-5) foregrounds the perceptions and 

experiences of the ethnic-Haitians living in Dominican bateyes; the second part (Chapters 6 

and 7) foregrounds the perceptions and experiences of American students and program 

facilitators. The emergent theme from my research analysis that tethers all four unruly chapters 

together is how various facets of neoliberalism shape and influence “global health,” not only 

by structuring the health and wellbeing of batey residents but also by informing how health 

inequities are conceptualized, taught and learned, and intervened through STGHE, all of which 

have diverse discursive-material effects on both student and host populations.   

Having laid out my thesis argument in this introductory chapter, Chapter 2 outlines my 

methodology for conducting the research presented in this dissertation. My field is the critical 

medical humanities, and I use critical ethnographic methods to explore the epistemological, 

social, cultural, institutional, and political-economic aspects of STGHE. During my twelve 

months of fieldwork, I collected data in multiple sites in the Dominican Republic and United 

States. The research subjects included participants of six STGHE programs based in different 

parts of the United States and three batey communities based in the La Romana region, all of 

whom partner with the same Dominican host organization based in La Romana. 

Chapter 3 uses a critical political-economic approach to examine the historical and 

structural origins of suffering on Dominican bateyes, including an exploration of the 
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relationship between the rise of the “global health” mission on Hispaniola. What emerges are 

various “structural sins, systemic injustices” that explicate how bateyes have emerged as a 

precarious space of poverty, illness, and death; how a mostly black labor force has been made 

subject to that unhealthy space; and how a system of lethal exploitation on sugar plantations 

persists despite – or because of – a long history of “global health” involvement. Following a 

Marxist critique of capitalism and combining it with Caribbean critical race theory, this chapter 

demonstrates how a racialized colonial logic has been continuously forwarded that informs and 

protects a division of cheap labor for capitalism. Through a double commodification of cane 

cutters, disposable bodies are produced for a global sugar industry, and incidentally, produced 

for a global health humanitarian aid industry, even though these commodified bodies are used 

to serve wholly opposing outcomes and interests. This chapter argues that, not only has the 

racialized political economy shaped the “global” health of cane cutters but also has shaped the 

paradigms of “global health” in the ways it cares for vulnerable bodies on sugar plantations. 

Global health, like its antecedents, has oftentimes furthered the political-economic rationalities 

of empire, nation-state, global/transnational, or other power system, however unwittingly, and 

sometimes with detrimental consequences on those they intended to help. This has implications 

for today’s civil society-led STGHE, which is often construed as an apolitical agent for change, 

but in fact global health, of which STGHE is a contemporary expression, does not transcend 

the realm of politics. Instead it is, and always has been, an inherently political endeavor – one 

that often works in relation to broader political and economic interests. At present, the kind of 

political-economic governmentality furthered by STGHE participants and programs is most 

consistent with neoliberal governmentality. 

Following the analysis of the historical concretizations of the racialized political 

economy, Chapters 4 and 5 are an ethnography of the colonial and postcolonial legacies lived 

through the contemporary enactments of the men and women living on Dominican sugar 

plantations today. Chapter 4 should be read as an extension of Chapter 3 as it shows the 

implications of the racialized political economy on cane cutters today. I present the 
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ethnographic narratives of cane cutters, of diverse age groups, to understand the myriad ways 

they experience suffering and inequity. What emerges through their stories is their struggle 

against not only a corporeal death but also a political-economic death. They suffer the 

detrimental health impacts of the racialized economic injustices related to wages, benefits, 

pensions, unions, capital, and ageism. Chapter 5 spotlights women’s stories with a specific 

focus on the sociocultural origins of suffering and inequity. Emergent through their narratives 

is how the sociopolitical forces of race, gender, class, citizenship, religion, and age are mutually 

reinforcing and aggregate as causes-of-the-causes of ill health and inequities in bateyes. Social 

discrimination – historically rooted in the colonial histories and political economy described in 

Chapter 3 – reflect the intersectional axes around which power operates in the production and 

reproduction of ill health and inequities in bateyes. Drawing together feminist epistemologies 

with Seth Holmes’ conceptualization of a violence continuum, I demonstrate how 

sociopolitical inequalities are embodied and come to “matter” – that is, they materialize in 

batey bodies and manifest as injury, illness, and impoverishment. Batey residents’ bodily 

suffering is irreducible from their sociopolitical suffering, which implies that the effectiveness 

of STGHE interventions hinges on an awareness of and willingness to address health inequities 

simultaneously at the level of bodies and at the level of structures and policies. While my 

finding that batey health inequities are caused by underlying “social” factors is unsurprising, a 

more interesting finding is how the “social” comes to matter less through depoliticizing 

processes. This is paradoxical, that greater attention is given to the importance of addressing 

the social and structural determinants of health in the wider global health community. The 

depoliticization of ill health and disparities exposes global health’s bias toward a biomedical 

model and reveals another facet of the neoliberalization of global health agendas: a discourse 

of individual risk-and-responsibility (mis)directs attention onto bodies (personality, behaviors, 

cultural practices) and diverts attention from broader social and political factors located at the 

root of inequities in bateyes.  
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The first half of this chapter can be read as an extension on Paul Farmer’s work in Haiti, 

by focusing on Haitians in the diaspora – specifically, those living in Dominican bateyes.121 

These chapters foreground the lived experiences of batey communities and provide the 

backdrop for the second half of the dissertation that shifts toward STGHE education and 

intervention.  

In Chapter 6, I draw upon feminist science and technology studies [STS] 

epistemologies and Michel Foucault’s theory of power/knowledge to critically assess the most 

common STGHE intervention policies implemented in bateyes and explore how they align, or 

misalign, with the ways health inequities are experienced according to hosts. In particular, I 

focus on how, or to what extent, interventions address health inequities at their root origins. 

Although batey residents’ narratives of health inequity revealed how they suffer both 

materially and socio-politically, my analysis shows how intervention policies are 

predominantly conceptualized according to a biomedical model inclusive of its technocratic 

bias, resulting in a relative inattention to the role of the sociopolitical root causes of inequities. 

In other words, the technocentric orientation of STGHE interventions reflects more the 

universal assumptions of western biomedicine than they reflect the full on-the-ground realities 

confronting batey communities. I then situate this trend in larger historical and political-

economic context to show how the technocratic regime of global health is also inflected with 

neoliberal ideologies of individualism and the free market. I empirically ground that argument 

with ethnographic evidence to show how an anti-politics machine is perpetuated by STGHE 

practitioners today. I argue that the dominant fixation of STGHE around biomedical solutions 

as the only or primary way to address the challenges confronting batey populations – what I 

critique as “techno-evangelism as the new salvation” – ultimately works in relation to the 

broader neoliberal agenda of depoliticizing health and poverty and displacing justice-oriented 

actions, whether STGHE actors have done this knowingly or unknowingly.  
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Given the findings of Chapter 6 that STGHE interventions leave the social and 

structural root causes of health inequities in bateyes largely untouched and therefore do not 

provide much of a platform for students to experientially learn about them, Chapter 7 digs 

deeper into this from a pedagogical and epistemological perspective. I examine how social 

justice topics are addressed in classrooms during STGHE education and how those knowledge 

orientations shape students’ understandings of the differences and inequities they encounter in 

bateyes. What emerges is how students are taught the social determinants of health [SDH] as 

a list of factors detached from related power hierarchy and interplay, obscuring students’ 

understandings of the significance, roles, and effects of the underlying sociopolitical causes of 

inequities. These classroom reflections lead me to analyze the method (that is, competency-

based models) and the mission (that is, producing global citizens) widely trending in academic 

STGHE in broader historical and political-economic context. My findings show how CBE and 

its endeavor of global citizenship operate as a form of neoliberal governance that forwards a 

colonial knowledge hierarchy, exercised in and through the academic institution and the larger 

political-economic architecture that influences it. These governmental processes are implicated 

in how and why the social and political aspects of health and inequities are demoted or 

disregarded in STGHE education, depriving students of education about the very issues that 

global health proclaims to care about.  

These findings lead me to conclude that, despite the good intentions, competency-

based education in global health and the broader project of global citizenship may obscure or 

obstruct students’ abilities to accurately understand and address health inequities at their root. 

Nor does it equip them with the tools to address them, which may lead to more, not less, 

exploitation and inequality of batey host populations. I demonstrate ethnographically the 

implications of those educational processes on student and host populations. I examine the 

interplay of the ways students’ come to make sense of the differences and inequities they 

encounter in bateyes and how those (mis)perceptions are challenged by batey residents’ 

experiences. Absent of a critical pedagogy for structural awareness, students are left with 
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depoliticized and sentimentalized understandings of the suffering and inequities they witness 

in bateyes. This is evident in their use of an apolitical “ethical” language of sentiments and 

emotions, transmuting questions of structural injustice into questions of individual morality. 

This chapter demonstrates how a neoliberal discourse of personal responsibility and market-

driven techniques sets the parameters around the kind of global citizenship encouraged through 

STGHE, one that slants students toward the passive ideals of individual responsibility and that 

suppresses or silences the active ideas of sociopolitical engagement that encourage a justice-

oriented global citizenship. 

The final chapter, Chapter 8, is an epilogue that elaborates on the relationship between 

symbolic violence and the culture of global health and what alternative considerations might 

STGHE integrate to promote health and human flourishing. I find ways to narrow the gap 

between the rhetoric and reality of addressing health inequities in bateyes using alternative 

pedagogy and policy for a justice-oriented form of global citizenship through STGHE.  

What emerges from this project is that, despite the long history of global health 

initiatives, the quest for health among the lives in bateyes continues to be compromised by 

social and structural inequalities that often go ignored. Whether STGHE efforts devoted to 

helping batey communities are a morally worthy cause is not what is in question. Indeed, this 

cause is both just and justified. Rather, this project seeks to understand why and how those 

social and structural root causes of the historically-entrenched persistence of health inequities 

in bateyes are downplayed or disregarded through STGHE practices. The absence of larger 

understandings of the underlying sociopolitical driving forces of the plight of batey populations 

is a major reason for why STGHE fall short of sustainably ameliorating suffering in bateyes, 

and why it falls short of meeting the writ large aspirational goal of “improving health and 

achieving equity in health for all people worldwide.”122  

 
122 Koplan et al., “Towards a Common Definition of Global Health,” 1995. 
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The key implications of these chapters is to add the ethnographic record of batey 

populations, whose everyday suffering remains largely underrepresented in the public health 

and medical anthropology literature; to make a larger statement about vulnerable mobile and 

diasporic populations worldwide,123 of which the Dominican Republic is but one case of this 

larger globalized phenomena; and, to demonstrate the contributions of ethnography to “hear” 

the voices of vulnerable communities to understand their struggles and what it really takes to 

meet the full range of their needs and desires for health and flourishing. Moreover, my hope is 

that this begins conversations with global health educators, organizers, and other stakeholders 

on their roles and effects that coalesce in their missions; and, works toward the incorporation 

of anthropological and sociological knowledges in health in the medical curriculum and 

STGHE programs. 

 
123 An implication is to point up to the impacts of structural violence on all displaced populations who are politically and/or 

economically forcibly living in circumstances of vulnerability in countries that are not their own or not really of their choosing. 
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CHAPTER 2. UNRULY ETHNOGRAPHIC BRICOLAGE: A METHODOLOGY FOR 

CHARTING A CARTOGRAPHY OF POWER 
 

Believing, with Max Weber, that man is an animal suspended in webs of significance he 

himself has spun, I take culture to be those webs, and the analysis of it to be therefore not an 

experimental science in search of law but an interpretive one in search of meaning.124 

“IN THE CARIBBEAN, EVERYTHING IS FLUID:”125  REPRESENTING UNRULINESS 

Haitian anthropologist Michel-Rolph Trouillot alluded to the unruliness and 

elusiveness of the Caribbean, describing it as an “undisciplined region” that cannot be confined 

by anthropological theory, given the region’s heterogeneity as the result of colonialism:  

It is not only that all Caribbean territories have been conquered by one or another 

Western power. It is not only that they are the oldest colonies of the West and that 

their very colonization was part of the material and symbolic process that gave rise to 

the West as we know it. Rather, their social and cultural characteristics – and, some 

would say, individual idiosyncrasies of their inhabitants – cannot be accounted for, or 

even described, without reference to colonialism.126 

Although somewhat dated, his scholarly reflections resonated with my own research 

encounters with STGHE in the Dominican Republic – particularly in how the unruly mélange 

of STGHE occupies an ambiguous space of the global health, development, and humanitarian 

landscapes. Much like the unruly mélange of the subject of my research, my aim is to keep my 

research analysis unruly without taming it to the linearities, classificatory and hierarchical 

structures, “either/or” binary logics, and other rigidities of dominant western epistemological 

imperialism. Unlike traditional empiricism, which draws a definite boundary between observer 

and observed, between method and object, the kind of empirical research that I embrace 

“denies the validity of such cuts and makes the interplay between these domains the focus of 

its interest.”127 As Nancy Scheper-Hughes pointed out, although ethnographic research is 

empirical, it need not be empiricist.128 To that extent, my research approach crosses 

 
124 Clifford Geertz, The Interpretations of Cultures (New York, NY: Basic Books, Inc., 1973), 4. 

125 A response made by my Haitian interpreter during our personal conversation about bus schedules, when I asked her for her 

estimated time of arrival from Santo Domingo. Perceptions about time in the Dominican Republic became a common theme in this study.   

126 Michel-Rolph Trouillot, “The Caribbean Region: An Open Frontier in Anthropological Theory,” Annual Review of 

Anthropology 21, no. 1 (1992): 22, https://doi.org/10.1146/annurev.an.21.100192.000315. 

127 Michael Jackson, Paths Toward a Clearing: Radical Empiricism and Ethnographic Inquiry (Bloomington, IN: Indiana 

University Press, 1998), 3. 

128 Nancy Scheper-Hughes, Death Without Weeping: The Violence of Everyday Life in Brazil (Berkeley and Los Angeles, 

CA: University of California Press, 1992), 23. 
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disciplinary boundaries to draw theoretical and methodological insights as I see fit, and I 

illuminate the mess of the global health apparatus that I examine rather than make neat and 

tied-up conclusions. In so doing, I echo the unruliness of the Caribbean “where everything is 

fluid” as well as the unruly and messy STGHE apparatus.  

As with all ethnographic endeavors, my research offers only a partial story; I have had 

to make compromises about what and how I study STGHE. As such, I am reminded of Sheper-

Hughes’ practice of “good enough ethnography,” that cannot avoid flaws and bias – as if any 

kind of research can be truly objective.129 Yet, I hope my readers recognize this work as more 

than biased voice – my research findings and recommendations emerge from and build upon 

the diverse voices and experiences of those who are impacted through the educational and 

intervention processes of STGHE.  

How does one represent the complexity of phenomena like STGHE while avoiding the 

colonialist-modernist minefields of empiricism? How does one grasp the “obscure” object of 

global health, which can frustrate attempts to study and practice it?130 Didier Fassin argues 

that, instead of a preoccupation on debates centered on defining the field, efforts should focus 

on the associations it makes – what it signifies, legitimizes, complements, contradicts, resists, 

neglects, or ignores – and what effects these associations have on the lives of those afflicted by 

the inequities that “global health” purports to intervene upon.131 In other words, analyses of the 

context of interventions are as important as the content and may in fact give rise to new 

meanings of and for content. Taking up his call, the loci of my inquiry shifts from questions of 

“what” and “why” toward questions of “how” and “where.”  

Throughout this dissertation, I have continuously grappled with how to ethically 

represent the dynamics and relations between power and health, with a specific focus on 

structural violence and injustice. The critical medical humanities provided me with a way 

forward, allowing me to bring together critical theory as a lens for illuminating how power and 

 
129 Scheper-Hughes, Death Without Weeping, 28. 

130 Fassin, “That Obscure Object of Global Health,” 96. 

 131 Ibid. 
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politics interact with bodies and health, with ethnographic methods as way to generate 

contextually nuanced understandings of individual stories and their entanglement with political 

structures, economic processes, social and cultural systems, and historical forces. However, 

the field of medical humanities, which derives from the broader discipline of western 

humanism and the humanities, has not always been willing to speak to power and injustice nor 

willing to engage in critically reflexivity.  

Historically, the medical humanities, whose roots can be traced to medical education 

and its correlate field of bioethics, has focused attention on the clinical encounter between 

physicians and patients, especially concerning ethical and legal matters or on physician self-

care, with little or no regard for the health structures that condition those clinical encounters.132 

Attention to the structural inequalities of health have been historically avoided in the medical 

humanities, like the corresponding fields of medicine and medical ethics, as the tendency is to 

not address the underlying political issues, interrogate the reasons behind unequal access to 

health care, or raise questions of social justice. This reluctance to engage in power and politics 

has become an institutionalized norm of biomedicine that has migrated to the fields of global 

health and medical humanitarianism, as studies by Peter Redfield’s Life in Crisis: The Ethical 

Journey of Doctors without Borders, Didier Fassin’s Humanitarian Reason: A Moral History 

of the Present (and many other works), and Renee Fox’s “Medical Humanitarianism and 

Human Rights: Reflections on Doctors Without Borders and Doctors of the World,” and other 

literatures that I cite throughout this dissertation have shown.  

Caribbean scholars have criticized western humanism and the humanities for its 

political tone-deafness and lack of critical reflection: the humanities have yet to reckon with its 

own role in making colonialism thinkable and for the ways that the colonial legacy of 

Eurocentric epistemologies still impact formerly colonized populations living in the Caribbean 

today. This has been perhaps best exemplified in Aimé Césaire’s Discourse on Colonialism, 

 
132 Sarah Atkinson, Bethan Evans, Angela Woods, and Robin Kearns, “‘The Medical’ and ‘Health’ in a Critical Medical 

Humanities,” Journal of Medical Humanities 36 (December 2015): 72, https://doi.org/10.1007/s10912-014-9314-4. 
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Sylvia Wynter’s “Unsettling the Coloniality of Being/Power/Truth/Freedom,” and Frantz 

Fanon’s The Wretched of the Earth. Members of the global health community often identify 

themselves as “humanists” or label their missions as “humanistic,” and although this sentiment 

is good-intentioned, it reminds me of the bitter irony of how the origins of humanism are 

synonymous with the dehumanization of Otherized populations. What also bears reflection, as 

Césaire noted, is that “at the very time when it most often mouths the word, the West has never 

been further from being able to live a true humanism – a humanism made to the measure of 

the world.”133 

For all of the flaws of humanism and the humanities, I agree with those Caribbean 

scholars and with postcolonial theorist Edward Said that “it is possible to be critical of 

humanism in the name of humanism and that, schooled in its abuses by the experience of 

Eurocentrism and empire, one could fashion a different kind of humanism….that absorbed the 

great lessons of the past…and still remain attuned to the emergent voices and currents of the 

present…”134 Toward that extent, I take a critical medical humanities approach that abandons 

the traditional focus on the doctor-patient relationship and instead focuses on questions like 

why there are disparities in the distribution of life and death, illness and health, care and 

abandonment, and how we might otherwise counter these inequalities and promote human 

flourishing and social justice. The medical humanist’s goal today is not to return to Eurocentric 

frameworks and our so-called Greek origins but to recover our bearings through a critical 

interrogation of the humanist past, to build on this tradition through pedagogy and scholarship 

aimed at human consciousness through dialectical engagement with plurality and alterity, and 

to make public the human problems that confront us today through practical engagements.135 

These insights lead me to contend that, for those of us who care about the health and wellbeing 

 
133 Aimé Césaire, Discourse on Colonialism (New York : Monthly Review Press, 2000), 73 

https://search.library.wisc.edu/catalog/999903124202121. 

 134 Edward W. Said, Humanism and Democratic Criticism (New York, NY: Columbia University Press, 2004), 10-11.  

135 Thomas R. Cole and Faith Lagay, “How the Medical Humanities Can Help Revitalize Humanism and How a 

Reconfigured Humanism Can Help Nourish the Medical Humanities,” in Practicing the Medical Humanities (Hagerstown, MD: 

University Publishing Group, 2003), 166. 
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of the underprivileged and underserved, we have an ethical imperative to critically assess the 

politics of inequality – or, what I have come to think of as an ethicopolitical imperative – to 

better understand the structural inequalities that disproportionately impact the health of the 

marginalized communities whom we serve and to find ways to advocate against those 

injustices.  

THE PLACE OF CRITIQUE AND THE ROLE OF CRITICAL ETHNOGRAPHY 
 

… these [global health] initiatives have unquestionably done great good. They have saved or 

prolonged millions of lives. This was the overarching purpose. I do not need to say more.136 

(my emphasis) 

 

If governmentalization is indeed this movement through which individuals are subjugated in 

the reality of a social practice through mechanisms of power that adhere to a truth, well, then! 

I will say that critique is the movement by which the subject gives himself the right to 

question truth on its effects of power and question power on its discourses of truth … in a 

word, the politics of truth.137 (my emphasis) 

Signified by the first epigraph quote, the global health enterprise, of which STGHE is 

part of, is imagined as an “unquestionable” good, an inevitable force of the globalization of 

biomedicine, and a signifier of humanitarianism and progress in our presumably more 

egalitarian world. Such widely held humanistic proclamations of global health can render its 

proponents and practitioners to downplay or dismiss critique, despite a growing body of studies 

calling for deeper critical reflection in global health.138 Yet, STGHE – a social and cultural 

movement – is anything but a straightforward or neutral matter, and instead is composed of a 

set of relations that are as much ethical and sentimental as they are institutional, economic, and 

political. STGHE are therefore subject to critique. My research project is firmly grounded in 

the kind of “critique” proposed by Foucault in the second epigraph quote, and from the very 

beginning of this research project, I realized that I would need to continuously negotiate these 

 
136 Margaret Chan, “Why the world needs global health initiatives,” address in Venice, Italy on 22 June 2009, accessed November 

7, 2016, http://www.who.int/dg/speeches/2009/global_health_initiatives_20090622/en/  

137 Michel Foucault, “What Is Critique,” in The Politics of Truth (New York, NY: Semiotext(e), 1997), 32. 

138 Biehl and Petryna, When People Come First, 17. 
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tensions and stresses while also striving to represent the complexities of the assemblage of 

STGHE.139 

While introducing my research to Dominican and American stakeholders of STGHE, 

every team leader whom I approached generously agreed to participate in my study and I was 

always kindly welcomed by their students; simultaneously, nearly all of them expressed some 

degree of concern about my agenda and interests. For example, my introductory dialogue with 

American program facilitators of STGHE always eventually led them to evoke statements that 

ranged from slight guardedness to downright defensiveness about their program missions and 

activities in bateyes. The source of their concerns is perhaps the growing body of literature 

from academics, journalists, and bloggers on STGHE benefits and harms, with some 

suggesting they do more harm than good. One program facilitator asked me what books I have 

been reading on the topic, and after I listed a few, she commented that she disagrees with the 

literature that argues that STGHE actors should focus their efforts at home rather than abroad. 

Another program facilitator asked me if my goal was to write up an exposé, and that I should 

be mindful of what unintended consequences that might have. Additionally, some stakeholders 

articulated a mixture of protectiveness and pride as they justified the important and successful 

contributions of their programs in bateyes – and rightly so. As a global health volunteer and 

organizer myself who has worked in underserved areas domestically and internationally, I 

know from experience what kinds of preparation, resources, costs, and commitments are 

required. Moreover, it became even more clear to me during fieldwork why program 

facilitators and organizations may respond with guardedness and defensiveness: STGHE are 

exhausting, stressful, demanding, time-consuming, and expensive undertakings that often take 

an entire year to prepare for; there is indeed no question that the suffering of the oppressed 

poor in bateyes is undeniable and cannot be ignored; and more importantly, the batey residents 

themselves were ever-thankful to STGHE actors, even telling me that “they were grateful for 

 
139 Aihwa. Ong and Stephen J Collier, Global Assemblages : Technology, Politics, and Ethics as Anthropological 

Problems (Malden, MA: Blackwell Pub., 2005). 
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anything they get.” Cast in that light, what is the place for a critique that might be interpreted 

as being against global health?140 A strong discourse of morality runs underneath the diverse 

field of global health humanitarianism, and those who critique it run the risk of being accused 

of taking an immoral stance against the global poor, a reality that certainly worried me 

throughout my research – and now, even as I write critique. To critique STGHE – that is, as 

Foucault noted, to question truth on its effects of power and question power on its discourses 

of truth – would imply “upsetting a kind of compassion census wherein the ill fortune or 

distress of some and the solicitude of others are understood to harmoniously respond to each 

other, pressured only by the impersonal, inhuman forces of the market, bureaucracy, or 

globalization.”141 Nonetheless, I agree with Didier Fassin that in situations where a social 

world – like STGHE – presents itself as imbued with a sort of moral supremacy that need not 

submit to external oversight, this is precisely where critique is important. He notes:  

Recognizing the inequality between these lives at the level of their meaning – even 

more than in terms of the threats they objectively face – is not to question either the 

justification for a specific humanitarian action undertaken in the name of the victims’ 

rights or the good faith of individual humanitarian actors who defend those rights; it 

is rather to attempt to understand the anthropological configuration in which the two 

are located.”142 (my emphasis) 

Because there is no doubt in my mind that people living in “developing” countries 

suffer an unequal burden of suffering in ways that cannot or should not be ignored, I argue for 

a greater embrace of critical studies among STGHE actors – studies that critique “global 

health” in the name of improving health globally, by understanding the relationship between 

power and health disparities. My understanding of “critique” upholds the Foucauldian ethos of 

speaking truth to power: “a critique is not a matter of saying that things are not right as they 

 
140 Jonathan Metzl and Anna Kirkland, Against Health: How Health Became the New Morality (New York, NY: NYU 

Press, 2010), Kindle edition. 

141 Didier Fassin, “Noli Me Tangere: The Moral Untouchability of Humanitarianism,” in Forces of Compassion: 

Humanitarianism Between Ethics and Politics, ed. Erica Bornstein and Peter Redfield (Santa Fe, NM: School for Advanced Research 

Press, 2010), 36. 

142 Fassin, “Humanitarianism as Politics of Life,” 507. 
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are. It is a matter of pointing out on what kinds of assumptions, what kinds of familiar, 

unchallenged, unconsidered modes of thought the practices that we accept rest on.”143  

Given the foregoing argument, I chose to critique STGHE through a cultural politics 

lens. While the debate over the costs and benefits of STGHE takes place largely around the 

normative question of whether they are "good" or "bad" for “donors” and “recipients,” a debate 

that assumes a distance and a difference between "us" and "them," there is little extant research 

on the cultural politics of STGHE. In other words, there is little research on how cultural forces 

in national and global politics, colonial history, and biomedicine have shaped the epistemes, 

logics, interests, and practices of STGHE. How and in what ways do STGHE grapple with the 

social complexities of bateyes? What are the historical and social forces that shape our 

approach to vulnerability and inform STGHE? What happens when western epistemologies 

meet local materialities (bodies, bateyes, borders, clinics, economies)? In what ways do 

culturally-inflected notions about health get negotiated through STGHE? How are these 

informed by notions of race, gender, and citizenship? How do batey populations receive 

STGHE and their torch bearers? To summarize, what are the on-the-ground cultural politics of 

STGHE, and how do these politics (that is, the reactions, contestations, negotiations, 

complicities, tensions) shape volunteer and host communities and articulate with medical 

epistemology, pedagogy, and policy? Answering these questions through a cultural politics 

lens in this research has allowed a different kind of evaluation of the economies of exchange 

that occur through STGHE than those that focus exclusively on the benefit/harm to 

communities or on the development opportunity for students and volunteers. Also, this inquiry 

has brought nuance to critiques that sweepingly dismiss international volunteerism as neo-

colonial encounters between vulnerable communities and exploitative forces. This cultural 

politics research analysis has provided insights into the entanglements of western biomedical 

epistemologies, colonial histories and geographies, and local realities thereby complicating 

 
143 Michel Foucault, “’Practicing Criticism’ or ‘Is It Really Important to Think?,’” in Foucault: Politics, Philosophy, 

Culture, ed. Larence Kritzman (New York, NY and London, UK: Routledge, 1988), 155. 
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what appears to be stark binaries between us/them, west/non-west, good/bad, while not losing 

sight of the power differentials among groups. 

Instead of building an argument for either “for” or “against” STGHE, I am interested 

in taking a more holistic approach that captures complexities such as that described by João 

Biehl and Adriana Petryna, who note that “engaging with the complexity of people’s lives – 

their constraints, resources, subjectivities, projects – in unfixed and multilayered social worlds 

requires us constantly to reset our conceptual compasses … seeking ways to analyze the 

general, the structural, and the processual while maintaining an acute awareness of the 

inevitable incompleteness of our own accounts.”144 This project seeks to understand the 

interplay and interrelation between how health inequities are experienced in bateyes and how 

health inequities are conceptualized and addressed through the STGHE apparatus. Drawing 

together critical theory and institutional ethnography equipped me with an “empirical lantern” 

that enabled me to navigate the kind of complexity and nuance I sought. A critical ethnographic 

approach makes possible an examination of the “unattended-to inequalities of life” and to see 

whose voices are “smoothed over or averaged out by coarse-grained statistics” through a more 

fine-grained and “sharper resolution of how things are, what sustains their intractability, and 

how they might be otherwise.”145 Indeed, it was through the lens of my empirical lantern that 

I became more aware that the batey populations were not the only vulnerable and marginalized 

populations; instead, what emerged from my research was a continuum of vulnerability, which 

was elucidated in Chapter 1. For example, it was through a critical ethnographic lens that led 

me to a more far-reaching understanding of why program directors and other stakeholders may 

be guarded or defensive, and justifiably so: more than just concerned about the money and 

other resources required for a successful trip, they must also be concerned about the layers of 

institutional and structural constraints, which has much to do with the alignment of the 

humanitarian aid industry and the injunctions of neoliberal capitalism. 

 
144 Biehl and Petryna, When People Come First, 16. 
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A meticulously devised bricolage of theories and methods is essential for a scholarly 

critique that captures the complexities of STGHE targeting “underdeveloped” and 

“vulnerable” regions in postcolonial Caribbean sites like Dominican bateyes. Critical 

education theorist Joe Kincheloe suggests that the notion of “bricolage” is useful in research 

efforts to better understand structures and inscriptions of power, the ways they create and 

promote cultural and social inequality, and how to take action against relations of inequality.146 

An interdisciplinary “ethnographer-as-bricoleur” is concerned with “not only multiple methods 

of inquiry but with diverse theoretical and philosophical notions of the various elements 

encountered in the research act” and synergizes interpretive processes for a multidimensional 

perspective.147 To address my research questions, I use institutional ethnography that allows a 

mapping of the actualities of what individuals do as a microcosm while examining those 

activities in relation to the macrocosm of sociopolitical contexts and conditions. In that vein, 

an institutional ethnography is concerned with understanding social relations within and 

beyond a particular institution.148 Next, I describe what an unruly approach to an unruly subject 

entails – that is, I describe a theoretical and methodological approach to studying the 

cartography of power that takes place in and through STGHE. 

STUDYING A CARTOGRAPHY OF POWER: STGHE AS RELATIONAL ASSEMBLAGE AND 

CASE STUDY SITE SELECTION 

Theorizing STGHE as a “relational assemblage” lends itself to grasping the obscurities 

and complexities of global health using critical ethnography. A relational assemblage 

conceptualizes global health actors, institutions, knowledges, technologies, discourse, and 

practices across a spatial analytic grid of power; such a mapping has allowed me to explore 

both discursive and material processes, exchanges, and effects that take place in/through 

STGHE. Analyzing power relations and inequality that take place in and through the STGHE 
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assemblage lie at the heart of this dissertation research; the appeal of using assemblage theory 

as an analytic lens lies in its reading of power as multiple co-existences, connoting power not 

as a central power, nor a power that is distributed equally, but power that is plural, diffuse, and 

relational.149 Conceptualizing STGHE as a relational assemblage recognizes that “there is no 

longer a tripartite division between a field of reality (the world) and the field of representation 

(the book) and the field of subjectivity (the author). Rather, an assemblage establishes 

connections between certain multiplicities drawn from each of these orders.”150 

Theorizing STGHE as a relational assemblage moves us away from the “cartographies 

of fear” of an Orientalist epistemologies toward a more emancipatory view of “how seemingly 

local expressions of violence are always imbricated within wider socio-spatial and political 

economic patterns.”151 This analytic approach of studying STGHE offers, as feminist 

geographer Doreen Massey notes, “a very different imagination: instead of space divided-up 

and bounded, here is a vision of space as barrier-less and open … this intrinsic relationality of 

the spatial is not just a matter of lines on a map; it is a cartography of power.”152 Building on 

that, political geographer Simon Springer retheorizes “place” as a relational assemblage, and 

he argues that this move challenges conventionally held notions of the fixity, separatedness, 

and immutability of places and instead recognizes places as “always co-constituted by, 

mediated through, and integrated within wider experiences of space.”153 In that sense, the 

places of STGHE where knowledge and practice (i.e., techniques) is thought to be 

conceptualized (i.e., American classrooms, churches, and other sites in the global north) and 

places where such techniques are thought to be implemented (i.e., Dominican bateyes, clinics, 

and other sites in the global south) are not objects to be researched as separate and bounded 
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entities but rather as relational, processual, and entangled. Viewed in this way, the violence of 

suffering, illness, poverty, and inequities that occur among Haitian populations living in 

Dominican bateyes is not an isolated or localized product, but rather is translocal and tethered 

with broader historical and geographic patterns that implicate the United States and other 

global powers. Reframed in that way, we can better apprehend power and inequalities, across 

multiple localities, as it operates through social movements like STGHE. Relational 

assemblage offers a study of a cartography of power in/through STGHE that blurs colonialist-

modernist “us-versus-them” distinctions such as local/global, recipient/donor, and other 

power-ridden categories that subjugate the “rest” from the “west.”154 In sum, re-imagining 

STGHE as a relational assemblage has enabled me to put power and politics at the center of 

my analysis, allowing attention of diverse actors, institutions, knowledges, affects/sentiments, 

values, agendas, technologies, and practices, as interconnected across a spatial grid of power.  

Exploring the STGHE assemblage requires a methodological approach that examines 

multidirectional flows of social and material resources in multiple sites – not only by tracking 

movements across geographic spaces and borders but also in their historical, social, and 

political-economic contexts; as such, my research adopted a multi-sited ethnographic research 

approach. This ethnographic approach is not the traditional stay-as-long-as-you-want type, 

which is inappropriate given the ephemeral and seasonal nature of STGHE. Instead, I used a 

combination of methods and a multi-sited approach to compensate for my short-lived stints at 

various sites. George Marcus notes that multi-sited ethnography “moves out from the single 

sites and local situations of conventional ethnographic research” and is “designed to examine 

the circulation of cultural meanings, objects, and identities in diffuse time-space.”155 Following 

this advice has required traveling to many different cities in the United States and Dominican 

Republic to gather information on how, and in what ways, batey health inequities and their 

sociopolitical determinants are experienced, conceptualized, and addressed through STGHE. 

 
 154 McFarlane, Colin. “Translocal Assemblages: Space, Power, and Social Movements,” Geoforum 40 (2009): 562. 

155 George E. Marcus, “Ethnography in/of the World System : The Emergence of Multi-Sited Ethnography,” Annual 

Review of Anthropology 24, no. 1995 (2007): 96, https://doi.org/10.1056/NEJM199609193351202. 
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Information-gathering in multiple analog and virtual sites allowed me to learn about the lived 

experiences of health inequalities in bateyes and how these relate to larger history, culture, and 

political economies of global health and biomedicine in the Dominican Republic and United 

States. Analog sites in the Dominican Republic included bateyes, the guesthouse, hospitals and 

clinics, restaurants; in the United States these included classrooms, laboratories, meeting 

rooms, and bureaucratic spaces of academic institutions, non-profit organizations, and 

churches. Virtual sites were also explored, such as websites, webinars, blogs, conference calls, 

Blackboard or other classroom learning digital platforms, mission statements, briefings and 

communiques, courses and curriculums, course syllabi, and assignments.  

In the next section, I describe the practical implementation of studying a cartography 

of power in/through the STGHE assemblage using critical ethnographic methods. 

INFORMATION GATHERING AND INTERPRETATION: TRANSLOCAL MODES AND 

TRANSLATIONAL METHODS 

(Translocal) Sites of Inquiry: The Four STGHE Populations Included in my Research Study 

Multi-sited fieldwork in the Dominican Republic and United States took place for 

twelve months between May 2016 and May 2017, including four trips to the Dominican 

Republic (see Figure 2.1). Additionally, I took a three-week exploratory research trip to the 

Dominican Republic was taken in June 2015. To protect the confidentiality of the participants 

of this study, I refrain from referring to the individuals, programs, and organizations by name. 

One STGHE population of my study encompassed six STGHE based in various regions 

throughout the United States, all of whom partnered with a single Dominican host organization 

to offer global service-learning opportunities that bring students to participate in various health-

related activities in Dominican batey communities. Of the six STGHE, four were secular-

oriented programs from academic institutions and two were faith-based programs from 

(Protestant Christian) church organizations156: (1) medical students and program facilitators 

 
156 During fieldwork, what emerged was that distinguishing STGHE groups as either secular or faith-based (Christian) for the 

purposes of understanding the differences was not clear-cut. For example, although one of the two church groups identified as Protestant, the 

terms of engagement in bateyes were mostly secular (activities like bible studies, prayer, or evangelism are not part of their mission). The other 
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from an academic health institute located in the Gulf Coast region; (2) medical students and 

program facilitators from an academic health institute located in the Southwest region; (3) 

nurse and nurse practitioner students and program facilitators from an academic health institute 

located in the Southeastern region; (4) pre-health students and program facilitators from an 

undergraduate university located in the New England region; (5) high school and 

undergraduate students, health professionals, and program facilitators from a church located in 

the Midwestern region; and (6) high school and undergraduate students, health professionals, 

and program facilitators from a church located in the Pacific region. Teams from each of the 

programs ranged in size from 10 to 35 students. In this dissertation, I define “short-term” as 

fewer than eight weeks; however, most groups stayed less than ten days. 

 
Figure 2.1: Case study sites (red circle indicates La Romana province) 

I examined two interrelated “experiential-learning spaces” of US teams. The two 

learning spaces – that is, classroom training “at home” and experiential on-site learning in 

bateyes – may be geographically separated by the Caribbean Sea and yet are bridged by 

processes of knowledge production and the professional/intellectual formation of students. 

 
church group, however, actively engaged in evangelism, prayer with patients in medical clinics, worship service, or bible study. Another 

observation was the blurriness of the secular/religious dichotomy of STGHE groups. For example, although one of the university programs was 

officially nonsectarian, the program director chose to blur the secular/religious division by encouraging students to learn about “local culture” 

of which Christianity is a part of, which entailed students attending church. As for the other secular academic STGHE, participants imagined 

themselves as distinct from incoming faith-based STGHE. However, no such distinction is recognized in bateyes. Secular groups were still 

perceived by batey communities as Christian because secular groups arrived in bateyes on the same yellow school bus adorned with the name 

of the faith-based Dominican host organization as the faith-based groups.  
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Those processes include pedagogical strategies, curricular themes, learning processes, crucial 

teaching moments, administration/institutional politics, and others that define and influence the 

global health imaginaries of STGHE participants. In other words, the teaching/learning process 

is carried over from classroom training and is continued through the lessons that they learn in 

situ (in bateyes), and how students learn about the batey Other is largely shaped by how they 

are taught about the batey Other during predeparture global health educational training. 

Students of the four academic STGHE were required to take a predeparture educational course 

at their universities, over the duration of either one or two semesters. I observed and/or 

participated in two of the four programs; a third was comparable to one of those programs; 

and, information on the predeparture education of the fourth was gathered through an interview 

with the program director and the program website. A second service-learning space for 

students of academic STGHE was in “on-site” programming that unfolded in Dominican 

bateyes and mission house; I accompanied students for the majority of their activities.157 

Conversely, the service-learning space for students of faith-based STGHE primarily took place 

in the Dominican Republic. Rather than having a predeparture course, students attended daily 

classes at the mission house either before or after their visits in bateyes. Although described in 

greater detail in Chapter 4, the kinds of health-related program activities that students were 

involved in included: construction projects (houses; latrines; churches); mobile medical clinics 

(limited to health students and health professionals); health promotional education and 

behavior-change workshops; distributing packets of MannaPack rice; distribution of food 

boxes to each household; distribution of clothing and shoes; bible school/worship service; 

evangelizing activity, including group and individual door-to-door engagement; teaching 

English classes; installing water filters in homes; and building community gardens.158  

 
157 There was one team (a church group) that I was unable to accompany for much of their activities, due to a major illness that had 

me bedridden for their most of their week-long stay. However, I was able to observe a few of their evening reflections, and I interviewed a 

couple of participants including the program director. 

158 The least common activities (based on my observations and according to the host organization) were those that arguably stood the 

greatest chance of addressing health problems at the root, including the installation of water filtration systems (or better yet, community-wide 

projects like rainwater harvesting) and community gardens. Also less common – but what the host organization wished would happen more 

frequently – was the distributing of variety-food boxes and clothing/shoes. 
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The length of stay in La Romana for teams ranged between one to six weeks. All teams 

stayed in a gated and guarded, dormitory-style mission house affiliated with the Dominican 

host organization, where teams ate most of their meals, held daily lessons, evening reflections, 

chapel/prayer, and slept. I stayed in the same mission house which made it convenient for me 

to observe and interact with teams, including those not formally included in my study, 

throughout their STGHE experience. Upon arrival, each team was greeted by a staff member 

of the host organization, and they were given the same introductory speech, which always 

included a friendly-but-firm security warning that students should not stray beyond the mission 

house gates unless they are in a large group, and never after the evening curfew.  

A second STGHE population included in my study were the staff members of the 

Dominican host organization” – the Christian mission-oriented partner and intermediary non-

profit organization based in the city of La Romana who recruits and hosts foreign students and 

volunteers. The host organization, whose missionary vision and structure emerged in the 

1980s, is administratively and financially supported by North American conglomerates, as well 

as financially backed by certain local donors.159 They provide a mechanism of long-term 

outreach to surrounding bateyes. In addition to recruiting and hosting foreign STGHE teams, 

they have a promotora de salud [health promotor] program that hires and trains local female 

residents of bateyes to provide basic medical and preventive services in their communities. 

They also have a food and clothing distribution program. Also, they offer hospital services to 

the batey poor, because “no one is turned away.” However, what emerged in my research is 

that this gives foreign STGHE students and visitors the impression (or, misperception) that 

batey residents are guaranteed health care and that they even have a continuity of care, this is 

not the case according to batey respondents – the majority who reported that they cannot afford 

to pay the minimum payment required. Interviews and informal conversations included those 

 
159 Again – although I collected specific information, such as about mission statements, dates and timeline of key events related to 

establishment of the host organization, financing, donors, and other public and private affiliations supporting the host organization, etc., I 

intentionally keep such details vague to protect the host organization and their partners to the extent that I possibly can, walking a fine line 

between providing just “enough” information for my readers. 
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with staff members from a variety of levels of responsibility and pay-grade, including high-

level directors, those who worked directly with foreign teams each day in the bateyes, language 

translators, mission house supervisors, kitchen/housekeeping workers, and nightly security 

guards. The majority were ethnic-Haitians who were born and raised in a batey. All 

respondents spoke Spanish, while only a few spoke English and/or Kreyol.160  

A third STGHE population included in my study was the “host communities” – the 

bateyes that are within the scope of the host organization. There are approximately 180 bateyes 

in the La Romana region; of those, approximately 100 are within the reach of the host 

organization for STGHE. While a few of those bateyes host STGHE as often as three times per 

year, the majority of bateyes are only served once or twice per year. Some are directly owned 

by Central Romana Corporation while others are owned by independent planters (colonos) 

who contract with Central Romana, and the ownership strongly determines the kind of STGHE 

partnerships and activities that are allowed in bateyes. In general, company-owned bateyes are 

less likely to allow construction-related projects and prefer instead clinical projects (and 

occasionally permit the construction of churches).161 While a handful of those bateyes have 

been “adopted” by American teams who have committed to longer-term health development 

projects, the majority of bateyes receive only ephemeral and erratic care at the whim of the 

scheduling and availability that is arranged between American teams and the host organization.   

(Translational) Methods: Data Collection Tools and Data Analysis 

A research timeline, summary of respondent information, and interview guides are 

located in Appendix A. Ethnographic data came from semi-structured interviews, 

informal/casual conversations, participant observation, focus group interviews, and 

photovoice. Furthermore, a document analysis provided an additional source of information 

for my research. Details on each specific method are described below. 

 
160 During fieldwork, a staff member told me that, as a small child, you are dissuaded from speaking Kreyol because of stigma 

attached to Haitians. This racialized stigma is a form of structural and symbolic violence because it is imposed not only by those who identify 

as “Dominican” but is also embodied by those who identify as “ethnic-Haitian.” I later realized that more people understood and/or spoke 

Kreyol than had admitted. I observed this same dynamic in bateyes.  

161 These interesting relational power dynamics are unpacked in Chapters 3 and 4. 
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My fieldwork, as an embodied experience, lent valuable insights about STGHE and 

enabled self-reflection about the impossibilities of separating research from human 

relationships. In that sense, “participant observation,” as James Conquergood noted, 

“privileges the body as a site of knowing” and is crucial for a cultural politics analysis.162 

Participant observation was a primary method for data collection, one that “obliges its 

practitioners to experience, at a bodily as well as an intellectual level, the vicissitudes of 

translation.”163 It is an approach far removed from the armchair “philosophizing of the world” 

by earlier anthropologists whom Bronislaw Malinowski criticized. He detailed the importance 

of participant observation as a method that moves researchers beyond their comfort zone to 

live with or near the people you study, engaging in their community, eating their food, learning 

their language, taking part in their everyday life. By immersing yourself in a culture and 

learning to remove yourself every day from that immersion, “you can intellectualize what 

you’ve seen and heard, put it into perspective, and write about it convincingly” with the result 

of producing better research.164 I am thinking with Seth Holmes in his rich accounting as an 

embodied anthropologist as he studied undocumented migrant farmworkers in the United 

States and Mexico. He noted that it is not only your eyes and ears that collect valuable field 

observations but also our bodies.165 For me, it was my sore back from transporting cinder 

blocks or painting houses under an unrelenting intense Caribbean sun; the self-induced 

headache I got when I did not say no to a challenge to cut rebar using a terrifying generator-

powered circular saw that made my jaw clench as white-hot sparks flew; my red and blotchy 

and sometimes bleeding legs and ankles, which were always covered in swollen bites from 

unknown and unseen insects; and, my tired mind and weary body as I got little sleep in a noisy 

La Romana mission house with intermittent or no air conditioning after a day-long clinic in a 

 
162 Dwight Conquergood, “Rethinking Ethnography: Towards a Critical Cultural Politics,” Communication Monographs 58 (June 

1991): 180. 
163 James Clifford (1988: 24) 

164 H. Russell Bernard, Research Methods in Anthropology: Qualitative and Quantitative Approaches, 4th Ed. (Lanham, MD: 

Altamira Press, 2006). 

165 Holmes, Fresh Fruit, Broken Bodies, 34-35. 
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stuffy batey church, all allowing me a realization of how massive an undertaking it truly is for 

program facilitators to launch STGHE. It was also my (re)experiencing a co-ed college dorm-

style life at the mission house, the yellow school bus singing, and doing the “mannequin 

challenge,” all having me reflect on how young the students are that participate in STGHE and 

contemplate whether my research might expect too much of them. It was my drenched body 

after heavy downpours of rain in the bateyes followed by a miserable stickiness from the 

ensuing tropic humidity; it was those moments when the tears fell from my eyes at the most 

unexpected moments, anywhere anytime, but always triggered by stories or images of 

suffering; the persistent tickling in the back of my throat from inhaling the particles spewing 

from the nearby sugar refinery owned by Central Romana (see Figure 2.2); my hungover body 

from drinking too much rum and juice while dancing bachata at the colmado into the early 

morning; socializing at street parties over a game of dominos in the bateyes; and, my feverish 

sickened body as I laid in a private La Romana hospital bed with an IV pumping fluids into 

my arm after becoming dehydrated from a nasty upper-respiratory virus that had me bedridden 

at the mission house for six days, all of which had me sweating it out as I stared up at the ceiling 

and imagining the fear and suffering that is lived out and endured by those who fall ill in 

bateyes without the privilege that I had, of seeing a doctor and receiving the best care.  

 
Figure 2.2: Central Romana sugar refinery in La Romana, Dominican Republic. 

The sites of participant observation were numerous and both analog and virtual, 

including classroom lectures on university campuses, evening reflections on the rooftop of the 
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mission house and in a nearby palapa-covered restaurant, daily bus rides from the mission 

house to bateyes, leisurely excursions to a public beach near Bayahibe, administrative offices 

of the Dominican host organization and various La Romana clinics, webinars and conference 

calls, Blackboard and online training modules, STGHE program websites, and in bateyes (both 

alone and with US teams) and surrounding fields of sugarcane. I oftentimes was more of a 

participant than an observer. During 2 of 3 fieldwork visits in La Romana, I stayed in the 

mission house where foreign volunteers stayed during their STGHE.166 As a result of living in 

close proximity to American volunteers (and sometimes even being a roommate or hallmate), 

I became somewhat of a trusted member of both the US teams as well as the Dominican host 

organization staff. Moreover, I developed many meaningful friendships during this time, and 

my dual-sited ethnographic research entailed not only eating sugarcane in the fields with batey 

residents but also dining and dancing with Americans and Dominicans for memorable 

evenings. When I accompanied US groups in the bateyes, I was mindful of the difficult double-

task of observing their actions and interactions and writing rich fieldnotes while also often 

working side-by-side with them doing manual labor. Additionally, I often was more of a 

participant than an observer in the classroom of the STGHE offered by my own academic 

health institution, where my dual role was both teaching assistant and research investigator. I 

was keenly aware of the dilemmas of serving both as observer and participant, especially when 

I joined the American teams in their activities in bateyes. Despite my best hopes to establish 

myself in bateyes as a “third party” that was independent from the Dominican host organization 

and partnering American teams, the lines were blurry and I am certain there were times when 

batey residents saw me, an American, as not separate but part of. To offset this as much as 

possible, I distanced myself from the American teams and Dominican host organization by 

returning to the bateyes weeks or months later alone, when conducting information-gathering 

from batey residents. I hired my own driver and translator rather than hire those employed by 

 
166 My first research trip took place for seven weeks between May-June 2016. My second trip took place for 10 days between 

December 2016-January 2017. My third and final trip took place for three weeks between April-May 2017. In addition, I took a three-week 

exploratory visit in June 2015.  
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the Dominican host organization. Nonetheless, my inextricable relationships with my research 

subjects is undeniable, and I do not claim to be a neutral observer seeking “objective” 

knowledge (as if there is such a thing) of STGHE; instead, I embraced the unavoidable 

messiness of ethnographic research and acknowledge that my presence and participation 

undoubtedly changed the dynamic of what I was observing. 

Another primary ethnographic data collection method was semi-structured 

interviewing, including one-on-one individual interviews and focus group interviews (see 

Appendix A). The interview is an important tool for an in-depth, nuanced understanding of the 

lived experiences of individuals and how communities operate. Interviews move us toward 

encompassing the “how” and “why” questions that remain unanswered by the quantitative 

methods of positivism.167 I interviewed a total of 45 individuals using a semi-structured format 

from the four STGHE populations described above and summarized here: (1) Dominican host 

communities (batey residents, including health promotors); (2) Dominican host organization 

staff; (3) key informants (all of whom lived in the Dominican Republic and were 

knowledgeable about STGHE efforts and impacts in Haiti and the Dominican Republic); and 

(4) American students and program facilitators (directors, coordinators, team leaders). Each of 

these are described below. 

In the Dominican Republic, I interviewed 15 batey residents (6 men and 9 women, of 

which 4 of those women served as health promotors). Respondents lived in one of the five 

bateyes that I became the most familiar with during fieldwork; three were privately-owned 

colonatos and two were directly owned by Central Romana Corporation. Five respondents 

preferred to conduct the interview in Kreyol (instead of Spanish)168; all respondents self-

identified as either Haitian or Haitian-Dominican. Questions for batey respondents broadly 

 
167 George Kamberelis and Greg Dimitriadias, “Focus Groups: Contingent Articulations of Pedagogy, Politics, and Inquiry,” in The 

Sage Handbook of Qualitative Research, ed. N.K. Denzin and Y.S. Lincoln (Thousand Oaks, CA: Sage Publications, 2011), 545-561. 
168 Following in the footsteps of Michele Wucker and against the norms of anthropology, I take liberty of spelling “Kreyol” instead of 

the anglicized spelling (“Creole”). In other places in this dissertation, I similarly take liberty to use the spelling “Vodou” instead of the 

anglicized “voodoo,” as a means of distinguishing it from the dehumanized distortions of the religion from Hollywood, the media, and early 

anthropological studies. 
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sought to understand how they (materially and socially) experience health inequities by 

focusing on four areas: (1) experiences and challenges of everyday living and working in 

bateyes; (2) problems related to maintaining health and accessing healthcare; and (3) 

perceptions around STGHE interventions and ideas about how they can more effectively 

improve living and working conditions; and (4) relationships and experiences with other 

STGHE populations – that is, the Dominican host organization and their partnering American 

teams. 

Given that I have only a basic proficiency in Spanish and no proficiency in Kreyol, I 

hired an interpreter to assist me during interviews with batey respondents. Translating a 

language can be extremely complex, and conducting research requiring language translation 

inevitably raises questions about the accuracy of interpretation because social, cultural, and 

other contextual meanings can be lost in translation. The use of an interpreter (as opposed to a 

language translator) can help overcome those problems. Although I have research experience 

conducting ethnographic research with interpreters, two additional factors helped increase the 

trustworthiness and overall integrity of my research. First, rather than simply hire a random 

volunteer who could have provided free or inexpensive translation services, I hired a 

professional, quadri-lingual interpreter – one who came highly recommended to me by a key 

informant and who had specific experience as a medical interpreter. This was important, given 

that the entire focus on my dissertation concerns matters of health and health-related issues. 

Second, my interpreter was female and a Haitian native who has lived in Santo Domingo for 

many years, therefore she was able to multiply identify across the complexities of both 

countries and cultures, and crucial to this dissertation, able to speak of the difficulties of being 

Haitian in the Dominican Republic – that is, to the racial practice of anti-Haitianism. Moreover, 

she lent valuable critical intellectual insights into historical and current events that tether Haiti 

and the Dominican Republic, as well as both of those countries relationship with the United 

States. In fact, my interpreter became more than that to me – she became a key informant, a 

co-producer of knowledge in this dissertation, and a lifelong friend. Her identity as a Haitian 
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woman became invaluable as we engaged batey communities together. Much of the research 

done in La Romana bateyes that are within the reach of the host organization has rarely 

included the voice of batey residents; when it has, most researchers relied on translators 

employed by the host organization that may distort or bias information gathered from batey 

residents about their experiences. Because half of my interview questions were focused on their 

experiences and perceptions about STGHE (including their thoughts on American teams and 

the Dominican host organization), I believe that having an independent interpreter and one 

who was a young, female, Kreyol-speaking Haitian native, who was talkative and friendly, 

engaged and approachable, intuitive and empathetic, respectful and professional, enhanced the 

trustworthiness and reliability of my research. She brilliantly navigated those moments when 

signs of uneasiness emerged, and I observed how the promotors and other residents felt 

comfortable with her – and because of her efforts, they were also comfortable with me.  

Interviews with batey residents took place between May-June 2016 and between April-

May 2017, and I always traveled alone with my interpreter and driver. We stayed all day in the 

bateyes, typically arriving early in the morning and staying until 5pm.169 Our interviews took 

place inside or outside residents’ homes, and the location was always subject to change based 

on the vagaries of the rainy season in the tropics. Sometimes this meant quickly gathering up 

my notebook, electronics, and everything else and running indoors from an unexpected storm. 

At other times, this entailed the reverse: most of the houses had few windows and sometimes 

felt more like clay ovens; the merciless heat and humidity meant gathering our things and 

moving outdoors in the hopes of a breeze – I sometimes even silently prayed for the rain.  

 
169 Despite my wish to stay longer in the bateyes to gain a deeper understanding of their lived experiences, I was not allowed to stay in 

the bateyes after dark (or overnight) due to substantial pressures from my local interlocutors because of “security and safety” reasons. Indeed, 

there is a pervasive narrative that portrays bateyes as dangerous and deadly places to be, particularly at night, and foreigners are strongly 

encouraged to stay in groups and leave before dusk. I excavate the underlying assumptions and effects of these discursive representations 

elsewhere in this dissertation, but I wish to note here that I never once felt afraid or threatened in the bateyes. In fact, I strongly believe that the 

bateyes of the Dominican countryside are far safer than the cities, and it does harm to represent bateyes as violent places to visiting foreigners, 

instead of presenting a more balanced approach between vigilance and fear. I contend that such fear-driven narratives protect the institutions’ 

reputation at the expense of the human dignity of batey residents, and it engenders colonialist-racist stereotypes about The Other in the global 

health imaginaries of foreign students and other volunteers. 
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During the first round of batey interviews in June 2016, it became apparent to me that 

many of the residents I interviewed seemed to be reluctant to openly answer questions that 

invited critique, with only a few respondents being more open in their answers (sometimes 

after much probing and assuring them of their privacy and confidentiality). For example, I 

noticed that some residents were disclosing inconsistent or conflicting information. I also 

sensed hesitancy among respondents to answer questions about negotiating the daily struggles 

of living with poverty and marginalization: while some of their struggles were quite obvious 

to me, I would sometimes get pithy or superficial responses that were even contradictory at 

times, leaving me with a sense that there was much more hardship burrowed within. Even 

when I tried furthering our dialogue or when I prodded paradoxes that emerged in interviews, 

my attempts did not necessarily elicit more nuanced information or unravel contradictions. I 

found myself questioning my intuition that there was something more than what they were 

telling me (Maybe they are actually quite satisfied with the way things are, and it is insensitive 

or presumptuous of me to think otherwise). I also wondered why I would think that the batey 

residents might divulge openly with me as compared to other Americans (What makes me less 

of an outsider, just because I am driving up in a different kind of Jeep!). Ultimately, I don’t 

know what to make of such questions about authenticity, the required patience and iteration, 

and other dynamics of qualitative research for understanding the Other; and yet, my project of 

asking these questions at all in order to make visible the invisible experiences from the 

marginal space of bateyes – so often eclipsed or evaded by quantitative research – is (or, ought 

to be) an ethico-political imperative. 

Other ethnographers have pointed to similar challenges in working with marginalized 

populations. The following quote from Zora Neale Hurston (1901-1960) as she reflected on 

her own ethnographic research challenges of engaging with former black slaves living in the 

American South, sheds light on the possibility of shyness, or terseness, as a mode of resistance: 

“They are most reluctant at times to reveal that which the soul lives by. And the Negro, in spite 

of his open-faced laughter, his seeming acquiescence, is particularly evasive … The Negro 
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offers a feather-bed resistance, that is, we let the probe enter, but it never comes out.”170 More 

recently, Lisa Dodson and her colleagues relate the difficulties and opportunities in gathering 

information in the interview process to a method of self-protection, especially by those the 

vulnerable and marginalized. The practice of disguising talk, discounting speech, and other 

kinds of silence is used by respondents “is a common strategy of self-protection that is used by 

people with good reason to fear societal backlash” and that “this presents a particular challenge 

in the production of knowledge, as meaningful information may lurk in what is not said.”171 

(authors’ emphasis) Regardless of whether it is a form of resistance, self-protection, or a 

combination of both, batey residents are a vulnerable population who live within a context of 

historically-entrenched economic inequality and poverty, political disenfranchisement, and 

social abuse and exploitation on account of their black skin, on account of being Haitian, and 

on account of being undocumented im/migrants. Batey residents suffer fear of discrimination, 

fear of deportation, fear of violence, fear of illness and death, and fear of abandonment by 

STGHE – those whom they feel are sent by God and are the answer to their prayers for their 

suffering to end. This is the context within which STGHE actors – including myself – enter, 

and we must remain vigilant about the politics of representation and the unequal dynamics of 

power and vulnerability as subordinated perspectives are sought, and remain attentive to our 

own situatedness in that context of inequality.172  

In agreement with these researchers that focus group interviews may provide a safer 

ground for inquiry, I decided to conduct a focus group interview during the second round of 

batey interviews in April 2017. This was done for the dual purposes of discerning “hidden 

transcripts” in the discourse of people who are marginalized as well as to triangulate my 

research findings with my semi-structured interviews.173 The focus group was conducted in 

 
170 “Zora Neale Hurston’s Lost Interview With One of America’s Last Living Slave,” New York Magazine, 2018, 

https://www.vulture.com/2018/04/zora-neale-hurston-barracoon-

excerpt.html?utm_source=fb&utm_medium=s3&utm_campaign=sharebutton-t. 

171 Lisa Dodson, Deborah Piatelli, and Leah Schmalzbauer, “Researching Inequality through Interpretive Collaborations: 

Shifting Power and the Unspoken Contract,” Qualitative Inquiry 13, no. 6 (2007): 824, https://doi.org/10.1177/1077800407304458. 

172 Dodson et al., “Research Inequality,” 824.  

173 James Scott, Domination and the Arts of Resistance: Hidden Transcripts (New Haven, CT: Yale University Press, 1990). 
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one batey and was composed of 6 women, ranging between the ages of 18 and 50. It was 

conducted in Kreyol and lasted two and a half hours. The 3 broad topics I asked participants 

mirrored those of my one-on-one interviews but were confined to one or two questions from 

each area and included: (1) life in the batey as a female; (2) defining health and staying healthy; 

and (3) perceptions and experiences during STGHE with American teams. The focus group 

was an exceptionally positive and energizing experience for the respondents, my interpreter, 

and myself. The women were shy and hesitant at first, but twenty minutes into our discussion, 

they were noticeably more comfortable – they increasingly shared their stories, exchanged 

ideas and information with one another, and were seemingly more comfortable with openly 

sharing their criticisms with me (compared to some one-on-one interviews). Indeed, from some 

of my interviews alone, one might be led to believe that respondents were either satisfied with 

their lives in bateyes or had acquiesced to whatever life dealt them, even though their lives 

were difficult and painful. While this may be a plausible response and experience for some 

residents, the focus group seemed to confirm my intuition that there was, in fact, something 

more. I also believed that having younger women in the group invited a richer and more candid 

discussion, as conversations with middle-aged and elderly women seemed imbricated or 

overridden by implicit codes of politeness and/or religiosity (which were further compounded 

by the fear and vulnerability that permeates their everyday lives). With more time in the field, 

I would have liked to conduct more focus groups.  

A second STGHE population that I sought perspectives from was the Dominican host 

organization based in La Romana, given their important role as the “local partner” and 

mediating agency among American volunteers and organizations, batey host communities, and 

Central Romana Corporation. Interviews took place between May-June 2016 and between 

April-May 2017. I interviewed 5 employees of various rankings and roles, three of whom also 

served as language translators between batey residents and American participants. All 5 staff 

members were of Haitian descent and were either Haitian-born or born in a Dominican batey, 

and they were either bilingual (English-Spanish) or trilingual (English-Spanish-Kreyol). All 
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interviews were done in English. Questions for Dominican host organization staff members 

varied depending on their specific work-related responsibilities but broadly sought to 

understand the opportunities and challenges in more effectively improving batey conditions 

through STGHE: (1) positive and negative changes they have witnessed in bateyes during the 

past three decades of STGHE efforts; (2) STGHE interventions and on-the-ground activities 

that they believe have the greatest potential for improving batey conditions; and (3) factors 

thought to impede or obstruct efforts to bring about significant change to batey health (and, life 

itself) and ideas on how to redress those challenges. 

A third STGHE population that I interviewed were key informants, all of whom lived 

in the Dominican Republic and were knowledgeable about STGHE efforts and effects in Haiti 

and/or in the Dominican Republic. Interviews took place between May-June 2016 and between 

April-May 2017, and my interview questions for key informants varied widely depending on 

their backgrounds and expertise. One key informant was my Haitian interpreter, whose 

contributions were described above. A second key informant is an acquaintance of the now-

deceased founder and visionary of the Dominican host organization and its original mission. I 

was able to understand the origins and shifting missions of the host organization, and how this 

has impacted its relationships with batey communities, staff members and low-income 

residents of La Romana, and with American teams. A third key informant was an American 

citizen who has lived in the Dominican Republic for numerous years, working as a director of 

a La Romana clinic that offers experiential-learning opportunities to American students, albeit 

in a very different way than the host organization. In contrast with the predominantly non-

critical views of STGHE offered by the staff from the host organization, this key informant 

offered a critical lens based on her own vantage point and experience that helped nuance my 

overall understandings. Fourth, another collective source of key information came from a few 

members and/or collaborators of the Coalicion de Salud Comunitaria (COSACO). COSACO 

was established in March 2015 as a coalition to address the fragmentation of health and 

development efforts in the La Romana region that are exacerbated by the ever-increasing 
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numbers of non-local STGHE. Two members of my dissertation committee, as well as myself, 

are members of COSACO. Information gathered from COSACO members included 

overviews about the bateyes within the scope of the host organization outreach and general 

care patterns in bateyes.    

A fourth and final STGHE population group that I interviewed were the American 

students and program facilitators, to better understand their perceptions, orientations, and 

experiences. These interviews took place in the Dominican Republic and/or in the United 

States, between May 2016 and May 2017. Questions for respondents broadly sought to 

understand how health inequities are taught, learned, and addressed through STGHE education 

and interventions. Questions broadly focused on (1) perceptions of the significance and 

meaningfulness of their participation; (2) the pedagogical themes and knowledge base about 

batey health and society, especially the social and societal causes of health inequities and 

poverty; and, (3) factors thought to impede or obstruct efforts to bring about significant change 

to batey health (and, life itself) and ideas on how to redress those challenges. I interviewed the 

following individuals: 11 American college students (7 medical students; 4 pre-health 

students); 6 American program facilitators; and, 5 American health professionals (physicians, 

nurses, and physician assistants). Two gendered patterns among the six American teams are 

especially noteworthy and cannot be downplayed. First, all but two of the teams were led by a 

male program facilitator (and, one of the two teams under the leadership of a woman shared 

her position with a male counterpart). Second, the student participants of all six teams were 

dominantly women. I observed these same gendered patterns for the other groups that were not 

formally included in my study but were present during my stay in the mission house. Though 

beyond the scope of my study, this gendered pattern raises two interrelated questions – one 

about the structural inequalities that women face when applying to positions of power and 

authority in society, and another about the gendered differences in the roles and responsibilities 

ascribed onto boys and girls (wherein boys are taught to be leaders and care-providers while 
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girls are taught to be followers and care-givers, a gendered norm that seems to reinforce the 

structural barriers to female employment in leadership positions).  

My research also includes information derived from numerous informal conversations 

I had with other individuals. I often sat at the mission house and struck up conversations with 

American visitors who came and went. Others resulted from friendships I gained during my 

first trip of seven weeks. This data encapsulates information gathered from students belonging 

to nursing and physician assistant programs, students belonging to church programs, 

Dominican individuals who worked for La Romana-based non-profit organizations or health 

clinics serving batey populations, and other miscellaneous American individuals who were 

acquainted with the Dominican host organization and/or had been once been a student or 

volunteer of STGHE.  

A fourth ethnographic method used in this research was photography, in the spirit of 

photovoice. As with the focus group method, I used photography methods only with batey 

residents. My use of this method evolved over time due to shifting circumstances in the field, 

for numerous reasons.174 During my first phase of batey interviews (May-June 2016), the 

images were ethnographer-produced and are presented throughout this dissertation as a 

recording device that supplements my textual data. All photos presented in this dissertation 

were vetted, carefully edited, and converted into black/white tones if there were any potential 

identifiers, for the explicit purpose of ensuring anonymity. If photos could not be edited in a 

way that removed all possible identifiers, then these photos were left out. In addition to those 

“context-capturing” images, I also incorporated photography as a participatory and 

 
174 From the outset of my research, I wanted to incorporate photovoice and had hoped to purchase at least 8 used digital cameras (and 

SD cards and AA batteries) to give to 4 women and 4 men (cane cutters). My intention was to ask them to capture images of their daily 

experiences -  at home in the batey and at work in the cane fields (men). However, financially this was not feasible because of insufficient 

funding for equipment. More importantly, I became increasingly concerned about the political nature of my project in relation to the potential 

risks involved if batey residents were caught with cameras by their sugar employers, whose posture is to protect the industry from disturbing 

images that might hurt profits due to “bad publicity.” Although my rubric for would-be batey photographers would not be to photo-document 

living and labor conditions per se, it is no secret that the Dominican sugar industry is internationally known for human rights abuses of cane-

cutting laborers, and they are keenly aware of journalists, activists, and researchers like myself who might bring awareness to batey injustices. 

These concerns led me to abandon this method in June 2016; then, in April 2017, I decided to incorporate this method cautiously and limited to 

women only. While I did not explicitly ask that they avoid taking photos of cane-cutting work, I was not concerned about this because women 

are not allowed to work in the cane fields. 
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collaborative endeavor: at the end of all interviews with batey respondents, I asked respondents 

to select something/someone that they felt was representative, meaningful, or significant to 

who they are. They chose the location and content of the image and were given time to reflect 

on this if needed. As I took the photo, I asked them to share with me the meanings behind the 

image they chose, thus combining “the intentions of both ethnographer/photographer and 

informant and represent[ing] the outcome of their negotiation.”175 When possible, I had these 

photos printed and a copy later given to the respondents.  

In the second phase of batey interviews (April-May 2017), I shifted my photography 

methods beyond its use as an embellishment to textual data toward one that uses photography 

as data itself via photo interview methods, in the spirit of photovoice. Bettina Kolb notes that 

photo interviewing as a participatory method can be advantageous for engaging with 

disadvantaged populations in ways that result in a leveling of the power imbalance between 

researchers and participants.176 I purchased two used digital cameras to give to two female 

batey residents willing to participate in a photo interview. The women were trained on how to 

use the camera and were given approximately one week to take a minimum of ten images that 

represented the following three areas: (1) sources of health and/or happiness; (2) unhealthy or 

unhappy sources; and (3) what you would like to see changed in the batey. The women then 

sat with me for a one-on-one discussion of their photos. This photo interview project 

intersected with photovoice methods: although photo interviews were primarily for elicitation 

purposes, there was also an advocacy component because the interview asked about what the 

women would like to see changed, and why. Photovoice participants took an active part in my 

research, as photographer-interpreters, including selecting what photos reflected their 

community’s needs and assets, contextualizing what the photograph meant, and codifying 

various themes that emerged.177 Both photo interviews lasted approximately one hour. At the 

 
175 Sarah Pink, Doing Visual Ethnography, 2nd Ed. (Thousand Oaks, CA: Sage Publications, 2002), 76. 

176 Bettina Kolb, “Involving , Sharing , Analysing — Potential of the Participatory Photo Interview,” Forum: Qualitative 

Social Research 9, no. 3 (September 2008): 8. 
177 Caroline Wang and Mary Ann Burris, “Photovoice: Concept, Methodology and Use for Participatory Needs Assessment,” 

Health Education Behavior 24 (1997): 373. 
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end of our interview, I asked respondents if they would feel comfortable to use the camera as 

an advocacy tool for change with STGHE groups, and they both said “absolutely, yes.” I 

transferred all images to my laptop so that the women could keep their images on their SD 

cards along with the cameras, in case they wished to share these images with others or take 

new images in the future.   

In addition, I conducted a document review of collected textual data including. The 

“texts” included a wide array of analog and virtual sources: written documents (assignments, 

syllabi, curriculums, mission statements, other program support materials), artifacts, digital 

traces (websites, digital photographs, online blogs and videos), and other records that are “mute 

evidence” that, in some way, persist “physically and thus can be separated across space and 

time from its author, producer, or user.” 178 Indeed, texts are not mute but rather “do work: text 

performs a communicative act … describe, explain, advise, shape, narrate or even govern, 

sometimes performing in more than one modality simultaneously.”179 Language and other 

kinds of discourse are very important because an analysis of texts can lend insight in social 

research, including understandings of power, historical insight, and social interactions and 

relations. As such, my inclusion of document analysis was highly relevant. 

Last but not least, I kept extensive daily field notes of my observations and interviews 

(both formal and informal), as well as a personal journal of my fieldwork experience. Field 

notes are a primary method of capturing data during fieldwork. While researchers can 

audiotape or videotape formal interviews for later analysis, writing field notes “is virtually the 

only way for the researcher to record the observation of day-to-day events and behavior, 

overheard conversations, and informal interviews, which are the primary materials of 

participant observation.”180 

 
178 Ian Hodder, “The Interpretation of Documents and Material Culture,” Collecting and Interpreting Qualitative 

Materials 2 (2003): 155. 

179 Sophie Park, Ann Griffin, and Deborah Gill, “Working with Words: Exploring Textual Analysis in Medical Education 

Research,” Medical Education 46, no. 4 (2012): 373, https://doi.org/10.1111/j.1365-2923.2011.04184.x. 

180 Kathleen M DeWalt and Billie R. DeWalt, Participant Observation: A Guide for Fieldworkers (Lanham, MD: 

Altamira Press, 2011), 114. 
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I interpret individual narratives in relation to larger history and political-economy 

contexts for a sharper resolution of how social (including health) inequalities are produced – 

that is, I discern how an individual’s biology and behavior are structured by socio-cultural 

institutions, historical processes, and political-economic forces that are often unintelligible, 

invisible, or simply perceived to lie beyond their control. This kind of interpretive work 

presents a challenge to ethnographers because, as anthropologist Philippe Bourgois points out, 

often the “structures of power and history cannot be touched or talked to.”181 As such, I adopted 

a critical hermeneutical approach that analyzes individual lived experiences and their 

embeddedness or entanglements in historical, social, cultural, institutional, and political-

economic structures.182 I use a critical hermeneutical method of interpretation to connect the 

micro-dynamics of everyday troubles that batey individuals face with the macro-dynamics of 

structures (e.g., Eurocentrism, white supremacy, patriarchy, class elitism, migration laws, 

education and religious institutions, neoliberal capitalism, etc.), as a way of facilitating 

understandings of the “hidden structures and tacit cultural dynamics that insidiously inscribe 

social meanings and values.”183 This analytical approach is highly relevant to my cultural 

politics research because it facilitates understandings of the complex challenges confronting 

vulnerable populations against the backdrop of an increasingly globalized world, in which we 

are all rendered vulnerable, in various and differing ways. It seems more important than ever 

that ethnographers find ways to intertwine analyses of the “discursive” and “material” by 

enmeshing history and political economy with interpretive concerns in anthropology. Although 

interpretive ethnographers have traditionally objected to “hard” issues of power, economics, 

corporate interests, and historical change,184 Jamaican-born cultural theorist Stuart Hall argued 

that the traditional focus on “textuality is never enough” because power and politics – what he 
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referred to as the “nasty down below” – permeates textuality and culture at multiple levels.185 

As Joe Kincheloe and Peter McLaren point out, critical ethnographers should consider 

exploring the phenomena of globalized capitalism not as an end point of analysis, but as a 

starting point.186 Toward that end, my structural-level approach connects socio-historical and 

political-economy approaches (macro) with ethnographic engagements that illuminate the 

everyday lives of individuals (micro), foregrounding the perspectives of the most vulnerable 

individuals in ways that embed their experiences in the larger political structures, economic 

processes, social systems, and historical events.  

In terms of pragmatics for thematic data analysis blended with a grounded approach, I 

used QSR NVivo 10 software to illuminate and organize emerging concepts, themes, and 

regularities. I proceeded with thematic data analysis in two phases as described by Rubin and 

Rubin (2004).187 The first phase included creating an initial coding structure, and then 

systematically coding all transcripts. The initial coding structure was built around and 

corresponded to the three or four overarching categories of semi-structured interview questions 

for each STGHE population described earlier, as the “parent codes” with “child codes” (such 

as concepts, themes, topical markers, events). All transcripts were coded; during that process, 

emergent nodes were added to the initial coding structure. In other words, I used a combination 

of both formal coding schema (a priori codes were based on interview guides and informed by 

relevant theories and scholarship) and emergent nodes using a grounded theory approach, 

wherein coding, recognizing themes, and theory development are parts of one integrated 

process, emerging from the data without the use of literature. The second phase of data analysis 

and interpretation was a systematic examination and synthesis of themes and codes for 

comparisons, patterns, and connections. 

 

 
185 Stuart Hall, “Cultural Studies and Its Theoretical Legacies,” in Cultural Studies (London, UK: Routledge, 1992), 278–

84. 

186 Kincheloe and McLaren, “Rethinking Critical Theory and Qualitative Research,” 125. 

187 H. J. Rubin and I. S. Rubin, Qualitative Interviewing: The Art of Hearing Data, 2nd Ed. (Thousand Oaks, CA: Sage 

Publications, 2004). 



 

92 

ETHICO-POLITICAL DELIBERATIONS OF A CRITICAL ETHNOGRAPHIC REPRESENTATION 
 

Along with nihilists, we have to recognize that regardless of how brilliantly and trenchantly 

we critique it, we are destined to live in this world, not only subjects to its powers of 

domination but also contaminated by its corruptions.188 

In the midst of carrying out this ethicopolitical imperative through my research, I find 

myself in a quandary about how to represent and how much to represent of the struggles of 

vulnerable populations, including the historically disenfranchised population living bateyes, 

which has caused me endless anxiety. My worries articulate with the “continuum of 

vulnerability” that I described in Chapter 1, but here, I must do the uncomfortable work of 

laying bear my own negotiations, complicities, and compromises as a justice-oriented social 

researcher – many of which I share with other STGHE stakeholders as analyzed in Chapter 4. 

Throughout this dissertation, I draw attention to the sociopolitical origins of suffering and 

inequities as they emerge through batey residents’ narratives, and I make the case for the need 

of STGHE stakeholders to more intentionally integrate structural violence and social justice 

into their interventions and curriculums, if they are indeed serious about improving health and 

redressing inequities. Yet, the more that I analyzed my data and filled these pages, the more I 

realized how politically fraught my project is and what the literal life-and-death stakes are for 

certain people, programs, and systems in my study. And while I always engaged in self-

reflexivity by acknowledging that I – as a global health actor – am not outside or above the 

arguments I make, I increasingly was confronted by my own complicities in the very aversions 

to politics/justice that I critique and was challenged by how to deal with this throughout this 

project. On the one hand, I want to provide in-depth texts full of details that can be enriched 

with colorful images, including photovoice data, which would lend further credibility to my 

research, strengthen my overall arguments, and help offset the unequal power dynamics. On 

the other hand, if I disclose too much information I risk jeopardizing my respondents’ 

anonymity, thereby intensify their vulnerability. In its extreme, such exposure of batey 

respondents might get them forced out of their homes in the bateyes, fired from their jobs, 
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and/or deported to Haiti; exposure of American respondents and their institutions may get their 

programs singled out and revoked, defunded, or their access to bateyes may be denied by 

Central Romana Corporation. Such a move, as I have been cautioned on more than on occasion, 

would not only hurt US actors and programs but also the batey communities where they serve.   

For example, I thought long and hard about whether, or to what extent, to add the 

photovoice stories in this dissertation, a method that lends itself to as a participatory method 

for consciousness-raising and social justice. The photovoice data would undoubtedly enrich 

the texts of the women’s narratives in my dissertation and would reflect the participatory 

approach that I have used and advocate. The women signed their consent form granting me the 

ability to add their photos to my dissertation. However, adding the women’s photovoice images 

in full form and entwining them with their stories would make it possible, however unlikely, 

for others to identify them and their bateyes, which would increase their already-vulnerable 

status. Because of that risk, however slight, I have chosen to present only a few select photos 

that have been cropped, edited, and converted into black/white tone as a means of removing 

any potential identifiers. In addition, all of the photos presented in this project have been 

strategically incorporated in a way that they complement the adjacent text but do not match its 

source (respondent). The photovoice stories, though not published in this dissertation, will be 

shared privately, at the level of STGHE teams working in bateyes; and, I hope to inspire teams 

to use ethnography and photovoice to enhance their own community engagements and 

assessments. 

In this way, I find it ethically and politically fraught to risk the safety of my respondents 

for the sake of any academic or professional accolades that I might gain by pulling people from 

the shadows, however unlikely it is that my dissertation will be read by Central Romana 

administrators. However, in making this decision, I acknowledge that my central argument for 

a more deliberate integration of structural violence and social justice through STGHE seems 

hypocritical, given my own timid approach, which brings me to the epigraph quote that I, too, 

am subject to the corporate “powers of domination but also contaminated by its corruptions.” 
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And yet, in reading with Foucault’s analysis of power, there is something more that is 

happening: we have all embodied a system of security and surveillance, including self-

surveillance. Foucault understood that a system of surveillance is coercive, for example, the 

surveilling operations of Central Romana and the global sugar industry; he also understood 

that a system of self-surveillance is disciplining, for example, how we personally participate in 

delimiting or restraining our own voices and agendas, which reflects an internalization of 

institutionalized surveillance. Both modes of surveillance work together to control and/or 

silence those who speak truth to power, exposing how the humanitarian aid-industrial-complex 

(implicating everyone, including myself) unintentionally or unconsciously participate in 

perpetuating injustices that have consequences on the health and wellbeing of batey residents. 

But Foucault also pointed out that “where there is power, there is resistance.”   I take this to 

mean that there are creative possibilities for resistance, to which social movements are a 

guiding force. As actors who care about the health and wellbeing of the batey poor, we must 

collectively ask ourselves: what are we really afraid of losing by speaking to violence and 

injustice, what are the consequences of our silence, and what lessons can we collectively 

mobilize ourselves around from a contemporary history of successful social movements such 

as the suffrage movement, women’s rights, human rights, civil rights, LGBTQ rights, #MeToo, 

Black Lives Matter – each of which were launched ultimately in the name of health and human 

rights? 
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Chapter 3. Structural Sins, Social Injustice, Sugarocracy: The Production 

of a Precarious Workforce (Les Damnés) and the Rise of the “Global 

Health” Mission on Dominican Sugar Plantations 

I am the sugar at the bottom of the English cup of tea. I am the sweet tooth, the sugar 

plantations that rotted generations of English children's teeth. There are thousands of others 

beside me that are, you know, the cup of tea itself. Because they don't grow it in Lancashire 

… Not a single tea plantation exists within the United Kingdom. This is the symbolization of 

English identity … That is the outside history that is inside the history of the English. There is 

no English history without that other history.189 

HISTORICAL AND POLITICAL-ECONOMIC ORIGINS OF SUFFERING AND SALVATION IN 

BATEYES 

On June 19, 2016, forty-year-old Jean-Marc became dizzy and weak while he was 

cutting cane on a Dominican sugar plantation in el campo (the countryside) of La Romana and 

El Seibo provinces. Jean-Marc, like many cane cutters employed by the local Dominican sugar 

company called Central Romana Corporation, was an undocumented ethnic-Haitian migrant. 

Undocumented and stateless im/migrants are among the world’s most vulnerable populations, 

rendered guilty of a crime although their only offense was crossing borders in hopes of finding 

a healthier life. Dehumanized as “criminal,” Jean-Marc and other undocumented im/migrants 

are blamed for their risky “choice” to cross borders for their own economic gain because it is 

assumed in mainstream thought that there was a purely voluntary decision to be had. Perceived 

as “criminal,” undocumented im/migrant cane cutters are seen as deserving of their fate; as the 

ungrievable, they are at increased vulnerability to abuse, exploitation, and violence.190 Cane 

cutters are made an exploitable and disposable labor source, deemed useful only insofar as their 

bodies are capable of producing sugar for a global sugar market, but considered undeserving 

of rights and privileges such as a living wage and other workers’ protections that are sometimes 

(if begrudgingly) afforded to Dominican citizens and legal residents.  

Only adult men can officially work as cane cutters; cutting cane is bloody and 

backbreaking work that entails long hours of swinging a machete under an intense Caribbean 
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sun and tropical climate. Yet, cane cutters – disallowed to unionize or otherwise collectivize in 

our current neoliberal form of capitalism – are left on their own to deal with an exasperatingly 

low wage based on the tonnage of cane that is cut rather than by hours worked, reflecting a pay 

system that automatically puts the sick, injured, weak, and elderly at a further disadvantage. A 

poverty wage meant that Jean-Marc could not afford to sufficiently feed his family and himself 

and, on days like June 19, there was no food in the house for him to pack a lunch for sustenance. 

It also meant that he could not afford to take a sick day, even though he knew the health risks 

of working when feeling unwell. The neoliberal fetish of market freedom via deregulation 

leaves cane cutters at increased risk for work-related injuries and death, as adequate safety 

measures are not required or enforced by the sugar industry to protect its labor force. The 

violence of cane cutting work leaves countless laborers with missing fingers, missing eyes, 

missing limbs, and other kinds of mutilations. Yet, when cane cutters cannot work because of 

injury or illness, they are not given sick pay to tide them over until they recover.191,192  

Caught up in an “illness-poverty trap,” wherein poverty produces injury and illness that 

then exacerbates poverty, Jean-Marc, fully aware of the risks of his “choices,” had little choice 

due to insurmountable economic pressure but to continue working that day instead of taking a 

break to rest his sick and malnourished body.193 Five hours into his workday, he became so 

weak that he was no longer able to raise the machete to cut another stalk of the tough green 

plant. He told a co-worker that he was vomiting, had vision loss, and felt so ill that he would 

walk home. The distance back to his batey was four kilometers; since public transportation is 

unaffordable for many residents, Jean-Marc walked the entire distance alone despite his rapidly 

worsening health. Less than sixty meters from his home, Jean-Marc, no longer able to walk, 
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finally succumbed to illness and fainted on the railroad tracks that are contracted by Central 

Romana for transporting cane to the ingenio (refinery) in the city of La Romana. One of the 

many trains passing by, many of which I often saw hurtling past the nearby bateyes where 

children play, ran over Jean-Marc, instantly killing him. His broken body was found many 

hours later. He left behind a wife and three young children.  

Dwelling in the “archipelago of Human Otherness,” Jean-Marc belongs to the 

racialized category of the politically and economically damnés, a term conceptualized by 

Martinique-born philosopher and psychiatrist Frantz Fanon to describe the condition of 

formerly colonized peoples.194 As les damnés, Jean-Marc’s experience, along with the other 

batey experiences shared in this dissertation, is reflective of how a mostly black migrant labor 

force in bateyes occupy the conceptual space of precarious life – a space where violence and 

politics converge to dehumanize specific subjects, which increases their vulnerability to 

deprivation, exclusion, alienation, and forms of violence.195 In that space, cane cutters are made 

to suffer poverty as a consequence of racism, capitalist exploitation, and other structural 

injustices, as this chapter will argue. The health consequences of poverty afflicting their bodies 

are illness, injury, and even death itself. In Jean-Marc’s case, he spent most of his brief adult 

life cutting cane for the global sugar market in exchange for an exploitative wage; then, after 

giving years of his blood, sweat, and tears, he finally gave his life by working himself, literally, 

to death. All of this is largely made possible through our neoliberalized global capitalist system, 

wherein a set of exploitative political and economic strategies capitalize on the vulnerability 

of undocumented ethnic-Haitian migrant bodies as les damnés by denying them a living wage 

in exchange for their body-breaking work and simultaneously denying them recourse to legal 

and labor rights or protections.  

“We” (global health/global citizens) can hope for transformational change to alleviate 

their suffering and pain, but the power structures of racialized political economy – as this 

 
194 Sylvia Wynter, “Unsettling the Coloniality of Being/Power/Truth/Freedom: Towards the Human, After Man, Its 

Overrepresentation--An Argument,” CR: The New Centennial Review 3, no. 3 (Fall 2003): 321, https://doi.org/10.1353/ncr.2004.0015. 

195 Mazzaglia and Marcelino, “Migratory Policy as an Exclusionary Tool,” 170. 



 

98 

chapter illustrates – present a formidable barrier to their health, wellbeing, and empowerment, 

that cannot simply be ignored. Jean-Marc’s story of exploitation and suffering remains untold 

and hidden from the STGHE team who visited his batey just a week after his death; and, 

although STGHE have the best of intentions, one wonders whether, or to what extent, such an 

unruly mélange of well-meaning actors and institutions – professionals and lay people alike – 

realize the structural causes of suffering in bateyes and take actions to address them. Hispaniola 

and its population of sugar laborers have long been sites of foreign health and development 

intervention, including several centuries of missionary and colonial medicine, followed by a 

century of “international health” and more than three decades of our current paradigm of 

“global health.” Despite – or because of – this long history of western-led interventions, 

historically-entrenched health inequities among a mostly black labor force on sugar plantations 

persist, and efforts to significantly improve their health and wellbeing are continually stymied 

by social and structural inequalities (see Figure 3.1).  

 
Figure 3.1: “Les Damnés de la Terre.” A cane cutter returning to work with his machete. 
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THE STRUCTURAL VIOLENCE OF THE RACIALIZED POLITICAL ECONOMY ON ETHNIC-

HAITIAN SUGAR LABORERS 

In Pathologies of Power, Paul Farmer builds upon the work of Johan Galtung and 

liberation theologians to conceptualize “structural violence,” a term describing the historical, 

social, cultural, economic, political, institutional, and religious forces that constrain individual 

agency and contribute to human suffering through processes that create and maintain poverty 

and illness.196 These social arrangements are “structural” because they are rooted in the 

political and economic scaffolding of societies; they are “violent” because they cause human 

injury, oftentimes on those who are not responsible for perpetuating such inequalities.197 A 

Christian version of this concept is “structural sins,” a notion that was born in the context of 

Latin American/Caribbean liberation theology.198 Structural sins are the “sinful” structure 

within the political and economic systems of the societies in which we live and participate, a 

concept recently contemplated by Pope Francis who proclaimed that “inequality is the root of 

social ills,” that unjust exclusion and disparity gives rise to violence, and that “just as the 

commandment ‘thou shalt not kill’ sets a clear limit to safeguard the value of human life, we 

also have to say ‘thou shalt not’ to an economy of exclusion and inequality” because “such an 

economy kills.”199 This chapter draws inspiration from these insights and seeks to apprehend 

the structural sins that inflict pain and suffering on ethnic-Haitian cane cutters. With the 

liberation theologians, my research is premised in the notion that poverty – and the illness and 

injury that it causes and by which it is caused – is socially produced rather than a natural order 

of global societies, and that poverty is preventable by societies and its persistence is a social 

injustice. Rippling out from that premise, then, is to make the “preferential option for the poor, 

 
196 Paul Farmer, Pathologies of Power : Health, Human Rights, and the New War on the Poor (University of California 

Press, 2003), 40-41. 

197 Paul E. Farmer Bruce Nizeye, Sara Stulac, and Salmaan Keshavjee, “Structural Violence and Clinical Medicine,” 

PLoS Medicine 3, no. 10 (2006): 1686, https://doi.org/10.1371/journal.pmed.0030449. 

198 “Structural sins” are sometimes referred to as “social sins.” “Structural sins” refer to the harmful or violent conditions that 

cannot be reduced to individual sinfulness, but rather influence how individuals make decisions. My use of this term is derived from the 

following online article: https://catholicmoraltheology.com/where-is-structural-sin-in-laudato-si/.  

199 Pope Francis, Evangelii Gaudium, November 24, 2013, accessed May 1, 2017, 

http://w2.vatican.va/content/francesco/en/apost_exhortations/documents/papa-francesco_esortazione-ap_20131124_evangelii-gaudium.html  

https://catholicmoraltheology.com/where-is-structural-sin-in-laudato-si/
http://w2.vatican.va/content/francesco/en/apost_exhortations/documents/papa-francesco_esortazione-ap_20131124_evangelii-gaudium.html
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against their poverty”200 such that the proper domain of the priest (and as I argue, the doctor, 

global citizen, and others who care for the suffering oppressed poor) is political and in 

solidarity with the poor: “hence the poverty of the poor is not a call to generous relief action, 

but a demand that we go and build a different social order”201 that alters those existing unjust 

structures to favor the poor. This chapter indicts a racialized political-economic structure rooted 

in the global sugar industry, a structure that global health/development participates in, a 

structure that reproduces among its workforce a cycle of impoverishment, illness, and death at 

its very base. 

Using a critical political economy approach, this chapter analyzes the production and 

reproduction of suffering – that is, illness, injury, poverty, inequities – in bateyes within the 

historical context of social, cultural, institutional, economic, and political structures of 

societies. For this transnational/translocal study, the structures and processes I analyze are not 

myopically focused on the bifurcated island of Hispaniola but more broadly focused on Euro-

American involvement and intervention on the island, providing a more accurate 

understanding of how ethnic-Haitians have been made to suffer for sugar. Foregrounding the 

contributions of Latin American and Caribbean scholars, this chapter draws together insights 

from critical race theory, postcolonialism, neo-Marxism, and Foucauldian understandings of 

governmentality, to explore; (1) what discursive and political-economic forces gave rise to 

Dominican bateyes as a precarious workforce and its mostly black laborers and their families 

as the “underdeveloped” medically indigent; and (2) what forces and frames gave rise to the 

writ large global health mission in Hispaniola and shaped our approaches to caring for 

precarious populations. This chapter builds on the extant body of scholarship on the detrimental 

effects of the discursive and political-economic structures on Haitian populations living in the 

Dominican Republic202 and on studies that specifically focus on the plight of cane cutters living 

 
200 Leonardo Boff, cited by Farmer, Pathologies of Power, 139. 

201 Gustavo Gutiérrez, The Power of the Poor in History, trans. Robert R. Barr (Eugene, OR: Wipf & Stock Publishers, 

1983), 45. 

202 For example, see Trouillot (1990), Torres-Saillant (1998), Sagás (2000), Betances (1992), Wucker (1999), Ferguson 

(1992), San Miguel (2005), Farmer (2005). 
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in bateyes,203 and it adds to the body of knowledge that shows how global health and its 

antecedent paradigms participate in the political processes of governance.204  

My main argument is that the racial discourse of antihaitianismo205 is a root cause of 

suffering among ethnic-Haitian cane cutters and their families: their discursive dehumanization 

provides the underlying logic of oppression of ethnic-Haitian im/migrant laborers (and their 

African slave labor ancestors), which ultimately furthers the interests of global capitalism. I 

demonstrate how a system of lethal exploitation has stemmed from the shifting political 

rationalities of “government” throughout modernity, resulting in the production and 

reproduction of immense suffering of black laborers on Hispaniola sugar plantations; the 

United States –including state, business, and civil society – is implicated in this structural 

violence. I show how both the institutions of both sugar and global health – powerful symbols 

of the rise and spread of industrial capitalism – have continually been used as political tools 

that have often served the agendas and interests of American political and economic elites as 

well as the average American citizen – as those who enjoy the fruits of cane cutters’ hard labor 

by our mass consumption of sugary foods and beverages, and as those who participate in civil 

society-led STGHE. Although today’s global health actors typically imagine their activities as 

an apolitical paradigm that transcends the politics of colonial- and postcolonial- era health 

paradigms, this chapter argues that civil society-led STGHE (like the wider global health 

communities) do not avoid politics at all, and never have. Instead, they have become, and they 

enact, a kind of politics – that is, a new kind of governance. I conclude this chapter with some 

thoughts on the double commodification of laborers (by both the sugar and STGHE industries).  

In advancing this critique, I am not suggesting that all STGHE attempts to improve 

batey conditions are futile, nor am I trying to rouse cynicism about the possibility of 

 
203 For example, see Simmons (2010), VanderKnyff (2009), Wucker (1999).  

204 For example, see Biehl and Petryna (2005), Adams (2010), Birn (2017). 

205 Throughout this dissertation, “race” is recognized as a social construct rather than a biogenetic entity (an idea that lacks 

scientific validity). My analysis on “race” focuses on how it has been conceptualized, used between groups, and it effects people. Although 

“race” is not a biological fact, it remains necessary to understand how social discrimination and structural inequalities have produced health 

disparities between populations. 
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transformational change against a mountain of structural violence. Rather, my aim is to 

demonstrate the importance of political analysis to global health, by excavating the hidden 

ways that structural violence impedes health and by illuminating how we often unknowingly 

produce and perpetuate these death-dealing processes. Specifically, the contribution of this 

chapter is to shed light on how the invisible forces of colonial history, racism, corporate 

capitalism, and neoliberal governmentality converge as “killing abstractions” that authorize the 

bodily dispossession of ethnic-Haitian cane cutters and their families.206 Turning a blind eye 

to these structural injustices cannot bring STGHE to the kinds of transformational change in 

batey communities that global health aspires to – and more importantly – that batey residents 

hope and pray for.  

RACIAL EXCLUSION AND DEHUMANIZATION OF BLACK BODIES FOR PROFIT VIA SUGAR 

INDUSTRY: THE CASE OF ANTIHAITIANISMO ON THE CARIBBEAN ISLAND OF HISPANIOLA 
 

In the Middle ages, exclusion hit the leper, the heretic. Classical culture excluded by means of 

the General Hospital … the Workhouse, all institutions which were derived from the leper 

colony. I wanted to describe the modification of a structure of exclusion.207 (my emphasis) 
 

Once leprosy had gone, and the figure of the leper was no more than a distant memory, these 

structures still remained. The game of exclusion would be played again … two or three 

centuries later. The role of the leper was to be played by the poor and alienated, and the sort of 

salvation at stake … in this game of exclusion is the matter of this study. The forms this 

exclusion took would continue … with a new meaning but remaining essentially the major 

form of a rigorous division, at the same time social exclusion and spiritual reintegration.208 

(my emphasis) 

My analysis recognizes that an understanding of how cane cutters suffer the political-

economic structures of power is inseparable from an understanding of the discursive “doctrinal 

frameworks that protects them from critical scrutiny.”209 In this section, I examine the 

racialized discourse of antihaitianismo – a social discriminatory discourse and practice 

deployed as a means of political control against Haitians in the Dominican Republic.210 The 

 
206 Ruth Wilson Gilmore, cited by Lisa Marie Cacho, Social Death: Racialized Rightlessness and the Criminalization of the 

Unprotected (New York, NY: New York University Press, 2012), 7. 

207 Michel Foucault, “Madness Only Exists in Society,” in Foucault Live: Interviews, 1961-1984, 2nd Edition, ed. S. 

Lotringer (New York, NY: Semiotext(e), 1996), 8. 

208 Michel Foucault, History of Madness, ed. J. Khalfa (Abingdon, VA: Routledge, 2006), 6. 

209 Noam Chomsky, in Paul Farmer, The Uses of Haiti (Monroe, ME: Common Courage Press, 2005), 15. 

210 Ernesto Sagás, Race and Politics in the Dominican Republic (Gainesville, FL: University Press of Florida, 2000). 
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main argument advanced is that, although the myriad suffering – that is, illness, injury, 

impoverishment, inequality – of cane cutters is typically explained today as a problem of 

legality or income, it is a problem of structural and institutional racism; and, antihaitianismo 

has continually provided the justifying logic that has ensured a steady and cheap source of 

black laborers for the sugar industry. What emerges through my analysis is how 

antihaitianismo operates within a power/knowledge framework, wherein a braiding between 

the production of knowledge about the “human” and governing power are mutually determined 

and enact a politics of inclusion/exclusion that make it possible to calculate life as morally 

deserving or undeserving. To build my argument, I first explore the historical roots of 

antihaitianismo (in its earliest expressions) through the rise of Spanish encounters with natives 

and later black Africans during the Renaissance and into the Enlightenment. Then, I explore 

the legacy of antihaitianismo (in its more contemporary expressions), during the nineteenth 

and twentieth centuries. What emerges is a long history of tensions and debates on how to 

continuously justify the pain and suffering inflicted upon the black bodies on sugar plantations, 

even as our knowledge about “being human” has shifted across time and space. This section 

draws primarily from secondary data sources.  

Historical Roots of Antihaitianismo in the Renaissance and Enlightenment: The Rise of 

Colonialism and the Reconceptualization of Humanness from “Spiritual” to “Rational” 
 

And the savage peoples of the earth may be compared to uncultivated soil that readily brings 

forth weeds and useless thorns, but has within itself such natural virtue that by labour and 

cultivation it maybe to yield sound and beneficial fruits.211 

 

For centuries this country repeated that we are brute beasts; that the human heartbeat stops at 

the gates of the black world; that we are walking manure hideously proffering the promise of 

tender cane and silky cotton … they branded us with red-hot irons and we slept in our shit and 

we were sold in public squares and a yard of English cloth and salted Irish meat were cheaper 

than us and this country was quiet, calm, saying that the spirit of God was in his acts.212 

I draw insights from Jamaican cultural theorist Sylvia Wynter’s work on the discursive 

processes of dehumanization. She discusses how our knowledge of what counts as “being 

 
211 Bartolomé de las Casas, Apologetica Historia Sumaria, ed. Edmundo O’Gormon (Mexico, 1967), 258. Las Casas 

making the case for the humane treatment of the natives. 

212 Aimé Césaire, Return to My Native Land (Brooklyn, NY: Archipelago Books, 2014). 
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human” shapes how we see others and leads to the dehumanization of those perceived as less 

human (or, not human at all).213 Throughout modernity, our knowledge of the “human” has 

historically transformed from a spiritual, to a rational, and finally to a biological being, with 

each transition ushering in a reformulated Self/Other (Civilized/Barbaric) sociopolitical 

hierarchy based on a superiority/inferiority ranking system in which some persons and made 

to occupy the category of “symbolic life” while others are made to occupy the category of 

“symbolic death.”214 Those who are symbolically dead are those who lie beyond our sphere of 

moral obligation: as the morally undeserving, they are subjected and excludable from rights 

and protections and allowed to “let” die. I follow the racialized discourse of antihaitianismo 

through each of these historical transformations to show how this legacy has led to the 

pathologization of the peoples of the southern hemisphere, les damnés, who are those now 

referred to as the “Global Poor” – with a specific focus on the ethnic-Haitian sugar laborers 

living in Dominican bateyes.  

During Spanish colonization of Hispaniola, those who were dehumanized and made to 

occupy the category of symbolic death were the Taíno natives and later the imported black 

Africans, seen as justifiably enserfed or enslaved as laborers and subjected to the violence of 

the sugar plantation. How, within the context of a strongly Latin Christian Spain, was the 

violence of colonialism – as a new form of sovereign rule – made thinkable and justifiable? 

Although war and conquest had taken place before 1500, colonialism as a new mode of 

governance was specific to Latin Christian Spain, and it was no coincidence that it was 

synonymous with the intellectual rise of Renaissance Humanism and the political-economic 

rise of Liberal Capitalism.  

The Renaissance was as an intellectual movement that led to an historic rupture in 

knowledge of the “human” condition, initiated by early humanist scholars. Beginning with a 

1486 essay, they reformulated Christian dogma for a new understanding of “Man” who, no 

 
213 Sylvia Wynter, “Unsettling the Coloniality of Being/Power/Truth/Freedom: Towards the Human, After Man, Its 

Overrepresentation--An Argument,” CR: The New Centennial Review 3, no. 3 (2003): 257–337. 

214 Ibid., 263. 
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longer seen as fallen flesh at the mercy of an angry God now exists at the top of the Great Chain 

of Being near God himself, and “impeded by no such restrictions, may, by your own free will 

… trace for yourself the lineaments of your own nature … fashion yourself in the form you 

may prefer.”215 Though perhaps unintentional, this intellectual shift inspired curiosity and 

exploration, and it opened the door of possibility for more extreme kinds of human optimism 

and capability – those we are readily familiar with, like science, technology, industrialization, 

the university – and those we still too seldom account for: Eurocentrism and its colonial legacy 

of rule. Indeed, it was only a few years later, in 1492, that Columbus “discovered” the New 

World and established Europe’s first settlement on an island that he renamed La Española 

[Hispaniola], whose colonial name would become Santo Domingo. Directives from the 

Spanish Crown worked in harmony with – in fact, it was mandated by – Latin Christianity. A 

1493 decree issued by Pope Alexander VI granted rights to all lands in the western and southern 

hemispheres to Spain and Portugal and declared them responsible for Christianizing the 

inhabitants of those lands. This early “development” project, cloaked in the language of a 

“civilizing mission,” meant that land and people were assigned for life to Iberian empires, 

sanctioned by Crown and Church. 

For the colonies to be successful, the new developments (such as sugar production) 

required a steady labor supply, and the Spanish concept of limpieza de sangre – an early 

expression of antihaitianismo – helped provide the justifying logic of forced indigenous labor 

in Santo Domingo. Spanish expansion in the Caribbean ensued in the wake of a centuries-long 

war against the Muslim Moors who were considered barbaric idolaters by Christian Spain; 

limpieza de sangre [purity of blood] had been conceptualized by Spanish knowledge elites to 

help empire manage the uncertainties of an increasingly intermixed demographic.216 Limpieza 

 
215 Giovanni Pico della Mirandola, Oration on the Dignity of Man (1486), trans. A. Robert Caponigri (Chicago, IL: Henry 

Regnery/Gateway Editions, 1999), accessed November 3, 2014, 

http://www.andallthat.co.uk/uploads/2/3/8/9/2389220/pico_oration_on_the_dignity_of_man.pdf   

216 Sagás, Race and Politics in the Dominican Republic, 22. 
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de sangre was conceptualized around ideas about purity and blood lines.217 Made to occupy 

the category of symbolic death, people of “tainted” lineage (that is, those of Jewish or Moorish 

ancestry) were “Fallen Flesh:” idolators, infidels, heretics, pagans. Perceived as morally 

undeserving, they were excluded from offices in Church and State. At its foundation, limpieza 

de sangre was a political and class weapon that was “generated from a religious racism 

dynamic forged in the struggles against Arab-dominated Islam.”218 This discriminatory 

discourse of power ultimately protected the interests of Spain’s elites: it upheld the status quo 

by ensuring that elite families of “pure lineage” (that is, Christian) remained in power, cross-

generationally.219 

This racial discourse traveled with the Spanish overseas and informed a new social 

order as they encountered a new Other: the Taíno natives. Perceived as not-quite-human 

“savages,” natives were forced into the exploitive encomienda system of serf-labor and slave-

trading, a practice seen as consistent with the Christian evangelizing mission. Within a few 

decades, members of the Dominican order, most notably Antonio de Montesino and Bartolomé 

de las Casas – a missionary priest who was enjoying the fruits of his own encomienda until 

after his conversion – not only recorded the disastrous effects on the Taíno populations but 

began openly denouncing it. But the humanitarian argument of missionaries for the wellbeing 

of natives clashed with the economic argument of encomenderos for labor and production, 

leading to the1550 Valladolid debate between Las Casas and Sepúlveda. The debate discussed 

the rights and treatment of the natives by colonizers, but this debating topic pointed to a more 

far-reaching question around what constitutes “being human.”220 Ultimately, this debate 

reformulated humanness around a new criterion – that of “Reason.” Made to occupy the 

category of symbolic death, those presumed as lacking Reason – natives and blacks – were 
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“Irrational” and cast as the morally undeserving, justifiably enslaved, exploited, and “let” die. 

Through the seventeenth and eighteenth centuries, this reconceptualization of “being human” 

would be increasingly discussed through secular terms of natural philosophy and “natural law” 

rather than religious terms of Christian theology.221 This new knowledge of the “human” made 

colonialism and its institution of slavery thinkable by Christian Europe: it informed the 

relations between “colonizer” and “colonized” through a new Chain of Being comprised of 

hierarchical degrees of rationality, wherein “it was to be the figure of the Negro (i.e., the 

category comprised by all peoples of Black African hereditary descent) that it was to place … 

on a rung of the ladder lower than that of all humans.”222 This intellectual shift paved the way 

for the Trans-Atlantic slave trade that would forcibly dislocate more than ten million Africans 

from their homeland to the Americas between the sixteenth and nineteenth centuries.223 

In colonial Santo Domingo, early capitalists such as the rising middle-class of planters 

and merchants deployed a racialized discourse of anti-Africanism or anti-blackness that 

evolved into antihaitianismo, which they used as a means of consolidating power by ensuring 

profitable sugar production and trade through a steady supply of slave labor. Like the colonial 

power elites, the emerging middle-class was concerned about the increasingly intermixed 

demographic in the colonies. Now secular ideas about reason were transposed onto ideas about 

blood purity, and the concept of limpieza de sangre that once discursively dehumanized 

Muslims and Jews and those of mixed blood in Spain was recast to dehumanize the Vodou 

black Africans and those of mixed blood in colonial Santo Domingo. This new variant of 

antihaitianismo, like the older variant of limpieza de sangre, was deployed as a discriminatory 

discourse of power that informed a new racialized class stratum of slaves and mestizo and 

mulatto underclasses, ultimately protecting the interests of emerging capitalist class powers in 

the colonies. Through the discursive dehumanization of black Africans and their mixed-blood 

descendants, a white/black power disparity was firmly entrenched. 
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Although slavery did not take hold on a large scale in Santo Domingo compared to 

other colonies, slave labor led to a booming sugar industry in the sixteenth century: by 1571, 

Santo Domingo was exporting 1.3 million pounds of sugar.224 In the 1697, France took control 

of the western half of the island, forever physically and culturally dividing it, fueling hatred 

between the two, with long-lasting violent repercussions. While sugar production had 

languished in Spanish Santo Domingo by the 1580s (and wouldn’t revive for another three 

hundred years until a new wave of imperialism by Americans), in French Saint-Domingue a 

growing petit bourgeoisie – a middle-class stratum of capitalist planters – dedicated themselves 

to sugar production and capitalized on the plantation system and antihaitianismo social 

hierarchy that was introduced by the Spanish – so much so that Saint-Domingue became 

known as the “Pearl of the Antilles” because of the wealth it brought for France. More than 

half a million slaves were forced to drive a booming sugar industry in Saint-Domingue by the 

late eighteenth century.225  

During the eighteenth century, discourses about reason and the natural equality of all 

humans were inscribed with discourses about market exchange, especially in the wake of the 

French Revolution in 1789 and the intellectual movement of the Enlightenment (“Age of 

Reason”) that was characterized by the rise of western liberalism and the positivist human 

sciences. One of the earliest conflations of natural equality and market logics was the emerging 

science of economics, especially with Adam Smith’s The Wealth of Nations (1776). Liberal 

thinkers, the new knowledge elites, contributed new descriptive statements about “being 

human” that made “Rational Man” synonymous with “Economic Man:” those who were 

civilized were rational and those who were rational were economical and owned property – 

they were “homo economicus,” able to pursue their own self-interest through participation in 

 
224 Carrie Gibson, Empire’s Crossroads : A History of the Caribbean from Columbus to the Present Day (New York, NY: 

Atlantic Monthly Press, 2014), 85. 

225 “Trans-Atlantic Slave Trade Database.” On the backs of the African and Creole slave laborers of sugar plantations, France 

became a wealthy country and world power, as most of the profits and other associated benefits from sugar production were not seen in the 

development of the colony itself but rather were remitted to the French metropole. This amounts to an injustice of incredible magnitude that has 

oppressed the descendants of those slaves – particularly the precarious laborers in bateyes – into our present day.  
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market exchange and material accumulation.226 Even as liberal thinkers extolled the virtues of 

the natural rights to life, liberty, and equality of all humankind (white mankind, to be specific), 

the institution of slavery expanded in Saint-Domingue. But it gradually raised thorny questions 

of exactly which humans would have recourse to the Declaration of the Rights of Man (1789) 

and how that might apply to Haiti's interracial population and to the slaves themselves. As those 

no longer willing to be ruled over, the “unruly” slaves proclaimed their own humanity on the 

night of August 21, 1791, right on the heels of the 1783 success of those other “unruly” white 

settlers in the north who had had enough of British rule. The slaves of Saint-Domingue 

gathered for a secret Vodou ceremony, and, under the leadership of former slave coachman 

Toussaint L’Ouverture, they initiated the largest slave uprising in history, burning down the 

plantations, killing their masters while they slept, and sweeping the countryside to liberate the 

others. This event initiated the Haitian Revolution led by Jean-Jacques Dessalines, who 

eventually lead his army of slaves to fight their way to freedom and national independence in 

1804, establishing “Haiti” (recuperating the island’s Taíno name, Ayiti) as the world’s first 

Black Republic. Yet, the international reception of the two newly-independent nations couldn’t 

have been more different: despite the historical significance of Haitian Independence – or, 

perhaps as punishment because those blacks dared to demand their humanity – Haiti has been 

diminished as the outcast nation of the Americas ever since.227 

Meanwhile, across the border in Spanish Santo Domingo, colonial administrators had 

been dreaming of a racially pure society; forgetting their own history of African slavery, they 

grew anxious about their porous border, runaway slaves, and the Africanization of their 

population as the result of interbreeding.228 Their fears came to a head as they heard stories of 

Dessalines’ bloody military campaign. The Santo Domingo elites, with the support of the 

Catholic Church, reconceptualized a new variant of antihaitianismo that was inflected with 
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Hispanic nationalism, thereby further distinguishing their Spanish and Catholic “Civilized 

Self” from the Creole-French and African Vodou “Barbaric Other.” This knowledge 

transformation can be understood in the larger context of the new production of knowledge 

about “being human” that was ushered in during the nineteenth century and the rise of the 

natural sciences. 

The Enduring Colonial Legacy of Antihaitianismo in the Nineteenth and Twentieth 

Centuries: Reconceptualization of “Being Human” from “Rational” to “Biological” to 

“Illegal Criminal” 

From the nineteenth century onward, the category of “being human” shifted from 

“rational” to “biological” with the emergence of the human sciences, which replaced natural 

philosophy. Crucial to this shift was the theory of evolution through natural selection, in the 

wake of Charles Darwin’s On the Origin of Species (1842).  By the late 1880s, Darwin’s ideas 

would be tweaked and modified by Francis Galton, Herbert Spencer, and other scientists, 

whose ideas solidified under the disciplines of scientific racism, racial hygiene, and 

eugenics.229 Such new knowledge provided the basis for the reformulation of “being human” 

around ideas of evolution and heredity.230 Those who are “Evolutionary” were defined as 

“normal:” they strived for success via competition in the “survival of the fittest” and were 

“masters of capital accumulation,” revealing how “Rational Man” was now synonymous with 

“Economic Man” and “Evolutionary Man.” Conversely, those defined as “Degenerate” were 

dehumanized as those who deviated from that norm: the “pathological.” Made to occupy this 

new category of symbolic death, the “degenerate” were the morally undeserving and were 

justifiably excluded from rights or protections, made exploitable and disposable, and “let” die. 
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Wynter revealed how the occupants of that category in nineteenth-century histories morphed 

into the occupants that categorize it today, the racialized global poor:  

what might be called the archipelago of its modes of Human Otherness can no longer 

be defined in the terms of the interned Mad, the interned “Indian,” the enslaved 

“Negro” in which it had been earlier defined. Instead, the new descriptive statement 

of the human will call for its archipelago of Human Otherness to be peopled by a new 

category, one now comprised of the jobless, the homeless, the Poor, the systemically 

made jobless and criminalized – of the “underdeveloped” – all as the category of the 

economically damnés (Fanon 1963), rather than, as before, of the politically 

condemned.231  

Today’s racial discrimination relates to what W.E.B. Dubois termed the “Color Line,” 

which increasingly defined antihaitianismo throughout the nineteenth century.232 Santo 

Domingo’s racialized fears of a Haitian takeover were finally realized when Haitian president 

Jean-Pierre Boyer annexed the Spanish side of the island just on the heels of its first 

independence from Spain. Boyer abolished slavery and declared the Unification of Hispaniola, 

which lasted from 1822 to 1843. Although the lower (mostly rural) classes of Santo Domingo 

favored Haitian occupation and admired Haiti for its republican institutions and egalitarian 

society, it was vehemently rejected by Hispanic elites who were angered at the thought of being 

ruled by those whom they saw as racially inferior.233 Following armed conflict, they eventually 

won independence from Haiti and established the nation of the Dominican Republic; yet, 

Hispanic nationalism and distrust has been a by-product of the war ever since.234 As a testament 

of how anti-Haitian they were, they proposed their own annexation to Spain, believing that 

“annexation to a foreign power was the only solution to protect the Dominican Republic” from 

the “cruelty and the incursions of the black race.”235 Re-annexation of the Dominican Republic 
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to Spain lasted between 1861 and 1865. This expression of antihaitianismo served once again 

to ultimately protect the interests of the new “lighter-skinned” bourgeois and elite classes, 

even if it meant conceding some of their power to a foreign government. Anti-Haitianism 

prevailed even after the Haitian government helped defend Dominican sovereignty against 

Spain when Dominicans became disillusioned by Spanish rule. Today, Dominicans celebrate 

their national independence not from Spain, but from Haiti. 

A more contemporary variant of antihaitianismo, inclusive of its nationalist dynamic, 

can be traced to the early twentieth century and implicates US imperialism. As discussed in 

greater detail in the next section, the US military occupation of the Dominican Republic 

between 1916 and 1924 intensified antihaitianismo and led to the rise of right-wing 

nationalism that culminated in the brutal Trujillo dictatorship. During occupation, the US 

military government launched the first large-scale importation of Haitian migrants into the 

Dominican Republic as a cheap source of labor for the mostly US-owned sugar industry, much 

to the dismay of many Dominican nationals and at a time when scientific racism and social 

fears about the “African blood” of Haitian Others were intensifying.236 After US troops 

withdrew, Dominicans tried to curb Haitian migration but with little success because the 

corporate power of the sugar industry thwarted attempts, just as it still does today. Across the 

border, desperate Haitians were forced by poverty, political violence, and environmental 

degradation to emigrate to cut cane for lower wages than others. By 1935, the number of 

Haitians in the Dominican Republic had nearly doubled, from 28,258 (in 1920) to 52,657, 

further escalating racial tensions.237 A lasting consequence is that Dominicans increasingly 

came to view cane-cutting as “Haitian work” that was unbefitting to Dominican nationals.238 

As a colonial legacy, part of the expression of antihaitianismo became the stereotyping and 

stigma of those living in bateyes and working on the sugar plantations. 
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Dovetailing with the spread of nationalism across the globe, scientific racism informed 

a new variant of antihaitianismo: the black Haitian was a “degenerate” danger to society – not 

as a powerful force to be feared as in previous iterations, but as poor, illiterate, starving, and 

only useful for slave-like work in other countries.239 Through ideas about their presumed 

biological degeneracy (“bad blood”) – which carried ideas of moral/cultural degeneracy 

(ignorant or indolent behavior, low intelligence, poor hygiene, superstitious “voodoo”) and 

class/economic degeneracy (poverty-stricken; failure to accumulate capital) – Haitians were 

re-described as morally undeserving and justifiably excluded from rights or protections, 

exploitable and disposable, and “let” die in an evolutionary “survival-of-the-fittest” 

posture.240,241,242  The new expression of antihaitianismo resuscitated the specter of limpieza 

de sangre and reframed it through the secular language of biology, fueling Dominican fears 

that Haitians posed a sociobiological threat. The new variant of antihaitianismo, like the older 

variants, was deployed as a fear-driven discriminatory discourse of power that ultimately 

helped legitimate the oppression of the darker-skinned while ultimately protecting the interests 

of the lighter-skinned social order. 

Dominican frustrations over US occupation, foreign capitalist penetration, and influx 

of Haitian immigrants provided the backdrop against which the right-wing nationalist dictator 

Rafael Trujillo rose to power in 1930. The Trujillo regime spanned thirty-one years and was 

both violently anti-Haitian and dependent on Haitian labor supply.243 Trujillo’s nationalist 

campaign was inspired by his fixation with race, and he was elected in large part for his promise 

to fulfill the unmet Hispanic nationalist aspirations. Although Haitian and Dominican relations 

were relatively stable between 1930 to 1937, Trujillo (whose grandmother was Haitian) 

introduced policies for the “Dominicanization of the frontier,” rooted in state-sponsored racist 
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ideology and aimed at reducing the number of im/migrants – by which he meant Haitians.244 

To get this process underway, in October 1937, Trujillo ordered the killing of all Haitians who 

could not show proof of their legal status (excluding cane cutters on sugar plantations), in an 

event known as the Parsley Massacre.245 An estimated 15,000 Haitians including some who 

were Dominican-born were slaughtered; it was done in secrecy and was justified by the regime 

through lies about unrest and crime at the border.246 The massacre was referred to by locals as 

El Corte (The Cutting) because humans were chopped down like the stalks of sugarcane in 

nearby fields.247 It was nothing short of a genocidal ethnic-cleansing campaign to 

“Dominicanize” – that is, to whiten – the country’s stock, and it was followed by a series of 

racialized immigration policies including a 1939 law that targeted Haitians by limiting 

employers to hiring no more than thirty percent of foreigners comprising their workforce. This 

policy was resisted by the (mostly) US-owned sugar companies in the country, to which the 

Trujillo government conceded special dispensations that increased their hiring limit, ensuring 

that Big Sugar would continue to have its cheap labor source. Perhaps that is why the US did 

little to hold Trujillo accountable for the massacre. Hamilton Fish, the Republic chairman of 

the Committee on Foreign Affairs, at first calling for the US to break off relations with the 

Trujillo government, later reversed his position after visiting Santo Domingo, where he 

received a check from Trujillo.248  

The distillation of antihaitianismo with nationalist and xenophobic ideas took shape 

during the Trujillo era with the help of Dominican intellectuals, Manuel A. Peña Batlle (a 

historian) and Joaquín Balaguer (a diplomat), who assumed the following about Haitians: they 
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were inferior and uncivilized pure descendants of black African slaves who were illiterate, 

disease-ridden, idolaters who worshipped “voodoo” spirits.249 Balaguer revealed his 

commitments to Social Darwinism in his 1947 book, La Realidad Dominicana [The 

Dominican Reality], which advanced his belief that “Dominican people are a white Hispanic 

nation whose population has been weakened by mixture with the blood of non-white races.”250 

Trujillo and his cronies rewrote Dominican history by propagandizing a utopic version of the 

Spanish colony of Santo Domingo as a society without racial or class conflict, erasing their 

own history of African slavery, and diminishing the influence of Haitians in Santo 

Domingo.”251 Their efforts consolidated the “myth of the Dominican indio,” and helped 

reformulate antihaitianismo that forged race, culture, and nation into one and remains strongly 

influential to this day.252 Perhaps the best illustration of this was given by Trujillo himself, 

when he noted in 1947 that 

The race problem is, therefore, the principal problem of the Dominican Republic. But 

if the racial problem is of incalculable importance to all countries, in Santo Domingo 

the matter takes on immense proportions, as upon it depends, after a fashion, the very 

existence of the nationality that has for over a century been struggling against a more 

prolific race.253  

He also noted that “incest and other practices no less barbaric and antagonistic to the 

Christian institution … are common among the lower classes of the population of Haiti” and 

“the Haitian immigrant has also been a generator of sloth in Santo Domingo. The Ethiopian 

race is indolent by nature and applies no special forces to anything useful…”254 This discourse 

did not die with Trujillo’s assassination in 1961 but lived on during Joaquín Balaguer’s 

presidency – one of the longest-lasting in Dominican history.  
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After World War II, scientific racism was discredited and denounced; nonetheless, its 

legacy continues to underpin racist worldviews based on the myth of the biological reality of 

race and a hierarchy of superior/inferior.255 This can be recognized in the ways that a juridico-

legal language of “criminality” substitutes for a biological language of “degeneracy” for 

today’s variant of antihaitianismo, which still carries forward a racist-colonialist logic: the 

Haitian body is still perceived as an undesirable social danger and economic burden, but now 

this is described on the basis of their de facto criminal status as “illegal” persons. As “criminal,” 

they are the new morally undeserving who are justifiably punishable for border-crossing and 

unauthorized residence, excludable from life-sustaining rights and protections and “let” die. 

This rhetorical shift has taken place in the context of the increased numbers of 

“undocumented” and “stateless” Haitian im/migrants in the country over the last five decades. 

In step with the antihaitianismo logic that Haitians were only suitable for slave-like work and 

in sync with the practice of importing Haitian laborers initiated by the US military government, 

Trujillo and subsequent governments ensured that the sugar industry would continue to have 

its docile and cheap labor supply – legally or illegally. In 1952, he signed a labor agreement 

with Haitian president Paul Magloire, bringing 16,500 Haitians to temporarily work on sugar 

plantations.256 These bracero contracts benefitted both governments and were extended by 

Dominican president Joaquin Balaguer after Trujillo’s death and after the Duvaliers rose to 

dictatorial power and conducted their own reign of terror. However, after the 1986 overthrow 

of the Duvalier regime, these labor contracts came to an end. In reaction, the sugar industry 

began aggressively recruiting Haitian labor illegally, at times using deception and force, 

spiking the number of undocumented migrants in the Dominican Republic. Although 

government and business were responsible, society blamed the undocumented migrants. The 

citizenry, again horrified by the amplified presence of Haitian bodies, pressured the 

government to curb inflow. These tensions have resulted in erratic and episodic mass 
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expulsions of im/migrants over the past five decades, placing ethnic-Haitian populations at the 

whim of the Dominican government and vagaries of the global sugar market.257  

The latest of these immigration policies and their adverse impact on Haitian 

populations in the Dominican Republic were being realized during my exploratory research 

trip in June 2015; these policies illuminate the underlying racial logics of immigration debate 

and discussion. In September 2013, a controversial Dominican court ruling (Law 168-13) 

called for the retroactive stripping of the citizenship of people born in the country after 1929 

who could not prove that they had at least one parent of Dominican blood. It also called for the 

stripping of the legal residency status of im/migrants; given that the majority of im/migrants in 

are Haitian or of Haitian descent, it is unsurprising that the law was meant to specifically target 

them. International human rights groups denounced the law as a racist and “xenophobic ploy 

to rid people of Haitian descent.”258 Under pressure, the Dominican government established a 

national regularization plan (Special Law 169-14) in May 2014 that gave im/migrants one year 

to gather and submit official documentation as proof of legal residency by June 17, 2015, or 

risk deportation. The plan was touted as a fair pathway to reinstate citizenship, but as many as 

53,000 people born in the Dominican Republic lack proper documents to make their case, and 

fewer than 9,000 had registered as the deadline loomed.259 Not only did these immigration laws 

threaten to cast out an estimated 500,000 undocumented im/migrants but also, at the stroke of 

midnight on June 17, would arbitrarily strip an estimated 200,000 Dominican-born people of 

Haitian descent of their nationality, thereby rendering them stateless and without access to 

basic services (health care, education, etc.) for which identity documents are required.260 
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These immigration policies are rationalized by dominant members of State and Civil 

Society as a “legal” matter that has little to do with racism and xenophobia. At the level of the 

State, this race-neutral discourse has been deployed by Dominican president Danilo Medina, 

who dismissed criticism from abroad, arguing that control over immigration and citizenship is 

a sovereign matter and that the weak economy cannot accommodate excess labor.261 At the 

level of Civil Society, much of the citizenry believe that the country’s social and economic 

woes can be blamed on Haitian im/migrants – a scapegoat tactic. Similar logics are deployed 

in the US, whose citizens view undocumented Latino/a immigrants as a social and economic 

burden and who believe that their concerns are legal rather than xenophobic and racist. Those 

common grounds at least partially explain the US’s tepid reaction (like their tepid reaction to 

Trujillo’s Parsley Massacre) to Laws 168-13 and 169-14 compared to the rest of the 

international community. Global neoliberal capitalism is another explanation: the sugar trade 

agreement between Washington and Santo Domingo has historically served as a major 

incentive for Washington to turn a blind eye to human rights violations.262 While human rights 

groups were calling into question whether Dominican immigration laws violated human rights 

conventions, Washington has remained silent while quietly importing the majority of 

Dominican sugar exports through an arrangement that denies a living wage to cane cutters.263 

These latest anti-Haitian immigration policies have created one of the largest stateless 

populations in the western hemisphere; by ignoring them, the US is doubly complicit in the 

suffering of ethnic-Haitian cane cutters on Dominican sugar plantations. Historically, because 

the mass presence of a Haitian migrant workforce in the sugar industry was initiated by the US 

military government; and currently, by our silence in the face of injustice, the US perpetuates 
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the exploitation of cane cutters by importing the fruits of their labor through processes that 

keep them trapped in a cycle of illness and poverty.  

The unequal treatment of ethnic-Haitians through immigration policy can be 

understood as a “racial project,” an “effort to reorganize and redistribute resources along 

particular racial lines.”264 This is the case despite the ways that the impact of antihaitianismo 

on the suffering of cane cutters is minimized through a race-neutral language of “legality” and 

“criminality,” a dynamic that I detected in my ethnographic research. Antihaitianismo as a root 

driver of ill health and inequity in bateyes was a point of contention among the staff of the La 

Romana host organization – all of whom identified as Dominico-Haitian, born in Dominican 

bateyes to two undocumented Haitian parents. For example, one affluent and highly educated 

staff member told me that racism is not the reason batey folks are excluded from health and 

other social services, rather it is because of their poverty, low income, illegal status, and 

inadequate Dominican public health infrastructure. Two other staff members (also with some 

level of higher education) uttered similar sentiments. One other study found similar results.265 

This perplexing phenomenon reflects a class-based power struggle between the have-more and 

have-less in society, against the backdrop of their relative struggles for upward mobility and 

social standing within the neoliberal restructuring of global capitalism, which propels a New 

Social Darwinism survival-of-the-fittest competition for material accumulation. As Elizabeth 

Thomas-Hope noted, xenophobic racism against Haitians can and often is reproduced by those 

“who are themselves black [ethnically Haitian] and attempting to rise from poverty.”266 It 

exemplifies symbolic violence and what Frantz Fanon has described as the colonial legacy of 

oppression on the consciousness of postcolonial subjectivities, those whose contemporary 

realities have been historically inflected and mediated through a white power structure.267  
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De-racializing the unequal treatment of ethnic-Haitian cane cutters using a race-neutral 

language of “legality,” “border security,” and “income” is a whitewashing political technique 

that conceals the truth of the historic racism directed at black populations on Hispaniola and 

that continually demands the hardening of policies aimed at disciplining and punishing them. 

It deceptively has us believe that their precariousness – marked by their abuse and exploitation 

by their sugar employers and the global industry, subjection to the poverty diseases of bateyes, 

fear and threat of deportation, deprivation and alienation, and exclusion from life-saving rights 

and protections – has little to do with racial/ethnic discrimination and prejudice, and that the 

only barrier standing in their way to a healthier life is simply obeying laws and working harder. 

But as my historical analysis suggests, contemporary immigration laws (and the law, in 

general) have not been created in a vacuum devoid of the history of sociopolitical influence 

but instead are created by the society in which it functions and is thus subject to bias – including 

racial bias.268 Antihaitianismo discourses have been carried forward through state-sponsorship, 

the sugar industry, and civil society, all of who have knee-jerked immigration policies with 

every perceived demographic “crisis” dependent on whether the dominant society considers 

im/migrants an undesirable necessity or an unwanted threat. As such, immigration policies are 

hardly color-blind: the colonialist-racist assumptions of antihaitianismo run just beneath the 

surface and continually inform social policies – including immigration policy.  

In conclusion, antihaitianismo is trafficked through immigration policies through a 

discourse of “criminality/legality,” reinforcing the subordinate status of ethnic-Haitian 

immigrants in the Dominican Republic at the bottom of the social hierarchy as the morally 

undeserving who are justifiably excluded from rights and protections, made exploitable and 

disposable labor, and are “let” die for the profits that sugar brings. In this way today, 

antihaitianismo continually serves as the justifying logic of oppression through a rhetoric of 
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“national security” and “economic stability” that ultimately reaffirms status quo power, 

especially protecting the interests of the former bourgeois classes who today have since 

climbed their way to the elite status as the “Top 1%” in the US and globally, made possible 

through global capitalism. This history exposes how the sugar barons’ mastery of the so-called 

“survival-of-the-fittest” competition is less about entrepreneurial prowess and work ethic, and 

more about the cross-generational domination of a racialized population whose bodies were 

exploited for capital gains. 

The Coloniality of Power and the Politics of Antihaitianismo Today 

At the beginning of my fieldwork, I took a rather crowded gua-gua (public mini-bus) 

to explore the city of La Romana. At one point, the bus stopped and picked up two black-

skinned passengers who were presumed to be of Haitian descent. As the bus took off, I 

overheard someone behind me say (in Spanish): “You can smell them, Haitians have different 

blood.” Rather than a relic of a distant past, the blood/body politics of limpieza de sangre have 

outlived formal colonial systems of rule and are carried forwarded in contemporary 

antihaitianismo discourse and practice in our postcolonial democratic systems of rule. The 

politics of blood perpetuate the discursive dehumanization of the darkest-skinned folks and 

continuously justify the pain and suffering inflicted on Haitians and the Haitian diaspora today. 

Unsettling the mainstream belief that colonial history matter little today in our modern era of 

globalization, the “coloniality of power,” to borrow Anibal Quijano’s concept, emerges 

through the bus passenger’s discourse, reinforcing the racialized class strata and unequal power 

relations originally imposed by Euro-American colonizers of Hispaniola.  

The main argument advanced is that, although the suffering of ethnic-Haitian 

im/migrant cane cutters is often explained by dominant societies today as a problem of legality 

or income/poverty, it is rather a problem of historic and structural racism. My analysis has 

shown that the politics of antihaitianismo have not dimmed or disappeared with the passage of 

time but instead have been reformulated in ways that have continuously reconstituted black 
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bodies of Hispaniola as a precarious labor force and justified their suffering on the unhealthy 

confines of the sugar plantation. These findings have implications at the individual level (for 

example, hurtful interpersonal exchanges between passengers on a bus), and more importantly 

at the structural level because antihaitianismo continually serves to remind, inform, and 

enforce a sociopolitical order of things. Structural racism is deadly because its sources and 

methods are often invisible, obscure, and diffuse: these are the killing abstractions of racism 

and neoliberalized capitalism that justify the bodily dispossession of ethnic-Haitians in the 

Dominican Republic (and elsewhere).269 At times, racialized violence against Haitians is quite 

visible, although often downplayed by the Dominican officials, police, and media:  in 2015, 

amidst the rising tensions related to controversial immigration laws that stripped the birthright 

citizenship from Dominicans of Haitian descent, the corpse of a Haitian man was found 

hanging from a tree in Santiago. Dominican authorities were quick to rule out racism as the 

motive, even though anti-Haitianism is ever-present – on public buses, in cafes, and 

everywhere – and was not the first lynching of a Haitian person in recent history. 

A final conclusion about the relationship between race and capitalism serves as a segue 

into the next section. As Anibal Quijano noted, “from the sixteenth century onward, this racial 

principle has proven to be the most effective and long-lasting instrument of universal social 

domination.”270 My discursive analysis of antihaitianismo leads me to agree with Quijano that 

the idea of race was created by power elites as a “new technique of domination/exploitation” 

– that of colonialism – that was based on a hierarchy of race/labor.271 A relationship between 

race and capitalism is thus illuminated: the racialized class logic that brown and black bodies 

should be enslaved and coerced to do the bloody backbreaking work of harvesting cane on 

 
269 “Elsewhere” includes the US. In November 2017, the Trump administration announced it was ending a humanitarian program 

that allowed nearly 60,000 Haitians to live and work in the US following the 2010 Haitian earthquake. Haitian refugees must leave by July 

2019 or risk deportation. A few months later, Trump (reportedly) said in a private meeting that Haiti was among the “shithole” countries whose 

people are the undesirables.  

270 Anibal Quijano, “Coloniality of Power, Eurocentrism, and Latin America,” in Coloniality at Large: Latin America and 

the Postcolonial Debate (Latin America Otherwise), ed. Mabel Moraña, Enrique Dussel, and Carlos A. Jauregui (Durham, NC: Duke 

University Press, 2008), 183. 

271 Ibid., 184.  
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Caribbean sugar plantations was the political technique used to inform and reinforce a capitalist 

division of labor and production. In doing so, the needs and interests for the rise and spread of 

global capitalism, to which the sugar industry was fundamental, were fulfilled. Cast in this 

light, I argue that this racial discourse has had material consequences on bodies that have been 

historically perceived as in need of “development.” The discourse of antihaitianismo is the 

originary intellectual framework that not only made colonial and postcolonial subjectivities 

conceivable on Hispaniola, but it also is the discursive power that lies beneath the expansion 

of the political-economic apparatuses of governance, as the next section describes. This system 

of exploitation and oppression of cane cutters (and other precarious workforces) hold true even 

today in our presumably less colonialist, more democratic and egalitarian, contemporary states 

and societies: the idea of race (whether it has been defined through religious or secular terms) 

is the ordering principle that allows the perpetual abuse and exploitation of black laborers on 

sugar plantations, and exposes their postcolonial and neocolonial subjectivity. Although the 

politics of antihaitianismo have been reformulated throughout modernity, it has continually 

advanced a racist-colonial logic that informs a capitalist division of labor, resulting in centuries-

long exploitation of black cane cutters of Hispaniola whether it has been in the form of slave 

labor or migrant wage labor. The following section should be read with this in mind – suffering 

the unequal power hierarchy of global capitalism has never been simply a matter of class but 

has always been determined by an articulation of race and class. 

THE POLITICAL ECONOMY OF SUFFERING AND SALVATION ON DOMINICAN SUGAR 

PLANTATIONS: GOVERNMENTALITY AND THE COMPLICITIES OF “GLOBAL HEALTH”  
 

The story of a lump of sugar is a whole lesson in political economy, politics, and morality.272 

In the second half of this chapter, I hone in on those racialized political-economic 

structures that have created and maintained a precarious workforce of exploitable ethnic-

Haitian bodies for industry – including a steady source of laboring bodies for the sugar industry 

and, incidentally, a steady source of sick and poor bodies for the global health and humanitarian 

 
272 Auguste Cochin, cited in Scheper-Hughes, Death Without Weeping, 34. 
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aid industry, including STGHE. I demonstrate how exploitative strategies have been built into 

our political economy that cause the unrelenting persistence of suffering among ethnic-

Haitians on Dominican sugar plantations. What emerges is a long history of political and 

economic strategies for ensuring a steady and cheap labor source for global capitalism. I show 

how historical and contemporary processes reflect what critical geographer, David Harvey 

described as “accumulation by dispossession,” a process that has resulted in the consolidation 

of wealth and power in the hands of a minority through the appropriation of land and other 

assets from the masses of the poor and working populations.273 Interwoven in my analysis is 

how the United States government, business class, and civil society have participated in those 

structures of violence and injustice. In that vein, I show how sugar – a powerful symbol of the 

rise and spread of capitalism – has been instrumental for political and monetary gains that have 

oftentimes prioritized the needs and interests of Americans, including corporate elites and 

everyday citizens who enjoy consuming sugary foods and beverages.  

Secondly, although global health is widely perceived by practitioners to be an apolitical 

agent for change – one that is more egalitarian than earlier paradigms – I argue that global 

health is not above power and politics but instead is (and always has been) an inherently 

political endeavor, one that has often worked in relation to larger political-economic interests. 

I show, on the one hand, how the political economy has shaped global health and how it 

addresses the needs of the vulnerable poor like batey populations and, on the other hand, how 

global health has oftentimes advanced broader political-economic agendas and interests, 

whether in the name of empire, nation-state, or transnational/global entities. Global health may 

unwittingly reinforce the inequalities that its proponents purportedly attempt to nullify, thus 

drawing us to what Warwick Anderson has called “colonial pathologies.”274 

 
273 David Harvey, “Neoliberalism as Creative Destruction,” Annals of the American Academy of Political and Social 

Science 610, no. 1 (2007): 34-35, https://doi.org/10.1177/0002716206296780. 

274 Warwick Anderson, Colonial Pathologies: American Tropical Medicine, Race, and Hygiene in the Philippines (Durham, NC: 
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125 

In this analysis of power relations and the politics of inequality, it is helpful to 

understand how I define “government” and “governmentality.” I use these terms in the 

Foucauldian sense: I seek to understand the “art of government” from a sociohistorical 

perspective, by examining how the “practice that consists of governing was conceptualized 

both within and outside government, and … as close as possible to governmental practice.”275 

A study of the political rationalities of  “government” and “governing” focuses on the logics 

and operations of rule. “Rule” proceeds not only via States and Governors but also Civil 

Society, and operations of governance are diffused through the spheres of the economy, the 

legal system, medicine and healthcare systems, the educational system and classrooms, the 

citizenry, the media, the family, and every social domain. Nikolas Rose, expanding on 

Foucault’s work, notes that governmentalities – as political rationality – also have an 

epistemological and moral dimension that informs how objects (nation, population, economy, 

society) and subjects (individuals and citizens) ought to be governed.276 Governmentality is to 

be analyzed as an array of logics, strategies, techniques, and procedures “for rendering reality 

thinkable and practicable, and constituting domains that are amenable – or not amenable – to 

reformatory intervention.”277  

My analysis explores the shifting political rationalities of government beginning from 

the sixteenth century to the present, with special attention to the economic practices used to 

deal with the accumulation of capital. Woven into this analysis is an understanding of the 

relationship between the shifting paradigms of “global health” (missionary medicine, colonial 

medicine, then international health, and finally today’s global health) and the shifting 

rationalities of political economy (under the logics of empire, then nation-state, and finally 

today’s transnationalism/globalization).278 What emerges is how global capitalism has led to a 

 
275 Foucault, The Birth of Biopolitics, 2. 

276 Rose, “Governing ‘Advanced’ Liberal Democracies, 42” 

277 Ibid.. 

278 Given the immensity of this topic, I had to make choices about what to include and omit in my analysis. As such, I make no 

claims to have exhaustively explored all the ways in which the political economy has rendered ethnic-Haitian cane cutters as a precarious 

workforce. 
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power disparity with deadly consequences for the ethnic-Haitian sugar laborers, and how 

global health practitioners – despite and sometimes because of our good intentions – have 

simultaneously driven this capitalist system of lethal exploitation from the very beginning. 

Indeed, global health has always enacted its own politics and processes of governance – even 

civil society-led STGHE. 

Producing Les Damnés on Hispaniola Sugar Plantations: Imperial Dreams and Missionary 

Medicine (1492–1800) 
 

The Old World, gorged with gold, began to hunger after sugar; and sugar took a lot of 

slaves.279 

The Dominican Republic celebrates a history of “first” developments, thanks to the 

Spanish conquistadors: the first city, first university, first hospital, first paved street, and others. 

Less extolled are those other violent “firsts” that took place in the name of modern 

development: it was Spain who first introduced that sweet green plant, Saccharum officinarum, 

to the so-called New World in 1493 (specifically, it was first brought to the island of 

Hispaniola); it was Spain who first imported African slaves to the western hemisphere and 

were the last to abolish it. Sidney Mintz noted that, at the moment when Columbus built a 

settlement on Hispaniola, the institution of “development” was initiated,280 and that sugar – 

“that favored child of capitalism” – was at the center of the rise of capitalism.281 Columbus 

may have “sailed the ocean blue in 1492” in pursuit of “God, Glory, and Gold” – as those tales 

go that impress on the minds of children in American classrooms – but he and his successors 

were able to amass power by introducing the sugar-slavery industrial complex and a racialized 

division of labor/capital required for its success. That process entailed first a violent genocidal 

campaign to decimate and eventually exterminate an entire indigenous population who would 

get in the way of wealth and prestige, and then later the trans-Atlantic slave trade to further 

secure colonies and enrich empires (Figure 3.2). 

 
279 Claude Levi-Strauss, cited in Scheper-Hughes, Death Without Weeping, 36. 

280 Sidney W Mintz, “The Caribbean Region," Daedalus 103, no . 2 ( Spring 1974 ): 46.  

281 Mintz, Sweetness and Power. 
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Figure 3.2: Columbus, towering over the body of a Taíno, near Cathedral de Santo Maria  

in the Colonial Zone in Santo Domingo.  

During the era of European imperialism and expansion between the sixteenth and 

seventeenth centuries, the political rationality of government was associated with the demands 

and interests of “empire,” characterized as one of absolute monarchy. Foucault described this 

power as like a police state, with unlimited objectives, such as the privilege of intervention and 

regulation.282 In Spain, this was controlled by the Catholic monarchs, Isabel of Castile and 

Ferdinand of Aragón. Imperial rule during Spanish expansion in the Caribbean was 

characterized by domination via conquest and slavery as well as settlement and commerce. 

When Spain came to control a significant portion of the western hemisphere, this led to an 

unprecedented shift in the land-to-labor ratio.283 For this, imperial rule required new techniques 

to address emerging concerns of a rising merchant class and new market inflows of money, 

trade items, and other resources. The doctrine of mercantilism – an early expression of 

capitalism – was developed and was the economic counterpart to imperial power; although it 

was invented by the Spaniards, it would lay the founding structures of the first modern global 

capitalist system.284 European imperialism – exercised through mercantile economies – created 

new unequal power relations in the colonies in the often ruthless pursuit for profit, prestige, 

 
282 Foucault, The Birth of Biopolitics, 30. 

283 Wynter, “New Seville and the Conversion Experience of Bartolomé de Las Casas: Part Two,” 30. 
284 Ibid. 
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and power. In Spanish Santo Domingo and French Saint-Domingue, inequalities were drawn 

along a racialized division of (unpaid) labor, forged through the sugar plantation system and 

African slave trade, creating an extremely exploited workforce of slaves whose dehumanized 

bodies were reduced as commodities to be used for labor and trade until their bodies were no 

longer deemed useful for imperial sugar. Colonial relations were also characterized by class-

power struggles between the emergent petit bourgeoisie middle-classes in the colonies versus 

the upper-class echelons of the nobility and aristocracy in the metropoles.  

In light of the above, the exercise of sovereign power in the ancien régime – that of 

imperial rule over the colonies in Hispaniola – was the right to take life or let live; and this was 

realized through what Karl Marx referred to as the primitive accumulation of capital: “The 

discovery of gold and silver in America, the extirpation, enslavement and entombment in mines 

of the aboriginal population, the beginning of the conquest and looting of the East Indies, the 

turning of Africa into a warren for the commercial hunting of black-skins, signaled the rosy 

dawn of the era of capitalist production. These idyllic proceedings are the chief moments of 

primitive accumulation.”285 These processes included imperial and colonial strategies to 

displace, enserf/enslave and exterminate the Taíno native population, appropriate their land 

and extract its natural resources, transfer and consolidate the amassed wealth and power into 

the hands of foreign white men from Spain and France, establish the black African slave trade, 

and commodify native/black laboring bodies for sugar and market exchange. Accumulation by 

dispossession would be reformulated and repeated on both sides of the bifurcated island, even 

after the fall of the ancien régime that bought an end to empire and (eventually) the slave trade.  

The entanglement of medicine with the early sugar industry in Hispaniola was a 

significant driver of those structural injustices, especially in the ways the efforts of sugar 

planters and missionaries worked in relation to the political-economic interests of Empire. One 

of the roles of medicine in the rise of the capitalist sugar industry is evident from its origin: the 

 
285 Karl Marx, Capital: A Critique of Political Economy (London, UK and New York, NY: Penguin Books, 1981). 
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medical use and value of sugar at that time as a commodity incentivized Spanish colonization 

of the Caribbean for large-scale sugar production, inspiring imperial/colonial dreams of 

amassing profits, prosperity, and ironically, even good health. Indeed, it was a surgeon, 

Gonzalo de Vellosa, who took the first step and built the first sugar mill in 1513, in colonial 

Santo Domingo. In Vellosa’s time, sugar was a luxury item in northern Europe affordable only 

to wealthy elites. The medicinal uses of sugar had become widely established in Europe: “so 

useful was sugar in the medical practice of Europe from the thirteenth through the eighteenth 

centuries that the expression ‘like an apothecary without sugar’ came to mean a state of utter 

desperation or helplessness.”286 Perhaps this inspired Vellosa to try his hand at sugar 

production in the colony. 

Bound up in the entanglement of sugar and medicine was the Christian Church and its 

missionaries, altogether serving as an extension of Empire. Vellosa received support from the 

three Jeronymite monks who were the de facto colonial governors of Hispaniola from 1516 to 

1519. Their mission was to implement indigenous protections in the colonies at the request of 

Las Casas; however, humanitarian concerns about the health of the local population became 

secondary to economic concerns about the health of the sugar industry and its capacity to 

generate wealth and prosperity to Spanish populations. The monks began providing state-

funded loans to sugar planters and granted Vellosa sixty-seven Taíno natives as forced 

laborers.287 Although the monks believed this strategy was part of their benevolent mission for 

improving the conditions of the Taíno, the violence of “ecclesiastical imperialism” soon 

became evident.288 Indigenous laborers were pushed harder to keep up with production for 

colony and metropole; after the replacement of the Jeronymites, state-sanctioned assistance to 

 
286 Mintz, Sweetness and Power, 101. Mintz notes that the knowledge and desire for sugar was practically unknown in northern 

Europe before 1000AD, after it was introduced during the Arab expansion. Even by the 1500s, sugar was still a scarce item that wasn’t 

produced on a large-scale; therefore, it was a luxury that was only accessible to the wealthier echelons of European society, who used it as a 

medicine, spice, decoration, and display of wealth. 

287 Mervyn Ratekin, “The Early Sugar Industry in Española,” The Hispanic American Historical Review 34, no. 1 (1954): 

6. 

288 Daniel Castro, Another Face of Empire: Bartolomé de Las Casas, Indigenous Rights, and Ecclesiastical Imperialism 

(Durham, NC and London, UK: Duke University Press, 2007), 6-7. Castro notes that Las Casas (in his Historia de las Indias) did not 

advocate the overt subjugation of the natives but nevertheless leaves open the way for the possessors of the “doctrine of faith” to 

justify land appropriation and the exploitation of its occupants in order to produce “as a reasonable fruit the very best of men.” 
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planters intensified. By the 1530s, the island had thirty-four sugar mills and “plantations 

owning 150 to 200 slaves was not uncommon.”289 Estimated at one million in 1492, the Taíno 

population was decimated to approximately five hundred by 1548,290 but the early sugar 

industry would not be “let” to fail. The need for a new source of exploitable labor to meet the 

growing capitalist demands of Empire for sugar had already prompted the importation of 

African slaves as early as 1503.291 Las Casas even recognized the importance of forced labor: 

instead of opposing forced labor altogether, he worked within the imperialist system: to 

incentivize sugar production, Las Casas proposed that each sugar mill owner should be allowed 

to import twenty black slaves from Africa.292 Las Casas (like the Jeronymite monks) may have 

had benevolent intentions for the betterment of native populations, but his actions ran parallel 

to the dominant political and economic interests of Empire, through his tacit acceptance of 

Spain’s sovereignty over the inhabitants of the Americas and his “partial easing of the painful 

oppressor-oppressed relationships.”293  

Once the indigenous labor supply was depleted, the African slave trade provided a new 

cheap source of labor for Empire, entailing the capture and displacement of black Africans 

from their homeland and their enslavement on Hispaniola sugar plantations for three hundred 

years. The detrimental health consequences of sugar plantation life were apparent from its 

beginnings. Slaves were subjected to immense suffering for sugar production, forced to endure 

the dangerous work in cane fields, sugar mills, and boiling houses for the sake of producing a 

commodity that satisfied the dietary desires of a mostly European population and to satisfy the 

profit desires of the white colonial bourgeois and aristocracy. Within this social arrangement, 

black slaves were treated as exploitable and disposable labor and were themselves 

commodified and consumed on plantations at a murderous rate. An ethnographic glimpse of 
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the lethal exploitation that stemmed from the violence of imperial rule is given in the following 

rare account of a former slave in Saint-Domingue: 

Have they not hung up men with heads downward, drowned them in sacks, crucified 

them on planks, buried them alive, crushed them in mortars? Have they not forced 

them to eat shit? And, having flayed them with the lash, have they not cast them alive 

to be devoured by worms, or onto anthills, or lashed them to stakes in the swamp to 

be devoured by mosquitoes? Have they not thrown them into boiling cauldrons of 

cane syrup? Have they not put men and women inside barrels studded with spikes 

and rolled them down mountainsides into the abyss? Have they not consigned these 

miserable blacks to man-eating dogs until the latter, sated by human flesh, left the 

mangled victims to be finished off with bayonet and poniard?294  

This lethality of exploitation of enslaved laborers on sugar plantations brings me to a 

second entanglement of medicine: the earliest iteration of global health – that of religious and 

medical missionaries, whose approaches were shaped by and furthered the political 

rationalities of Empire. They worked toward imperialist ambitions such as preserving the 

health of slave laborers to the extent that colonies required a steady labor supply to drive 

nascent capitalist economies, even when this was carried out under the guise of benevolence.295 

This was in accordance with early sixteenth-century laws that mandated that slaves working 

on sugar plantations be provided health care.296 The structural violence of the sugar-and-

slavery complex produced sick, injured, and malnourished bodies, to which missionaries 

extended medicines and food. Though there are only a few studies on slave health on sugar 

plantations during imperial rule, one study (on conditions in the Danish West Indies) found 

that the most common illnesses among slaves were fevers, joint pains, sores, injuries such as 

fractures resulting from their labor, bacterial infections, intestinal worms, respiratory diseases 

such as pneumonia, influenza, tuberculosis, and diphtheria.297 Missionaries used medicine to 

fulfill their evangelist mission of drawing indigenous and black slaves to Christian doctrine 
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while simultaneously suppressing local medical and spiritual practices.298 Although health 

laws were issued by the Spanish Crown, they could be easily ignored in the colonies;299 the 

health of slaves was only necessary as long as the “keystone of Caribbean ‘development’… 

labor” would be guaranteed for Empire.300 

Medicine and its delivery by the missionary may have been the only source of salvation 

in a world ravaged by the pursuit of profit and power, but it was also a tool of imperial power.301 

Their efforts helped pacify the oppressed masses of slave laborers, protect the landowners and 

operations of the sugar industry, and enable capital accumulation for the political and economic 

elites of Empire. Just as Las Casas and the Jeronymites reconciled their humanitarianism with 

imperialism, missionaries aligned their efforts to work within the steeply unequal power 

structure of the sugar plantation between master and slave. This raised tensions between 

missionaries and plantation-owners, especially as more and more slaves were attracted to 

Christianity, as planters feared that the emancipatory story of Christian salvation might stir the 

minds of slaves and encourage them to call into question their captivity and possibly resist.302 

Chakrabarty noted that  

a great hindrance was the fear among the planters and merchants that the slaves 

would ultimately demand greater freedom, which would interfere with their 

commercial interests. Spangenberg [a protestant missionary] thus urged a distinct 

code of principles to be followed while preaching among the slaves. The missionaries 

were instructed not to interfere with commercial or plantation matters; they were to 

teach the slaves ‘it is not by chance, but it is of God, that one man is a master and 

another a slave’ and thus to follow the path of God for their inner salvation.303  

In other words, missionaries were instructed that the social hierarchical order of things 

was by nature – that these natural laws of Mankind were part of God’s plan that we cannot 
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question; therefore, emancipatory messages of salvation and hope must be restricted so that it 

not clash with the economic machinery of the colonies for Empire. Although this instruction 

was specific to Protestant missionaries serving on plantations in the Danish West Indies, the 

dynamic of placing humanitarian concerns as secondary to economic concerns is like of Las 

Casas and the Jeronymite monks. In these ways, the earliest paradigm of global health and 

development – religious and/or medical missionaries – participated in extending Empire and 

perpetuated an unjust system of exploitation afflicting enslaved sugar laborers.  

On a final note, the above passage has strong implications for STGHE today: this is 

about how the parameters are set around justice-oriented action. As I will show, not much has 

changed in terms of the power relations between health missions (both faith-based and secular) 

and sugar plantation-owners today, as the former cautiously toe the line and make concessions 

with the latter to provide just enough assistance to the suffering sugar laborers but not crossing 

the power line that might empower them to demand justice – better living conditions, a living 

wage, the enforcement of legal and labor rights. In other words, STGHE participants today 

choose not to disrupt the status quo enjoyed by Central Romana Corporation – who, in no 

uncertain terms, have the power to decide at any time to pull the plug on STGHE and block 

access to bateyes since they are located on privately-owned land. Just as the early missionaries 

were instructed not to interfere with the economic concerns of capitalism and sugar industry, 

today’s STGHE are still instructed or self-instructed not to interfere along a similar laissez-

faire attitude. Accordingly, STGHE may not implement projects that are perceived as “too 

political” like those bent toward social justice action – activities that may threaten the political-

economic capitalist machinery of a global sugar industry. And just as those early missionaries 

complied with Big Sugar by reducing their emancipatory missions of inspiring hope to one of 

“inner salvation,” so too have STGHE complied by shrinking equity- or justice-oriented 

visions to one of “empowerment” – both deflect attention from the broader structural injustices 

and dimmer possibilities for collective action for change for centuries on sugar plantations.  
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By mid-eighteenth century, the absolute rule of imperialism was increasingly 

challenged and disrupted by the colonial bourgeoisie, who had amassed enough wealth and 

power to resist the Crown. Believing they could further intensify production if only the king 

would impose fewer restrictions, planters and others eventually decided to do something about 

the limits executed by monarchy and aristocracy. Influenced by new ideas about the “natural” 

liberties and equality of Mankind developed by English philosophers like Thomas Hobbes, 

John Locke, and others, massive social upheavals led to the American (1775-1783), French 

(1789-1799), and Haitian Revolutions (1791-1804) that brought an end to the ancien régime 

and altered systems of trade under ideas about the self-limitations of governmental reason. This 

ushered in the Industrial Revolution and a new mode of governmentality – the philosophy of 

western liberalism.304 Specific to Haiti, when the former slaves of colonial Saint-Domingue 

won their freedom and established the Republic of Haiti, the sugar-slavery institution may have 

come to an end, but a new imperialism was about to begin that made sure that black bodies 

would continue to be exploited laborers who would suffer for the sugar industry. 

Relegating Les Damnés to Modern-Day Bateyes: Colonial Desires and The Rise of Public 

Health (1800s–1940s)305 
 

A hostile, ungovernable, and fundamentally rebellious Nature is in fact synonymous in the 

colonies with the bush, the mosquitoes, the natives, and disease. Colonization has succeeded 

once this untamed Nature has been brought under control. Cutting railroads through the bush, 

draining swamps, and ignoring the political and economic existence of the native population 

are in fact one and the same thing.306 

Foucault noted of this historic transformation of government rule that: “One might say 

that the ancient right to take life or let live was replaced by a power to foster life or disallow it 

to the point of death” such that life itself has become both the subject and object of 

contemporary power and politics.307 Nineteenth-century liberalism as a new “mentality of rule” 
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abandoned the “megalomaniac and obsessive fantasy” of absolute rule, insisting instead on the 

need to restrict state interference in the interests of the “free” individual, “free” trade, and the 

“free” market.308 Our contemporary mode of government (what Foucault termed “biopower”) 

operates not from a unified sovereign body like a king but instead is diffuse, exercised through 

sets of strategies, tactics, and techniques for that which is to be ruled: one set are disciplinary 

politics on individual bodies and a second set are biopolitics on populations – both find their 

place within Liberal rule.309 In response to criticism of Empire, liberal rule required a new 

technique to address what some folks like planters and traders felt was too much state 

interference – that is, regulation – in the burgeoning capitalist economies of colonies. A laissez-

faire doctrine was invented by the new profession of économistes, as the economic counterpart 

of post-revolution government, including that of the newly independent liberal democracies 

and republics. Laissez-faire economics was made synonymous with Liberal Rule, replacing 

Imperial Rule; this new political-economic rationality marks the rise and expansion of modern 

global capitalism. Liberal rule “inaugurates a continual dissatisfaction with government: when 

it comes to governing the market exchange, liberalism in theory allows a self-regulating “free” 

market and trade through a “hands-off” approach of the State that will not interfere with the 

market, unless such actions were necessary to protect it (thus, liberalism is not a negation of 

rule; it merely “rules from a distance”).310 

Despite the rhetoric of liberty and equality that defined liberalism, colonial governing 

mentalities of western powers did not dissolve but were rearranged as a new imperialism, 

creating new unequal power relations and struggles, which had severe consequences on the 

already precarious populations of postcolonial Hispaniola. This new imperialism was 

characterized by “territorial expansion in the tropics and the simultaneous pathologization and 

identification of these regions as unhealthy,” whether unhealthy bodies or markets.311 

 
308 Rose, “Governing ‘Advanced’ Liberal Democracies,” 43. 

309 Ibid., 44. 

310 Ibid. 

311 Chakrabarty, Medicine and Empire, 164. 



 

136 

Liberalism spread across Europe and the US, conjuring ideas amongst entrepreneurs and 

wannabes about the possibilities for development and profit via expansion of new markets, as 

if a new frontier was opened. Although Haiti and the Dominican Republic were independent 

nations, foreigners – increasingly Americans – kept their gaze on the island, where US state 

officials and businessmen grew increasingly concerned about European (especially German) 

influence. When European creditors demanded repayment of the debts that both countries’ 

dictators had amassed, US president Teddy Roosevelt, wielding his Big Stick, issued the 

Roosevelt Corollary of 1904 to the Monroe Doctrine of 1832. Ostensibly, both of those foreign 

policies were implemented to protect western hemisphere populations from future European 

meddling in “America’s backyard.” In actuality, the policies set the US on an interventionist 

path of laying claim to Latin America and the Caribbean, marking a new imperialism of 

American hegemony that has lasted for more than a century and into our present day. 

 Concurrently, between 1874 and 1916, Dominican president Ulises Heureaux and 

successor administrations established an alliance with foreign sugar planters who were looking 

to continue sugar production after the collapse of the plantations in Louisiana and Cuba at the 

end of the American Civil War and Spanish-American War.312 This paved the way for the 

formation of a new white immigrant class-power: these new sugar baron families (the Basses 

with their Central Romana and Conseulo mills, the Vicinis, and others) established a new 

kingdom of sugar in the Dominican Republic and formed a sugar bourgeoisie that amassed 

fortunes through tax exemptions and other political concessions.313 In order to fulfill their 

imperialist dreams of large-scale sugar production, substantial amounts of land and labor were 

required; the ways the new increasingly American-owned sugar companies acquired such 
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capital led to major social disturbances that had lasting adverse effects on local populations on 

both sides of the island.  

Through a liberal governing mentality, sugar businessmen were driving agencies and 

beneficiaries of processes of accumulation by dispossession in Hispaniola, including the 

forceful expulsion of the peasantry from their lands, the privatization of land and other state-

owned property rights, and the commodification of a mostly black migrant labor force for sugar 

production. The cornerstone of liberal capitalism was the drive for capital accumulation 

through the market, with emphasis on intensifying the productivity of labor.314 For capital, 

white foreign sugar barons would put those black local populations – those who were already 

poor and vulnerable – straight to work for sugar, at pitiful wages that kept them impoverished 

in a still ruthless pursuit for profit and power. In doing so, liberal capitalism did not bring about 

wealth and prosperity for all: it maintained the precariousness of the sugar workforce on 

Hispaniola, carrying forward their exploitive use for labor until their bodies broke and were no 

longer deemed useful for industrial capitalism and the booming business of sugar. By 1916, 

these processes were primarily driven by Americans; it is not a coincidence that this was 

synonymous with the spike in US consumption and with the US occupation of both the 

Dominican Republic and Haiti.315 

The historic rise of the modern-day Dominican “batey” and its profile of a mostly black 

Haitian migrant population was solidified during this era, a phenomenon that implicates the 

US in the dispossession of local rural populations in both countries. One set of strategies was 

the displacement of the Haitian and Dominican peasantry and ensuing social unrest in the 

countryside, with violent effects that rippled out into urban areas in both countries. On the 

Haitian side, American banana and sugar companies such as the Haitian-American Sugar 

Company poured into the countryside and displaced the peasantry in earnest in 1911 that led 
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to regional conflict. And when those “unruly” blacks fought back by attacking the company 

properties, US president Woodrow Wilson blamed Haiti and ordered its military occupation, 

noting in April 1915 that “the time to act is now.”316 He sent troops to invade and occupy Haiti 

under the guise of securing Haitian political stability, selling the idea to American citizens by 

announcing that he was “going to teach the South American republics to elect good men.”317 

On the Dominican side, US sugar companies turned their attention to the Dominican Republic 

beginning in the 1870s and turned the Dominican Republic toward sugar for the first time in 

more than three hundred years.318 They began large-scale sugar production for export by 

dispossessing Dominican peasants of their lands, rendering them as a new landless “pauperized 

and marginalized rural proletariat” class that created new class conflicts.319 This especially 

devastated populations living in the eastern region including La Romana, an area used only for 

small-scale subsistence agriculture until US sugar companies set their eyes on it for large-scale 

monoculture agriculture. 

One of those sugar companies was South Porto Rico Sugar Company (SPRSC), a New 

York-based multinational corporation who built the Central Romana sugar mill in 1910 and 

founded what would become the city of La Romana. Originally founded as a batey, La Romana 

was named after a large sugarcane weighing scale in the town center that had Roman numerals. 

Today, locals describe the origins of the city as a “company town” – it was built for the very 

purpose of developing a local sugar economy, wherein a handful of white foreigners profited 

off the backs of dark-skinned peasant and proletariat labor classes, in some ways replicating 

the colonial power hierarchy extending back to 1492. Despite, or because of, these economic 

development schemes, the Dominican government struggled with caudillo politics, political 

instability, and debt owed to European creditors, inspiring US president Woodrow Wilson to 
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send a contingent of marines in 1916 under the guise of negotiating the country’s struggles to 

repay its foreign debt. Yet, the rise of German hegemony and World War I combined with the 

desire of the US to protect its southern border and preserve hegemony over areas important to 

its economy were the most important and immediate causes of occupation,320 inspiring Wilson 

to authorize the military to fully take over, and there they remained for eight years. The US 

now had complete governmental control over the entire island of Hispaniola: the occupation 

of Haiti took place between 1915 and 1934 and in the Dominican Republic between 1916 and 

1924. During that time, American business capitalized on the new imperial order of things 

under liberal rule, and sugar companies were among the first to benefit from occupation.321 As 

Bruce Calder noted on SPRSC’s Central Romana:  

the sugar companies’ methods were so efficient that they sometimes obtained titles to 

whole villages. In 1921, two such hamlets, Caimoni and Higueral, which stood in the 

path of Central Romana’s expanding fields were burned to the ground. One hundred 

and fifty families were left homeless, the company having left no provisions for them. 

A few years earlier a similar case had occurred on lands bought up by the North 

American-owned Consuelo estate.322  

In an unprecedented land grab, Central Romana accumulated 144,000 acres that not 

only displaced the local sugar bourgeoisie but also smallholder peasant farmers.323  

A second set of strategies was the dramatic shift in the demographic composition of 

labor: the sugar industry had historically relied on slave labor, but with the Trans-Atlantic slave 

trade now illegal, capitalists came to heavily rely on migrant wage labor – most of them black 

– especially by the turn of the century.324 It was the Americans who began actively encouraging 

inflows of Haitian migrants into the Dominican Republic for the sake of sugar production, 

much to the dismay of Dominican nationals; this exacerbated the already extant tensions 
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between the two nations.325 The sugar barons had argued that an imported labor source was 

necessary because too few Dominicans were available, and both the Dominican government 

before 1916 and the US military government thereafter accepted this rationale.326 The US 

military government met the sugar industry’s demand for cheap labor by importing Haitians – 

a convenient political tactic because Haiti was also under US occupation and the recent 

dispossession of the Haitian peasantry from their lands had rendered them docile and desperate. 

Through this exploitive system, sugar companies began to aggressively amass profits from 

intensifying large-scale sugar production on the Dominican side, while taking advantage of a 

surplus of displaced peasants in Haiti who could provide the cheap labor source required for 

capitalism. During the 1920s, an estimated ten thousand Haitians per year emigrated to the 

Dominican Republic in search of a better life; sadly, they often ended up in the same kind of 

place they and their slave ancestors before them had been seeking to escape: the sugar 

plantation.327328 The majority received a basic wage of less than a dollar per day, an insufficient 

amount for survival, even then.329 

US military occupation had devastating effects on both sides of the island: (1) 

economically, the transfer of the domestic economy into foreign hands created dependence on 

international markets; (2) socially and ecologically, the inability of a monoculture plantation 

economy to produce a food supply because of deforestation and destruction of diversified 

agriculture created food insecurity; and (3) culturally, the rural peasantry, fearing further loss 

of land to US sugar corporations, joined together in an anti-imperialist stance to engage in 

guerrilla war against the US military, creating often brutal suppression. On the other hand, the 

US doubly benefited through exploitative imperialist strategies of liberal capitalism, including 
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the commodification of a mostly black Haitian migrant labor source that maximized the profits 

and power of a handful of political-economic elites. By the 1920s, American corporate interests 

dominated the majority of the Dominican sugar industry: US conglomerates came to control 

more than 81% of total acreage under sugar cultivation; of the total tonnage produced, less than 

5% was used by Dominicans while more than 95% was exported to the US.330 They turned the 

country into a leading exporter of sugar while enjoying a new high in world sugar prices. In 

many ways, liberal capitalism reproduced the operations of empire, wherein most of the capital 

was extracted and exported out of the country and into the hands of a wealthy white minority, 

while the precarious workforce of mostly black cane cutters used for capital gains were largely 

excluded from the fruits of their labor. Today, the US remains the largest importer of 

Dominican raw sugar exports – an extension and refraction of a colonial legacy. 

Although no longer slaves, the lethality of exploitation was extended to Haitian migrant 

laborers on Dominican sugar plantations under liberal capitalism, thanks to a largely 

unregulated industry. Imported cane cutters were housed in bateyes set up by sugar companies, 

and the unhealthy conditions confronting laborers were noticeable from the outset. Illnesses 

afflicting cane cutters included yaws, dysentery, leprosy, malaria, and elephantiasis; they also 

suffered injuries related to their labors due to an unsafe working environment.331 Most bateyes 

were poorly constructed, overcrowded, lacked electricity, running water, and plumbing – a 

public health nightmare. In 1926, the US consul in Santo Domingo reported that the living 

conditions were “primitive in the extreme” (and often worse for Haitians than Dominicans) 

and that most laborers “exist solely on a diet of yams, bananas, and other fruits, the average 

expenditure for food being estimated at from 15 to 20 cents per day.” Men wore a cheap shirt 

and trousers until they were useless, while women wore cheap cotton dresses and “the children 

for a considerable number of years are devoid of clothing of any kind.”332 Commenting on the 

unaffordability of shoes for most laborers, the consul further noted that, in the case of Haitians, 
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“many of these prepared a special kind of slipper … made of disused automobile tires, which 

costs them nothing.”333 Visitors in bateyes today will notice that not much has changed, even 

though the disease patterns have shifted. 

The structural violence of liberal capitalism on cane cutters of Dominican sugar 

plantations produced sick and injured bodies for the next iteration of global health – colonial 

tropical medicine/public health actors that recalibrate the imperialist and colonialist efforts of 

medical and religious missionaries. By the early twentieth century, the failures of nineteenth-

century classical liberalism were made evident. Studies by Friedrich Engles (1845) and Rudolf 

Virchow (1848) led to others that attributed workers’ ill health to the exploitation of proletariat 

classes. In response, a new mode of government in the name of collective security and health 

was developed – that of state welfarism – which fell somewhere on the spectrum between 

classical liberalism and nascent socialism.334 The economic counterpart of this mode of 

governmentality was Keynesianism, or “New Deal” Capitalism, especially after Roosevelt’s 

New Deal. This period was marked by state investment to protect industries at home and 

abroad, such as social welfare programs, labor and working standards, and infrastructure. This 

articulated with the rise of labor movements to improve workers’ conditions as well as the rise 

of the public health movement, "the organized efforts of society to protect, promote and restore 

the people's health" such as preventive measures and public health works for clean water, 

sanitation, and immunization.335  

While these Progressive movements led to significant improvements in the health and 

wellbeing of workforces in the US, these projects were undertaken differently in the colonies 

– they were not often systematically applied beyond the enclaves of colonial occupiers.336 The 

beneficial impacts would not be equitably distributed in US-occupied Hispaniola, and left cane 

cutters vulnerable to exploitation. For example, the Dominican labor movement took interest 
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in cane cutters’ conditions, and workers organized a union on one of the largest sugar estates, 

Consuelo.337 However, on matters concerning the working conditions of cane cutters and their 

right to unionize and strike, the military government favored sugar corporations: military 

governor, Thomas Snowden, invoked laissez-faire capitalist dogma against unions, believing 

that individuals had the right to negotiate with their employers but not to collectivize in a 

strike.338 As for the public health movement, any potential benefits of those projects were 

constrained from the outset, given that the military established a US-centric model of public 

health in the Dominican Republic with little regard for local context.  

In its eight years in the country, the marines constructed public health works such as 

sanitation programs, a sewer system, hospitals, a quarantine system, road construction, and 

telephone service; they also provided desperately needed healthcare professionals.339 Even 

while local populations stood to benefit, their needs were secondary to concerns about 

protecting the occupying military forces from tropical diseases and securing the sugar industry. 

Inadequate infrastructure made supplying the military difficult, which impeded their ability to 

fulfill their mission of building up the sugar industry.340 In that vein, colonial public health and 

its delivery by the US military and imported health professionals was a tool of power, 

foregrounding the liberal capitalist interests of the US government and business. Not only did 

they help support colonialism by keeping migrant labor productive and healthy enough, they 

were also crucial to “winning hearts and minds” to help pacify the oppressed masses of migrant 

laborers while protecting the landowners and operations of the sugar industry and the new 

imperialist order. Sanitation reform, for example, emphasized as a means of improving civil-

military relations.341 Such projects could be seen by local populations as the beneficial effects 

of colonial occupation as a kind of “hygienic enlightenment, whereby colonial powers could 
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be seen as bringing progress – in the form of improved hygiene, proper etiquette, and as 

improved lifestyle to its ‘backward’ colonial subjects who were assumed to be unwashed and 

unhealthy.”342 As for the health of Haitian cane cutters living in bateyes, however, the US 

military government, just like the Dominican governments before and after occupation, had 

little interest in improving their living and working conditions.343  

Despite any well-meaning intentions and unquestionable improvements in the 

provision of health care, the harmful consequences of US-led colonial public health efforts 

included (1) the implementation of the US biomedical model with little regard for the local 

historical, social, political, and economic conditions and the marginalization of local folk 

medicine and practitioners whose practice was made a crime punishable by up to one year in 

jail, and (2) the failure to train a local workforce, so that when US troops withdrew, the 

Dominican public healthcare system was left devoid of the money and expertise required to 

continue its functioning.344 Linda Whiteford has traced the inadequacy of the Dominican 

public health care system today to these neocolonial forces, noting that its failures to meet the 

health needs of its populations stem from its development as an extension of US foreign 

policy.345 In addition, colonial public health largely excluded the entire batey population 

(perhaps the poorest and sickest) from any benefits potentially gained by the wider population. 

The persistent differences in mortality and morbidity rates between Europe/US and its colonies 

is the colonial and neocolonial legacy of liberal economics and global health today. 

In conclusion, the US imperial project – under liberal capitalism – in Hispaniola 

effectively advanced political-economic interests by ostensibly restoring order under the guise 

of the benevolent mission to “re-establish order, peace, and security for all in the country, and 

to provide employment to all those who were suffering,”346 allowing the accumulation by 
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dispossession through a largely unregulated booming sugar industry and exploited labor. 

Colonial public health was an extension of the colonial military government and helped 

perpetuate a system of exploitation. This raises questions about whether these neocolonial 

development efforts could be called development at all, as the end result was that “the bulk of 

profits were shipped abroad and most of the rest remained in the hands of a few elite” 

immigrant families while those who made those profits possible – the displaced peasant 

farmers in both countries and the black cane cutter labor force – received next to nothing, given 

their exploitative working conditions, low pay, and wretched living conditions.347 In hindsight, 

one US senator lamented that the main result of US occupation on Hispaniola populations was 

“the enhanced opportunities of American capitalists to loot the resources … of which they are 

promptly availing themselves under the protection of American guns and diplomacy.”348 Even 

one of the marine officers in hindsight wondered if he had been little more than a “racketeer, a 

gangster for capitalism” or a “high-class muscle-man for big business.”349 American citizens 

were also to blame in driving these injustices for their role as consumers. As Sidney Mintz 

(1985) noted, “the ever-rising consumption of sugar was an artifact of intraclass struggles for 

profit … that eventuated in a world-market solution for drug foods, as industrial capitalism cut 

its protectionist losses and expanded a mass market to satisfy proletarian consumers” and that 

“whatever British capitalists had learned about sugar as a source of profit after 1650, North 

American capitalists learned far more quickly.”350  

Another lasting legacy of US occupation was breeding a stronger sense of Dominican 

nationalism with a distaste for foreign rule, especially in the countryside, which helped bring 

occupation to an end. Still another legacy was the Guardia National Dominicana (national 

police force), a group of locals trained by the American marines351 – one of whom was Rafael 
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Leónidas Trujillo, who quickly rose to power once the US military withdrew from the country, 

was elected president in 1930, and then held the country captive under a thirty-one-year brutal 

dictatorship. The nationalists played a marginal role in Trujillo’s rise to power.352 However, 

their post-occupation efforts emphasized anti-imperialist politics, including campaigns against 

the US-owned sugar companies and their privileges, became a stream of thought that was 

pushed underground by Trujillo, who ushered in a different kind of nationalist agenda. 

Although US president Franklin D. Roosevelt denounced the rise of other nationalist dictatorial 

governments during the late 1930s – especially the Mussolini and Hitler regimes – he appeared 

content with the Trujillo regime, and he even issued the Good Neighbor Policy (1933) toward 

Latin America/Caribbean that “the definite policy of the United States from now on is one 

opposed to armed intervention.”353 This policy allowed the US to turn a blind eye to Trujillo’s 

tyranny.354 Plus, after World War II and the destruction of the Nazi threat in 1945, the US 

perceived a new national security threat by 1947. Communist Soviets replaced Nazi Germans 

as the new menace lurking in “America’s backyard,” and the US would consider Trujillo a 

better option than other leaders in the region perceived as leftist sympathizers. Even after 

Trujillo’s brutal acts, such as the Parsley Massacre of 1937, were widely known, a degree of 

complacency continued through the Eisenhower and Kennedy administrations in order to 

protect American national interests. Trujillo enjoyed decades-long support from the US 

government, and the commodity of sugar became a primary vehicle of reciprocal manipulation 

between the two nations within the context of Cold War politics.355 This would perpetuate the 

unchecked capitalist strategies of exploitation of ethnic-Haitian cane cutters, keeping them in 

an illness-poverty trap even as a new era of “international health” had just begun. 
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Reproducing Les Damnés on Dominican Sugar Plantations: Governmentality of Nation-

State and the Rise of International Health (1940s–1980) 
 

For a Negro who works on a sugar plantation there is only one solution: to fight. He will 

embark on this struggle, and pursue it, not as the result of a Marxist or idealistic analysis but 

quite simply because he cannot conceive of life otherwise than in the form of a table against 

exploitation, misery, and hunger.356 

In the postwar postcolonial era, the “nation-state,” which originated after the 

revolutionary era, now was the international de-facto form of sovereign rule, and the “last 

wave” of nationalisms crested in postcolonial states in the southern hemisphere perhaps as a 

response “to the new-style global imperialism made possible by the achievements of industrial 

capitalism.”357 The governmental rule of the Nation-State can be understood as the 

restructuring of power relations in society through centralized (state-led) efforts to ensure its 

survival and growth and to promote its national interests.358 Formerly colonized nations like 

the Dominican Republic and Haiti found themselves both liberated and oppressed in new ways 

during this era, especially with the resurgence of populist nationalist politics near the end of 

US occupation that resulted in brutal decades-long militarized dictatorships in both countries. 

In describing the Dominican Republic, Ernesto Sagás notes that the authoritarian regime of 

Trujillo was a reaction to US imperialism and emphasized ideologies supporting the formation 

of the nation – the “development of a new vision of the state and the nation itself.”359  

Trujillo’s rule of nation-state was authoritarian, and he took advantage of liberal 

capitalism by bending it toward the political-economic interests of Nation-State, and mainly 

for his own personal enrichment. Though he’d never thought of taking charge of the sugar 

industry before World War II, he began to see the profitability of the mostly US-owned sugar 

companies. For example, between 1945 and 1952, SPRSC’s Central Romana mill earned over 
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$85 million from the sale of Dominican sugar.360 Trujillo began using state and personal funds 

to buy most of it, nationalized it under the state-owned entity of the State Sugar Council (CEA), 

and made himself the largest sugar producer and profiteer.361  

As Michael Hall’s study found, sugar – the basis of the Dominican political economy 

since the US occupation – was a primary tool of power and manipulation between the 

Dominican Republic and US from 1958 to 1962, and an examination of sugar trade policy 

exposes the interests of Nation-State of both countries.362 During this time period, the US 

financially-backed the murderous regimes of Trujillo in the Dominican Republic and the 

Duvaliers in Haiti,363 and the primary reason was to promote its nationalist interests in the 

Caribbean region, characterized by its Cold War agenda against the perceived threat of 

communism. The US increased the sugar quota for the Dominican Republic, and the increased 

sales of Dominican sugar essentially funded an anticommunist government in the Dominican 

Republic.364 It was during the Trujillo dictatorship that the US would gradually become the 

largest importer of Dominican raw sugar, as it continually catered to Trujillo’s demands for 

preferential sugar quotas.365 Yet, the Dominican Republic also advanced its national interests: 

given the vagaries of the world sugar prices, the government needed to protect its sugar industry 

to ensure the nation’s economic prosperity. To do so, the Trujillo government manipulated the 

US by exaggerating the threat of communism, especially after Castro’s rise to power in Cuba, 

to increase the US sugar quota ostensibly to generate revenue to help thwart communist 

infiltration. But in reality, the funds were largely pocketed by Trujillo and other political elites 
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for personal gain.366 Simultaneously, he also exploited the nationalist sentiments of the 

Dominican population, as he publicly argued for the Nation-State against the US-control of the 

sugar industry but privately reaped the benefits of US government support.367  

Tensions ran particularly high during Eisenhower’s administration in 1960, which 

decided that it was in US national interests to remove Trujillo even though it had canceled 

Cuba’s sugar quota to punish Fidel Castro. However, Central Romana would flex its muscle 

and reveal just how much power and influence it had – and continues to have – on the political-

economies of the US and Dominican Republic. Shortly after Eisenhower asked Congress for 

authority to grant Cuba’s sugar quota to foreign suppliers other than the Dominican Republic, 

Trujillo’s American allies in US Congress came to his defense, including one angry US senator 

who claimed that “stupidity and idealism have forced us to turn our backs on the 

anticommunists and support forces that want to overthrow governments that have been very 

friendly toward the United States.”368 In addition, C. Douglas Debevoise, an administrator of 

US-owned Central Romana, issued a public statement defending Trujillo, renewing fears that 

the communists would certainly take over the Dominican Republic if Congress refused to grant 

them their share of the Cuban windfall.369 As I will show in the following section, the 

Dominican sugar barons continue to have their hands firmly gripped around US Congress and 

lobbyists – as many of the current owners are American citizens. The Eisenhower 

administration grudgingly authorized the purchase of the Dominican Republic’s share of the 

windfall quota later – an estimated 322,000 tons in 1960 and 202,000 tons in first quarter of 

1961, with most of the profits going into Trujillo’s pockets since he owned more than 60% of 

the Dominican sugar industry.370 However, on May 3, 1961, CIA operatives delivered 

weapons to Trujillo dissidents, he was assassinated on May 30, and Trujillo’s vice president, 

Joaquin Balaguer assumed the presidency. 
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Yet, Cold War politics and US interference would persist. In 1963, Juan Bosch was 

democratically elected president of the Dominican Republic. Although he initially garnered 

support from the US, his leftist platform that appealed to the poor and working classes quickly 

labeled him a communist-sympathizer. When he handed over lands formerly taken by Trujillo 

to small farmers, he angered the local sugar barons.371 He was overthrown in a coup d’etat just 

seven months into his presidency; however, his supporters remained active much to the 

concern of the US government, and tensions led to a civil war beginning on April 24, 1965. 

Just three days later – once again under the rubric of US national security and peacekeeping – 

President Lyndon B. Johnson authorized a contingent of 42,000 marines to “restore order,” 

prevent Bosch’s return to power, and “prevent the emergence of a second Cuba in Latin 

America,” as US officials leaked exaggerated claims to the media that the Communists were 

in control of the rebellion and that American lives were in danger.372 Though it only lasted 

thirteen months, this move initiated the second military occupation of the Dominican Republic, 

under what was called Operation Power Pack, whose primary purpose was not so much for 

nation-building as it was to suppress leftist politics. As the leader of the US forces, Lt. General 

Bruce Palmer told his soldiers:  

Your announced mission is to save US lives. Your unannounced mission is to prevent 

the Dominican Republic from going communist. The president has stated that he will 

not allow another Cuba - you are to take all necessary measures to accomplish this 

mission. You will be given sufficient forces to do the job.373  

Just as in the first US occupation, medicine and a public healthcare system were 

delivered by US marines to win hearts and minds.374 And, just as in the first occupation, its 

overall mission fell short of addressing the root problems in the country, failing to take account 

of local social context.375 Frank Moya Pons has attributed the failures of the second occupation 
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as merely a distraction from its escalating action in Vietnam.376 In the end, Balaguer was 

elected again, winning the support of Trujilloist army officers and the US government. 

Despite the importance of the sugar industry and trade during this time, which implies 

the importance of the health and wellbeing of its labor force, there were little or no 

improvements in the living conditions of cane cutters. Indeed, just as the US military 

government had done little to improve the circumstances in which the cane-cutting laborers 

lived and worked, neither did the US-backed governments of Trujillo or the subsequent 

government of Balaguer.377 In 1966, President Balaguer nationalized Trujillo’s sugar holdings 

under a new state agency, the Consejo Estatal del Azúcar ([CEA], State Sugar Council), and 

US-Dominican agreements on sugar quotas continued.378 Although Trujillo was gone, 

Balaguer’s presidency was, in some ways, an era of neo-Trujilloism. Labor contracts between 

Balaguer and Duvalier were renewed, and the inhumane system of exploitation of cane cutters 

remained. As Michelle Wucker pointed out, both governments found “new and creative ways 

of siphoning money even from the pittance the workers were paid,” including wages promised 

them after they finished the harvest but that they never received.379 Instead of investing in the 

betterment of cane cutters, the owners of the Central Romana mill, whose owners now 

belonged to the US multinational conglomerate, Gulf & Western – instead invested massive 

profits in building a playground for world’s rich and famous in the 1970s, known as Altos de 

Chavín and a luxury resort known as Casa de Campo.380  

As such, the lethality of exploitation on sugar plantations in this period was extended 

onto cane cutters, even with the emergence of the next health paradigm – that of international 
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health. Following the establishment of the Rockefeller Foundation in 1913 and League of 

Nations Health Organization in 1921, a new field of international health emerged in the 

postwar and postcolonial era by the World Health Organization shortly after its founding in 

1948.381 The international health paradigm was shaped by and furthered the political rationality 

of nation-state: developmentalist agendas saw improving health as inextricably tied to 

economic development, administered through state-led directives between developed and 

developing nations. As Vincanne Adams noted, if international health “offered an antidote to 

colonialism’s rapacious capitalism, they also helped to secure its operations over time.”382 At 

the outset, international health was focused on technical interventions for disease eradication 

and prevention across the boundaries between nations, but it quickly became swept up in Cold 

War concerns and became a pawn for advancing national interests during the Soviet-American 

power struggles.383  

In Hispaniola, international health was used as a tool of power to advance the interests 

of nation-state of both the US and the Dominican Republic: agents helped advance US 

hegemony in the Caribbean, including funding and strategies to suppress the spread of 

communism and other leftist movements; and, they helped the Trujillo dictatorship secure 

political gains as he appropriated US foreign aid from the Rockefeller Foundation and Pan 

American Sanitary Bureau (among others) for the development of health and social assistance 

in the Dominican Republic.384 International health indirectly increased Trujillo’s control over 

state entities and enabled him to amass profits from the sugar industry which was now under 

state control – that is, his control. Health services and sanitation improved during his regime, 

although these were largely implemented in urban rather than rural areas.385  

 
381 Chakrabarti, Medicine and Empire, 202. 

382 Adams, Metrics, 21. 

383 Anne Emanuelle Birn, Laura Nervi, and Eduardo Siqueira, “Neoliberalism Redux: The Global Health Policy Agenda 

and the Politics of Cooptation in Latin America and Beyond,” Development and Change 47, no. 4 (2016): 738, 

https://doi.org/10.1111/dech.12247. 
384 Neici M. Zeller, “Appropriating Foreign Assistance for Political Gains: Public Health in the Dominican Republic, 1945–55,” 

https://aha.confex.com/aha/2016/webprogram/Paper18907.html   

385 Moya Pons, The Dominican Republic, 376. 

https://aha.confex.com/aha/2016/webprogram/Paper18907.html


 

153 

In light of the above, the US government supported murderous dictatorships in the 

Dominican Republic and Haiti under the guise of the nation-state’s rhetoric of national 

security, perpetuating the suffering of the already vulnerable rural populations of Hispaniola. 

The institutions of sugar and international health ultimately worked toward the political-

economic interests of nation-state, both Dominican and American. For all its good 

improvements to health infrastructure, international health perpetuated an unjust system of 

exploitation afflicting sugar laborers. As Frank Moya Pons noted, those efforts were not 

enough to satisfy the basic needs of the majority of the Dominican population because “the 

economic expansion and industrialization during those years rested on a system of family 

monopolies that, endorsed by a tyrannical political regime, took advantage of the development 

of Dominican wealth to amass enormous savings that were transferred outside the country,” 

resulting in asymmetric benefits that largely went to wealthy minority elites of Nation-State, 

leaving the vast majority with only marginal access to the nation-state’s sources of wealth.386  

It is important to point out that the political rationality of a central state for the welfare 

of its citizens drew opposition nearly from its outset, most notably by Freidrich von Hayek’s 

The Road to Serfdom that argued that the logics of state intervention crushes individual liberties 

and inevitably leads to totalitarianism like Hitler’s Germany or Stalin’s Soviet Union.387 By 

the 1970s, global capitalism was in crisis, marked by rising unemployment and inflation, which 

happened in stride with labor and social movements and increasing debates about whether 

socialist economics could be an alternative to capitalist economics.388 Although socialism 

came to be seen as the antithesis of capitalism during the Cold War by left-wing and right-wing 

critics alike, a new form of rule soon took shape. What Nikolas Rose terms, “advanced 

liberalism,” this form of rule sought a return to a degovernmentalized State to allow individual 

and market freedoms. Diverse ideas gradually came together as neoliberalism, a new mentality 

of government that was mainstreamed by the 1980s, especially finding a home in the 
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neoconservative political regimes of US President Ronald Reagan and UK Prime Minister 

Margaret Thatcher, who sold neoliberalism as an antidote to bureaucratic inflexibilities (that 

is, government regulation and labor power) and proclaimed that “there is no alternative.”389 

Today, neoliberalism is so pervasive and diffuse that it is hardly recognized as a political-

economic and moral ideology – indeed, we are all neoliberals now.  

Perpetuating Les Damnés Today: Neoliberal Governmentality and Global Health (1980–

Present) 
 

Liberalism in America is a whole way of being and thinking . . . American neo-liberalism still 

involves, in fact, the generalization of the economic form of market.  It involves generalizing 

it throughout the social body and including the whole of the social system not usually 

conducted through or sanctioned by monetary exchanges.390   

The transition from welfarism to neoliberalism, our contemporary mode of 

government, revived a fear of state interference typical of classical liberalism. David Harvey 

described neoliberalism as a political-economic rationality “that proposes that human 

wellbeing can best be advanced by liberating individual entrepreneurial freedoms … within an 

institutional framework characterized by strong private property rights, free markets, and free 

trade,” and that the process of neoliberalization “seeks to bring all human action into the 

domain of the market.”391 To that extent, a neoliberal form of capitalism and the power of Big 

Business lie at the heart of today’s governmentality in our new world order of globalization – 

as if the way to individual freedoms for all peoples in all places largely hinge on the freedom 

of a global market economy. After Reagan and Thatcher were elected in the 1980s, a package 

of neoliberal policies was trotted out: deregulation, privatization, massive tax cuts for the 

wealthy and corporations, the outsourcing and competition of public entities, and dismantling 

trade unions because collective bargaining was perceived as a threat to the freedom of the 

market. In the 1990s, via the Washington Consensus, multilateral organizations such as the 

World Bank, International Monetary Foundation [IMF], and World Trade Organization 
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imposed neoliberal practices on much of the rest of the world, further entrenching 

neoliberalism in the global mainstream. This included developing countries in Latin American 

and the Caribbean who continued to struggle with debt. Despite the promises of neoliberalized 

capitalism that economic growth would reduce poverty – that the increased wealth and tax-

cuts for the rich would “trickle-down” and gradually benefit the poor – it has instead reinforced 

unequal power relations between the haves and have-nots through globalizing processes. Since 

1980, the gap between the rich and poor has increased in almost every region of the world.392  

State-led neoliberal reform exposes the paradox of liberal governmentality in its neo- 

variant. As Nikolas Rose notes, “despite posing itself as a critique of political government … 

neoliberalism does not abandon the ‘will to govern’: it maintains the view that failure of 

government to achieve its objectives is to be overcome by inventing new strategies of 

government that will succeed.”393 Government has not diminished such that we are now free 

from the so-called “nanny state”; rather, it has merely been transformed. For example, the 

neoliberal “de-statization of government” has given rise to an unruly mélange of other kinds 

of governance, including non-government organizations [NGOs].394 Under neoliberalism’s 

diminished role for the State, Civil Society has flourished and has mobilized as “transnational” 

and “global,” like civil society-led STGHE.395 Simultaneously, the role of the state remains 

insofar as intervention is deemed necessary to protect global capitalism, a logic that allowed 

the imposition of neoliberal policies in the Dominican Republic for promoting stable 

economies through structural adjustment programs [SAP] and for securing international free 

trade policies, both of which ultimately made the country become more market-oriented by 

opening their domestic markets to foreign penetration.396  
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Through the political rationality of neoliberalism, accumulation by dispossession 

continues in ways that perpetuate the lethality of exploitation of cane cutters and implicate US 

state and civil society. At the level of the state, there are numerous examples. First, the 

Dominican government – now under the presidency of Jorge Blanco – was eventually forced 

(after much resistance) to sign an agreement for an SAP in 1985. While this stimulated certain 

aspects of the Dominican economy, it effectively imposed liberalization via free-market 

ideologies and opened the country to tourism and foreign capital.397 Second, when Balaguer 

again returned to power, he embraced the neoliberal distaste for organized labor. In 1988, labor 

unions called for a general strike to protest economic conditions and salaries, but Balaguer sent 

the police and military to suppress it.398 Thousands were arrested; four people were killed. The 

following year, more than a hundred peasants and agricultural workers, including sugar 

laborers, took to the streets and clashed with the army. Another example of the creep of 

neoliberal policy has been the privatization of state enterprises, including sugar, during the 

1990s under the Dominican presidency of Leonel Fernández in what he referred to as 

“capitalization of state enterprises.”399 Even though the conditions for cane cutters were 

deplorable under public/state ownership, the privatization of sugar has not led to 

improvements. Central Romana – which had always been under private ownership – had 

already shown for nearly a century how a corporation denies responsibility for the conditions 

of its labor force. Whether under state or private ownership, the health and working conditions 

of cane cutters and their families have been left at the mercy of the goodwill of civil society.  

Yet a third example of the structural violence of neoliberalism can be understood in the 

context of Central American Free Trade Agreement [CAFTA-DR], which the Dominican 

Republic joined in 2004 for the creation of free trade areas through the reduction of tariffs. 

Under its terms, the US government has slowly increased the amount of sugar imports from 

the Dominican Republic – the bulk of which comes from Central Romana Corporation, now 
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under the current ownership of the Fanjuls, a wealthy Cuban-American sugar baron family 

exiled in Florida. CAFTA-DR includes a set of labor laws and protective measures to improve 

the working conditions of cane cutters. However, Catholic priest and labor rights activist 

Christopher Hartley observed that, despite these labor laws, little has been done to enforce 

them and cane cutters continue to live and work under deplorable conditions. Father Hartley, 

whose parish included numerous bateyes in San Pedro de Macorís province (neighboring La 

Romana) owned by the wealthy Vicini family, brought attention to the plight of cane cutters in 

the 2007 documentary called The Price of Sugar. In 2011, Hartley filed a complaint under the 

labor chapter of the CAFTA-DR; in response, the US Department of Labor conducted an 

investigation and issued a final report in September 2013. The report cited evidence backing 

up Hartley’s claims, noting “apparent and potential violations of labor laws” and workers’ 

rights in the sugar sector with respect to acceptable work conditions including minimum wage, 

working hours and overtime pay, occupational safety and health, the minimum age of workers, 

and prohibition of any form of forced or compulsory labor.400 They also found evidence that 

fair treatment of Haitian migrants was questionable, given that those who were in charge of 

identifying labor violations in the sugar business were Spanish-speakers who were incapable 

of properly interviewing Kreyol-speaking workers to understand their concerns.401 They also 

evidenced retaliatory firings of workers for affiliation with unions or for attempts to unionize. 

The Dominican government and the Vicini family, have denied these charges.402  

The US government has likewise failed to take steps to enforce CAFTA-DR labor 

protections, once again ignoring the abuses of sugar laborers while Washington elites accept 

millions of dollars of campaign donations given by the Fanjul family to both sides of the 
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political spectrum including the Bushes, Marco Rubio, and the Clintons.403 The Fanjuls benefit 

from a number of highly profitable factors: “in the Dominican Republic, Central Romana pays 

some of the lowest wages in the country, produces most of the country’s allotment of sugar 

exported to the US and, thanks to CAFTA-DR, pays dwindling tariffs for those exports; in the 

US, they sell their sugar at sometimes two to three times the global market price, thanks to 

import limits and price supports.”404 Alfy Fanjul was correct when he said that, “My father 

spent the last years of his life trying to figure out how to get to Cuba, but I knew that our future 

lay in understanding American politics.”405 

Although CAFTA-DR was promoted as a win-win, very little has improved for cane 

cutters in bateyes. Moreover, Hartley’s social movement for justice has had lasting 

repercussions: he received death threats; it created tensions between him and the Catholic 

Church; the Vicinis launched a defamation lawsuit against the filmmakers; Dominican sugar 

companies including Central Romana are now very protective, secretive, and suspicious about 

who they talk to and who they allow onto “their” bateyes. In the STGHE world, what emerged 

from my interviews is that some students are encouraged to watch the Price of Sugar. Although 

the film provides insights of the economic injustices experienced by cane cutters, some 

students have interpreted it as a cautionary tale against social justice action, a stance that 

ultimately works toward the advantage of Central Romana.  

The transition from welfarism to neoliberalism has influenced the transition from 

international health to global health, revealing insights into the complicities of civil society in 

neoliberal governance. This can be understood through the “neoliberal cooptation” of global 

health agendas, which began with the appropriation of the progressive health justice agendas 

of the WHO’s Alma-Ata Declaration of health care for all.406 Today’s “global health is often 
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construed as having the capacity and focus to transcend the nation-state” because they are “not 

political.”407 Under neoliberalism’s desire for the shrinking state and cooptation of WHO 

agendas, civil society’s involvement in health has flourished.408 Although civil society actors 

believe their efforts are politically-neutral, STGHE is a social movement born out of a 

neoliberal governing mentality, particularly in the ways it operates from a neoliberal 

assumption that health and social welfare is a private, rather than political, problem that is best 

left to the individual rather than the state to resolve.409 Like its antecedent paradigms, global 

health has been shaped by and furthers broader political-economic interests, however wittingly 

or unwittingly. The specific kind of governance perpetuated through global health is that of 

neoliberalism. Chapters 6 and 7 will show how STGHE participants and programs are part of 

parcel of the global health apparatus that perpetuates neoliberal mentalities.   

CONCLUSION: THE DOUBLE COMMODIFICATION OF THE ETHNIC-HAITIAN SUGAR 

LABORERS THROUGH NEOLIBERAL CAPITALISM 
 

One truly reaches a full human condition when no longer compelled to produce by the 

physical necessity to sell oneself as a commodity.410  

The main argument advanced above is that discursive and material relations of power 

have continually relegated ethnic-Haitian cane cutters on Hispaniola sugar plantations to the 

bottommost rung of a sociopolitical hierarchy and made to suffer the health consequences 

because of it, whether it was in the form of slave labor or migrant wage labor. This is about the 

centuries-long injustice of consolidating wealth in the hands of a minority business class while 

the masses of the working poor must receive only a poverty wage for their bloody and 

backbreaking work. I have argued that the histories of accumulation by dispossession have also 

been accompanied by matching forms of reinforcement carried by missionaries, public health, 

international health, and global health actors. This has been the case throughout our modern 

history via processes of accumulation by dispossession, especially the commodification of 
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labor, thereby redefining and reinforcing capitalist class power along racial divides. This has 

taken place despite more than a century of modern international and global health efforts. These 

are the reasons for the historically-entrenched persistence of suffering and inequities of 

laboring bodies on Dominican sugar plantations.  

Our current neoliberal form of capitalism creates exploitive strategies that allow the 

instrumental use of bodies like Jean-Marc’s to the point that they break or are no longer useful, 

after which they are summarily disposed. This can be further understood the stories of other 

cane cutters, presented in the next chapter. As the dehumanized, these colonized subjects 

represent the incipient proletariat of the capitalist endeavor of sugar production, whose laboring 

bodies were commodified and consumed as part of the imperial, colonial, and neocolonial 

processes of accumulation by dispossession that continue to displace and devastate their 

descendants on the sugar plantations today. The unrelenting persistence of the suffering of 

ethnic-Haitian cane cutters implicates the United States – including state, business, and civil 

society actors – by perpetuating the lethal system of exploitation, a structural injustice of 

incredible magnitude that must be reckoned with by those who are serious about tackling global 

inequality. My findings articulate with the observations of others on how the demands of 

neoliberal capitalism imply that the dispossessed poor are dying for economic growth, just as 

they bled for classical liberal capitalism during the industrial revolution of the nineteenth 

century, and just as they bled for colonial capitalism (mercantilism) of the fifteenth through 

eighteenth centuries.411 

The Dominican batey represents a space of global capitalism where the needs and 

desires of more affluent populations are served while its vulnerable poor occupants remain the 

historically marginalized and underserved. Racialized political-economic structures have 

produced and reproduced a precarious workforce of exploitable ethnic-Haitian bodies for 

industrial capitalism – in other words, a steady supply of laboring bodies has been provided for 
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the sugar industry, and, incidentally, a steady supply of medically indigent bodies for the global 

health/humanitarian aid industry, including STGHE. The neoliberal governance that disallows 

the state to interfere in the market economy is carried forward through STGHE, however 

unwittingly, in the ways STGHE reinforce rather than challenge the neoliberal assumption that 

batey health and social welfare are best left to the intervention of the individual/private realm 

rather than the state/public realm. In that vein, STGHE carries with it a neoliberal orientation 

to the ways that batey residents’ struggles should and should not be addressed – for example, 

we may talk about philanthropy and technologies, but not corporate greed and wealth 

redistribution via fair wage and benefits. However, my analysis has shown how the racialized 

political economy has created and perpetuated ill health and inequities in bateyes, which 

implies that it will require a political-economic response to effectively address them. This may 

necessitate actions of civil society at the level of the political and the state. In sum, global health 

including STGHE does not transcend politics but instead is – and historically always has been 

– an inherently political endeavor that has often helped and furthered larger political-economic 

interests.412 Most STGHE actors are largely unaware of the alignment of neoliberalism with 

STGHE, and I am reminded of what Salmaan Keshavjee has referred to as the “neoliberal 

programmatic blindspots” STGHE programs unwittingly operate as “transfer mechanisms” of 

neoliberal ideologies that may reinforce rather than eliminate health inequities. 413 For all the 

good works that have been done in the last thirty years by the dedicated, passionate, and hard-

working STGHE in La Romana bateyes, very little has been changed in terms of substantial 

and sustainable improvements to the plight of cane cutters, as this chapter has shown, the 

neoliberal blind spots of STGHE are how the racialized political-economy causes batey health 

inequities and how STGHE participates in the political processes of neoliberal governance.  

 
412 Ethnographic evidence of how STGHE educators and policymakers in my research discuss their projects as “apolitical” is 

presented in Chapters 6 and 7. 

413 Salmaan Keshavjee, Blind Spot: How Neoliberalism Infiltrated Global Health (Oakland, CA: University of California 

Press, 2014). 
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These finding leads me to argue that there is a double commodification of ethnic-

Haitian cane cutter laborers through a consumer-driven system of exploitation, that 

subordinates batey bodies to the demands of neoliberal capitalism: first, by our desire for the 

dietary consumption of sugary foods and beverages that drives forward our insatiable demand 

for cheap sugar; second, by our desire for the ethical consumption of short-term adventures 

abroad “to make a difference” and “help the poor” that drives forward the ever-increasing 

demand to “do” global health/STGHE. Albeit through strikingly contrasting motives and 

interests, both in effect consume and exploit batey bodies until they break or are no longer 

deemed useful for society, however unintentionally. On the one hand, the commodification of 

sugar laborers takes place when they are not recognized by dominant members of society as 

inherently valuable but only instrumentally valuable to the extent that they are capable of 

producing sugar for the global industry – especially Americans since we buy and consume the 

majority of Central Romana’s sugar exports. Global capitalism requires a docile and 

exploitable labor supply for the production and consumption of sugar, thereby creating and 

exacerbating sugar laborers’ vulnerability. On the other hand, and in a more subtle and 

unintended way, STGHE actors participate in this capitalistic system through ethical 

consumerism: participants who buy service-learning excursions abroad require a docile and 

medically indigent supply of bodies, and STGHE and international volunteerism as a whole is 

a capitalist endeavor of poverty tourism wherein all actors (even local host organizations) have 

a vested interest in maintaining the status quo. Altogether, we desire affordable sugar and 

affordable STGHE that gives us a sense of personal satisfaction. As long as the social toll on 

sugar laborers remains mostly hidden or unacknowledged – which can be assured since (1) 

most people have no idea what is behind the production of sugar and (2) those who do know 

about their suffering death, like STGHE actors, refuse to know the politics of – we can be sure 

to continue satisfying our desires, whether it is to satisfy our sweet tooth or satisfy our desire 

to help the global poor Others. This double commodification of laboring bodies perpetuates a 

pattern of unequal benefit-exchange along the lines of a racialized class power hierarchy, 
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wherein the majority of wealth and power are transferred to white middle- and upper-class 

people living in the US and Dominican Republic while the black working poor living in bateyes 

benefit and gain the least. Participation in STGHE allow the students to gain access to medical 

schools or graduate schools and then become high earners. This is one of the ways that STGHE 

and the wider endeavor of global health may unwittingly reinforce the suffering and inequality 

of cane-cutting sugar laborers, raising the specter of the colonial or neocolonial white savior.  

This double exploitation of Otherness exemplifies what bell hooks described as “eating 

the other,” a process characteristic of a white capitalist patriarchy that reduces dark-skinned 

Others to a commodity and asserts racialized class power and privilege. She notes that these 

politics of consumption are sustained by the exploited labor of a dark Other – like the ethnic-

Haitian cane cutter – even though this labor is no longer based on coercive enslaved domination 

of black bodies today. Today, other kinds of oppressive forces are at work through neoliberal 

capitalism that carry forward their exploitation and suffering. And, as bell hooks argues, even 

those of us whose well-meaning efforts are meant to fix broken bodies and deliver hope are 

implicated, however unwittingly and unintentionally.414 If STGHE are to be a means of 

improving health and equity in bateyes, actors and institutions must deliberately acknowledge 

the ways that the global political economy of sugar keeps cane cutters in a perpetual state of 

vulnerability that secures its own existence and incidentally secures sick and poor bodies of 

whom STGHE sets its gaze and vindicates its existence. As bell hooks notes, such 

acknowledgement can better inform our politics, so that we may know better how to make a 

difference and make resistance possible.415  

 
414 bell hooks, “Eating the Other: Desire and Resistance,” in Black Looks: Race and Representations (Boston, MA: South 

End Press, 1992), 21–39. 

415 Ibid. 
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Chapter 4. The Structural Violence of Postcolonial Neoliberal Capitalism: 

Cane Cutters as Les Damnés on Dominican Sugar Plantations 

Fortunes were made in sugar and in black bodies.416 

PRECARIOUS LABOR FOR SWEETNESS AND POWER 

Whereas the previous chapter emphasized the historical concretizations of the 

racialized political economy that are experienced by ethnic-Haitians in the Dominican 

Republic today, this and the following chapter empirically describe its contemporary 

enactments of colonialism, race, and capitalism using ethnography. This chapter presents the 

lived experiences of cane cutters who live and work on Dominican sugar plantations in our era 

of neoliberalized global capitalism. What emerges through their stories is how cane cutters, as 

les damnés, experience the colonial legacy as those who must struggle against not only a 

corporeal death but also a political-economic death – that is, they must resist biological 

pathologies as well as “pathologies of power.”417 As Jean-Marc’s story from the previous 

chapter already revealed, the cane cutters’ stories presented in this chapter demonstrate how 

they suffer the injurious bodily effects of racialized economic injustice, especially the structural 

violence that is organized along the lines of unequal/unfair wages, capital, benefits, pensions, 

union protections, citizenship, and ageism.  

Although my research focuses on the pathologies of power afflicting ethnic-Haitian 

im/migrant laborers of Dominican sugar plantations, my argument points to a larger 

phenomenon taking place: a globalizing trend affecting an emergent type of work arrangement 

termed précarité de l’emploi (precarious employment).418  Within our era of a neoliberalized 

restructuring of global capitalism, precarious employment is on the rise and is characterized by 

low skills, low wages, harsh working conditions, short-term labor contracts, and poverty.419 

The “Precariat” are those who dwell at the bottommost social standings and are the result of 

 
416 Scheper-Hughes, Death Without Weeping, 36. 

417 Farmer, Pathologies of Power. 

418 Martin McKee et al., “Living on the Edge: Precariousness and Why It Matters for Health,” Archives of Public Health 

75, no. 1 (2017): 3, https://doi.org/10.1186/s13690-017-0183-y. 

419 Joan Benach and Carles Muntaner, “Precarious Employment and Health: Developing a Research Agenda,” Journal of 

Epidemiology and Community Health 61, no. 4 (2007): 276–277. 
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globalization and concentrated power by a small group who has accumulated an ever-

burgeoning share of global wealth (the Top 1%).420 In bateyes, precarious employment is 

linked to precarious immigration: precariousness is characterized not only by uncertain 

employment and wages but also by uncertain residency and housing, legality and the fear of 

deportation – all of which are forces that undermine health and wellbeing. In these ways, the 

racialized political-economy creates layers of exploitation that distress labor and working 

classes (the “Precariat”), including the millions of hardworking individuals around the world 

who are paid poverty or near-poverty wages for producing our global food supply, of which 

Haitian cane cutters are but one example (Figure 4.1). Thus, many of the arguments presented 

in this chapter lend insights into the structural violence experienced by other kinds of 

precarious employment taking place today.  

 
Figure 4.1: Cane cutters on a sugar plantation at peak season, La Romana, Dominican Republic. 

 

 
420 Guy Standing, The Precariat: The New Dangerous Class (London, UK and New York, NY: Bloomsbury, 2011). 
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“THE BIGGEST ILLNESS IS WE DON’T HAVE MONEY”: ETHNOGRAPHIC ILLUMINATIONS 

OF CANE CUTTERS AS EXPLOITED LABOR 

“WHEN I DON’T HAVE MEDICATION, THAT IS WHEN I VOMIT BLOOD IN THE CANE 

FIELDS.” Josef was sitting under a tree without a shirt on, with his bandaged, swollen foot 

propped up on a large rock outside of his house. “I was born in Haiti and have been migrating 

for work cutting cane for Central Romana Corporation since the 1980s,” Josef, a 64-year-old 

Haitian migrant cane cutter, told me. “I was 20 years old. I started cutting cane because I was 

young and saw lots of men my age doing it. It was a way to earn money; I thought it would 

lead me to a better life.” On his everyday experience cutting cane, he said 

During zafra (harvest season, typically between November and June) and before I 

was injured, I got up at 4am, walked to the fields - occasionally I got transportation – 

then drank coffee, eat bread, and then cut cane. Short break for lunch at noon. As 

soon as I finished eating, I went back to work. We have to provide our own lunch. 

Mine is usually rice and yucca. On rare occasions, I have meat to eat. My family does 

not live here, but there is a lady who cooked for me. I purchase the food, she prepares 

it. Cane cutting is exhausting work, it was never enough food to make me feel strong 

enough. I usually worked until 6pm. We cut the cane and load it onto an oxcart and 

take it to a weighing station at the railway. Then I come home and eat dinner – it’s 

usually the same as what I had for lunch. 

I asked Josef to describe his feelings about his job as a cane cutter:  

Do I like the job? [laughs] It’s not a matter of liking the job or not. You have to do it 

because that’s how you get money. I don’t consider it dangerous work. I have never 

been injured on the job, but I have seen others getting cut with machetes. For me, it 

happens sometimes that my blood pressure gets so high that I start vomiting blood, 

and I have to go to the hospital. I have blood pressure medication, but I frequently run 

out. When I don’t have my medications, that is when I vomit blood in the cane fields.  

Although Josef vocalized that cane-cutting is not dangerous work, the telling of his 

own account suggests otherwise to those who listen with a critically-engaged ear. Jean-Marc’s 

story and the stories of others whom I interviewed – especially the widows whose husbands 

died while at work – challenge the notion that cane cutting is not dangerous work, as do several 

reports on the plight of Haitian cane cutters in Dominican bateyes.421 Although labor and health 

 
421 See Mark Curnette, “Labor Dept. Finds Bitterness in Sugar Workers’ Lives,” USA Today, October 3, 2013, 

https://www.usatoday.com/story/news/nation/2013/10/03/sugar-workers-human-labor-rights/2919687/; “Dominican Republic 2013 

Human Rights Report,” 2013, U.S. State Department Bureau of Democracy, Human Rights, and Labor, 

https://www.usatoday.com/story/news/nation/2013/10/03/sugar-workers-human-labor-rights/2919687/
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statistics are difficult to find because of the undocumented status of much of its workforce, a 

deregulated or under-regulated industry thanks to neoliberal globalization makes possible 

dangerous working conditions. Under neoliberal ideologies of the necessity of free market, 

regulations are seen as disruptive of market operations that could diminish profit and as an 

infringement of private enterprise activity.422 Reminiscent of Upton Sinclair’s concerns about 

the exploitive conditions of the factory workers under the laissez-faire mentality of liberal 

industrial capitalism during the early twentieth century, the resurgence of this mentality under 

neoliberal industrial capitalism exposes cane cutters to injuries on an everyday basis, including 

fatal ones. They cut the sugarcane manually using machetes; it is extremely arduous, back-

breaking work. Manual cane-cutting is dangerous not only because of the injuries they can 

incur from machetes and from hauling cane by ox carts but also because of the physical 

exhaustion of working prolonged hours in the hot and humid Caribbean climate (Figure 4.2). 

This can lead to heat stroke and dehydration; it can exacerbate illnesses like hypertension, as 

Josef experienced each time he vomits blood. It can also lead to weakness and collapse from 

malnourishment. Cane cutting requires strength and significant caloric intake that most 

laborers cannot afford, as indicated by the typical diet that Josef described. Ironically, many of 

them will eat sugarcane or drink its juice for energy. A literature review of the working 

conditions and health impacts on rural cane cutters revealed that they work under conditions 

of physical and mental overload, heat overload, exposure to pollutants, and vulnerability to 

labor-related accidents, which can lead to health problems such as respiratory, cardiovascular, 

musculoskeletal, and renal illnesses, genotoxicity, dehydration, and severe morbidity.423 As an 

exploited and disposable workforce, cane cutting also kills its labor force, bringing about 

preventable and premature death.  

 
https://www.state.gov/documents/organization/220649.pdf; Bracken, “A Sweet Deal: The Royal Family of Cane Benefits from 

Political Giving”; Bill Haney, The Price of Sugar (Uncommon Productions, 2008); and Michel Régnier, Black Sugar, 1988... 

422 McGregor, “Neoliberalism and Health Care,” 85. 

423 Marceli Rocha Leite, Dirce Maria Trevisan Zanetta, Iara Buriola Trevisan, Emmanual de Almeida Burdmann, 

Ubiratan de Paula Santos, “Sugarcane Cutting Work, Risks, and Health Effects: A Literature Review,” Revista de Saúde Pública 

(August 2018): 80. 
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Figure 4.2: Cane cutter’s machetes (left); Bittersweet: back-bending, body-breaking work for sugar (right). 

As we were talking, two other men joined our conversation. They kept quiet, listening 

in. I allowed them to stay because it was difficult for me to gather cane-cutter’s perspectives, 

given that my batey visits were limited to daylight hours when most men were working. One 

of the men was elderly and recently retired; the other was in his twenties who was carrying a 

machete and had returned to the batey for his lunch break. Since Josef said that he has never 

been injured on the job, I asked him about his leg, which revealed insights into his employee 

health benefits from Central Romana:  

Two months ago, I climbed a tree to trim it, and I fell. The bone broke and was 

sticking out of my leg. I was hospitalized, and my employee health insurance covered 

that cost. But, just today I had to pay 800 pesos for the new bandaging and injections 

because my insurance wouldn’t cover it – I don’t know why. It’s not easy to afford 

that, but I need to heal so that I can return to work. The sugar company does not pay 

when we are injured, so we are left to depend on family or friends until we get back 

on our feet. I am not sure how long it will take to recover … it is a very bad injury. 

No stitches. It is an open wound that is covered only by this bandage. I have already 

had three surgeries. I don’t know why the wound is not closing or healing faster.  

Josef winced as he moved to adjust his foot. As I listened to the men talk, I was silently 

thankful for the breeze and the shade of the tree during our interview, although the wind carried 

with it the overwhelming stench of a nearby latrine. The smell of the latrine and its dilapidated 

condition had me reflect on a conversation with an American volunteer about her experience 
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building a latrine. She had told me that building the latrine was a doubly satisfying 

accomplishment because it promoted health and gave dignity to the batey poor (although, 

during my fieldwork I often observed how some students refused to use the latrines themselves, 

choosing instead the misery of “holding it”). I wondered if Josef felt a greater sense of dignity 

with the nearby latrine in his poverty-stricken surroundings; I wondered about Josef’s open 

wound and how, in the absence of a more long-term vision of how to maintain the latrine in 

the long-term, its unsanitary conditions (among others) might expose his wound to infection 

and prolong his road to recovery. 

After some time, Josef said, “My wife and six kids live in Haiti. I’d be there now if it 

weren’t for my leg.” He reached for his wallet and showed me his immigration papers, 

consisting of an expired Haitian passport and Dominican work visa. He used to return to Haiti 

every year during tiempo muerto (“dead time,” or off-season, typically between July and 

October); but, especially now with his injury, he hasn’t been able to earn the amount of money 

needed to renew his documents. He hasn’t been home to see his wife and kids in over three 

years. Cane cutters receive exasperatingly low poverty-wages that are insufficient to cover 

necessities like enough food so they have enough strength for hard labor; medicine and 

healthcare so that when they become ill or injured they can quickly recover and return to work; 

and, viable documents so that they have legal recourse to protections that ensure their workers’ 

rights and benefits so that they are able to move freely across borders to be with his family 

without fear. When they are injured on the job or get sick, they are not paid; if they are killed 

on the job, their families receive no compensation. According to a US State Department report, 

the daily minimum wage in 2016 for sugarcane workers (which is supposed to include migrant 

laborers) was 146 Dominican pesos ($3.05), which was lower than the daily wage received by 

other agrarian workers who were paid 320 pesos ($6.70).424 The general poverty line was 

 
424 “Dominican Republic 2017 Human Rights Report,” United States Department of State, Bureau of Democracy, accessed 

November 2017, https://www.state.gov/j/drl/rls/hrrpt/2017/wha/277327.htm  

https://www.state.gov/j/drl/rls/hrrpt/2017/wha/277327.htm
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18,117 pesos ($402) per four-person household per month.425 Respondents told me they work 

six days per week for up to ten hours per day during zafra. They earn their wage based on daily 

tonnage, and most reported that they get paid between 133-176 pesos per ton ($3-4 per ton). A 

young, healthy, able-bodied man can cut approximately three to four tons of sugarcane daily, 

earning him up to roughly 500-700 pesos per day ($10-15). Assuming he was able to 

consistently cut 4 tons per day at six days per week, his monthly income would range between 

12,000-16,770 pesos ($250-350), which is below the poverty line and well below a fair living 

wage. Although it may be argued that the wages and other working conditions of cane cutters 

on Dominican sugar plantations may be better than a century ago, they remain unacceptably 

poor and have preserved their status as a precarious workforce.  

Josef and the other men struck up a conversation that alluded to how the economic 

injustices of income inequality and exclusion from work benefits are a root cause of their 

persistent sickness and poverty, as evidenced by the unhealthy living conditions of their batey 

encircling us. The batey is owned by Central Romana and was visibly more neglected 

compared to other company-owned bateyes that I had seen during fieldwork. It is remotely 

located, lacked electricity, had poor road access, and derelict latrines and housing. They also 

did not have a health promotor like other company-owned bateyes, so residents had to travel 

to a neighboring batey for medical attention. As we discussed the batey, Josef pointed out how 

the structural violence of poverty and their class status as income-poor is deeply rooted in race 

and racism: “The Haitians, who are the ones that do the hard work of cutting the cane, are the 

ones who are the least paid and least taken care of.”  

I asked what he thought that American STGHE might do to ameliorate suffering in 

bateyes, especially with regards to the actions they might take to improve their living and 

working conditions. He said: 

 
425 Only 2015 numbers could be obtained. “Dominican Republic.” See 

http://www.fairlabor.org/sites/default/files/dominican_republic_benchmarks_and_charts_072816.pdf  

http://www.fairlabor.org/sites/default/files/dominican_republic_benchmarks_and_charts_072816.pdf
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We need electricity. If someone gets sick at night, it is difficult for us to take that 

person to get medical attention because of the darkness, and ambulances do not come 

here. Our bathrooms are falling apart. When it rains, our houses leak. These are 

improvements we need. We requested these things from our local administrator, but 

nothing has changed. Since nothing has happened, I’m not sure that he even took our 

grievances to Central Romana in the first place! I think the Americans can work 

toward those ends more effectively than we can, because they could be a real voice 

for people in bateyes. (my emphasis) 

On one level, Josef pointed out to me that what batey residents need are material kinds 

of improvements, like those delivered by the public health-oriented STGHE who implement 

construction projects. But on a deeper level, Josef also pointed out how their material 

deprivation and “need” stems from oppressive power relations and their political deprivation 

and “need” of voice and representation. Batey residents do not have a designated person who 

truly represents their needs and interests to their Central Romana employers. In company-

owned bateyes like Josef’s, local administrators, who are referred to as “mayors” by residents, 

serve as liaisons between their designated batey and corporate management; however, those 

“mayors” are not selected by the residents but are chosen and paid by Central Romana. They 

do not represent batey voice as much as they act as agents in the interest of the company. The 

lack of representation is a reminder to batey residents that they have little or no rights or 

recourse for action. The denial to vocalize their needs and desires exemplifies another way that 

batey communities embody a racialized colonial power hierarchy; STGHE practitioners would 

do well not to duplicate this kind of exclusion, whether by failing to include batey perspectives 

in interventions or by downplaying their needs and desires.  

Near the end of our interview, the older man chimed in and reinforced what Josef had 

already surmised: how cane cutters’ socioeconomic exclusion stems from their racial exclusion 

as ethnic-Haitians: 

We have no authority here! The big boss [batey mayor] is a Dominican. He is a 

Dominican because the company would never give that kind of job to a Haitian! The 

Haitians who migrated here fifty or sixty years ago never asked for anything from the 

company – instead, they just accepted what was given to them because they were 

escaping the violence of the Duvalier regime. And now today, we are expected to 

follow in their footsteps and just accept what is given to us: low pay and a bad life in 
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the batey. Dominicans look down on us Haitians, even those who are born here! So, 

if anyone has the authority to improve our conditions, it cannot be us. I cannot 

demand anything from the company, just as I cannot demand anything from the 

Americans [STGHE] when they are here, because I – we – do not have that kind of 

power and authority.  

This illuminates the postcolonial legacy experienced by those who are the historically 

dispossessed – as those who have continuously been denied the human right to demand a better 

life and living wage as the racially oppressed poor. After considerable probing about what he 

would demand, if he felt he could voice it, he eventually and importantly said, “We need 

houses, bathrooms, electricity … but what we really need is higher wages, and better health 

insurance. If anyone has the authority to make change, it is the Americans, because Central 

Romana is an American company.” (my emphasis)  

As the men touched on issues of corporate responsibility and abuse, I was reminded of 

how the majority of American participants of STGHE whom I spoke with were totally unaware 

of the relationship between their own country and Central Romana, which was described in the 

previous chapter. They did not know, for example, Central Romana’s early origins as an 

American-owned company and of its current billionaire owners, the Cuban-born Fanjul family 

that live an elite life in Florida as American citizens or legal residents and who are the recipients 

of the corporate welfare that the American government hands out in exchange for the millions 

of dollars they donate to political campaigns.426 Students and some program facilitators, for 

example, did not know about international trade policy that makes American citizens the 

largest importer of Dominican raw sugar exports – the majority of which is produced by 

Central Romana – making Americans complicit in driving the demand for sugar at the expense 

of the health and wellbeing of cane cutters. I also thought about the unrealized potential for 

social and political action for change, if STGHE participants were encouraged to engage in a 

critical self-reflection about their own participation – as American citizens – in perpetuating 

the structural violence against cane cutters, albeit unintentionally. Not only might such a mode 

 
426 Jared Meyer, “Big Sugar: Sanders and Rubio Share a Sweet Tooth,” Forbes Magazine, July 

2015, https://www.forbes.com/sites/jaredmeyer/2015/08/25/sanders-rubio-support-costly-sugar-

subsidies/#46091d081c88. 



 

173 

of critical inquiry – one that points to the social and political contexts and conditions of STGHE 

in batey host communities – enhance the accuracy of students’ learning experience and bring 

about a structural humility but it might also lend insights into the kinds of actions actually 

required to effect change in the living and working conditions of cane cutters.  

“MY BLOOD IS AFRAID OF THE CANE.” “My blood is afraid of the cane, I get sick 

each time I went to work,” Jean-Paul said, as we sat outside together with his elderly mom. 

Unlike Josef, Jean-Paul lives in a colono-owned batey, and it was more impoverished than the 

others I visited during fieldwork. A colono is an independent sugar planter contracted to sell 

their harvested cane to Central Romana.427 Given this arrangement, the living and working 

conditions of colonatos [colono-owned bateyes] are indirectly structured by Central Romana 

although they are independently-owned. For example, the wage that cane cutters living in 

colonatos earn is largely determined by the established wages that Central Romana pays their 

cane cutters and by how much the company pays colonos for their harvest. “I am 46 years old,” 

Jean-Paul continued, “and I started cutting cane when I was 18. In 1991, I got sick and stayed 

sick for four years. Each time that I would go back to work, I felt ill. When I became more 

energetic and returned to work, I would get sick again, every time.” Jean-Paul eventually quit 

his job as a cane cutter and asked the colono for alternative work. He was offered a wage to do 

regular maintenance work around the batey for 1500 pesos per week ($34 USD), which he said 

is impossible to survive on with a wife and three kids: “even if I were to earn double that 

amount, it is not enough because of the high costs of food and bills.”  

During our interview, a friend of Jean-Paul’s approached us. He was a 38-year-old 

Haitian migrant cane cutter. I asked him to join our conversation, and then asked both to talk 

about their work experience as cane cutters. His friend said,  

There is nothing else for me to do for a job, so I cut cane. It is hard work that makes 

people sick. There is dust coming from the stalks of cane when we chop it with our 

 
427 Most colonos are small to middle-sized landholders and likely belong to the middle- and upper middle- class echelons of 

Dominican society. Those who owned the colonatos that I visited were expatriates (French, Cuban, American [Puerto Rican], and Italian) who 

lived either in Santo Domingo or other places in the Dominican Republic. Other colonos lived outside the country and made only rare 

appearances to check on their bateyes. 
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machetes. This dust gets into your brain. They don’t give us masks to wear to protect 

us from inhaling it. When we cut cane, it is not good for us to get wet from the 

rainfall and then return to work in the humidity and sun. This causes fever and colds. 

During zafra, there is always at least 2 or 3 major injuries. My brother has scars all 

over his hands from the machete and shards of cane. 

The accounts of Jean-Paul and his friend elucidate the risks of cane cutting and how 

exploitive work conditions lead to poor health outcomes. The occupational safety and health 

concerns confronting cane cutters have been documented in a few studies such as Simmons 

(2010), who reported that cane cutters are not typically or routinely given protective clothing 

such as goggles, boots, and gloves, and that cane cutters often worry about their health in 

relation to their labor.428  

In addition to work safety problems, Jean-Paul’s friend revealed another form of abuse 

and entrapment imposed by Central Romana and the broader global sugar industry: 

I work so hard, nearly every day, and still it’s not enough for myself or to make a life 

for my future. If I wanted to buy land to get off the batey, I couldn’t afford it. 

Sometimes I spend two weeks cutting cane and only collect one ton. One ton earns 

only about 180 pesos. If the cane has been burned, then we earn only 140 pesos! That 

is nothing! In previous generations, our fathers earned a lower wage, but it was okay 

because the cost of food was much lower back then. Today, prices of food and 

everything else are inflated, but our pay has not been increased to meet the rising cost 

of living. The sugar company won’t raise our wages.  

In fact, they find ways to decrease our pay: if you cut 5 or 6 carriage loads (each 

carry one ton) and transport it to be weighed at the end of the day, then the pesadores 

[company men in charge of the scale] only report 2 or 3 tons and record the 

remainder under a different name. In that way, they steal from cane cutters’ hard 

work each day, either pocketing that amount for himself or giving it a friend. Even 

though there are laws stating that, if they are caught doing this then they would be 

fired, I have never seen that happen. I doubt that law is ever enforced. 

In this way, cane cutters are doubly exploited – not only by denying them a living wage 

for each ton that they cut but also by further disadvantaging them at the weighing station 

(Figure 4.3). Cheating cane cutters at the scale was identified as a problem in the early 1990s 

and was temporarily reduced in 1996 when labor unions required official inspections.429 

 
428 Simmons, “Structural Violence as Social Practice,” 14. 

429 “Public Report of Review of U.S. Submission 2011-03 (Dominican Republic),” Bureau of International Labor Affairs - Office 
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However, the global expansion of neoliberalized policies has weakened or dismantled trade 

union power that had at least afforded some degree of protections for cane cutters. This has 

resulted in the return of exploitation of wages at the weighing scale and other violations of 

labor rights and protections. A 2013 report found evidence of the retaliatory firings of workers 

for affiliation with unions or for attempts to unionize; therefore, it seems that little, if anything, 

has been done to enforce fair wage payments at the weighing scales.430 The denial of the ability 

to unionize, without fear of penalty, is yet another way that cane cutters are denied 

representation and voice. 

  
Figure 4.3: Loading dried sugarcane (left); Measure of injustice: weighting your worth and wage at the scale 

(right). 

This exploitative strategy is not merely an indictment of the handful of “bad actors” of 

Central Romana Corporation; it is also an indictment of the neoliberal trade policy between the 

US and Dominican Republic that would rather turn a blind eye to the abuse of cane cutters than 

hold those “bad actors” accountable. The unequal treatment of cane cutters persists despite 

numerous international investigations and the implementation of domestic and international 

laws to protect labor rights. Although the United Nations International Labour Organization 

[ILO], in conjunction with a trade deal in 2001, approved the Dominican Republic’s labor laws 

that would protect migrant workers on an equal footing with Dominican citizens, they called 

Dominican sugar “one of the most widely documented instances of coercive labour contracting 
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over the past two decades.”431 Further labor laws and protective measures were established in 

the 2004 transnational neoliberal free-trade agreement known as CAFTA-DR, discussed in the 

previous chapter. A 2013 investigation that took place in response to Father Hartley’s 

complaint under the labor chapter of the CAFTA-DR incentivized members of US Congress 

to request that the Dominican government improve the conditions for the cane cutters – a 

request that has been largely ignored. The US is equally to blame for failing to implement the 

terms of its own trade agreement. This exemplifies the structural violence of neoliberal 

international policies, which are often justified in the name of “free trade” and “development.” 

I asked Jean-Paul and his friend if they felt that the unequal treatment they experience 

had anything to do with their Haitian ancestry. Jean-Paul replied in a way that made clear the 

racial-religious dynamic of oppression that they suffer from, on an everyday basis: “My parents 

migrated from Haiti fifty-three years ago, but I was born here in the batey – and, even so, the 

owner calls me el maldito Haitiano del diablo [the damned children of the devil]. I am a child 

of God! My mom sometimes practiced Vodou, but I never have. But even if I had, there are 

good people and bad people in every religion – even Christianity.” When I asked whether they 

felt at liberty to leave the batey or if they felt restricted due to fear of deportation, Jean-Paul 

said, “In 1997, I was deported even though I am a Dominican citizen and have a birth 

certificate! But on that day, I didn’t have my birth certificate with me, so the immigration 

authority deported me to Haiti just because I look Haitian. It took me exactly two months and 

six days before I could return to the Dominican Republic.” Jean-Paul’s deportation shows the 

intersections of citizenship and race and how they interlock to justify the unequal treatment of 

ethnic-Haitians. Jean-Paul’s friend, an undocumented Haitian migrant, said that he knew of 

neighboring bateyes where deportations had taken place recently.  

As ethnic-Haitians, batey residents are subject to racial profiling even if they are 

citizens or legal residents; and, they constantly fear deportation and the policing and 

 
431 “Stopping Forced Labor: Global Report Under the Follow-up to the ILO Declaration on Fundamental Principles and Rights at 
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surveillance activity outside the privately-owned bateyes. On a separate occasion, I spoke with 

a group of cane cutters who held similar concerns:   

For us who are undocumented, we are afraid to travel outside the batey. We try not to 

go to La Romana because we do not want to be deported and separated from our 

families here. I am especially afraid for my daughter. As a female, she cannot work in 

the sugarcane, and she is undocumented. I pray for her to be able to somehow get a 

job so she can move out of this batey, but what chances are there for her as an 

undocumented Haitian woman? 

Geographic segregation and hyper-surveillance of batey populations is a form of 

structural violence that has been documented in other studies, which found that police 

checkpoints located between batey communities create anxiety and impair efforts to seek 

health services.432 

At the end of our interview, Jean-Paul and his friend surmised that 

Nothing is enjoyable about this work – we only work to the benefit of the owners, we 

are undervalued, and we do it only because there is nothing else we can do. I don’t 

work as a cane cutter for the sugar industry because of the wages, the only reason I 

work is for the health insurance benefits we get as employees. And even those 

benefits are not guaranteed. 

These comments reflect a common sentiment in bateyes that cane cutters felt 

undervalued for their work – not only economically but also in a social sense of worthlessness 

and alienation. I asked them how they might imagine that things could be otherwise, and Jean-

Paul’s friend said, “The only thing that would improve our situation is if they increase our pay 

and then ensure that we actually get it.” This suggests that short-term solutions may provide a 

degree of relief but require a longer-term vision for sustainable outcomes; it also suggests that 

improvements in health and wealth require political change that reckons with the unequal 

power relations between cane cutters and dominant members of society. This requires 

resourcing, particularly around enforcement of laws, compliance with domestic and 

international labor policies, and incentives/disincentives that force Central Romana to improve 

living and working conditions of cane cutters. 

 
432 Simmons, “Structural Violence as Social Practice,” 13. 
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“THE BIGGEST ILLNESS IS THAT WE DON’T HAVE MONEY AND WE HAVE NO FOOD.” 

As a critically ill man at the age of 59, Jonas Pierre is no longer able to cut cane and is at the 

mercy of the other members of his batey community for food and other kinds of assistance. 

Jonas Pierre is HIV-positive and lives in an extremely impoverished colono-owned batey that 

is nestled on a shady hillside. There is no running water, no electricity, and most houses are 

extremely dilapidated. Because of the efforts of an American STGHE group that adopted his 

batey a few years ago, the residents have a few sturdy latrines – but little more. “I have nothing. 

My house is leaking, and the rain falls on my bed that is now rotten. I can’t do anything about 

it. I cannot move out of this batey because I would have to pay for housing anywhere else, but 

I cannot afford that because I am too sick to work.” Jonas Pierre, who looks twenty years older 

than he is, slowly walked me down a winding path to see his two-room house. Along our way, 

we passed by several rickety shacks made of metal and wood scraps, as well as a small pen for 

a hog and a few chickens. As I entered through the doorway, I immediately felt discomforted 

by the temperature hike. I noticed that although he had raised his bed with cinderblocks so that 

it would stay dry during floods, that was clearly a futile effort because his bed was exposed to 

rainfall from the numerous holes overhead in his rusty metal roof. The porous housing also 

allowed in swarms of mosquitos that hovered in both rooms. I swatted at one that had bitten 

me, and he laughed, saying, “You should see them at sundown! There are a hundred thousand 

times more! The American teams [STGHE] tell us not to have any standing water to prevent 

mosquito illnesses. And yet, the mosquitos still find ways to multiply and bite us anyways.”  

Jonas Pierre identified as Dominico-Haitian – born in the batey to Haitian parents – 

and since he was not yet 60, he was ineligible for a pension from Central Romana – dynamic 

that reveals how the sick, injured, and elderly are especially vulnerable. Pensions and other 

work benefits that are supposed to be afforded to documented workers are often denied to those 

who are undocumented. “If you are here legally, then you are eligible for a pension. But that 

doesn’t mean anything because I don’t know anyone at age 60 who has actually received their 

pension. But, I will try to get mine, anyways.” Elderly undocumented cane cutters are excluded 
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from pensions and other work benefits, even if their work was equal to that of legal residents 

and citizens. However, as Jonas Pierre notes, even if you have legal status, you are not 

guaranteed a pension. Ethnic-Haitian cane cutters who, like Jonas Pierre, are Dominican 

citizens and have their birth certificates to prove it are regularly denied pensions upon 

retirement by Central Romana through various manipulative tactics. This finding makes 

evident how it is race and racism – not legal status – that oppresses ethnic-Haitian cane cutters: 

they are systematically denied legal and labor rights and protections, regardless of their 

citizenship status.  

My research found numerous examples of this kind of racialized economic injustice 

enacted by Central Romana against their ethnic-Haitian workforce. Another example was 

provided by a Dominico-Haitian male respondent, age 69, who lived in a different company-

owned batey than Josef. He told me that he had submitted his documentation for his pension 

in 2009 but didn’t begin receiving payment until 2013; Central Romana never gave him back 

payment for those years in-between. A second example was provided by a woman who came 

to a STGHE mobile clinic with her epileptic nine-year-old son. She broke down in tears while 

talking to the Dominican doctor and shadowing American medical students as she explained 

that, in addition to suffering from hypertension, she also suffered from depression and anxiety 

about the unaffordable health care costs for herself and son. Through her tears, she told us that 

her husband had severely injured his leg while working at the Central Romana refinery three 

years ago, leaving him permanently unable to walk and work. Since he was already of 

retirement age, his boss had promised him a pension on the condition that he could provide 

proof of legal residency. When he did, the Central Romana administrators noticed that his last 

name was spelled incorrectly on his birth certificate: one letter was missing. Since it did not 

exactly match the spelling of his name in his employee records, the company denied him his 

pension based on that technicality. The Dominican doctor shook her head and said that this 

sadly happens to sugarcane workers with Kreyol names (for example, the Haitian name 

“Jacques” may be misspelled by Dominican Spanish-speakers as “Jacque”). Corporate 
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administrators will either accidentally or purposely misspell the names of darker-skinned 

employees (those who even look Haitian), an action that can later be used to deny those workers 

their rights to equal wages, medical benefits, pensions, and other benefits due. The woman 

noted the bitter irony: “But the company surely didn’t bother asking my husband for his papers 

upon hiring him! That’s probably when his last name was misspelled in their records in the 

first place. It was only after he got hurt, that, all of sudden they cared about the legal matters!”  

Yet a third example emerged while I spoke with a group of eight young Haitian migrant 

cane cutters (half of whom were undocumented), whom I was fortunate to meet in their batey 

because it was a holiday. They expressed their anxiety about getting older and not having 

enough money to survive: they have seen men in their seventies and eighties who were still 

cutting cane because they never received their promised pensions.  

I asked Jonas Pierre if he could talk about his experiences as a cane-cutter:  

I started when I was 17. I would cut the cane and carry it to the carriage. We got paid 

by the ton – it’s still that way now. But things were easier back then because the price 

of food was less. Now, even though cane cutters get paid by the ton and wages are 

higher than they used to be, the price of food and everything else has gone up. No one 

can afford to buy food and things we need nowadays.  

It’s not about enjoying the work. We cut cane because that’s what kind of work was 

available. I would start at 3am and wouldn’t get home until 8pm. We worked in 

groups of ten or twelve under the watch of a supervisor. Supervisors are just there to 

watch us – they don’t cut the cane. It is very hard and dangerous work. Just the other 

day, one of the railway carriages ran over someone. He was bleeding a lot. And one 

guy had two fingers cut off. Another man was cutting cane and one of the shards that 

splintered off flew into his eye. It left him blind. One time, I injured myself badly – I 

cut my hand down to the bone with my machete. I am now handicapped in this hand. 

Jonas Pierre showed me the deep scar that cut across the backside of his left thumb and 

index finger.  

Since I was employed at the time, I went to Central Romana’s private hospital to get 

stitches. But, now that I am no longer working, I am very sick and cannot get health 

care. My sister – even though she is married to a cane cutter – she also does not get 

health insurance. We have to go to the public hospital when we are sick, but the 

service is so bad there that we only get medications from them. And with that 

medication, you hope to God you get better because if you don’t, then you will die. 

Only God can save you in that moment because all of the other hospitals costs a lot of 
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money for consultations, tests, and other services. It can cost about 600-700 pesos 

just to get seen! None of us Haitians here can afford that!” 

I asked him what major illnesses afflict the batey residents, and he replied (Figure 4.4): 

The biggest illness is that we don’t have money and we have no food. And, the 

elderly and ill men cannot work, so we have to find a way to survive. Who is 

responsible for providing for us? Well, I know that the owner of this batey will not 

provide any help! When Hurricane Georges hit in 1998, this entire batey was wiped 

out. Afterward, the owners – they live in Puerto Rico – came in their big black SUV. 

They came to the entrance, saw the mass destruction, and then turned around and left. 

They didn’t even come in or get out of their cars! They offered us nothing – not even 

scraps to rebuild. So, we residents helped each other out by collecting materials to 

rebuild our homes. 

 
Figure 4.4: “The biggest illness is that we don’t have money and we have no food.” 

In other words, he tells us that economic injustice and the ever-widening gap between 

rich and poor of our neoliberal era is inseparable from health and illness. 

CONCLUDING REMARKS: THE KILLING ABSTRACTIONS OF NEOLIBERAL GLOBAL 

CAPITALISM 

The cane cutters’ accounts demonstrate how race/ethnicity intersects with citizenship 

and age, and how those factors are used to deny them labor and legal rights, benefits, and 

protections. Undocumented ethnic-Haitians im/migrant laborers are excluded from equal work 

benefits that are legally guaranteed to those who are documented; yet, because of racism and 
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xenophobia, even documented cane cutters who have legal claim to economic benefits are 

often excluded from those rights. Cane cutters’ vulnerability increases with age and as their 

physical strength declines. Especially on account of their black skin and Kreyol culture, cane 

cutters may not receive employee benefits or retire with a pension in exchange for decades of 

hard work given over to the global sugar industry – one that is predominantly demanded and 

driven by Americans. Instead they must continue to cut cane until their bodies break or they 

no longer have the strength to swing a machete, at which point they become useless to the 

forces of a racialized political economy, and then they are allowed to die.  

Our neoliberalized global capitalist system structures the sugar industry and creates 

abstract layers of exploitation that capitalize on and reinforce the vulnerability of ethnic-

Haitian bodies and populations as les damnés, rendering them as a disposable commodity. 

Cane cutters’ stories shed light on the challenges of today’s political economy. For capitalist 

economic growth via neoliberal ideologies of the free market, especially emphasizing the 

privatization and deregulation of industry, cane cutters are routinely deprived or excluded from 

living wages; safety and protections; work benefits like pensions, fair wages at the scale, and 

adequate employee health coverage; and the right to unionize to demand fair treatment. This 

structural violence has pernicious effects on cane cutters’ health– they are left unable to pay 

for medicines, food, clean water, shelter, and other necessities required to sustain themselves 

and their families. These invisible forces are the killing abstractions of neoliberal capitalism 

that have perpetuated the suffering of cane cutters come into the line of visibility in the ways 

that the neoliberal freedom from regulation has meant the freedom of industry to exploit and 

endanger its workforce. The neoliberal freedom from trade unions has meant the freedom of 

corporations to suppress wages. The neoliberal freedom from taxes for the top one-percent 

wealthy and for corporations has meant the freedom from an equitable distribution of wealth 

among the poor and working classes. 

David Harvey describes how the commodification and disposability of labor takes 

shape under neoliberalism through a two-pronged attack against labor power that has stripped 
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away workers’ protections.433 The first prong has been the dismantling of trade unions and 

other collective institutions that once gave laborers a modicum of support and dignity, and the 

replacement of systems of collective action with a system of individual responsibility. The 

implications of neoliberal trade policy on cane cutters was exemplified, for example, by their 

exploitation at the weighing scale – first, by weakening labor unions that leave them with little 

recourse for action against corporate abuse and threatening deportation and firing of those who 

attempt to unionize; second, by failures of the free trade agreement between the US and 

Dominican Republic to enforce labor laws and protections. The second prong of attack 

identified by David Harvey takes advantage of illegal immigration. Neoliberal capitalism is 

confounded by the geographic mobility of capital and the relative geographic immobility of 

labor; illegal immigrants provides a solution. Undocumented immigrants are mobile labor 

sources who cross borders in desperate search for work to survive, rendering them an easily 

exploitable labor source. In the case of the ethnic-Haitian im/migrant cane cutter, their triple 

status of precarious life as the racialized, criminalized/illegal, and poverty-stricken is used by 

their sugar employers – and those of us who consume their product – to keep them 

disadvantaged and desperate. Moreover, because of their illegality, they embody what Giorgio 

Agamben has termed “bare life” – they are both included and excluded from the juridico-legal 

sphere.434 They are included as law-breaking criminals and deemed punishable by state law; 

yet, they are abandoned by state law insofar as domestic or international legal protections like 

CAFTA-DR are not extended or enforced. As such, Central Romana employers are not 

pressured to treat their undocumented laborers equally and justly, and they can threaten them 

with deportation at any time for any reason. While this has taken place throughout recent 

history, neoliberalized capitalism reinforces this logic through assumptions about the role of 

the state – namely, that the state shall not interfere with economy, effectively authorizing the 

private sector to roll back wages and protections and destroy collective bargaining for its 

 
433 Harvey, A Brief History of Neoliberalism, 148-149. 

434 Giorgio Agamben, Homo Sacer: Sovereign Power and Bare Life (Stanford, CA: Stanford University Press, 1998). 
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laborers. This has been the case despite the fact that neoliberalists have promised a trickle-

down effect that would bring wealth and prosperity to everyone, even the poorest.  

The kind of “bare life” experienced by undocumented and stateless ethnic-Haitian cane 

cutters and their families – including those whose ethnic features even suggest Haitian ancestry 

can be understood as a “needed-but-unwanted” gridlock435: the Dominican government has at 

times imported Haitians when they are deemed necessary for economic growth, and at times 

has issued mass expulsions when they are deemed an unwanted social and economic burden. 

They are needed to support economic growth and sugar production that, despite its weakening 

over the past few decades, remains a dominant income source for the country. They are needed 

because cane cutting has long been stigmatized as the work of black folks because of the 

association between slavery and sugar and the racialized perception of Haitians. But as the 

historically racialized im/migrants, they are unwanted and criminalized by Dominican society, 

and made subject to abuse, exploitation, and arbitrary deportations that ebb and flow depending 

on the whims of the Dominican government, Central Romana Corporation, and the geopolitical 

vagaries of the global sugar market. This precarious system has ethnic-Haitians trapped in a 

bind that continually contributes to their suffering and pain. 

Presumed as making an “irresponsible and risky choice” of illegally crossing borders, 

the undocumented body is dehumanized as de facto criminal by dominant society, and their 

criminalized status is a barrier with far-reaching consequences for every aspect of healthy life: 

without birth certificates or work permits, cane cutters and their families are routinely denied 

work benefits including equal and fair wages, pensions, employee health plans, and other life-

sustaining provisions; they cannot safely travel beyond the batey and live in a persistent state 

of anxiety over the threat of deportation; their children cannot attend school past the eighth 

grade.436 Without proof of legal residency, cane cutters have little recourse to improve their 

socioeconomic standing by demanding better living and working conditions from their sugar 

 
435 Wooding and Moseley-Williams, Needed But Unwanted. 

436 Jacob Kushner, “Haitians Face Persecution Across Dominican Border,” NACLA Report, accessed November 21, 2017, 
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employers so they can afford medicines, food, and other necessities for a healthy life. Without 

legal status, cane cutters and their partners have few options for work; they are stripped of the 

choice to quit their poverty wage jobs to seek living wage employment elsewhere.  

The discourse of individual “choice” is unraveled through a consideration of structural 

violence and injustice. Ethnic-Haitian children born in the Dominican Republic are 

intentionally and routinely denied Dominican birth certificates.437 Birth certificates are also not 

systematically issued in Haiti, which has helped create a stateless population. The erratic push-

pull immigration policy and ever-shifting attitudes about immigration in the Dominican and 

Haitian governments over the last seven decades, including the US military government, has 

led to the transition of bateyes as permanent rather than the temporary housing that they were 

originally meant to be.438 Today, bateyes are home to multi-generation families, a circumstance 

that literally gives birth to a steady labor source of black bodies for the sugar industry. Many 

second- or third- generation residents identify as Dominican, have never been to Haiti, and/or 

no longer have relatives or a place to return to. Although undocumented im/migrants in bateyes 

are construed as poor decision-makers through criminalized victim-blaming logics, they have 

little margin to improve their circumstances because of the structural constraints that limit their 

agency. The “choice” to stay or return to Haiti in search of employment, or to live clandestinely 

in the Dominican Republic as a sugar laborer, is based on the assumptions that there is a choice 

to be made and that is theirs alone to make. 

The cane cutters’ narratives also unravel the pervasive belief by mainstream society 

that batey residents’ access-related barriers are merely legal matters, as argued in the previous 

chapter. Their narratives provide the empirical evidence of how this unhealthy needed-but-

unwanted gridlock is a product of structural and institutionalized racism. Undocumented 

ethnic-Haitians persons are routinely denied the health and social assistance typically afforded 

to legal residents and citizens, yet even those who do have proof of legal residency in the 
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Dominican Republic are subject to discriminatory remarks and the denial of equal rights and 

protections – particularly, those with African physiques or French cultural traits – and this 

happens all of the time and in myriad ways because xenophobic racism is an institutionalized 

norm and practice in the sugar industry and in wider Dominican society. 
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Chapter 5. The Corporeality of Social Suffering: Everyday Violence of El 

Maldito Haitiano del Diablo in Dominican Bateyes   

They call us el maldito Haitiano del diablo [the damned Haitian children of the devil]?439  

 

Social suffering … brings into a single space an assemblage of human problems that have 

their origins and consequences in the devastating injuries that social force inflicts on human 

experience … the trauma, pain, and disorders to which atrocity gives rise are health 

conditions, yet they are also political and cultural matters.440 

EMBODIMENT OF DISCRIMINATION AND POWER HIERARCHY 

Whereas the male residents’ narratives were presented in the previous chapter to 

illustrate the political-economic injustices that create health inequities, this chapter focuses on 

the perspectives of women living in bateyes to illuminate the power-ridden socio-cultural 

origins.441 The women’s stories provide a contextually nuanced understanding of the everyday 

suffering they experience and demonstrate how the underlying causes of health inequities are 

largely social and political. In particular, what emerges through the telling of their stories are 

various forms of social discrimination that women and girls are exposed to on an everyday 

basis, all of which undermine health and flourishing.442 Multiple social discriminatory forces 

are lived out and endured by female batey residents: their stories reveal the social suffering 

inflicted by race/racism, gender/patriarchy, legal status/nativism, religion/religious bigotry, 

and other oppressive power structures that get inscribed onto their bodies (embodiment). 

Drawing feminist epistemologies such as intersectionality and embodiment theories together 

with Seth Holmes’ conceptualization of a “violence continuum,” I demonstrate how the social 

origins of suffering are inextricably entangled with bodily suffering and material deprivation, 

insofar as social inequalities come to be embodied and materially expressed as physical 

impoverishment, bodily injury and illness, and even death itself. Said simply, batey residents’ 

 
439 Marceline, interview with author, April 2017. 
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441 Although presented in separate chapters, the readers should understand that the political-economic causes of health inequities 
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442 I use the term “flourishing” as an alternative way of thinking about wellbeing – one that raises the bar for the human condition 

by recognizing the right to persist and flourish in the face of uncertainty and death. “Human flourishing” aspires to not merely achieving basic 

needs for survival (which are part of it) but to broader efforts to “achieve self-actualization and fulfillment within the context of a larger 

community” that encompass “dignity, diversity, freedom, happiness, and holistic wellbeing of the individual within the larger family, 

community, and population.” See National League for Nursing, Practical/Vocational Program Outcome: Human Flourishing (2014), accessed 

October 1, 2017, http://www.nln.org/docs/default-source/default-document-library/human-flourishing-final.pdf?sfvrsn=0.   
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stories inform us that health inequalities are social inequalities: their bodily suffering caused 

by biological and other material health hazards is inseparable from – and largely dictated by – 

sociopolitical forces. While the findings that batey health inequities are caused by underlying 

“social” determinants is unsurprising, a more interesting finding is how the “social” comes to 

matter less among STGHE students through depoliticization processes. In the final section of 

this chapter, I turn to the ethnographic renderings of students to show how a discourse of 

“cultural difference” displaces a discourse of social and structural inequalities as the dominant 

explanation of suffering and disparities in bateyes. This is concerning because the deployment 

of “culture” as a catchall explanatory framework hinders a more accurate service-learning 

experience about the nature and causes of batey health inequities. Moreover, an overreliance 

of such individualized cultural explanations is reflective of how the neoliberal discourse of 

personal responsibility, inclusive of its victim-blaming tendencies, may get unintentionally 

taught and learned through STGHE which reinforces rather than redresses inequities.  

MISERIA MORTAL: ETHNOGRAPHIC ILLUMINATIONS OF GENDERED SUFFERING AND 

INEQUITY 

Nancy Scheper-Hughes proposed the term “everyday violence” to understand the 

practical realities and dilemmas that daily confront the residents of a shantytown located in 

Brazil, a violence she interpreted as the “deadly misery” associated with the vicious cycle of 

sugar.443 The ethnographic data presented in this section provides gendered understanding of 

the everyday violence of batey life, exploring the lived experiences of women to show how a 

multifaceted violence continuum (physical, structural, symbolic) shapes and structures health 

and wellbeing in Dominican bateyes. This conceptualization is a succinct way of talking about 

both intersectionality and power inequities, and the four stories shared below are thematic of 

how suffering is experienced by the other female respondents.444 Drawing from the 

 
443 Scheper-Hughes, Death Without Weeping, 4. 
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specific. Also, the names of bateyes are intentionally omitted to further protect the confidentiality of respondents. The version of the stories I 

present below are slightly adjusted to preserve respondents’ anonymity while also upholding the integrity and accuracy of the original telling. 
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intersectional scholarship of others, I designed my semi-structured interview with a priori core 

questions about race/racism, gender/sexism, and citizenship/nativism.445,446 However, a 

grounded research approach allowed me the flexibility to explore emergent questions and 

themes, which led me toward questions about the social dynamics of age/ageism and 

religion/bigotry as sources of oppression. 

“WHEN YOU GET SICK, THEN YOU CAN JUST DIE.” “I was born in Haiti, and when I 

was twelve years old, my stepfather tried to rape my sister,” Marceline recalled, “and that’s 

when we ran away from home and never went back. Soon after that, I got married. I was 

fourteen. We decided to immigrate to the Dominican Republic in the 1980s so that my husband 

could find work as a cane cutter. There was no work for us in Haiti – Duvalier was still in 

charge at that time.” We sat outdoors underneath the semi-covered patio of her home, and a 

steady downpour of rain had just begun that exposed the many holes in her metal roof. “Before 

he died,” she said, “my husband was the only one earning money to support me and our six 

children. I was glad for the money, but … well, let’s just say that my husband had many 

women. I did not feel that he valued me. But, now I have ten grandchildren. When I feel sad, I 

think about my grandchildren, who make me happy.” Marceline was a young widow in her 

forties, and although she smiled and laughed often, I could sense a sadness underneath as she 

reminisced about her abusive stepfather and husband. Gender-based violence among women 

is commonplace in the Dominican Republic and Haiti, and patriarchal norms and institutions 

are identified in studies as a driver of gender inequality in the Spanish Caribbean, including 

machismo attitudes as one of its facets.447 As we lightheartedly played with her youngest 

grandchildren who had slowly gathered around, she told me how her husband died:  

About four years ago, he was working in the cane fields and was injured. He used to 

run the ox-drawn carriages on the sugar plantations. But his foot got stuck in the 

 
445 Olena Hankivsky, Sarah de Leeuw, Jo-Anne Lee, Bilkis Vissandjee, and Nazilla Khanlou, Health Inequities in 

Canada: Intersectional Frameworks and Practices (British Columbia, Canada: UBC Press, 2011). 

446 Kimberlé Williams Crenshaw, “Mapping the Margins,” Stanford Law Review 43 (1991): 1241-1299, 

https://doi.org/10.2307/1229039. 

447 “Gender Assessment: United States Agency for International Development [USAID]/Dominican Republic,” USAID 

(September 2009), 4. 
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carriage wheels and the carriage flipped over, with him in it. At the hospital, when the 

doctors removed his bandages, they discovered that he had numerous broken bones. 

After a week of rest, he was on his way to the clinic for his first day of treatment and 

was killed in a car accident.  

Before he died, he didn’t earn much money cutting cane, but at least we could get 

along, for the most part. Although my husband was injured on the job, there is no 

workers’ compensation given to cane cutters or their spouses. So, I am very worried 

now because my house is falling apart, and now there is no money for food, 

medicine, or anything else. 

When cane cutters die, regardless of whether it was a work-related death or not, their 

spouses do not receive workers’ compensation or other kinds of financial assistance from 

Central Romana; widows and children are instead left to their own means for survival. 

Marceline continued: 

This house – do you see how leaky it is? And it leans, so every time it rains, the water 

pools at one end. It is terrible to clean! I own land nearby and wish I could afford to 

build a house there, so that I can leave this place. When I asked the owner of this 

batey if he would help me build, he said no. I have lived in this batey for many 

decades, and I had never asked him for anything up until then! And still he said no, 

without any hesitation. When the American STGHE group was here a few months 

ago to help build a new house that for a family, I asked the construction crew if they 

would help me build a house on my land – even if it was just made of metal sheets. 

But they said that they were only allowed to build houses in bateyes. 

Although unintentional, the host organization and American teams of STGHE work 

toward the same ends as the sugar industry of keeping ethnic-Haitian laborers and their families 

in their place – that is, oppressed in the bateyes.  

Marceline lives in a colonato [colono-owned batey]. I asked her what life is like for 

females, as compared to males: 

You mean, is life harder for a woman than a man? Central Romana does not allow 

women to earn money cutting cane. So, it’s harder for me because, without a job, I 

have no money, and without money I never know if I can feed my family. Also, the 

colono doesn’t provide women with job opportunities around the batey, like cleaning 

or weeding. He gives all the jobs to men! The colono – I don’t like him – he does not 

want to be contacted if someone dies, gets sick, or is injured. If a cane cutter dies, the 

owner does not feel like it’s his problem – even though he certainly needs us Haitians 

to cut his cane! So, as for women: if you don’t have health insurance or money to pay 

out of pocket for medical attention when you get sick, then you can just die.  
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The ways that women suffer gender inequality in bateyes can be understood in terms 

of abuse and sexual assault, the denial of economic rights like earning a living wage and 

property rights, and limited upward mobility. Marceline’s daughter and daughter-in-law were 

sitting nearby, looking on with solemn expressions, quietly listening. She added, “I had hoped 

my daughters would fare better than me, but now with my husband gone, there is no money to 

send them to university or trade school.” Marceline’s daughter had two babies, and she told 

me that she was not able to follow in the path of her older sister, Angelique, who was able to 

attend school up through the 10th grade when their father was alive. Angelique had wanted to 

become a nurse, but her father could not afford nursing school, so she settled for work as a 

hotel maid after attending trade school. Although she periodically sends money to Marceline, 

Angelique is paid 5000 pesos ($105) per month and can only give her mother a small amount, 

a reality that raises questions about whether the economic boom of the Dominican tourism 

industry actually lifts people out of poverty or merely shuffles it around for the working poor, 

while the bulk of profits go to the already-wealthy hotel executives.448 Unlike Angelique, 

Marceline’s other daughters have followed in her footsteps, finding male partners in the batey 

whom they must depend on. Without a post-secondary education, escaping batey life seems 

unlikely; upward mobility seems left to factors largely beyond their own control.  

I asked Marceline what kind of job she would be interested in, if she were allowed to 

work. She shrugged and said, 

Unfortunately, even if the owner did allow me to work, I have had eight abdominal 

surgeries in less than ten years, so I would not be able to do much manual work. The 

doctors are not sure what is causing my pain. They think the surgeon left gauze or 

some other object inside of me during my last surgery … the surgeries were 

expensive, but we could pay for them when my husband was working because at 

least we had some money. But now, my stomach illness has not gone away; I need 

another medical test but cannot afford it. The doctors prescribed medicine, but I can’t 

afford that either.  

 
448 Steven Gregory, The Devil Behind the Mirror: Globalization and Politics in the Dominican Republic (Berkeley and 

Los Angeles, CA: University of California Press, 2014). 
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In this colonato, wives and children are not covered by their husband’s or father’s 

health insurance plan that they get as Central Romana employees. As an 

undocumented migrant, I am denied access to public assistance. I had a Haitian 

passport with a Dominican visa, but both expired many years ago. So, yes, I have 

overstayed my visa; but, for every month that you overstay, you have to pay a huge 

penalty fee! I will never be able to afford that fee to renew my visa! Renewing 

Haitian passports is also very expensive, and the process requires a return trip to 

Haiti. I certainly don’t have money for that! So, I just stay here and try my best to 

keep a low profile. 

Marceline, like many other batey residents in the La Romana region, has lived most of 

her life as a permanent, undocumented immigrant. The gender inequality experienced by 

women, then, is one that links their bodily suffering to their economic and legal status; both 

are mutually reinforcing forces that disadvantage them. Excluded from labor rights on account 

of her gender, Marceline cannot earn a living wage to afford quality medical care when she 

gets sick; excluded from legal rights on account of her “illegality,” Marceline is denied access 

to affordable health care and doubly denied access to jobs that might offer health benefits. Her 

social suffering manifests as physical suffering and is exacerbated by the aftereffects of 

substandard healthcare and by her status as a disabled person; she struggles on an everyday 

basis to maintain her household and provide care for her family.  

One cannot talk about the structural violence experienced by undocumented 

immigrants without also talking about the structural violence endured by black-skinned ethnic-

Haitians. I asked if they felt like they are treated differently, as ethnic-Haitians. Marceline 

looked down and smiled slightly, presumably to conceal her pain, and softly said, “Yes … oh, 

yes.” After a moment of silence passed, I asked if she would mind sharing an experience with 

me that illustrated this unequal treatment. In doing so, she drew the explicit intersections 

between health and gendered racial discrimination. 

One time I was sitting on a bus between two men. Even if you dress nice and wear 

deodorant, people still will say ‘There is a smell.’ One of the men said, ‘Someone has 

body odor in here,’ and, the man who was collecting the bus fees said that it was me. 

I was shocked because he was dark-skinned, like me! So, I said to him, ‘Why would 

you say that to me, if you also are of Haitian descent? You know that they call us el 

maldito Haitiano del diablo [the damned children of the devil], so why would you 

say that?’ The discussion got really heated. Other people began saying that I smelled 
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like a rotten dead rat. At that time, I didn’t have my hair permed, and so they made an 

ugly comment about that, too, saying, ‘Woman, do something about that filthy bird’s 

nest.’ After a while, the bus driver had to kick one man off the bus, only because he 

was starting a fight. He said he was going to hit me, so I said: ‘If you say that I’m el 

maldito Haitiano del diablo, then let me show you my work with the devil since I am 

the devil’s child!’ After that, he left me alone because he became afraid.  

It makes me feel bad. Can you imagine how it feels to be called el maldito Haitiano 

del diablo all your life? Even the colono – no, especially the colono – calls us that! 

He says that to the cane cutters who work hard for him and make him money! I am 

not going to deny that I am Haitian: I was born in Haiti, but I grew up in the 

Dominican Republic; my children were born here. Dominicans call us the devil’s 

children because we have a different [darker] skin color and because we do not have 

the same opportunities as them. 

Marceline’s experience demands a pedagogical moment to critically reflect on the 

question she posed, because it has everything to do with the cultivation of empathy: Can I 

imagine how it feels to be called a damned child of the devil on an everyday basis? As an 

American woman of Chicana heritage who has experienced racial discrimination only once in 

my life (at a Canadian immigration agency) and who has experienced gender discrimination 

more times than I can count in the United States, I have some degree of understanding what it 

feels like to be dehumanized on account of difference. To some degree, I can empathize with 

the kind of visceral suffering that discrimination brings to those deemed as Other. However, I 

cannot truly “know” how it feels to be dehumanized as an undocumented ethnic-Haitian 

woman living in extreme poverty in a batey. Nor am I subjected to gendered racism as an 

everyday reality, like so many women of color are: not only must Marceline, as a black woman 

of African ancestry, have tidy clothing and wear deodorant but must also have orderly hair lest 

she be accused of having an unruly “bird’s nest,” a legacy of the racist-colonialist discourse of 

tropical medicine and hygiene that cross-generationally harms black women today. Although 

we outsiders cannot truly “know,” Marceline’s narrative beckons us to listen to her story and 

to recognize that poor health is not simply an individual matter of low income and legal status, 

but that economic and immigration policies are strongly shaped by historically-entrenched 

structural racism and patriarchal capitalism. And, that kind of structural empathy and 

awareness can only come from asking batey residents for their experiences in the first place. 
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The cane cutters’ narratives already revealed insights into how those who are known 

to be Haitian or whose characteristics suggest Haitian ancestry are subjected to racial 

discrimination on an everyday basis (on buses and everywhere) by those who consider 

themselves to be “Dominican” – that is, “not Haitian,” or said more bluntly, not of black 

African ancestry. However, Marceline’s story demonstrates the intersectionality of the 

structural violence of racism, sexism, xenophobic nationalism, and religious bigotry. Her 

narrative also represents how antihaitianismo encompasses racialized practices based on more 

than just skin color: it captures a spectrum of “presumed racial, social, economic, and national 

cultural differences” between Haitians and Dominicans.449 To that extent, “cultural difference” 

becomes a proxy for “racial difference.” The bus riders picked up Marceline at the entrance of 

her batey; because of her place of residency in the batey, she is automatically constructed as 

“illegal criminal” and “black Haitian.” Dehumanized as the “undeserving,” she was exposed 

to gendered and racialized acts of violence such as the threat of physical attack and verbal 

assault by a man who was also of Haitian descent, although he did not see himself as the same 

as Marceline. Not only did the man victimize Marceline to the structural violence of sexism 

and racism but he exposed himself as a victim of symbolic violence, as one who has internalized 

the (unnatural) norm of Haitian inferiority. What is violent about this symbolic violence? 

Symbolic violence is a concept from French sociologist Pierre Bourdieu, which leads us into 

misrecognizing structural inequalities as natural, rather than as a social construct.450 In the case 

of the bus passenger, the link between “race” and “citizenship” is invisiblized as a social norm 

that legitimizes the dehumanizing treatment that he and other ethnic-Haitians like Marceline 

are seen to deserve. This expression of symbolic violence is both a cause and consequence of 

postcolonial Caribbean societies’ use of other cues besides skin color to differentiate Self and 

Other; it is a highly complex phenomenon. Although racial prejudice is often founded along 

the lines of skin color, the situation in the Dominican Republic is complicated by the fact that 

 
449 Sagás, Race and Politics in the Dominican Republic, 4. 

450 Pierre Bourdieu, Pascalian Meditations (Stanford, CA: Stanford University Press, 2000). 
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skin color differences between “Haitians” and “Dominicans” are oftentimes subtle and vary 

along some gradation of dark and darker skin tone.451 This perplexing reality is part of what 

Caribbean scholar Ernest Sagás has described as a “racial mirage,” in which Dominicans 

“officially” believe themselves as a racially harmonious, color-blind society of mulattos, but 

have strong undercurrents of “unofficial” racism, much of which is directed toward 

neighboring Haiti. 452 Beyond skin color as a marker of identity and difference (and inferiority) 

between Dominican Self and Haitian Other, Dominicans – including the man on the bus – 

conceive of themselves as “not Haitian” in other ways, such as variations in Kreyol French 

surnames, language proficiency or accent, and physical features socially ascribed as “African” 

like broader noses, thicker lips, darker skin, and coarser hair – which they call pelo malo (bad 

hair).453 Haitians use these cues as well; young girls in the bateyes have come to embody 

inequities and exhibit the effects of symbolic violence as they self-describe their hair as pelo 

malo and are drawn to the hair of Caucasian female STGHE participants.454  

Marceline’s narrative also sheds light on another way that batey residents suffer an 

unequal power hierarchy: religious discrimination, which interlocks with racism, misogyny, 

and nativism. On account of her black skin, gender, and place of residence, she was victimized 

with a slew of racist insults related to personal hygiene – she smelled like a dead rat; her hair 

was a filthy bird’s nest – followed by racist religious stereotyping of her as el maldito Haitiano 

del diablo [the damned children of the devil]. Just as Haitians are constructed as “not 

Dominican” for their physique and language proficiency, they are simultaneously conceived 

as “not Dominican” because of their presumed “superstitious” (read: “backward”) religious 

 
451 My Haitian interpreter, and key informant, suggests that “colorism” is a more accurate description. 

452 Ernesto Sagás, Race and Politics in the Dominican Republic (Gainesville, FL: University Press of Florida, 2000), 2. 

453 David Simmons, “Structural Violence as Social Practice: Haitian Agricultural Workers, Anti-Haitianism, and Health in the 

Dominican Republic,” Human Organization 69, no. 1 (Spring 2010): 13. 

454 This kind of encounter was received by many American female participants as a compliment paid them by the batey children. 

In addition to expressing their gratitude, however, it ought to be a moment of critical reflection for Americans (especially white folks) to 

grapple with how racial discrimination causes everyday suffering in bateyes, especially for females. Historically, African hair that is coarser 

than Caucasian hair has been perceived by the latter (and embodied by the former) as not only “different than,” but also “inferior to.” 

Furthermore, it poses an opportunity for American STGHE participants to re-position this not-so-unique racialized practice in broader context: 

rather than this being an unfortunate experience unique to young girls in bateyes, or that only ethnic-Haitians living in the Dominican Republic 

endure, women (and men) of African descent – anywhere and everywhere in the world, including the United States – suffer the violence of 

structural racism, often exhibited through the politics of hair.  
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belief system – Haitian Vodou. Most ethnic-Haitians living in the Dominican Republic 

(including bateyes) self-identify as Catholic or Protestant.455 However, those in bateyes are 

assumed as “voodoo-worshippers” in the eyes of non-Haitians, including Americans; and, 

because of widespread misunderstandings of Vodou, ethnic-Haitians are pathologized as 

having a detrimental culture. The discursive inscription of el maldito Haitiano del diablo onto 

batey bodies produces immense suffering and is tied to westernized Christian discourses of 

“voodoo,” which became a proxy for Haitian backwardness and wrongly equates Vodou to 

devil-worship.456 This broad-stroked stereotyping enacts a racialized politics that stigmatizes 

entire Haitian populations, including the diaspora in bateyes, subjecting them to discriminatory 

abuse along racialized religious lines. Such fear-driven misperceptions of Haitian Vodou fuel 

bigoted accusations and derogatory comments about batey residents; yet, as Marceline 

revealed, it can also be used as a site of resistance and means of protection against harm. 

In sum, Marceline’s story reveals an intersectional dynamic of discriminatory forces 

that create health inequities (Figure 5.1). The underlying sociopolitical causes of suffering and 

inequities in bateyes can only be revealed by engaging in critical dialogues with host 

communities and can provide valuable insights for STGHE for a better understanding of how 

best to mitigate suffering and redress inequities. 

 
455 The U.S. State Department notes that “While precise statistics are unavailable, it is estimated that approximately 80% of 

citizens are Roman Catholic. Most of the remainder belong to a variety of Protestant denominations. The largest of these are Baptist (10%) and 

Pentecostal (4%) … Voodoo, a traditional religion derived in part from West African beliefs, is practiced alongside Christianity by a large 

segment of the population. Even though the Government officially recognized voodoo as a religion in April, voodoo continues to be frowned 

upon by elite, conservative Catholics and Protestants.” Source: “Haiti: International Religious Freedom Report 2003,” accessed November 7, 

2007, https://www.state.gov/j/drl/rls/irf/2003/24496.htm  

456 I use the Kreyol spelling Vodou to represent the various ways that Haitians practice and worship today. This is to be 

contrasted with “voodoo,” which I use to denote the distorted and stigmatized perceptions of Vodou that have been promoted by westernized 

imaginaries. Ideas around “voodoo” were created by Christian French colonizers in Saint-Domingue that were later recreated through 

American representations in anthropology, the media, and the Hollywood film industry. These mythical representations should be contrasted 

with Haitian Vodou as it is defined and practiced by Vodouisants [believers and practitioners of Haitian Vodou]). See Michel-Rolph Trouillot, 

“The Odd and the Ordinary: Haiti, the Caribbean and the World,” Cimarron (Winter 1990): 3-13. 

https://www.state.gov/j/drl/rls/irf/2003/24496.htm
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Figure 5.1: Everyday suffering in the lives of women in bateyes. 

“EVEN ANIMALS GET A BETTER LIFE THAN WE DO.” Lovelie and I sat under a tree for 

our interview, even though a thunderhead in the distance over the hilltop threatened to come 

our way. Like Marceline, Lovelie lives in a colonato. She is a Haitian migrant in her mid-

thirties and lives with her partner in a room in the long barracks, which provide a far smaller 

living space than most houses. It lacks a door, so in its place she used a beautifully colored 

curtain to cover her doorway for privacy. She began seasonally migrating to Dominican 

bateyes ten years ago with her partner, a cane cutter. They live in Haiti for six months during 

the off-season, known as tiempo muerto (dead season) and for six months in the Dominican 

Republic during zafra (harvest season). They have two kids who live with relatives in Haiti, 

and they regularly send money to support the kids. “Sometimes we have to sacrifice things for 

ourselves to have enough for our kids. If we earn 2000 pesos, then we will send them 1800. 

The children need it more than us; with what money we have left, my partner and I may not be 

able to eat. This happens often. Every time we send money to the kids, we suffer a little bit.” 

Her decision to migrate without her kids also came at an emotional cost: “The most difficult 

thing is that I miss my children. My hope is to have them come with me, but I can’t afford to.” 

Lovelie used to buy clothing in bulk from Haiti to sell in the batey, but she quit when a relative 

died because she had to use her money to pay funeral expenses.  
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I asked Lovelie to describe the challenges of migrating across the border, as a woman:  

It’s not easy. It takes an entire day to travel. I have a visa, so when I cross the border I 

go through immigrations and get a stamp in my Haitian passport. If you have the 

right documents, then we don’t usually have problems with the Dominican 

authorities. Unfortunately, I know many Haitians who do not have the right 

documents because they are expired. In fact, my Haitian passport is now expired and 

will cost 4500 pesos ($93) to renew it, plus an additional 9600 pesos ($200) for my 

Dominican visa. Those visas are only good for one year, although you can use them 

for multiple entries. I am already worried about how I will pay for this, but I need to 

be able to return home to see my kids. 

She ran into the barracks, and after a few minutes returned with her documents. I 

noticed that both documents had expired several months ago, revealing that she is now an 

unauthorized migrant. Citizenship and legal residency status was sometimes confusing to 

discern during my interviews. When asked if they were documented (that is, legally 

“authorized” to be in the Dominican Republic), respondents would reply “yes;” but, when they 

showed me their documents I found that they were long expired, which meant they were 

“unauthorized” immigrants with expired documentation.457 As Lovelie and others pointed out, 

renewing Haitian passports and Dominican visas is a costly endeavor that is unaffordable to 

most batey residents. It is an arduous process that requires a return trip to Haiti, which is 

difficult or impossible for many, particularly the elderly, sick, disabled, and penniless. People 

who are stateless – those who do not have legal documentation as Haitian or Dominican 

citizenship – are especially in a bind. Although undocumented persons are already punished 

for their “illegality” through systematic socio-economic abuse and exploitation, the 

complexities of both countries’ legal systems make it difficult, if not impossible, for batey 

residents to gain legal status. Even if they do venture into town to apply for legal residency, 

they are at serious risk of deportation. 

Although our interview began outdoors, the light rain had turned into a torrential 

downpour, forcing us to take cover inside the long barracks. Lovelie led me into a vacant room. 

 
457 This has important implications for the (all too few) STGHE taking action to help undocumented residents gain legal status, 

given that the processes and paperwork can be confusing to navigate. Having a Kreyol interpreter is very important to understanding each 

person’s individual status and needs for gaining legal residency. 
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It was my first time seeing the inside of a long barracks, a single room with an area smaller 

than 100ft2. It was difficult for me to imagine a single person living in such small confines, 

much less a double or multiple occupancy. The rain fell on the metal roof so loudly that I had 

to yell my next questions, as I wondered to myself how one sleeps through thunderstorms at 

night. I asked her, “Do you feel vulnerable when you cross the border alone?”  

Oui! [Yes] Nothing bad has happened to me, but sometimes people hijack the smaller 

buses – which are the cheaper but less secure buses – and choose somebody to rob or 

do whatever to them. And sometimes, the military guards at the border will see how 

much money you are carrying, then pull you aside and force you to go with them. 

People say that if you get out of the bus, then you are dead. So I never get off the bus! 

My Haitian interpreter said that she had heard similar stories. I asked Lovelie if she 

knew of any women being raped or assaulted when trying to cross the border, and she said yes. 

Women and girls are also fearful of sexual assault in bateyes: “I feel protected because I live 

with my partner, but others are vulnerable, especially at night.” Her batey, like many colonatos 

and a few company-owned bateyes, does not have electricity and goes completely dark at night. 

This darkness provides a cover for vandalism, rape, and other kinds of assault.458 Rapists 

frequently go unpunished because there are no police in the bateyes. Lovelie said, “One of my 

friends’ daughters was raped. Since there are no local police, we went to the nearest town for 

help. But, by the time the police showed up, the rapist had fled.” Both Marceline’s and 

Lovelie’s stories suggest that gender-based violence in bateyes is pervasive, if not a norm. At 

the beginning of my fieldwork, I was familiarized with term tiguerue, which typically referred 

to males, usually of adolescent age, who aggressively try to “get” with a female. I (along with 

other visiting American women) was cautioned by the Dominican host organization that, as a 

woman, I am at risk for robbery, rape, and other acts of violence. As such, women were in 

 
458 I would be remiss if I didn’t note here that, at the time of writing this chapter, the US Secretary of Energy, Rick Perry, 

suggested that electricity specifically provided by fossil fuels is needed in developing countries to prevent sexual assault. He said that, “When 

the lights are on, when you have light that shines, the righteousness, if you will, on those types of acts … fossil fuels will play a role in that.” I 

point this out to show how women’s suffering caused by a patriarchal system (like in the US) can be exploited for capital gains – in this case, 

profits for the oil and gas industry. While electricity to power light sources in bateyes and elsewhere may deter some rapists, not all assaults 

happen at night; moreover, fossil fuels are not the only option. Furthermore, providing electricity by fossil fuels or by other means does little to 

address the underlying structural causes of gender-based violence that subordinate female bodies as the property of males.  
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“need” of a male chaperone at all times and all places – especially in the bateyes. When we 

ventured out alone, subtle judgments were made that implied noncompliance, risk-taking, and 

irresponsible behavior. The harm of such individualistic risk discourses is the tendency to 

blame-the-victim, and its narrow focus misses the forest for the trees: as Lovelie pointed out, 

the problem is not “risky” women but the lack of accountability against male abusers in a 

patriarchal system who commit violent acts against women, as well as with the social norms 

of a heteromasculinity associated with cultivating young boys to be tiguerues. Anecdotes also 

reveal that LGBTQ populations suffer from this form of violence. 

When I asked Lovelie if, as a Haitian-born migrant, she felt she was treated differently 

or unfairly by wider Dominican society, she said,  

Yes! They don’t treat us the same. Our last name becomes the “children of the devil,” 

and we “have” to accept it just because they assigned it to us. When they are being 

racist, I keep my distance. The batey owner calls us that, but I hear it outside the 

batey, too. It is a difficult life. We might have rice to eat one day, maybe corn the 

next. Sometimes we go without and go hungry. We get charcoal for cooking, but it’s 

not easy to get … so we will collect wood. I prefer to cook outdoors because it’s too 

hot indoors. But, if it starts raining – as it often does in the tropics – then the rain 

ruins the dish! One time, it started raining very hard, so I ran inside. When I came 

back out, the pig had eaten my meal. If we had a kitchen with a proper door and 

ventilation, then at least it would be protected. We get our drinking water out of the 

river at the bottom of the hill, but people in the batey use the hillside as their toilet 

because we have no latrine. That means the water that we drink is contaminated. We 

know it’s not safe to drink, but it’s our only source of water. We have to do our 

“business” out in the open – some go on the hillside, some go in the cane fields. The 

batey owner recently destroyed the only latrines that we had, simply because he 

needed the metal! Instead, the owner should be taking steps to improve our health: 

there should be a toilet, showers, running water that pumps clean water, there should 

be at least one light post so we can see at night. There is a large concrete trough in the 

middle of the batey that collects water, covered in algae and filthy. The owner should 

destroy it or keep it drained. This is not a healthy environment! In Haiti, la sante 

[Kreyol, for “health”] means body but also environment. Here, there is no health 

because the batey environment is not healthy. You see? There are so many things we 

just “have” to accept. I feel like even animals get a better life than we do.  

Like Marceline, Lovelie described how racism is the underlying cause of the unhealthy 

environment they are made to live in. She identified how racism is a source of social suffering 

with bodily effects. La sante conceptualizes health holistically, linking social and natural 
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worlds, and Lovelie felt that they are made to live in an unhealthy life – even worse than the 

lives of pigs and dogs. In that vein, a continuum of violence exists that links material and social 

suffering: their unjust exposure to material hazards (pathogens, bad weather, leaky housing, 

inadequate food, contaminated water, forced open-defecation) is made possible – indeed, it is 

rationalized –  through structural violence that is sustained directly by Central Romana and the 

global sugar industry and indirectly by those who ignore it (and thus unintentionally allow it). 

“SO MANY INJUSTICES … LET GOD DEAL WITH IT.” “The challenge of being a single 

woman – a widow – raising a family in this batey? Oh! There are too many to say!” Like 

Marceline, Stéphanie is an undocumented Haitian-born immigrant living permanently in the 

batey and a young widow responsible for numerous kids and grandkids. But unlike Marceline 

and Lovelie who lived in colonatos, Stéphanie lived in a batey directly owned and managed 

by the sugar company, Central Romana. Stéphanie recounted what happened to her husband: 

A few years ago, he was riding a motorcycle too fast through an intersection. He hit 

one of those big ox-drawn carriages carrying sugarcane. He flew into a ditch, broke 

his neck, and died. Now, me and the kids continue living in the same house; but, 

since the houses are owned by Central Romana, they could ask me to leave at any 

time, and I would have to because I am not an employee. If that would happen, we 

would become homeless unless I could find someone who would allow me to stay 

with them. 

Women who lose their husbands or partners are allowed to continue living in batey 

housing but only at the discretion of the owners. This is the case in colonatos and company-

owned bateyes. This precarious living arrangement can be disrupted at any time. When new 

cane cutters arrive in the batey and need housing, the company may kick out women and 

children, as well as unemployed men, and give the house to new hires.  

As a woman, as a widow, and as an undocumented ethnic-Haitian im/migrant, 

Stéphanie felt hesitant to opine about the roles and responsibilities of Central Romana in the 

living conditions in her batey. Similarly, she felt hesitant to share her perspectives of STGHE 

and her hopes about what they might do to improve batey life. “As an evangelical Christian, I 

cannot complain or make claims about anything,” she told me. Such hesitancy was 



 

202 

commonplace among batey respondents, signifying a sense of impossibility of speaking out 

openly from such a place of vulnerability.459 After some time, she said, “I would demand jobs 

for adult women so that we can push our children to further their education. The only way for 

poor people to escape poverty is through education.” Yet, I wondered about how education, 

often uplifted as a therapeutic cure-all, could bring about the kinds of transformation needed 

to escape poverty, given the immense structural barriers to employment that confront ethnic-

Haitian im/migrants living in bateyes. 

After Stéphanie’s husband died, she took out a loan to purchase some items from La 

Romana that she sells in the batey to generate income for herself and her children, but business 

is slow because many other residents are just like her – living on the margins, they are unable 

to make purchases from her. She continued: 

I am trying hard to push my children so that they can help me when they are older. I 

have four kids in school, and I have to pay for their bus transportation. It’s not 

affordable - it is 400 pesos per month per child. Oftentimes, I don’t have the money, 

so I have to pawn something. But if I can’t pay it back by the end of the month, plus 

interest, then I lose what I traded in. I’m already in debt to the bank! I know of 

another Christian woman here who lost her husband, and she has no money. She had 

to let go of her Christian values to do sex work – prostitution – but the reason is that 

there is no work in the batey for women! Sometimes, I feel like I have too much to do 

just to raise my children, but I am unable to. So, I cry (Figure 5.2). 

In the Dominican Republic, public education is free up through high school; however, 

children cannot legally attend school beyond the eighth grade without proof of legal residency. 

Many bateyes do not have schools or have only primary schools; it is sometimes not possible 

for children to continue schooling if their batey does not have schools or if their parents do not 

have enough money to pay the education-related costs, such as bus fees, uniforms or decent 

clothing, school supplies, and equipment like laptops for older kids wishing to go to university 

or trade school. For widows without a stable income, the situation is worse; some feel they 

 
459 This has important implications for the (all too few) STGHE who directly ask batey residents for their needs, desires, and 

priorities. As a historically disenfranchised population whose voices have long been excluded, residents may not openly discuss their true 

thoughts and hopes with outsiders, for any number of reasons, one of which is trust and fear. To more accurately understand the needs and 

priorities of communities, a long-term partnership with specific bateyes (via an adopt-a-batey approach) stands a better chance of building trust 

and positive relationships.  
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have little choice but to turn to sex work as a means of survival. When evangelical Christian 

women turn to sex work, respondents referred to this as having to “leave the church,” or they 

will say they are no longer “inside the church.” These women suffer physically and emotionally 

from sex work; they also suffer spiritually through self-inflicted guilt and shame, as well as 

estrangement from theological and community supports. Although women are forced into sex 

work for bare survival, they find it difficult to reconcile their actions within the rigid moral-

ideological framework of the evangelical faith that has been widely adopted and adapted in 

bateyes.460 Instead, they imagine an either/or situation wherein you are either in or out of the 

church, regardless of their dire situation. 

 
Figure 5.2: Poverty and uncertainty of children’s future. 

When I asked if she felt that ethnic-Haitians were treated differently, she said,  

We are all Haitian in this batey, so we are all treated equally disparagingly! 

Dominicans, including those who work for Central Romana, do not treat us well. For 

example, they provide us with water in this batey – and I know that some bateyes 

don’t even get this – but, they add so much chlorine that we can’t drink it without 

 
460 The roles and effects of evangelical Protestantism in bateyes are hinted at throughout this dissertation; however, an in-depth 

religious cultural study is beyond the scope of my dissertation. Although focused on the context of urban poverty in the Dominican Republic, 

Thorton (2011) provides insights into the lives of Pentecostal community members and the ways they negotiate identity, morality, status, and 

power. 
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feeling sick. Sometimes, those who add the chlorine purposefully add too much so 

that it kills Haitians. They treat us poorly because we are Haitian, and they know we 

can be deported at any time if we complain because most of us are here illegally.  

Like Marceline and Lovelie, Stéphanie revealed how race, gender, and citizenship 

intersect to produce batey inequalities. She also alluded to the role of religion in the production 

of inequality. Whereas Marceline described how religious intolerance of Vodou can serve as a 

form of structural violence, Stéphanie illustrated how the role of religion – in her case, 

evangelical Christianity, the most visible kind of Christianity practiced in bateyes –  can 

maintain inequality and reinscribe marginalization as a form of symbolic violence.461 Unlike 

race and gender, one’s religious identity can be chosen (although, as Marceline told us, people 

who look Haitian are homogenized and condemned as devil-worshipping “voodooists”); in 

that sense, “religion” is a more malleable and self-directed social position. Although one’s 

individual choice to identify with a particular religion such as Haitian Vodou or evangelical 

Christianity may be empowering as a source of strength for the oppressed poor, it may also be 

disempowering through group- and self- imposed moralizing dogmas and doctrines. Religious 

practices may structure individual agency and, in turn, are recursively structured by it.462 My 

ethnographic encounter with Stéphanie animates these tensions. As an evangelical Christian 

woman, she would be compelled to cast herself out of the Church if she were forced to do sex 

work for mere survival. As an evangelical Christian, she muzzles her own voice and denies 

herself the ability to make claims or express her “true” feelings about others because that is a 

part of being a “good Christian.” These are exemplary of the ways that religion can act as a 

disciplinary power, insofar as religious dogma is internalized with muting effects that may 

 
461 Evangelical Christianity, especially Baptist, Pentecostal, Apostolic, and Adventism, were the most common churches that I 

observed in the La Romana region. When I asked batey residents what kind of religion they identify with, all of them simply said “Christian.” 

By this, they meant Protestant – not Catholic; and they did not claim a specific denomination. Although the Dominican Republic (and Haiti) 

retains the basic Catholic cultural traditions and influence, Protestantism has been on the rise, especially since the 1980s. It is no coincidence 

that this timeframe overlaps with the intensified presence of foreign civil society/NGOs. The significance of evangelical Christianity is 

seemingly omnipresent. A batey may be extremely impoverished and lack latrines and yet will have a Christian church. Also commonplace 

were references to God in interviews with batey respondents. Two female respondents, in particular, added remarks like “thanks to God,” “if 

God wills it,” “because Christ likes it,” “only God can help,” or “God is in control” in nearly every answer provided. I asked each respondent if 

I could take a photo of them with something that represents something important or meaningful to them, and 2 of 15 respondents requested a 

photo of them holding a bible while a third respondent indicated that she wished she could take a photograph with her standing next to Jesus. 

462 Sheryl Reimer-Kirkham and Sonya Sharma, “Adding Religion to Gender, Race, and Class: Seeking New Insights on 

Intersectionality in Health Care Contexts,” in Hankivsky et al., Health Inequities in Canada, 114. 



 

205 

further one’s own marginalization in ways that are evocative of Marx’s claim that “religion is 

the sign of the oppressed creature … the opium of the people” – that which allows the batey 

poor to both acknowledge and soothe their suffering without challenging it.463  

The health promotor of Stéphanie’s batey approached us to tell us that someone from 

Central Romana had arrived. The health promotor said that the man lives in La Romana, and 

his job is to pay the cane cutters: 

Sometimes he brings things to sell from La Romana that are not available in bateyes. 

But lots of people don’t like him. He is like Rafael Trujillo – like a dictator! People 

here can sometimes only afford to buy things from him on credit, and when they 

complain that their accounts are inaccurate – saying that there are items that he 

charged for that they didn’t buy – he tells them that if he has written it down, then he 

is right and they are wrong.  

Soon after the health promotor left, Stéphanie’s grandson, age 2, teetered his way 

across her uneven concrete porch, stumbled head-first, and began howling in pain. The little 

boy was already suffering from constipation but because Stéphanie couldn’t afford medication, 

she could only feed him fruits like papaya or pineapple as a remedy. But even those were out 

of her price range. We all felt helpless and desperate to ease the little boy’s suffering. I 

purchased some fruit and formula from a nearby colmado [small corner store and social 

gathering site], and he eventually calmed down. But I knew that was only a band-aid solution 

for what they really needed. I wondered about the possibilities for Stéphanie – and so many 

single women in her situation – to have a steady job or to attend continuing education classes 

for adults when her grandson was not even able to safely walk out on his own porch.  

At the end of our interview, Stéphanie came back to address my earlier questions about 

the roles and responsibilities of those who have the power to change the dire circumstances of 

bateyes – Central Romana and American-led STGHE – that she had initially dodged. She 

quietly said:  

 
463 Karl Marx, Introduction to a Contribution to the Critique of Hegel’s Philosophy of Right (Cambridge, UK and New 

York, NY: Cambridge University Press, 1976), 131. 
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There is just so much to say about the treatment we get from Central Romana that I 

wouldn’t know where to start, and whatever I say still wouldn’t be enough to cover 

everything that I feel. There are just so many injustices that I would rather stay quiet 

and let God deal with it. There are some Haitians who will collect several carriages of 

cane and collect only 300 pesos for it – they are getting underpaid, and this happens 

all the time. But, those Haitians have wives to feed and take care of, and children who 

need money to attend school. And so, because there is so much to say, I’d rather not 

say anything at all.  

This shows how Central Romana employees take advantage of cane cutters and their 

families living in company-owned bateyes in multiple ways: not only by denying them the full 

wages earned for cutting literally tons of cane per day but also by inflating the cost of basic 

needs like water and food in the company-run colmados in bateyes as well as stiffing them 

through unfair credit schemes. Stéphanie’s narrative also reflects how she and others have 

come to embody power hierarchy and prejudice: aware that they dwell at the bottom of the 

sociopolitical hierarchy, there is a moral strategizing among them that warrants a silent 

acceptance of the status quo. As she said, there are so many injustices at the hands of the sugar 

industry that she would rather stay quiet and let God deal with it. 

“I HAVEN’T FELT WELL…THE DOCTOR SAYS IT IS NERVIOS.” “I wake up at 6am or 

7am. I clean the house and fix breakfast for my kids. Sometimes I don’t clean and cook in the 

mornings because I haven’t felt well lately. I have been feeling some discomfort.” Esterline, 

age 50, said that she began to feel bad about two years ago when her sister died. “The doctor 

says it is because of nervios (“nerves,” translates as anxiety), but it has been hurting more lately. 

Sometimes I don’t sleep well.” Unlike the other female respondents, Esterline is is a Dominican 

citizen and has legal access to public assistance. I asked Esterline to describe the challenges 

she faces when she needs medical attention:  

I am fortunate because I have a husband who earns money cutting cane, and I earn a 

little money as the health promotor here. There are many women who are worse off 

than me. But even though I have some resources, it is not enough. I don’t even have 

enough money to pay the co-pay at the clinic! I wish I could afford to go to a private 

clinic instead of the public hospital, because the public hospital does not offer the 

help that I need.  
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Even with her slightly more affluent life, her difficulty in accessing quality, affordable 

health care underscores the extremely low wages that cane cutters earn. It is also a testament 

of the miniscule amount paid to health promotors by the Dominican host organization who 

trained them. Esterline’s struggles reveal how much more difficult it is for those who are 

undocumented, for families who have only one source of income (cane cutting), for widowed 

and single women, and for the elderly and disabled. The inadequacy of the public healthcare 

system and its hospitals was a common complaint among batey residents and even by La 

Romana residents.464 Unfortunately, it is the most accessible option for low-income people. 

Like Stéphanie, Esterline lived in a batey directly owned and managed by Central 

Romana. We sat outside on the concrete patio connected to her lime-green colored home that 

looked identical to every other housing unit in the batey. Company-owned bateyes are 

distinguishable from colonatos because of the standardized appearance of the infrastructure. A 

popularly held perception among American STGHE participants is that Central Romana takes 

better care of bateyes than do colonos. Central Romana tightly controls the goings-on in their 

bateyes, which is both a good thing and a bad thing for residents. Perhaps under pressure from 

the stipulations of CAFTA-DR and from human rights groups, especially after the release of 

The Price of Sugar documentary, Central Romana has taken measures to improve living 

conditions, including providing electricity, latrines, and concrete housing in many of their 

bateyes.465 This is in stark contrast with many colonatos, whose owners have not felt or acted 

on pressures to make improvements, and whose residents are still made to live in the tiny spaces 

of the long barracks or rudimentary houses made from metal and wood scraps. In Esterline’s 

batey, the state provides electricity to residents and the company provides potable water. 

Conversely, most colonatos in this region have neither. However, Esterline (like Stéphanie) 

 
464 Whiteford, “A Question of Adequacy.”  

465 That Central Romana was coerced into providing better batey conditions is a testament to the effectiveness of political action, 

whether through government or civil society structures. This provides evidence that politics play a central part in determining health and 

development outcomes, which I hope will counter the prevailing naïve cynicism about “politics” – a pessimistic outlook that runs deeply in the 

veins of many STGHE practitioners, discussed in the next chapter. 
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complained that although the company provides water, they add so much chlorine that many 

residents won’t drink it:  

It smells and tastes bitter. Several people will not drink it and prefer to buy jugs of 

water instead. But, the price! In La Romana, the cost for each jug is 25 pesos, but in 

the batey the same jug costs 40 pesos! The colmados inflate the price in the bateyes to 

the point that most people can’t afford them. The American groups installed biosand 

water filters awhile back. But people would rather not drink the filtered water because 

of the filter components, so they don’t use them. 466  

On the surface, it appears to outsiders that batey residents are “fortunate” to have clean 

drinking water from Central Romana; but, drilling deeper through ethnographic dialogue, this 

is an inaccurate perception and is more complicated than that. In some ways, the company-

owned bateyes are not better off than colono-owned bateyes, as many Americans believe.  

When we discussed the topic of malnutrition and hunger, Esterline said that people are 

not starving to death like in the bateyes that have been abandoned by local sugar companies, 

but that residents often suffer from hunger pangs and weakness.467 I observed this to be 

commonplace in every batey that I visited during fieldwork: on numerous occasions, thin and 

frail men walking to work would approach me, tell me they were hungry, and ask for food. 

Esterline noted that a typical diet is protein- and iron-deficient but that many of the clinical 

STGHE distribute multi-vitamins and MannaPack Rice that are fortified with protein and iron. 

However, not all bateyes who host STGHE receive a steady supply of these supplements to 

prevent malnutrition-related illness. Unless there is a financial arrangement between funders 

and the Dominican host organization to supply food, some bateyes may only receive 

supplements intermittently when it is their turn to host an STGHE, which might be only once 

 
466 Dominican staff members and American visitors complained about batey residents’ perceptions of chlorinated water, 

suggesting that they just “don’t know better.” Instead of minimizing batey residents’ concerns, it seems that a more empathetic response would 

be to better understand local experiences rather than assume their ignorance. There is a deep history of mistrust between Haitians and 

Dominicans, making it reasonable for batey residents to question the activities of the company in their communities, including chlorinated 

water.  it is important to understand this mistrust and effects in broader historical and social contexts. 

467 It is widely rumored that numerous Grupo Vicini company-owned bateyes in the region of San Pedro de Macorís have been 

abandoned by the Vicini family following the latest slump in the sugar market, leaving their former employees and families to their own 

survival. Stories of starvation and desperation abound. 
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per year. For example, in 2016, of the 110 bateyes reportedly visited by clinical-oriented 

STGHE, 88 bateyes were visited two times or less that year.468 

Esterline pointed out another way that unsettles the (mis)perception that company-

owned bateyes are better off than colonatos: in addition to the tightly regulated housing and 

latrine infrastructure, the company also decides what other kinds of construction will be 

allowed or disallowed on their property. A few years ago, several residents built a livestock 

pen for raising goats and pigs as a food and income source. On a different occasion, some 

residents constructed a community garden for subsistence farming. In building these projects, 

residents hoped they might reduce costs associated with having to purchase foods at inflated 

prices from the company-operated colmado in the batey. However, on both occasions, Central 

Romana destroyed those constructions. After dismantling the livestock pen, company 

administrators told residents that they were only allowed to raise free-range chickens but not 

pigs, goats, or cattle. As for the community garden, administrators claimed that the garden had 

too many weeds, looked trashy, and would draw unwanted pests. They brought in a tractor and 

told the residents that they were merely using it to pull weeds; instead, they uprooted and 

destroyed the entire garden. The bitter irony is that the company destroyed the garden because 

of its “trashy” appearance, yet currently, in its place, is an actual trash dump that attracts 

unwanted pests, draws flies, and collects pools of mosquito-infested stagnant water – the very 

health problems that many STGHE programs try to eliminate.  

Central Romana also controls construction-oriented STGHE. According to a key 

informant from La Romana, the only STGHE activities permitted in company-owned bateyes 

are medical clinics, which can be accompanied with activities like evangelism, food and 

clothing distribution, or installation of water filters in homes. Central Romana does not 

typically allow construction-related activities. Because of this, STGHE groups wanting to build 

 
468 Rick North, six-year member/affiliate with STGHE working with La Romana host organization, personal communication with 

author, July 2016. 
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safer housing, sanitary latrines, community gardens, or community-wide clean water 

infrastructure to improve health were assigned to colonatos instead.  

In company-owned bateyes, the only construction projects considered acceptable are 

churches. I asked the key informant why he thought Central Romana allowed the construction 

of churches but not of other infrastructure. He suggested that churches provide residents with 

a sense of hope and happiness. While not diminishing the value of religion and its important 

contributions on health and wellbeing, there is a deep history (Chapter 3) that implicates the 

missionary encounter as complicit with the agendas of religiously-inflected political elites, 

conservative church officials, and the sugar planter class elites in the Caribbean, in their efforts 

throughout modernity to “civilize” the “savage” racialized poor.469,470,471 Today’s church-

building and proselytizing of the Christian mission among black bodies on Caribbean sugar 

plantations may function (however unintentionally) to pacify and subdue the masses of the 

oppressed poor through the promise of salvation and hope of emancipation in the spiritual 

afterlife, by convincing them to embody the Protestant behavioral virtues of hard work, saving, 

abstaining from alcohol and gambling. This focus on the individual may, at times, serve as a 

form of social control that suppresses revolutionary ideas for collective action for social and 

economic transformation – for liberation and salvation in the here-and-now earthly life – and 

thereby works with the economic and political interests of the Dominican sugar corporation, 

state power, and neoliberal global capital, reinforcing batey oppression and inequality.472 

 
469 Emelio Betances, The Catholic Church and Power Politics in Latin America: The Dominican Case in Comparative 

Perspective (Lanham, MD and Plymouth, UK: Rowman and Littlefield Publishers, Inc., 1992). 

470 Pamela E. Klasssen, Spirits of Protestantism: Medicine, Healing, and Liberal Christianity (Berkeley and Los Angeles, 

CA: University of California Press, 2011), Kindle ed.. 

471 Wynter, “Unsettling the Coloniality of Being/Power/Truth/Freedom.” 

472 I do not mean to homogenize Christianity, nor do I imagine religious systems as fixed and unchanging. Betances (2007: 7-8) 

points out four leading Christian orientations in Latin American, each with different objectives, concerns, and influence: Christendom, neo-

Christendom, modernization, and liberation. In contrast with other Latin American countries, Betances notes that liberation theology did not 

develop strong followings in the Dominican Republic, in part because the Dominican church was conservative-leaning. Much of the priests 

were those who fled the Cuban Revolution, who further entrenched the conservative posture of Dominican clergy. As a result, the 

(conservative) traditional and modernizer approaches were the leading orientations in the 1960s and 1970s, which then leaned into a 

neoconservative orientation in the 1980s and 1990s. My intention is not to homogenize Christianity, but rather to point to broader political 

inclinations from a historical vantage point, while not overlooking historical contingencies, shifting dynamics, and various disruptions. Further 

research is needed to explore the cultural politics of Christian evangelical churches and faith-based STGHE in Dominican bateyes. One fruitful 

way to begin would be to interview church officials in bateyes: from whence do they come, who do they serve, what are their politics and 

status/power? 
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“It’s sad that they don’t allow us to grow our own subsistence crops,” Esterline 

continued. “When I was young, my mother grew corn here. Around November or December, 

she would harvest ten big bags to sell; she would use the money to buy clothes for us for the 

holidays. But, Central Romana stopped that practice, saying that the corn attracted pests that 

would hurt the cane.” So that Central Romana executives can maximize productivity and 

profits, and so that “we” American citizens have the luxury of consuming sugar in our tea, 

sodas, cereals, condiments, and seemingly everything else, “they” the ethnic-Haitians on 

Dominican sugar plantations must suffer a violent life of impoverishment, illness, injury, and 

hunger. Denied livestock pens and community gardens, the only other “choice” residents have 

for a healthy diet is to purchase those foods at unfair and inaccessible costs. Within this moral 

economy of exchange, I am reminded of what is at stake in the biopolitics of life unpacked in 

Chapter 3: so that we might live, others are “let” die.  

SOCIAL DEATH: THE INTERSECTIONAL STRUCTURAL VIOLENCE OF DISCRIMINATION 

The women’s narratives reveal how a multitude of social discriminatory forces are 

mutually constituted and interlock as structures of violence that undermine batey health and 

flourishing. The intersections among the political axes of racism, ethnocentrism, sexism, 

nativism, and others are apparent in the ethnographic rendering of women’s lived experiences; 

in thinking with the findings of Chapter 3, these discriminatory practices have been shaped and 

furthered through the ideologies and practices of colonialism, neocolonial, liberalism, and 

neoliberalism. This complexity is best captured by Mary Louise Fellows and Sherene Razack, 

who note that “systems of oppression (capitalism, imperialism, patriarchy) rely on one another 

in complex ways” such that “the ‘interlocking’ effect means that the systems of oppression 

could not be accomplished without gender and racial hierarchies; imperialism could not 

function without class exploitation, sexism, heterosexism, and so on…”473 This is the 

discriminatory grid through which batey residents are dehumanized and excluded from equal 

 
473 Mary Louise Fellows and Sherene Razack, “The Race to Innocence: Confronting Hierarchal Relations Among 

Women,” Journal of Gender, Race, and Justice 1, no. 2 (1998): 335. 
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dignity, rights, privileges, protections, justice, and life itself. It is the foundation upon which 

the violence of unnecessary everyday suffering and pain afflicts batey residents.  

Although all of the women’s stories revealed the intersectionality of the social and 

structural causes of ill health and health inequities, this section provides a gendered analysis 

using Marceline’s narrative to demonstrate how multiple intersectional forces relegate batey 

residents to social death, with discursive and material effects on health. Lisa Marie Cacho notes 

that those who dwell in the space of “social death” are those marked by certain statuses, such 

as the racialized, the criminalized, the rightless, and other “living nonbeings.”474 These 

dehumanizing processes demote the Other as ineligible for full personhood – a form of social 

death. The socially dead are the Otherized who are made to dwell outside of inherent value, 

setting them up for victim-blaming through various moral framings: the non-citizen 

(“illegal!”), the jobless (“lazy!”), the inner-city black (“criminal!”), the single mother on 

welfare (“irresponsible!”), the racialized global poor like the Haitians (“backward/detrimental 

cultures” of “shithole countries!475”). Although dominant members of societies claim that all 

lives matter, some lives are Otherized – like batey populations –  and made to matter less 

through structural and symbolic violence. Such moral discourses have material consequences 

on human health because discourse shapes public policy, including health policy.476 For 

example, racialized and gendered discourses constitute entire undocumented im/migrant 

populations as immoral, undeserving, and dangerous underclasses, leading to policies that 

range from penalty and punishment to exclusion and abandonment.  

A gendered hierarchy of inequality in the Dominican Republic is enacted through the 

marginalizing practices that exclude undocumented, black-skinned, Haitian females – 

especially those living in bateyes – from full personhood such that they are made to dwell as 

 
474 Lisa Marie Cacho, Social Death: Racialized Rightlessness and the Criminalization of the Unprotected (New York, 

NY: New York University Press, 2012), 6. 

475 Also footnoted in Chapter 3, this comment references what President Donald Trump allegedly said from the Oval Office 

during a meeting with legislatures on January 11, 2018 on the issue of immigration. 

476 James Morone, “Enemies of the People: The Moral Dimension to Public Health,” Journal of Health Politics, Policy, & 

Law 22, no. 4 (1997): 994. 
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the socially dead. Patriarchal forces intersect with class, economic/income, legal status, and 

marital status to co-create a uniquely gendered form of material and social suffering that 

burdens women and girls in bateyes. Marceline’s health and wellbeing is structurally 

constrained by the everyday hardships of gender disparities, wherein asymmetrical power 

relations hinder female choices and opportunities to improve their circumstances. Hyper-

masculine norms and institutions subordinate females to a lower status across multiple life 

stages and shifting life circumstances: as a child, she and her sister lived under threat of rape; 

as a teenager, she married and was forced to suffer through her husband’s ongoing infidelities 

because women are rendered dependent on their spouses and partners; as a woman and 

undocumented immigrant, she was denied spousal health benefits from her husband’s 

employer and simultaneously denied opportunities to earn a living wage, making it doubly 

impossible for her to bootstrap herself to pay for quality medicine and healthcare; and, as a 

widow, Marceline’s suffering persisted as she struggled to survive without worker’s 

compensation from Central Romana Corporation although her husband was critically injured 

while working on the job. In sum, gender dictates the division of wage labor and limits females’ 

options for securing a healthier, flourishing life. From the time of birth and onward, 

undocumented, black-skinned, Haitian females are conceived as the inferior and weaker sex, a 

dehumanizing logic that treats them as a subordinate underclass that are unworthy and 

undeserving of wage-earning opportunities. As they age, their vulnerability increases with 

shifting life circumstances when they bear children and when they become widowed. Denied 

work and compensation for her husband’s work-related death, Marceline, struggles to support 

her children and grandchildren. If women separate from their husbands and have no male 

children of cane-cutting age, they can be ejected from housing at any time, placing them in a 

highly precarious situation of dependency on male partners that makes it all but impossible for 

them to leave an abusive and violent relationship.477 Some widowed and single women may 

 
477 Barbara L. Bernier, “Sugar Cane Slavery: Bateyes in the Dominican Republic,” New England Journal of International 

and Comparative Law Review 9, no. 1 (2005): 43. 
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fare slightly better if they have relatives who can lend support, but this was not the case for 

most respondents. This precarity of life, created through discriminatory practices, characterizes 

the distinctively gendered form of social death experienced by females living in bateyes. 

EMBODIMENT: HOW SOCIAL INEQUALITIES COME TO “MATTER” THROUGH A VIOLENCE 

CONTINUUM 

A prevalent theme that emerged from batey respondents’ stories is how they experience 

health inequities as both a material and social phenomenon. The material causes (that is, those 

related to the body and physical environment) of illness and suffering are inseparable from the 

intersectional sociopolitical causes of gender/sexism, race/racism, citizenship/nativism, 

age/ageism, and religion/bigotry. To understand how sociopolitical inequalities come to 

“matter” – that is, how they materialize in batey bodies and manifest as injury, illness, and 

impoverishment – I draw together insights from feminist theories of intersectionality and 

embodiment with Seth Holmes’ conceptualization of a multifaceted violence continuum, as a 

succinct way of illustrating the entanglements of the material and social causes of health 

inequalities.478 The ethnic-Haitian im/migrants living on Dominican sugar plantations, like the 

undocumented Mexican migrants living on California strawberry farms studied by Holmes, 

come to embody prejudice and power differentials, such that bodily suffering are expressions 

of a multifaceted “violence continuum” – physical, structural, symbolic. Along this continuum, 

bodily suffering due to illness, injury, and exposure to the material health hazards of their 

impoverished environment is connected to, and often caused by, the symbolic and structural 

violence of racism, sexism, nativism, colonialism, capitalism, liberalism, and other -isms.  

Batey residents come to embody power inequities. As critical epidemiologist Nancy 

Krieger explains, “our living bodies tell stories about our lives, whether or not these are ever 

consciously expressed.”479 Social inequalities, historically-rooted in the cross-generational 

traumas of colonialist and capitalist racialized class power struggles, become embodied in flesh 

 
478 Holmes, Fresh Fruit, Broken Bodies, 89. 

479 Nancy Krieger, “Embodiment: A Conceptual Glossary for Epidemiology,” Journal of Epidemiology and Community 

Health 59, no. 5 (2005): 350. 
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and blood and are evidenced as disparities in health and poverty.480 Although social inequities 

are often invisible, the narratives reveal how social suffering materializes in the forms of bodily 

illness, injury, trauma, pain, anxiety, fear, and anguish. In other words, the “social” has “real” 

consequences on bodies, even if they are less visibly evidential than the material causes of 

inequities to the eyes of those hoping to alleviate suffering – in fact, the social and structural 

forces are the underlying “causes-of-the-causes” of illness and impoverishment in bateyes.  

Marceline, for example, physically suffered from chronic abdominal pain that began 

with an illness caused by drinking contaminated water and that was worsened by the surgical 

care she received from a low-quality public hospital and her inability to afford the medications 

she needed. For over a decade, her abdominal illness has not improved. To the “eye” of the 

STGHE participant – assuming s/he took time to ask Marceline and others about their 

experiences – it might be apparent that, in addition to her physical pain, Marceline suffers from 

other kinds of materially deprivation, such as hunger and malnutrition; a leaky house that is 

burdensome because of the mosquito-borne illnesses it allows and because of the physical pain 

she endures each time she cleans up the pooled water after every rainfall (Figure 5.3). 

 
Figure 5.3: Removing rain and mud from a leaky home.    

Because these material sources are more tangible sources of health inequity, it is 

understandable that STGHE educators and policymakers implement individual- or household-

 
480 Nancy Krieger, “Embodying Inequality: A Review of Concepts, Measures, and Methods for Studying Health 

Consequences of Discrimination,” International Journal of Health Services 29, no. 2 (1999): 295–352. 
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level kinds of medico-material services as the main way to address health inequities. If STGHE 

programs supply the medicines Marceline needs to cure her abdominal illness; build her a 

house with a roof; give her a box of food and some vitamin-enriched rice packets; and/or, 

provide her with the technology to purify the water she collects from the river each day, then 

STGHE might be considered a mutually beneficial situation because at least one person (or, 

one household) living in this one batey will be healthier, feel happier, and be grateful, while 

American students will gain personal satisfaction or accolades with their evidential efforts.  

Yet, the stories from bateyes make visible the invisible sociopolitical origins of health 

inequities – those underlying root causes that may not be “seen” and made evidential by 

conventional needs assessments of STGHE.481 But, social and structural forces matter because 

they create the conditions for poor health in bateyes and increase residents’ vulnerability to 

further harm. As victims of the everyday violence of centuries-long cross-generational 

alienation and discrimination, one might infer that Marceline’s chronic abdominal pain and 

Esterline’s nervios that deprives her of sleep and energy are the physical expressions of the 

embodiment of a violence continuum: Marceline’s bodily pain, caused by her physical 

environmental exposure to vector-borne diseases from living in an unsafe house and drinking 

contaminated river water, is created by neoliberal economic injustices of the local and global 

sugar industry that are sanctioned by dominant members of society because of racism and 

xenophobia against ethnic-Haitians; her chronic pain is exacerbated by the perpetual anxiety 

of being an undocumented immigrant who is at the whim of the batey owner and Dominican 

authorities because of corrupted legal, labor, and trade policies; her hunger pangs and the 

continuous stress of feeding her children and grandchildren is made possible by patriarchal 

capitalist forces that deny women economic opportunities to earn a living wage. The despair 

and depression Marceline experiences from discriminatory practices are reflective of the 

everyday violence of batey life; these injustices result in illness, injury, and death. In Esterline’s 

 
481 That is, assuming that an assessment of community needs is conducted at all, which I found was a rarity. Unfortunately, only 

one of six STGHE programs – a church group who took a social justice approach – performed community-based needs assessments (in the 

form of a survey). 
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case, her doctor attributed her discomfort to nervios, yet her pain has worsened in the past two 

years. Although her illness may have a physiological or psychological source, the fact that her 

illness emerged just after her sister’s death suggests a bio-sociopolitical dynamic between her 

bodily ailment and the sociopolitical stressors of a life marked by an unequal/unfair exposure 

to anxiety, alienation, stigma, destitution, and where preventable deaths (like her sister’s) come 

all too soon for the young. Those structural injustices create the conditions for batey residents’ 

unequal exposure to material health hazards like pathogens and vectors, leaky houses, 

unsanitary latrines or a lack thereof, contaminated water, access to healthy foods, lack of 

protective gear for cane cutters, low wages and capital, access to affordable health, and so on. 

In sum, health inequities are as much a sociopolitical phenomenon as a biological one; and, 

given the entanglements of the material and social, it becomes ever important that STGHE 

interventions take a bio-sociopolitical approach in addressing them.  

To better understand the consequences of embodied social inequalities, the concept of 

“syndemics” is useful and sheds light on why STGHE interventions ought to take a bio-

sociopolitical orientation. Developed by Merrill Singer in the 1990s, a syndemics model of 

health considers how health problems are reinforced with unfavorable living conditions, 

including economic hardship, social disruption, institutionalized racism, inadequate health 

care, and others. Syndemics examines the pathways in which illnesses interact biologically in 

individuals and populations and thereby multiply their overall burden, and the ways in which 

social inequality and injustice contributes to illness clustering and vulnerability.482 At a policy 

level, syndemics theory is a way of thinking about public and global health that focuses on 

“connections among health-related problems, considers those connections when developing 

health policies, and aligns with other avenues of social change to assure the conditions in which 

all people can be healthy.”483  

 
482 Merrill Singer, Nicola Bulled, Bayla Ostrach, and Emily Mendenhall, “Syndemics and the Biosocial Conception of 

Health,” The Lancet 389, no. 10072 (2017): 941, https://doi.org/10.1016/S0140-6736(17)30003-X. 

483 Bobby Milstein, “Seeing Syndemics: Thoughts on Public Health in Communities with Multiple Afflictions,” Center 

for Disease Control and Prevention Syndemics Prevention Network, 2002, https://www2.cdc.gov/syndemics/pdfs/seeing 

syndemics.pdf. 
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One reason that STGHE intervention policies ought to incorporate such a bio-

sociopolitical approach is for a consideration of the influence of allostatic load on health, a 

term developed by neuroscientist Bruce McEwen to explain the effects of stress on the body. 

Allostatic load is understood biomedically as a marker of accumulative adverse health risks 

that are caused or exacerbated by chronic stress.484 It reflects a “wear and tear” effect on body’s 

systems over time due to prolonged exposure to various environmental and social stressors, 

and thus represents a bio-sociopolitical causal pathway of which increased exposure to 

stressors of work, home, social relationships, traumas, and abuses leads to illness.485 Stressors 

also include racial discrimination in social interactions.486 Chronic stress increases the release 

of cortisol levels which puts people at greater risk of illnesses like heart disease, hypertension, 

insulin resistance, Alzheimer’s disease, obesity, and Type 1 and II diabetes.487 These are 

common illnesses in bateyes, many of which are treatable with medications offered by clinical-

STGHE; however, a focus only on the biological sources of these illnesses can only offer short-

term relief, with impacts limited to individual patients and falls short of addressing the social 

root causes of illness. Providing patients with a short-term supply of hypertension medicine, 

or educating them on healthier eating habits, for example, are little more than a band-aid 

solution and token of goodwill (and may even be useless or inappropriate). Hypertension is not 

just caused by high blood pressure due to genetics or a salty diet, it is caused by exposure to 

chronic stress created by the structural injustices of capitalist exploitation, corporate abuse, 

neoliberal free trade policy, racial discrimination, xenophobic immigration policy, patriarchal 

institutions, and others.  

Understanding the health effects of allostatic load is highly applicable for STGHE 

working with undocumented im/migrants. The link between allostatic load associated with 

 
484 Bruce S. McEwen, “Stress, Adaptation, and Disease: Allostatis and Allostatic Load,” Annals of New York Academy of 

Sciences 840 (1998): 33–44. 

485 Bruce S. McEwen, “Allostasis and Allostatic Load: Implications for Neuropsychopharmacology,” 

Neuropsychopharmacology 22 (2000): 108–124. 

486 Vickie M. Mays, Susan D. Cochran, and Namdi W. Barnes, “Race, Race-Based Discrimination, and Health Outcomes 

Among African Americans,” Annual Review of Psychology 58 (2007): 201–25. 
487 McEwen, “Stress, Adaptation, and Disease,” 33-44. 
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“illegality” and health have also been found.488,489 Undocumented cane cutters are exposed to 

chronic stress associated with income and job insecurity, on-the-job discrimination and abuse, 

denial of equal and living wages, and other oppressive forces presented throughout this 

dissertation that place them at a disadvantage. Prolonged exposure to a limited sense of 

autonomy, liberty, segregation, surveillance, and restricted freedom of movement can have 

deleterious health consequences. They are also exposed to chronic illnesses associated with 

pesticide exposure and the lack of protective work gear, which is connected to their lower 

racialized and migrant status.490 Syndemics not only could guide interventions toward a bio-

sociopolitical approach but also can provide a means of teaching students about the social and 

structural impacts on health outcomes in bateyes. 

HOW THE “SOCIAL” COMES TO MATTER LESS: INVOKING “CULTURE” AS A CATCH-ALL 

EXPLANATION 

In this last section, I contemplate why it is that STGHE students struggle to really 

incorporate all ends of the continuum of violence. What emerges is that they resort to “culture” 

as a depoliticizing technique to explain health inequities in bateyes. According to batey 

residents, numerous sociopolitical forces have a significant impact on health and flourishing, 

but how and what do STGHE students (learn to) see and not (learn to) see about race, religion, 

gender, citizenship, and other structural determinants of health? Through what knowledge 

frame do students (learn to) understand about the relationship between batey conditions and 

the broader sociopolitical context? In my discussions with students, what became apparent is 

that their understandings reflect myopic understandings of the everyday violence in bateyes 

that substitute cultural in place of structural understandings.491  

 
488 Sharon McGuire and Jane Georges, “Undocumentedness and Liminality as Health Variables,” PLoS Medicine 26, no. 

3 (2006): 185–195. 

489 Seth M. Holmes, “An Ethnographic Study of the Social Context of Migrant Health in the United States,” PLoS 

Medicine 3, no. 10 (2006): e448. https://doi.org/10.1371/journal.pmed.0030448. 
490 Holmes, Fresh Fruit, Broken Bodies, 101. 

491 Undergraduate students (unlike medical students) were unfamiliar with terms like “social determinants,” “health disparities,” 

and “cultural competence.” In those cases, definitions and examples were provided so that students could answer questions in a more informed 

way. To assess how students comprehended the social aspects of health in bateyes, I began with general questions such as “What are some 

health disparities in bateyes? What are some social causes of those health disparities? Importantly, none of the student respondents identified 

gender, race, citizenship, or political economy; instead, students linked health inequities to material inadequacies: lack of medicine, lack of 

https://doi.org/10.1371/journal.pmed.0030448
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During conversations about the underlying causes of batey health disparities, health 

students (especially medical students) discussed this topic through an apolitical discourse of 

“culture” and “cultural difference” as a catch-all explanation of health inequities. For example, 

in describing the relationship between race and health, one student noted, “It’s no secret to 

anyone that Dominican culture is marked by racism against Haitians. I mean, I think it goes 

both ways – Dominicans and Haitians both hate one another.” Another student said, “So many 

Dominicans are racist against Haitians, it is really terrible! I am sure this has an impact on batey 

health. They [the Dominicans] see Haitians as less than human.” Numerous students alluded 

to the irrationality of Dominican’s racist attitudes against Haitians, including one student who 

commented that it “makes no sense, because everybody here has dark skin and probably 

African ancestry.” Similar remarks were given on the relationship between gender and health, 

including ideas around gendered health disparities as typical and traditional of Latin American 

and Caribbean culture. One student noted that “Latin Americans and Caribbean cultures are 

known for their machismo attitudes and unfair treatment of females.” These comments reflect 

how students do not discuss “race” or “gender” or “class” in terms of historical or structural 

barriers, but instead discussed them in moral terms of “personal” or “cultural” inadequacies.  

Though unintentional, students’ responses come dangerously close to pathologizing 

the moral character and cultural lifestyles of Haitian and Dominican populations as irrational, 

racist, misogynistic, corrupt. Cultural stereotypes are “cookie cutter” views of culture that may 

be a convenient way of training students about health disparities, but such generalizations are 

often inaccurate and can re-inscribe harmful stereotypes of the Other.492 In addition, cultural 

explanations of illness and poverty disparities narrow attention onto individual bodies rather 

than on broader social structures that constrain individual bodies. As Edna A. Viruell-Fuentes 

 
money, lack of accessible and affordable treatment options, lack of education and literacy to access health knowledge and resources, lack of 

protective work gear, lack of safe housing. It was only after I specifically asked about various social determinants that students talked about 

them. Probing further to make visible the “social,” I asked students to contemplate why some individuals might suffer more (or, flourish less) 

than others – specifically along the differential lines of gender, race, citizenship, age, and religion.  

492 Sue E. Estroff and Gail E. Henderson, “Social and Cultural Contributions to Health, Difference, and Inequality,” in 

The Social Medicine Reader, 2nd Edition, ed. Gail E. Henderson Sue E. Estroff, Larry R. Churchill, Nancy M. P. King, Jonathan 

Oberlander, and Ronald P. Strauss (Durham, NC and London, UK: Duke University Press, 2005), 6. 
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has argued, such cultural explanatory models are “individual-centered” because they assume 

that “culture is located within an individual and that cultural traits are inherent to members of 

a particular group, instead of envisioning culture as a system that is socially constructed.”493 

The use of “culture” focuses attention on individual bodies (such as biologies, moralities, 

behaviors) or on stereotypical images of the beliefs and practices of a cultural group. In doing 

so, the potential for othering and victim-blaming increases.494  

Those victim-blaming logics were made evident especially among students who 

were all-too-quick to cast blame for the inhumane treatment of batey residents on what 

students described as the “monstrous” culture of Dominicans and/or Haitians, rebuking 

them for allowing such violence against humanity to take place. “Bateyes exist because 

there are assholes in the Dominican Republic who are running the sugar plantations to 

provide sugar to the whole world,” one student explained. “They are mean people who treat 

Haitians like slaves. It’s like going backwards in time, they use Haitians as if they are 

animals instead of humans.” Students’ explanations for inequities in bateyes often targeted 

the top executives of Central Romana Corporation, labeling them as “monsters” and 

accusing the company of “indentured servitude” or “modern-day slavery” of their labor 

force. Some students blamed the Dominican government as presumably corrupt, while 

others pointed the finger at Dominican society for being so racist against Haitians. 

 Some students held Haiti and Haitian culture responsible for the plight of cane 

cutters in Dominican bateyes. This was best exemplified by a student who said, “Haiti is 

so bad that its people are fleeing, and those people just have to accept the horrible realities 

of Dominican batey life because it’s better than staying in Haiti, where there is absolutely 

nothing for them.” Another student noted that “Haiti is worse than the Dominican Republic 

in terms of quality of life. In Haiti, they have to fight for their lives every day against 

violence and poverty. In the Dominican Republic, at least they will have a job and won’t 

 
493 Edna A. Viruell-Fuentes, “Beyond Acculturation: Immigration, Discrimination, and Health Research among Mexicans 

in the United States,” Social Science and Medicine 65, no. 7 (2007): 1525, https://doi.org/10.1016/j.socscimed.2007.05.010. 
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be killed.” At times, these perceptions about Haiti and violence were echoed by the 

leadership of those students’ STGHE programs, suggesting that students may learn to 

pathologize Haiti from their peers. One program facilitator told me that  

I will not take a group from the American suburbs to Haiti and tell them that they 

are safe – they are not. There are a lot of people who do it, and they are being 

naïve when they say they are safe. Haiti is not a safe place. It’s an unstable 

culture, where there are lots of kidnapping, lots of violence, where you can kid 

yourself that it’s just like the Dominican Republic because the people look the 

same. But it’s not the same. It’s a culture in collapse.   

The above research findings reveal how STGHE participants predominantly 

explain suffering in bateyes as a matter of culture or personality instead of looking at the 

broader social and political-economic structures that have created illness and poverty in 

bateyes in the first place. My concern is that an overemphasis on Otherized cultures may 

unintentionally dehumanize those whose suffering we care about and intend to help; it’s 

victim-blaming tendencies may deflect attention from a consideration of the historical and 

structural impediments to health and wellbeing; and, it may block a more honest accounting 

of how “we” in the US are involved. I argue that, rather than a matter of culture, it is the 

racialized political economy that has produced and perpetuates the suffering experienced 

by ethnic-Haitian cane-cutting laborers, and the US is implicated in those structures of 

violence.  My research findings suggest a lack of understanding among STGHE students 

of their own situatedness in the ways batey residents suffer, which leaves them instead 

believing that batey health inequities are solely or primarily created by the Dominican 

sugar companies – especially, the sugar baron families like the Fanjuls and Vicinis and the 

other top earners – those “monsters” who exploit their own laborers with little regard for 

their poor living and working condition. While the corporate greed of the wealthy owners 

of Central Romana – those who produce sugar for a global market – is undoubtedly 

blameworthy, students’ assessments do not go far enough because the sugar barons are not 

the only participants of the global sugar industry and thus not the only people responsible 

for perpetuating this capitalist system of exploitation. We, the average citizens of the 
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United States for whom the majority of Dominican sugar is produced and intended, also 

participate in this system and are complicit drivers of those structural injustices against 

sugar laborers. So that the Dominican sugar industry can supply enough cheap sugar – a 

product that is a luxury rather than a necessity; a product we consume with desire yet makes 

us sick – to meet the American demand, a cheap and steady labor source is deemed 

necessary. We must “unculture” such Otherizing representations by shifting attention onto the 

violence perpetuated against Haitians – that is, on the structural and symbolic violence that 

happen in spite of, or because of, our good intentions and humanitarian actions. As Michelle 

Wucker has argued, we in the US are not mere spectators of the violence we see taking place 

across the Caribbean Sea: our relationship with the island of Hispaniola “has helped shape the 

conditions that have resulted in violence and underdevelopment there” and thus the waves of 

refugees and immigrants crossing borders into the Dominican Republic and the US as they 

desperately seek a healthier life.495 

Students’ overreliance on cultural explanations for batey suffering and health inequities 

may result as a practice of cultural competence or humility, a pedagogy that is meant to reduce 

health disparities among culturally diverse populations. However, when the focus becomes 

centered around “culture,” students learn about cultural difference rather than structural 

difference. Such a narrowed focus on a criticism of culture deflects attention from a criticism 

of the broader historical and structural forces that create suffering and disparities in the first 

place – those same forces that batey residents’ stories revealed are so important. The “social” 

comes to matter less in the minds of students, who resort to an apolitical discourse of cultural 

difference, that gets trafficked through cultural competency pedagogy and practice. Students 

may not “see” the social determinants and correlate power dynamics because they are not 

taught and do not learn to “see” them during their service-learning experiences. In the absence 

of a structural understanding, students discount or dismiss the impact of the social and 
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structural inequalities of health as simply “just part of local culture” or “just the way things are 

here,” a line of thinking that runs the risk of unintentionally re-inscribing racial, gender, and 

other sociopolitical hierarchies. These findings suggest that students’ understandings of the 

nature and causes of health inequities are truncated; such decapitated knowledge may influence 

how and whether students will take action to address the social and structural determinants of 

health inequities as future professionals. This exposes the “promise and paradox of cultural 

competency”: the promise implies that if students “are only critical enough, reflective enough, 

and compassionate enough, we will overcome the racist effects of structural- and individual-

level racism;” the paradox is that the focus “is trained on the behaviors, habits, and practices 

of individual patients de-contextualized from social, economic, political and institutional 

environments and devoid of historical understandings.”496 

This recoding of gender, race, class, and other inequities under the catchall frame of 

“cultural difference” works toward the dehistoricizing and depoliticizing agenda of 

neoliberalism. An apolitical language of “culture” discusses health disparities in ways that are 

detached from its social justice origins. Questions of inequality, structural violence, capitalist 

exploitation, and racial oppression can be “ignored under the panacea-justifying cloak of 

‘culture.’”497 As the students’ comments indicate, a focus on the culture of corruption in the 

Dominican government in relation to its inability to extend care to batey folks, ignores the role 

of American imperialism and neoliberal capitalism in creating many of those conditions during 

occupation and international policy today. The problem is that there is no will or vision of how 

STGHE actors might alter those sociopolitical forces so instead they lament the “cultural” 

explanations of poor health and inequality.498  

The depoliticizing posture of neoliberalism sets the parameters around what kinds of 

solutions for improving batey welfare can and cannot be implemented, and a myopic 
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interventionary focus on correcting “detrimental” cultures (such as norms, values, behaviors, 

practices) becomes all that is recognized as possible. To offset these neoliberalized politics of 

the possible, I advocate the incorporation of a structural lens in STGHE education and policy. 

The concept of “structural competency” may be useful because it redefines cultural 

competency in structural terms, which can broaden students’ understandings as well as inform 

intervention policies in bateyes. Structural competency begins with an “awareness of forces 

that influence health outcomes at levels above individual interactions” and embraces the notion 

that education needs to think about how race, class, gender, and ethnicity are shaped not only 

at the individual level but by larger structural contexts.499 If STGHE are to continue their 

presence and role in bateyes, then the structural inequalities of health must be included in our 

understandings and approaches. 

CONCLUDING REFLECTIONS ON THE EVERYDAY VIOLENCE IN BATEYES 
I want to argue that if we are to make broader … claims about rights of protection and 

entitlement to persistence and flourishing, we will have to be supported by a new bodily 

ontology, one that implies the rethinking of precariousness, vulnerability, injurability, 

interdependency, exposure, bodily belonging, … and social belonging.500 

The everyday violence in bateyes is made clear through the stories of residents in what 

seems to be a daily struggle to persist and endure poverty, discrimination, exploitation, 

exclusion, illness, hunger, anxiety, sanity, alienation, and the mundaneness of life. Although 

the “development” discourse of globalization promised democratization and the end of poverty 

worldwide, the ethnic-Haitian cane cutters and their families living on Dominican bateyes 

seem forgotten. Batey residents’ narratives revealed how ill health and inequities are about 

more than the bodily concerns of disease, material deprivation, and access to care – indeed, 

these material states are entangled with, and often caused by, sociopolitical forces. Toward 

that extent, the material and social causal forces cannot be accurately conceptualized and 

remediated as separate and static entities; they may be more appropriately understood as 
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existing along a violence continuum. The social forces come to matter insofar as they are 

embodied within bodies and populations, often materializing as impoverishment, physical and 

mental suffering, and death. The impacts of structural and symbolic violence on batey health 

are explicitly a political matter and squarely an issue of social justice – that is, the suffering 

and inequalities they experience are about the colonial and neocolonial inequitable distribution 

of wealth, power, and resources. In this concluding section, I summarize three key findings 

that emerge from the marginalized voices of bateyes, which not only ought to expand our own 

consciousness about how the root structural causes of illness and suffering play out in their 

lives but also ought to inform interventions that are serious about ameliorating suffering, 

reducing health inequities, and redressing social injustices.  

First, batey respondents illuminated how health inequities are produced through 

sociopolitical processes of dehumanization, relegating them as the socially dead. These 

marginalizing practices are related to: blacker skin because of colonial-rooted structural and 

institutional racism (antihaitianismo); undocumented im/migrant status because of imperialist 

history and racialized xenophobia; gender and marital status because of patriarchal norms and 

institutions; African and French-Kreyol historic-culture background and heritage, including 

Vodou, because of a racist-colonialist legacy and rampant nativism; and, elderly age and 

class/income status because of economic injustices that stem from corporate abuse and 

exploitative culture of neoliberal capitalism. This finding suggests that batey health inequalities 

cannot be fully addressed through STGHE focused only at the level of individual bodies but 

necessitate structural interventions that target the underlying sociopolitical root causes. These 

discriminatory forces implicate western imperialistic powers including the US, a country that 

incidentally struggles to resolve the failures of its own health care system (including 

exorbitantly high costs coupled with relatively poor overall population health outcomes) and 

that has yet to come to terms with its long history of oppressing racialized poor populations 
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that have led to unequal health outcomes.501 It is therefore ironic that so many Americans, 

some of whom are not well informed about the failures of our healthcare system and its 

detrimental impacts on the American poor and vulnerable, are compelled to deliver global 

health abroad – a revelation that Stephen Bezruchka suggested “should caution us about 

spreading our ignorance abroad.”502  

A second key finding is how the sociopolitical causes of ill health and inequalities in 

bateyes are intersectional – that is, sexism, racism, nativism, classism, ageism, colonialism, 

neocolonialism, capitalism, liberalism, neoliberalism, and the other -isms that produce 

suffering are aggregative, mutually reinforcing, and altogether impede individual agency and 

health. Applying an “intersectionality health equity lens” – one that allows a simultaneous 

consideration of multiple social positions within the context of correlate power relations – can 

provide STGHE students and facilitators with a means of apprehending the social complexities 

of batey health and move away from the catchall explanations of cultural difference.503 The 

ethnographic evidence suggests that batey health inequalities cannot be addressed only along 

the lines of gender or race or migrant or class status. Rather, it is about (for example) being a 

female who is widowed and it is about being a black Haitian and about being an undocumented 

migrant and about poverty and the denial of a living wage. It is about the historical production 

of a precarious workforce who is exploited by neoliberalized capitalist economic policies that 

deny workers’ protections and rights to unionize for healthier living and working conditions – 

so that American citizens can satisfy our insatiable sweet tooth, making ourselves sick with 

cancer and diabetes, and doing it at a higher price of sugar that doesn’t trickle-down to sugar 

laborers; so that Dominican-American sugar and food-processing business elites like the Fanjul 

family can make billions of dollars in profit annually and their socialite daughters can sit 

 
501 Nancy Krieger and Mary Bassett, “The Health of Black Folk: Disease, Class, and Ideology in Science,” in The 

“Racial” Economy of Science, ed. Sandra Harding (Bloomington, IN: Indiana University Press, 1993), 169. 

502 Stephen Bezruchka, “Medical Tourism as Medical Harm to the Third World: Why? For Whom?,” Wilderness and 

Environmental Medicine 11, no. 2 (2016): 77. 
503 Nancy López and Vivian L. Gadsden, “Health Inequities, Social Determinants, and Intersectionality,” National 

Academy of Medicine Perspectives (December 2016): 3. 
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(ironically) on the boards of prestigious American cancer research institutes; so that a majority 

white tourist population from the US and Europe can enjoy Central Romana’s Casa de Campo 

five-star luxury resort that was built through the blood, sweat, and tears of exploited batey 

cane-cutters; so that STGHE students can enjoy a humanitarian health experience that they 

benefit from, personally, emotionally, and professionally.  

This leads me to a third key insight: the value of conceptualizing health inequities as 

the embodiment of a violence continuum, a useful construct for generating a more texturized 

understanding of the multifaceted harms afflicting batey host communities. Such a 

reconceptualization is not just concerned with physical harms but also harms that are symbolic 

and structural. Structural violence, in particular, is a fundamental reason behind batey 

residents’ bodily suffering and their inabilities to meet their material needs, avoid exposures to 

material health hazards, and self-empower their way out of material impoverishment. 

Conceptualizing the social determinants of health as structural violence more deliberately 

squares up the illness, injuries, and inequities afflicting batey residents as a matter of social 

justice. Given the inseparability between the material and sociopolitical origins of health 

inequities, STGHE intervention policymakers who are serious about addressing suffering at 

the root must incorporate a bio-sociopolitical approach – one that increases our own awareness 

and can inform policies.  

Finally, I argue that a contextually nuanced understanding of underlying causes of 

suffering and inequities can only emerge through the telling of stories by host communities, to 

which ethnographic methods – equipped with a social and structural lens –  are up to the task. 

I propose that STGHE policymakers integrate and/or expand their needs assessments of batey 

communities beyond quantitative methods by integrating social theory and analysis. This 

project has shown how intersectionality, embodiment and syndemics, and ethnography add 

crucial insights and help place local voice at the center of policies in support of a “people first” 
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approach.504 STGHE practitioners and policymakers must intentionally and systematically 

engage local communities for their experiences, to better understand the impacts of social and 

structural inequalities on health specific to the vulnerable communities we support, like 

bateyes, which can then inform where, how, and what kinds of actions we take that might more 

effectively meet locals’ needs. In particular, much of the structural-level actions may take place 

at home in our own countries, such as advocating for stronger laws and policies that affect cane 

cutters, as well as for the undocumented migrant farmworkers within our own borders.   

***** 

STGHE interventions aimed at improving health and achieving equity must begin with 

a contextually nuanced understanding of how host communities experience health inequalities 

in everyday life. The first half of this dissertation (Chapters 3-5) provided that context by 

historically and ethnographically examining how health inequities are lived out and endured in 

bateyes. In foregrounding the lived experiences of host communities, their insights provide the 

backdrop for the second half of this dissertation (Chapters 6 and 7), which considers how (or 

in what ways and to what extent) STGHE programs address the sociopolitical root causes of 

poor health and health inequities afflicting host communities, a line of inquiry that also 

provides insights into how and what students learn about those topics in classrooms and in on-

site practicums in bateyes.  

  

 
504 Biehl and Petryna, When People Come First, 17. 
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Chapter 6. Techno-evangelism as New Salve and Salvation in Dominican 

Bateyes: Biomedicalization of Global Health Interventions and/as 

Neoliberal Governance 

There is a great need to go beyond the simplistic idea that the health of individuals is merely 

about making more of modern medical treatments more widely accessible to more people. 

This is what could be called the medicalization of health.505 (my emphasis) 
 

The key task for medicine is not to diminish the role of the biomedical sciences in the theory 

and practice of medicine but to supplement them with an equal application of the social 

sciences in order to provide both a more comprehensive understanding of disease and better 

care ... The problem is not ‘too much science,’ but too narrow a view of the sciences relevant 

to medicine.506 (my emphasis) 

RHETORIC VS. REALITY IN ADDRESSING SOCIALLY-DETERMINED HEALTH INEQUITIES 

In his watershed report on the 1848 typhus epidemic in Prussia, physician Rudolf 

Virchow famously rejected the notion that biomechanistic explanations of disease alone would 

ever eradicate illness among human populations or explain the differential health outcomes 

along the socioeconomic gradient. Instead, Virchow, along with those who follow his legacy 

in social medicine today (including myself), acknowledge that social inequalities are the root 

cause of ill health and health inequities and that global health interventions must be responsive 

not only to the biophysical sources but also to the fundamental socio-cultural and political-

economic sources of suffering.507 In more recent times, a renewed attention to the social 

context of health and illness, and ultimately the “social determinants of health” [SDH], has 

continuously grown in the wake of the 1978 Whitehall Study,508 the publication of the Black 

Report in 1980,509 and the Whitehall II Study conducted in the late 1980s.510 The importance 

of addressing SDH is increasingly recognized by key figures of the global health community, 

including the World Health Organization [WHO], Pan American Health Organization, 

 
505 Solomon R. Benatar, “Global Health Where to Now?,” Global Health Governance 2, no. 2 (2009), accessed July 10, 

2018, http://www.ghgj.org/Benatar_Global Health.pdf . 

506 Leon Eisenberg and Arthur Kleinman, The Relevance of Social Science for Medicine (Dordrecht, Netherlands: Reidel, 

1981), 11. 

507 Holmes, et al., “Locating Global Health in Social Medicine,” 477. 

508 Michael G. Marmot, Geoffrey Rose, M. Shipley, and P. J. S. Hamilton, “Employment Grade and Coronary Heart 

Disease in British Civil Servants,” Journal of Epidemiology and Community Health 32, no. 4 (1978): 244-249. 

509 Douglas Black, Inequalities in Health: Report of a Research Working Group (London, UK: Department of Health and 

Human Services, 1980). 

510 Michael G. Marmot, S. Stansfel, C. Patel, F. North, I. White, E. Brunner, A. Feeney, G. Davy Smith, "Inequalities 

Among British Civil Servants: The Whitehall II Study,” The Lancet 337, no. 8754 (1991): 1387-1393. 
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Institute of Medicine, and National Institutes of Health – just to name a few. In 2005, the 

Commission on Social Determinants of Health [CSDH] was established by WHO to promote 

attention of governments and civil society to the SDH.511 In 2008, the CSDH called for broader 

approaches that address the social determinants to promote greater equity in global health; they 

also noted that framing health as a social phenomenon more squarely emphasizes health as a 

matter of social justice.512 Importantly, they argued that the promotion of health equity through 

SDH agendas are the responsibility not only of government and business sectors but also civil 

society – of which academic institutions are increasingly a greater part of the civil society 

embedded in global health. The WHO therefore recognizes STGHE actors as those who ought 

to take action on gender, racial/ethnic, income, class, and other health disparities; this 

recognition stems from the ever-escalating presence of civil society in global health and the 

role that civil society and states might play in holding one another accountable in promoting 

equity-driven agendas.513 In addition, the Rio Political Declaration on Social Determinants of 

Health was issued in 2011 and expressed a global political commitment for the enactment of a 

social determinants approach to reduce health inequities and to achieve other global 

priorities.514 The declaration also included pledges to support civil society, in particular, to take 

action on the social determinants of health.  

Given the ever-increasing density of pleas touting the importance of addressing the 

social determinants through global health, and the call to action by STGHE actors, this chapter 

shifts attention onto STGHE interventions in bateyes to understand how, or to what extent, 

those root causes of ill health and inequities are actually addressed. Specifically, this chapter 

explores the in-situ practicums taking place in host communities that bring students to interface 

 
511 “Commission on Social Determinants of Health, 2005-2008,” accessed June 3, 2018, 

http://www.who.int/social_determinants/thecommission/en/. 

512 “Social Determinants of Health: Closing the Gap in a Generation – How?” (Geneva, Switzerland: World Health 

Organization, 2008). 
513 World Health Organization, “A Conceptual Framework for Action on the Social Determinants of Health,” Discussion Paper 

Series on Social Determinants of Health (Geneva, Switzerland: World Health Organization, 2010), 58. This is interesting because STGHE 

largely operate in La Romana bateyes autonomously/independently from local and national governments rather than cooperate with 

them, which seems a to be not only a missed opportunity for local engagement. 

514 "Rio Political Declaration on Social Determinants of Health," World Health Organization, December 14, 2011, 

http://www.who.int/sdhconference/declaration/en/.  

http://www.who.int/sdhconference/declaration/en/
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with batey residents through health-related activities, with a focus on how STGHE 

interventions articulate with the ways that batey residents suffer inequality (as described in 

Chapters 3-5). In doing so, this chapter also lends insights into how intervention programs 

influence what students do and do not learn about taking action on the social and structural 

origins of suffering and inequities in batey communities. My findings reveal that STGHE 

intervention policies implemented in bateyes are predominantly conceptualized through the 

reductionist episteme of biomedicine, focusing students’ attention narrowly on individual 

bodies rather than the underlying sociopolitical forces that constrain individual health 

outcomes. Absent the more copious integration of a social medicine/SDH approach called for 

by Arthur Kleinman and others cited above, I argue that while biomedicalized STGHE 

interventions are an important strategy for improving batey conditions and provide appreciated 

assistance for individuals in bateyes, their misplaced objectives do not touch the sociopolitical 

root drivers of poor health outcomes and inequities in the first place, and have impacts that are 

limited to small-scale incremental improvement rather than larger-scale sustainable 

improvements. The massive amounts of money spent annually by all STGHE efforts in La 

Romana bateyes over the past three decades is misaligned with the on-the-ground results in 

terms of improvements in batey health and reductions in disparities – which means STGHE 

actors can and must do better. I also show how the hegemony of biomedical models within 

STGHE reflects and continues an expansion of the broader neoliberal agenda to depoliticize 

global health policy and thereby displaces justice-oriented efforts that might more effectively 

improve the dire conditions confronting cane cutters and their families. To that extent, I 

illuminate another facet of the convergence of neoliberalism and global health: the 

depoliticization of illness and poverty in bateyes via technoscience solutions.515 An 

 
515 When I use the terms “technoscience,” “technical,” and “technocratic,” I am referring to the more general meaning of 

“technique” (derived from the Aristotelian technê), which encompasses (1)  material technologies (medicine and medical supplies, diagnostic 

and therapeutic instruments and equipment; preventive health items like contraceptives, mosquito repellants and traps, food, water filters, 

clothing, building construction materials and tools, and other material kinds of assistance), and (2) social expertise (technical kinds of 

educational or economic/finance training and support, such as health-promotional workshops, micro-finance schemes, English language 

classes), all of which are delivered through STGHE interventions in bateyes. See: Anthony Giddens, “Living in a Post-Traditional Society,” in 

Reflexive Modernization: Politics, Tradition and Aesthetics in the Modern Social Order, Ulrich Beck, Anthony Giddens, and Scott Lash, ed. 



 

233 

overreliance on biomedicine in STGHE interventions is reflective of the broader US healthcare 

system paradigm, and it drives a gap between the rhetoric and the realities of addressing the 

root sociopolitical determinants of health, thereby reinforcing rather than reducing the 

persistence of historically-entrenched health inequities in bateyes. 

There are two points of clarification for this chapter. First, student and batey 

participants have little or no influence on STGHE intervention policies, given that they are 

typically excluded from those decision-making processes. Instead, policy decisions are made 

at departmental and institutional levels by American program directors and facilitators, who 

discuss their plans with the partnering Dominican host organization in La Romana. Based on 

interviews with staff of the host organization, they describe themselves as “yes men” – in other 

words, they make every effort to accommodate their American partners’ interests.516 

Therefore, this chapter emphasizes the data I collected from formal interviews and informal 

conversations that I had with American program facilitators (such as program directors and 

coordinators, faculty/educators, and other team leaders – in other words, all those in a position 

of leadership who exert influence on developing and implementing batey interventions and on 

students’ knowledge and understandings via the service-learning process).517 As such, the 

critiques I bring in this section do not directly implicate students and batey residents; yet, these 

critiques logically have discursive and material effects on both of these groups, as I show. 

 
(Cambridge, MA: Polity Press, 1996), 58-59. Also: Stephen J. Collier and Aihwa Ong, ed. “Global Assemblages, Anthropological Problems,” 

in Global Assemblages: Technology, Politics, and Ethics as Anthropological Problems (Malden, MA: Blackwell Publishing, 2005): 9-10.   

516 This data exposes an unequal power dynamic that has implications for US program directors, especially concerning the 

popular “ethical principles” of local engagement, reciprocity, and equitable benefit exchange. What typically goes forgotten, especially when 

the humanitarian impetus of saving lives is touted as all that matters (although in reality that isn’t true because the hegemonic rhetoric of cost-

efficiency sets the boundaries around what kinds of humanitarian agendas are implemented), is how non-profit aid partnerships still operate like 

for-profit business partnerships, wherein capital, money, power, and other resources are negotiated and exchanged against a backdrop of 

unequal power relations established through colonial and neocolonial histories. If the local host partners “never say no,” or consider themselves 

as “doorways” for STGHE foreign actors (descriptions given to me by staff during interviews), then the burden of engaging in critical self-

reflexivity to a greater extent than what is currently done falls on foreign actors to ensure that their intervention activities are truly meeting the 

on-the-ground local needs of batey residents rather than self-serving interests. 

517 No program facilitators held a “formal” (i.e., academic) certification in global health; rather their qualification developed via 

“informal” channels through numerous years of learning-by-doing experience. All but one university-based program director were 

medical/health professionals; none of the faith-based program directors had medical/health backgrounds. I do not consistently distinguish their 

responses according to whether they have health backgrounds because all held similar perspectives – a finding that makes evident the 

hegemony of a positivist-scientific worldview in the global health community. To illustrate the effects of this dominant episteme, I interweave 

students’ responses to demonstrate that students oftentimes “see” (come to know the social world) through an acceptance of what they are 

taught (and not taught) by program facilitators. For those of us involved in STGHE, this raises the stakes in the training of a future global 

citizenry to meet the challenges of vulnerable populations, both at home and abroad.   
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Second, this chapter focuses on the experiential- or service-learning space of STGHE that takes 

place in Dominican bateyes, whereas the following chapter focuses on the classroom-learning 

space of STGHE that takes place in the US.  

STGHE INTERVENTION POLICY AND PROGRAM ACTIVITIES IN BATEYES 

In the previous chapters, individual stories from bateyes illuminated how the 

underlying root drivers of their suffering are socio-cultural and political-economic. In this 

section, I provide a critical assessment of the most common kinds of STGHE interventions 

implemented in bateyes, counterposing program activities with batey experiences and students’ 

perspectives. I show how the majority of STGHE interventions use biomedicine as their 

orienting frame of reference.  

Between May 2016 and May 2017, I observed and interviewed participants of six US-

based programs, all of whom partnered with the same Christian-oriented Dominican host 

organization (based in La Romana) to offer global service-learning opportunities that bring 

students and professionals to participate in diverse health-related activities in bateyes.  STGHE 

intervention policies fell into one of two broad categories: (1) curative efforts including medical 

clinics in bateyes; or, (2) preventive or public health efforts such as health-promoting 

educational programs aimed at increasing knowledge/awareness and/or teaching behavioral 

change; epidemiological research (vector-borne disease surveillance); construction projects to 

improve the physical environment, including safer houses and latrines as well as schools and 

churches; the material distribution of food and clothing as well as money for educational 

sponsorships; teaching English classes; and, teaching/evangelizing the Christian gospel. All of 

the above are broadly aimed at improving health outcomes or increasing access to health-

promoting resources and services.  

Curative STGHE programs offered one-day medical clinics in bateyes, referred to as 

mobile clinics. Some mobile clinics were hosted by academic medical/health institutions while 

others were arranged by churches or other non-government organizations. These mobile clinics 
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were composed of American health professionals (doctors, nurses, or physician assistants) and 

student trainees; groups were accompanied by staff from the Dominican host organization, 

including health professionals, supporting staff, and interpreters who were assumed to be fluent 

in English.518 Clinics took place over a five-day work week (Monday to Friday) with teams 

rotating to a different batey each day. Following set-up, the first patients were seen usually by 

9:00am, and clinics ran until the last patient was finished. However, all STGHE teams (not 

only the mobile clinics) left bateyes no later than 5pm because the host organization did not 

want visitors there after dark for “security” reasons. Clinics were set up in batey churches; for 

a small fee, residents were offered limited medical and dental services, and pharmaceutical 

dispensaries. Students, under the supervision of an American or Dominican health 

professional, interacted with patients to refine skills in obtaining medical histories, propose 

diagnoses and treatments, and provide service. 

The number of patients each day ranged from 60 to 130. Patients were primarily 

women, children, and elderly men. This was likely the case because the hours of operation of 

clinics coincided with the times and days when men were working, and they are unable to 

afford time off to seek medical care. For cane cutters, there are no paid sick days or leaves of 

absence – a workers’ right that was fought and won by the labor rights movement and trade 

workers unions in the United States throughout the twentieth century, although it is quickly 

being lost with the neoliberal reliance on part-time labor, short-term contract labor, and the 

erosion of collective bargaining. The fact that STGHE miss the cane cutters is unfortunate, 

given that their existence and struggles are the reason for STGHE presence in Dominican 

bateyes. On occasion, clinical STGHE would tend to cane cutter patients; however, these men 

were either incredibly sick or had serious injuries that kept them from work. Treatment of these 

 
518 Unfortunately, there were oftentimes too few interpreters available (especially for large teams), a common complaint among 

American STGHE students and organizers. Most Dominican interpreters were bilingual rather than trilingual (and some of those who could 

speak Kreyol sometimes took a minimalist effort to do so, which may reveal an implicit racial bias [anti-Haitianism]). Also, a few interpreters 

were not sufficiently fluent in English. This is not meant to be a criticism of the Dominican host organization but rather meant to inspire 

conversation between American and Dominican partners about racial bias as well as the need to allocate or divert funding to hire proficient 

local interpreters who are trilingual and/or to finance language courses for the current interpreters to improve language proficiencies. 
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men was, for the most part, beyond the capability of clinical STGHE. This is indicative of how 

suffering is multiplied for the poor (whether they live in low-, middle-, or high-income 

countries): first, they suffer the illness or injury itself (many of which were preventable); 

second, they suffer from delay in seeking medical attention until their ailment worsens to the 

point of medical emergency.519,520,521 

Common health complaints among adult patients were related to hypertension, 

hyperglycemia and diabetes, anemia, diarrhea, fever, respiratory infections, and atypical 

vaginal discharge. Among children, common complaints included fever, diarrhea, respiratory 

infections, skin rashes, and minor wounds. All children received deworming treatment. 

Patients of all ages would often say that they felt dolor en todo (pain all over) and/or that they 

were sick with el gripe, a term used to broadly encompass cold and flu-like illnesses. Anemia 

(a nutrition-related illness caused by iron deficiency) and kwashiorkor (a nutrition-related 

illness involving protein deficiency) were also common ailments. Patients were sent home with 

3-month supplies of multi-vitamins and a few packets of protein- and vitamin-enriched 

“MannaPack” Rice. Patients diagnosed with various treatable illnesses were given medicines 

like acetaminophen, cough syrups, and antibiotics such as amoxicillin or azithromycin. Patients 

with hypertension or diabetes (often denoted in patients’ medical records as “uncontrolled”) 

were given a three-month supply of medicine, even though refills were unlikely. Patients with 

chronic illnesses requiring continuous medications like hypertension, diabetes, and asthma 

were unlikely to receive continuity of care once they deplete the three-month supply given to 

them, which can worsen health outcomes.522 A lack of continuity of care was especially 

problematic for individuals living in bateyes without a health promotor; however, even in 

 
519  Aleli D. Kraft, Stella A. Quimbo, Orville Solon, Riti Shimkhada, Jhiedon Florentino, John W. Peabody, “The Health 

and Cost Impact of Care Delay and the Experimental Impact of Insurance Delays: Evidence from a Developing Country,” Journal of 

Pediatrics 155, no. 2 (2009): 281-285. 

520 Santosh Mehrotra and Enrique Delamonica, Eliminating Human Poverty: Macroeconomic and Social Policies for 

Equitable Growth (New York, NY: Zed Books, Ltd., 2007), 170. 

521 World Health Organization, “Child Mortality,” accessed June 4, 2017, 

http://www.who.int/pmnch/media/press_materials/fs/fs_mdg4_childmortality/en/. 

522 For example, patients who are unable to regularly take medication for hypertension are at increased risk for stroke and heart 

failure. See https://www.mayoclinic.org/diseases-conditions/high-blood-pressure/symptoms-causes/syc-20373410  

https://www.mayoclinic.org/diseases-conditions/high-blood-pressure/symptoms-causes/syc-20373410
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bateyes with a health promotor, there were no guaranteed stocks of medicine as most run out 

of the needed medications and medical supplies before the re-stocking at the end of each 

month. Additionally, the variety of medications dispensed in clinical STGHE were limited and 

were often generic or outdated.523 

Clinical STGHE, because of their roots in the biomedical model, took a largely curative 

approach. But much of the health problems encountered were socially-determined and in line 

with public/preventive health, yet little (if any) preventive care was given to prevent 

illness/injuries from recurring and the social determinants were left untouched.524 While some 

non-life-threatening conditions like the common cold or minor wounds were treatable and 

could certainly be cured, the suffering of individuals with chronic illnesses or major injuries 

could not be ameliorated with sporadic self-medicating and instead require a continuity of 

specialized care that these patients are socially and structurally denied. The bleeding and 

infected wounds and undertreated bone fractures frequently encountered in clinical STGHE 

could not be effectively addressed simply by adding disinfectant or salve and a new bandage; 

yet, that was exactly all that many clinical STGHE could offer, given their limited medical 

resources and funding.525 The water-borne illnesses and diseases of malnutrition met could not 

be eliminated through the temporary quick-fix of deworming and multi-vitamins. During one-

 
523 I do not mention this to imply that these medicines are not efficacious or to diminish STGHE efforts in procuring these 

medicines. Prior to traveling abroad, students and facilitators work diligently to fundraise and apply for pharmaceutical donations from 

organizations like Blessings International. My intention in pointing this out is to highlight the difference in standards of care between the 

“haves” and “have-nots” in our globalizing world. Rather than moving toward an equitable “one world, one people,” STGHE may reproduce a 

pattern of global inequality – in this case, the uneven distribution of quality medications. In addition, the WHO has criticized the lack of 

regulation on drug donation procedures in international humanitarian aid. Pharmaceutical companies are rewarded with tax deductions while 

benefitting from the ability to rid itself of stagnant and outdated drug stocks without having to pay for expensive disposal fees in their countries 

of origin (see Cristina P. Pinheiro, “Drug Donations: What Lies Beneath,” Bulletin of the World Health Organization, accessed on January 2, 

2018 at http://www.who.int/bulletin/volumes/86/8/07-048546/en/) These critiques raise ethico-political questions that bear on the roles, 

responsibilities, and relationships between STGHE and the pharmaceutical industry, who set the agenda of what medications will be donated 

and therefore what and how illnesses will (or will not) be treated. If/when STGHE actors diffuse the motives and agendas of the 

pharmaceutical industry through “better-than-nothing” logics, they not only risk legitimizing Big Pharma’s business-as-usual and profit-over-

people posture, but they also foreclose on constructive critical dialogue about fairness and justice for the indigent sick, about the corporate-

capitalist influence of Big Pharma, about how clinical STGHE are implicated by reproducing Big Pharma processes, and about how clinical 

STGHE might otherwise resist them. 

524 A handful of clinical STGHE did integrate some preventive services, such as teaching dental hygiene or handwashing; 

however, these focused primarily on individual-level behavioral education interventions.   

525 Patients who needed a level of care that was beyond the means of clinical STGHE could not be helped. Rarely, if the US team 

had additional funding to pay health care expenses for critically ill batey patients, then the team would send the patient to the hospital for care. 

During fieldwork, I observed that this happened only once, and only because the program facilitators were under pressure from their students to 

take action – in fact, the student herself paid for the patient’s hospitalization out of her own pocket (see Chapter 8). 

http://www.who.int/bulletin/volumes/86/8/07-048546/en/
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on-one conversations with students, several expressed discomfort that their interventions 

extend little more than band-aid solutions. However, all but one of them concluded that their 

actions in bateyes were still “better than nothing” – a rhetorical normalizing strategy that I 

discuss later in this chapter. 

Another example of a curative approach, conducted by a medical student with help 

from a Dominican interpreter, was the testing of a medical device used to detect hearing loss 

among children living in bateyes. The student screened more than 400 children and proposed 

follow-up examinations of approximately 25. In the US, diagnosing hearing loss among 

children can lead to treatments with hearing aids or surgery, which can lead to improvements 

in school performance and overall quality of life. However, because of the marginalized status 

of batey residents, follow-up testing and treatment were highly unlikely. The medical student, 

who was very conscious of and troubled by the shortcomings of his STGHE efforts, could offer 

those he screened with little more than the news of a potential hearing problem or the 

occasional wax removal.  

A second category of STGHE interventions takes a conventional preventive/public 

health approach to addressing batey problems. One example involved medical students in an 

epidemiological research project surveilling vector-borne disease. Using special equipment to 

collect mosquitos in several bateyes, students then sorted mosquitos under a microscope in a 

make-shift laboratory space at the La Romana mission house to identify the prevalence of 

Aedes aegypti, the species responsible for carrying dengue, chikungunya, and Zika viruses. 

Like all STGHE in bateyes, students were limited to working during daylight hours between 

Monday and Friday; however, because mosquitos are most active between dawn and dusk, the 

students were limited in their ability to collect an appropriate sample size. Most of the captured 

mosquitos were found in dark corners of latrines and houses.526 By the end of their program, 

the students were grateful for the opportunity but felt somewhat unsatisfied with the limited 

 
526 One of the students became infected with Zika; however, it is unclear whether she contracted the disease in a batey or in the 

city of La Romana. 
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impact of their program on bateyes. They believed their research had the potential to make a 

valuable contribution to the knowledge of mosquito-borne illness in bateyes but was hindered 

by various roadblocks that ultimately resulted in an incomplete project. They also were 

concerned about a therapeutic misperception that batey residents had about the students’ 

activities. Even though both students were native Spanish speakers who explained their 

research in each batey, many residents mistakenly thought that the students were fumigating 

and/or removing mosquitos from homes to reduce risk of illness. As a result, rumors spread, 

and students were approached by residents asking if they could also “fumigate” their home. 

This situation raised the possibility that other residents who did not receive “treatment” from 

students may have felt left out. While language competencies have been uplifted as an ethical 

principle of STGHE programs in screening students, it is certainly not a fool-proof means for 

“ethical” engagements abroad.527 

A more common kind of preventative/public health STGHE emphasized behavioral 

change through health-promoting educational interventions typically implemented by medical 

or nursing students under the supervision of their program facilitators – those providing 

technical expertise to batey populations. Health promotion targets the personal or cultural 

attitudes, behaviors, and actions that would result in the prevention of disease and illness.528 

Health promotion policies and politics have emerged as a globalized phenomenon that are 

commonplace in global health.529 The most common of these interventions in bateyes were 

focused on health-promoting behaviors related to water, sanitation, and hygiene practice 

[WASH] to prevent water-borne illnesses and reduce fecal-to-oral transmission. Students 

taught batey residents how to wash their hands, how to avoid drinking contaminated water, and 

 
527 John A. Crump and Jeremy Sugarman, “Global Health Training: Ethics and Best Practice Guidelines for Training 

Experiences in Global Health,” American Journal of Tropical Medicine and Hygiene 83, no. 6 (2010): 1178-1182, 

https://doi.org/10.4269/ajtmh.2010.10-0527. 

528 Robin Bunton, Sarah Nettleton, and Roger Burrows, Sociology of Health Promotion (New York, NY: Routledge, 

1995), 1. 
529 For a comprehensive review of the literature on the sociology and politics of health promotion, see Rebecca Hester, “Chapter 

Two,” in Embodied Politics: Health Promotion in Indigenous Mexican Migrant Communities in California, unpublished doctoral dissertation 

(University of California, Santa Cruz, 2009), 42-91. 
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how and where to safely defecate. Another example involved students who taught children 

proper dental hygiene. The children, who were already presumed ignorant about dental 

hygiene, were later observed to be eating the toothpaste that was given to them, unfortunately 

reaffirming students’ harmful cultural stereotyping of batey residents.  

Like the curative model of intervention described above, these conventional public 

health/preventive models narrowly focus on individual bodies as the site of intervention. Health 

educational interventions – such as campaigns aimed at teaching and refining techniques like 

“proper” behaviors and habits to batey host communities who presumably lack such 

knowledge – have emerged as a “therapeutic panacea” in STGHE policy; these policies assume 

that health inequalities could be redressed if batey residents were better educated on health 

matters by the technical “expert.” Although these good-intended educational campaigns may 

increase the knowledge of those who presumably “lack” it, they may also exaggerate the causal 

role of culture or personality while downplaying the causal role of social and structural 

determinants poor health and inequities.530 When the source of poor health is reduced to 

individual bodies and behaviors, ideas about cultural ignorance (lack of education, 

superstitious or traditional praxis, etc.) are perceived as “risk factors” to which health 

educational interventions emerge as magic-bullet solutions. In addition, these kinds of 

interventions may prompt students toward cultural stereotypes and victim-blaming logics, as 

described at the end of the previous chapter, because more is made of the purported behavioral 

risk factors of individual bodies rather than of the social and structural constraints on health.  

Yet another example of health promotional interventions focused on educating young 

women about sexual and reproductive health, intended as a tool of self-empowerment to 

prevent unwanted pregnancies and sexually-transmitted diseases. In bateyes, it is not 

uncommon to find females as young as fourteen that are pregnant or caring for newborns, a 

 
530 Edna A. Viruell-Fuentes, Patricia Y. Miranda, and Sawsan Abdulrahim, “More than Culture: Structural Racism, 

Intersectionality Theory, and Immigrant Health,” Social Science and Medicine 75, no. 12 (2012): 2099–2106, 

https://doi.org/10.1016/j.socscimed.2011.12.037. 
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circumstance that bothers many US participants of STGHE.531 One particular campaign that I 

observed taught a sexual health course to an underprivileged population of young women 

intended to assist them in making healthy decisions about their relationships with male partners 

while encouraging them to reflect on their goals and dreams. The three-day curriculum, 

grounded in values of female empowerment and engagement, taught human anatomy, reflected 

on unhealthy versus healthy romantic relationships, and introduced various contraception 

methods. The attendees were between the ages of fifteen and nineteen; unbeknownst to the 

STGHE program facilitator, all were already pregnant, including some who were victims of 

rape. To be sure, when this was discovered, the program facilitator and students expressed 

concerns about potential unintended effects of their program on the women. However, their 

concerns “at hand” were tightly bound to issues of “culture” (rather than “structures”) – 

specifically, the cultural sensitivity of a curriculum that might invoke psychological and 

emotional trauma or questions that were best answered by a professional therapist. Once again, 

this reflects the limitations of a cultural competency approach in navigating the deeper 

complexities and causes of health inequalities. 

My own concerns, however, focused on larger political questions not so much on the 

“cultural matters” of the pregnant women but on the culture of global health – specifically, 

about the limits of this and other health education campaigns that fail to reconcile the agency 

versus structure debate, along with the fallacy of self-empowerment: What are the actual 

chances that individual agency/action can redress inequities that are structurally imposed? 

What are the actual chances that behavioral interventions can self-empower individuals who 

are among the historically and structurally disempowered global poor? If women must suffer 

gendered violence in a patriarchal society such that rape and unwanted pregnancies are the 

norm rather than exception, how might those structural injustices constrain individual agency 

to make the “right” decision about sexual health and thus limit the impact of these 

 
531 According to the Dominican host organization, some surgical-oriented STGHE (none included in my study) interested in 

reproductive health in bateyes routinely offer tubal ligations to batey women, raising serious ethico-political questions about the continuities 

within a broader history of sterilizing poor populations, especially women of color. This would be an interesting area for future research.  
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interventions? The batey women’s ethnographic narratives informed us of abusive stepfathers, 

sexually promiscuous husbands, fear of sexual violence, and other hurdles to bootstrapping 

their way out of financial dependency on bad male partners, all of which indicate that female 

agency is socially structured by patriarchal norms and institutions about gender roles and 

capitalist work/labor dynamics that keep women trapped in unhealthy relationships. Those 

structural barriers (often left invisible in STGHE imaginaries) reveal the limitations of 

empowerment models: what good does it do to be educated on the “right” behaviors and actions 

related to sex and pregnancy so that she can achieve her goals and dreams, when she has little 

or no choice to behave and act otherwise?  

The above captures the shortcomings of the conventional public health/ preventive 

models: they operate from the reductionistic assumption that good health is largely a matter of 

increasing an individual’s technical know-how through educational intervention that ignore the 

reality that local poor populations have neither the resources nor the rights to access those 

resources in which to put newly-acquired technical knowledge into action to improve health. 

To sum it up, health-promoting educational interventions emphasize behavioral change and 

are a popular kind of technical expertise offered through STGHE; yet, these narrowly focus on 

the individual as the primary site of action and advocacy (the “tree”), lose sight of the broader 

structural conditions (the “forest”), and overlook alternative sites of action and advocacy for 

change. As I further discuss later in this chapter, I posit that this is not due to ignorance on the 

part of STGHE program facilitators about the SDH (although certainly for some, ignorance 

does play a role), but rather it is because of the ways the underlying epistemic framework that 

informs STGHE – that of biomedicine – obscures an understanding of the SDH and is not 

equipped with the appropriate knowledge and practice apparatus to address them.  

Construction of houses, latrines, schools, or churches in bateyes was another common 

STGHE intervention policy that fits within a preventive/public health approach. These 

interventions typically involved undergraduate students of academic STGHE or high school 
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students of faith-based STGHE.532 Whereas clinical STGHE involving academic 

medicine/health students rotated to a different batey each day, the construction-oriented 

STGHE took a longer-term adopt-a-single-batey approach that allowed students to stay in the 

same batey for the duration of their visit. In this way, students were given greater opportunities 

to observe aspects of daily life, interact with the community, and build relationships, although 

the short timeframe and language differences sometimes made this difficult. Since most student 

populations are unskilled in construction, the bulk of the work was typically completed by local 

contractors hired by the Dominican host organization. By the time students first arrived in 

bateyes, the construction projects were usually already underway. The students might lay 

bricks, paint walls, move rocks and dirt, or pick up trash during their week-long visit. Because 

work was often limited to the number of shovels or other tools, these STGHE often engendered 

time for students to interact with the community – most often the children. This is in contrast 

with the clinical STGHE, whose flurry of activities did not allow time for students to explore 

social life in bateyes. By the end of the week, the construction projects were rarely completed; 

however, because the program facilitators of these types of STGHE had established decades-

long relationships with specific bateyes through the Dominican host organization, the students 

would eventually see photos of the completed projects.  

A single house built big enough for two or three families, for example, is a meaningful 

enterprise that requires heartfelt commitment, tireless hours of fundraising, planning, and 

recruiting, and considerable amounts of money. Without diminishing these projects, they have 

only an incremental impact on the host community because the benefits are limited to a handful 

of individuals. Additionally, as Lovelie’s story revealed, those new constructions are ultimately 

the property – a free gift – to the batey owner. After a latrine was built in her batey, the colono 

stripped away the metal for his own use, just as he stripped away the door locks from the newly 

built house. Once again, this beckons us to more seriously examine (rather than turn a blind 

 
532 As mentioned earlier, these projects were allowed only in colonatos (with the owner’s permission); Central Romana does not 

allow construction projects (for the most part) in company-owned bateyes, with the exception of church constructions. 
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eye to) the structural (political) driving forces that limit the impacts of STGHE-developed 

“material property” by asking: to what structures do STGHE construction efforts contribute; 

why are batey residents so materially deprived in the first place; what is the sustainability of 

such interventions? This is the reason for, and the place of, a social justice approach – one that 

promotes an examination of both the bodily and structural levels of batey problems and 

solutions and that takes steps to ensure not just the immediate needs but also longer-term 

protections for the marginalized and oppressed poor.  

Most STGHE programs were involved in the food distribution program led by the 

Dominican host organization. Batey residents were given two or three packets of MannaPack 

rice during STGHE. The packets come from a Christian non-profit organization based in 

Minnesota called Feed My Starving Children that “exists to eradicate hunger and provide that 

hope in Jesus’ name” and is “committed to feeding God’s starving children hungry in body 

and spirit” by sending a supply of food “to empower them to rise out of poverty and focus on 

building self-reliance.”533 Nutrition-related illnesses are commonplace in bateyes. The Batey 

Relief Reliance found that 40% of children under five years of age are chronically 

malnourished and that incidence of kwashiorka, caused by protein deficiency, can still be found 

in some bateyes, often connected to the fact that sugarcane is often used to pacify hunger, 

something that I also personally observed.534 Although food distribution efforts are well-

intended, rice packets are another kind of technical quick-fix that targets the symptoms rather 

than underlying causes of hunger and malnutrition. Against the mountain of structural violence 

afflicting bateyes, it is difficult to fathom how handing out rice packets could lead to “self-

reliance” and the means to lift oneself out of poverty. A more sustainable and effective solution 

would be to work at the community-level, such as building community gardens and clean water 

facilities, while advocating at the structural policy-level that insists on their rights to a healthier 

 
533 “2016-2017 Annual Report,” Feed My Starving Children, 2017, accessed January 11, 2018, 

https://issuu.com/feedmystarvingchildren/docs/fmsc-1617-annual-report-pages. 

534 Karen Sadler and Kim Wilson, “Dominican Republic,” in Building Partners in the Americas: A Guide for Global 

Health Workers (Hanover, NH: Dartmouth College Press, 2013), 212. 
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living environment and a living wage so that they can consistently afford to feed their families 

and seek medical attention when they get sick. However, such communal infrastructure 

projects in company-owned bateyes for clean water and healthy food supplies are often 

dismissed by STGHE actors as “too political” because these require the approval of Central 

Romana, who have a history of denying such changes to “their” property as my ethnographic 

findings have shown. Such projects also require more money than what STGHE are willing or 

able to invest. Although a promising platform exists in the form of Coalicion de Salud 

Comunitaria (COSACO), the political will or mindset of a strong collective of multiple 

STGHE who work in La Romana bateyes – who largely work independently from each other 

– to implement such communal projects if they pooled efforts and resources together remains 

highly uncertain.535 Given these health politics, these kinds of interventions were rarely (if 

ever) the path taken through STGHE. The allocation and distribution of money, resources, and 

power becomes the barrier to implementing such projects – those that might make a greater 

contribution to improving batey health. 

Another STGHE intervention policy was sponsoring a child’s education. For 

approximately 200USD, students could pay for a child’s educational expenses for one year. 

Sponsors could select a child based on face-to-face encounters or photographs. Education is 

undoubtedly an important social determinant of health; without an education, children may 

find it difficult to escape batey life as an adult. However, education gets talked about as if it 

were the only solution: in discussions with students on how to take action on the social 

determinants of health, access to education was typically the only idea that came to their minds. 

Moreover, students failed to see the structural barriers to education and employment for batey 

residents. How many children are sponsored for their entire education through high school 

graduation? With only a high school diploma, what actual job opportunities that offer a living 

wage await them, even though economists tout a remarkable growth in the Dominican 

 
535 I described COSACO in Chapter 2. 
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Republic?536 With a high school diploma, what are the structural barriers to employment for 

ethnic-Haitians from bateyes, given the persistent social and economic inequalities such as 

structural and institutional racism and the stigmas of poverty? What are the added barriers for 

women and girls that prevents them from equal opportunities to income-generating work? How 

do sponsors address the legal barriers that deny undocumented im/migrant children from 

continuing their education, so that they too can be sponsored? Meeting the educational needs 

of poverty-stricken children via sponsorship is an actionable and near-irresistible type of 

intervention – one that I too felt emotionally drawn to. My point is not to minimize these 

individual acts of compassion but to argue, from the perspective of justice, that these may be 

short-sighted and that we can do better by focusing on the social and political forces. 

Sponsorships narrowly focus on increasing access to education of individual children, but what 

is overlooked are the structural barriers to employment confronting the entire mostly ethnic-

Haitian population, including those children once they are of working age. What are we doing 

at the structural level to ensure that these kids can get a job and earn a living wage, such that 

sponsorships do more than shift them from rural to urban poverty? How are our actions in 

concert with Dominican and Haitian government and non-governmental actors who are 

already working on this, and other issues, or are STGHE acting independently with little or no 

local government input?  

I end this section with a reflection on one of the six STGHE – a faith-based STGHE – 

that stood out as taking a different approach. This program did not take the conventional 

curative or mainstream public health approaches that focus narrowly on individual bodies – 

what can be referred to as a biomedical model – as those described above. Instead, the approach 

taken most closely aligned with a social determinants of health [SDH] model as their 

organizing frame of reference, allowing a broader view of the importance of addressing both 

 
536 “Dominican Republic: Social Inequality Is the Biggest Obstacle,” Social Watch, 2012, 

http://www.socialwatch.org/sites/default/files/dominicanRepublic2012_eng.pdf. 
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the material and sociopolitical causes of batey health inequities.537 The program facilitators 

described their mission as one that aims to improve batey conditions through a social justice 

frame – one that generates critical awareness of the social injustices that create bodily illness 

and material impoverishment and that promotes a self-critical awareness of how we Americans 

participate in those injustices. Their decision to take an adopt-one-batey approach (which they 

prefer to call a partnership rather than adoption) stemmed from their primary concern for 

longer-term and lasting improvements in health and flourishing. They believed this can be 

realized by focusing on one batey, rather than several at a time, while working toward both 

individual- and structural-level change. Toward that goal, this STGHE – much like the others 

– implemented individualized technocratic interventions for improving education, housing, 

sanitation, clean water, and nutrition. But, uniquely, they (1) committed to a long-term 

partnership with the batey community for 25 years, (2) partnered with batey residents, 

including them in decision-making rather than just partnering with the Dominican host 

organization who typically made the decisions for bateyes, and (3) took a sociopolitical 

determinants approach that focused not just on individual-level bodies but also on the structural 

forces associated with disease and risk. To the last point, one way they did so was by 

emphasizing the relationship between health and statelessness.  

Their concern about statelessness emerged after one of the program facilitators was 

involved in a community-based participatory research [CBPR] project that involved 

interviewing batey residents as well as lawyers, doctors, and non-profit organizers. 

Community-based efforts are often adopted by researchers and practitioners who are justice-

 
537 To distinguish a mainstream medical/public health approach from a SDH/social medicine approach, I draw from 

Waitzkin et al. (2001: 1594): “Both historically and currently, leaders in Latin American have distinguished social medicine from 

traditional public health. From this perspective, public health tends to define a population as a sum of individuals. Specific 

characteristics, such as sex, age, education, income, and race/ethnicity, permit the classification of these individuals in groups. In 

traditional epidemiology, rates for a population are calculated arithmetically from the characteristics of individuals who compose the 

population. By contrast, much work on social medicine envisions populations, as well as social institutions, as totalities whose 

characteristics transcend those of individuals. Social medicine therefore defines problems and seeks solutions with social rather than 

individual units of analysis. In this way, the population can be analyzed through such categories as social class, economic production, 

reproduction, and culture, not simply through the characteristics of individuals.” See: Howard Waitzkin, Celia Iriat, Alfredo Estrada, 

and Silvia Lamadrid, “Social Medicine Then and Now: Lessons from Latin America,” American Journal of Public Health 91, no. 10 

(October 2001): 1592-1601. 
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oriented and committed to social change to improve health and eliminate health 

inequities.538,539 CBPR can also inspire others to become justice-oriented; integrating these 

initiatives into STGHE can be an important means of training students to address social justice 

issues. Through that experience, the health impacts of the precarious immigration status of 

ethnic-Haitians living in bateyes emerged as an important issue that they could not turn a blind 

eye to. In the near future, they plan to help batey residents obtain legal status, which they hope 

will have rippling effects on improved access to health and social services. Also working at a 

policy-level, team members met with the office of the US ambassador in Santo Domingo to 

find out what the US is doing to address the problem of statelessness.540  

In conclusion, the above descriptions provide evidence of the biomedicalization of 

STGHE intervention policy, a trend that illuminates a strong technocratic bias. A privileging 

of technical over structural solutions fall short of addressing the underlying drivers of illness 

and poverty in bateyes. Although those biomedicalized kinds of interventions provide 

assistance for individuals in bateyes, STGHE must also focus on the underlying sociopolitical 

root causes that perpetuate health inequities at the population level. Biomedicalized STGHE 

interventions give first allegiance to addressing the material sources of suffering in bateyes 

through the delivery of technical kinds of assistance instead of simultaneously considering the 

social, economic, and political sources of suffering in bateyes – those factors that the batey 

residents’ stories told us are of crucial importance. In the next section, I illuminate the 

underlying logics, histories, and political rationalities of the culture of western biomedicine to 

show what norms, values, ideologies, and practices STGHE draw from and advance (whether 

 
538 Meredith Minkler and Nina Wallerstein, Community Based Participatory Research for Health: From Process to Outcomes, 

2nd edition (San Francisco, CA: Jossey-Bass, 2008). 

539 Sarah Banks, Andrea Armstrong, Kathleen Carter, Helen Graham, Peter Hayward, Alex Henry, Tessa Holland, Claire 

Holmes, Amelia Lee, Ann McNulty, Niamh Moore, Nigel Nayling, Ann Stokoe, and Aileen Strachan, “Everyday Ethics in Community-based 

Participatory Research,” Contemporary Social Sciences 8, no. 3 (2013): 263-277. 

540 According to a source, the ambassador at the time (James “Wally” Brewster) did not attend the meeting. Instead, his staff 

members met with the STGHE team and were reportedly not very knowledgeable about bateyes. This situation is likely not to improve under 

the Trump administration, whose policy has been to leave key State Department posts vacant compared to previous administrations (see 

https://www.usatoday.com/story/news/world/2018/02/27/help-wanted-41-ambassador-posts-still-vacant/356373002/). At present, the State 

Department has not appointed an ambassador to the Dominican Republic to replace Brewster. 

https://www.usatoday.com/story/news/world/2018/02/27/help-wanted-41-ambassador-posts-still-vacant/356373002/
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wittingly or unwittingly) and how this unintentionally impedes STGHE efforts in bateyes and 

promotes the politics of neoliberalism. 

THE BIOMEDICALIZATION OF STGHE INTERVENTIONS 
 

The circumscription of medical vision, this narrow focus on technique independent of context, 

results in selective inattention to the social roots of disease and healing.541 (my emphasis) 

Jocalyn Clark asks, in her essay of the same name, if the global health agenda has 

become too medicalized.542 A conventional “biomedical model” can be understood as a 

theoretical framework that shapes STGHE policies (wittingly or unwittingly) and that is 

shaped by mutually-reinforcing western cultural assumptions of biomedicine, including 

reductionism, individualism, and materialism.543 These “tenacious assumptions” of 

biomedicine, historically rooted in the seventeenth-century Enlightenment philosophy of 

positivism, continue to operate as background assumptions in western biomedicine and global 

health.544,545 In this section, I explore how biomedical assumptions – what I refer to as 

epistemic reductionism – have slanted STGHE interventions toward technocratic solutions that 

neglect the necessary sociopolitical actions required to effectively address batey problems. My 

point is not to argue against the usefulness of biomedicine in global health but to expose the 

underlying theoretical origins and blind spots, how it joins up with political-economic interests, 

and how it effectively shrinks our vision of intervention policies in bateyes. 

Cast in that light, it becomes clear how both the curative and preventive approaches 

implemented by STGHE utilized biomedicine as their frame of reference, which also reveals 

their shortcomings in addressing batey health inequities at their root. STGHE interventions 

 
541 Eisenberg, “Rudolf Ludwig Karl Virchow, Where Are You Now That We Need You?”, 529. 

542 Clark, “Medicalization of Global Health.” 

543 Clark, “Medicalization of Global Health.” 

544 Deborah R. Gordon, “Tenacious Assumptions of Western Medicine,” in Biomedicine Examined (Dordrecht, 

Netherlands, London, UK, Boston, MA: Kluwer Academic Publishers, 1988), 19. 

545 The stronghold of positivism in medicine/health remains despite numerous critiques from feminist, postcolonial, and other 

critical thinkers who have shown the epistemological and ethical shortcomings. For example: Donna Haraway, “Situated Knowledges: The 

Science Question in Feminism and the Privilege of Partial Perspective,” Feminist Studies 14, no. 3 (Autumn 1988): 575-599; Bruno Latour, We 

Have Never Been Modern, trans. Catherine Porter (Cambridge, MA: Harvard University Press, 1993); Karen Barad, "Posthumanist 

Performativity: Toward an Understanding of How Matter Comes to Matter,” Signs: Journal of Women in Culture and Society 28, no. 3 (Spring 

2003): 801-831; Lorraine Daston and Peter Galison, Objectivity (Brooklyn, NY: Zone Books, 2010); Margaret Lock and Vinh-Kim Nguyen, 

An Anthropology of Biomedicine (Malden, MA: Wiley-Blackwell, 2010).  
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tended to be reductionist in the ways in which the causes and solutions of batey health 

inequities were decontextualized: health was reduced to the physical realm rather than 

simultaneously with the sociopolitical realm. Yet, the batey residents’ ethnographic stories 

informed us that the sociopolitical context matters to health and that the ways they suffer 

inequality are irreducible to the physical/material realm. STGHE interventions were 

individualistic insofar as they located the source of health inequities on individuals rather than 

simultaneously locating them in broader structures. In other words, individual bodies (illnesses, 

behaviors, values, lifestyles) were pathologized and established as the primary site of action 

for change, rather than a consideration of the pathologies of power and political action as a 

potential site for change. The materialism of STGHE interventions was made evident by the 

emphasis on the biological and physical environment aspects of suffering rather than a 

simultaneous emphasis on the sociopolitical factors that provide the conditions for batey 

residents’ unequal exposure to material health hazards – like pathogens, mosquitos and other 

disease vectors, poor housing, unsafe sanitation facilities, inadequate nutrition, unclean water, 

insufficient work safety gear, and other materialities. This materialist mode is fueled by the 

desire of STGHE actors to see (or, perceive) “tangible” and “evidential” results – such as a 

constructed house or school building, patients bodies’ examined or surgeries accomplished, 

attendees in health educational workshops, numbers of souls saved, etc. – a desire that is 

satisfied through the evidence-based movement [EBM] and its penchant for quantitively 

measurable outcomes. It would be naïve of me to dismiss the importance of program 

evaluations; however, problems emerge when numbers are emphasized over storied lives. 

While such metrics may satisfy the needs of sending organizations and/or demands of funders, 

STGHE efforts may conceal or collide with the needs of host communities and may eclipse or 

obscure types of evidence and outcomes that are unquantifiable, thereby reproducing the same 

problems of inclusion and exclusion as seen in the eras of colonial medicine and postcolonial 
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international health.546 My findings suggest that interventions that are not immediately 

evidential or measurable, even though they may have a greater impact on host communities, 

may take a backseat to interventions that are. Technical solutions are readily commensurable 

to such metrical forms of reasoning and accountability. Today, the biomedical model is 

inflected with neoliberal ideologies about the self-determining individual: in the context of 

health and healthcare, liberal ideas about individual freedom are impinged on the resurgence 

of (neo)liberal ideas about the free market and free trade (associated with laissez-faire 

capitalism). Neoliberal doctrine has gained the upper hand in the twenty-first century, shaping 

globalization and development agendas, and  resulting in government spending cuts on social 

services including health care.547 The neoliberal ideals of self-sufficiency and its 

embeddedness with market ideologies is described by Deborah Lupton, who notes that 

neoliberalism promotes the concept of citizens who voluntarily take responsibility for their 

own health and wellbeing such that “they do not place an economic burden on the state by 

becoming ill and requiring health care.”548 In the context of global health, this neoliberal 

rationality is part and parcel of the rise in cost-effective technical-oriented practices aimed at 

improving individual selves – that is, the technoscientization of contemporary STGHE 

interventions, wherein the problems and solutions of global health are increasingly more 

dependent on science and technology.549,550 If the roots of health disparities are located in 

individuals rather than structures, they can be reduced to individual-level behaviors/actions to 

which individual-level technical solutions emerge as the “rational” response. Biomedicalized 

STGHE assume that technological interventions alone, if equitably distributed, can and will 

dramatically improve health and wellbeing.551 However, while this rise of the technocracy has 

 
546 Adams, Metrics, 7. 

547 McGregor, “Neoliberalism and Health Care,” 83. 

548 Deborah Lupton, Fat (Oxford, UK: Routledge, 2013), 107. 

549 Adele Clark, Laura Mamo, Jennifer Ruth Fosket, Jennifer R. Fishman, and Janet K. Shim, eds. Biomedicalization: 

Technoscience, Health, and Illness in the U.S. (Durham, NC and London, UK: Duke University Press, 2010), 1-2. 

550 The term “technoscience” as described by Adele Clarke and Bruno Latour, indicates that technology and science are not easily 

distinguishable but should instead be understood as co-constituted and hybrid. (See Clarke et al. 2010; Latour 1987) 

551 Lock and Nguyen, An Anthropology of Biomedicine, 1. 
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brought about significant improvements in health outcomes globally, simplified technical 

quick-fixes cannot remediate the health-related consequences of poverty, income insecurity 

and unemployment, environmental degradation and climate change, gendered and racialized 

violence, displacement/migration, exploitative corporate capitalist practices, unfair free trade 

policies, and other forms of structural violence. Moreover, a predominant bias toward 

individual-centered technical solutions may overshadow collective approaches and/or 

strategies that consider the social and structural context.  

In conclusion, I argue that an emergent biomedicalized regime of STGHE advances 

the assumptions embedded within the culture of western biomedicine and is reflective of two 

critical disjunctures: first, a misalignment between intervention policies versus the on-the-

ground experiences as voiced by batey communities; second, a mismatch between global 

health’s aspirational language of the importance of addressing the socially-determined health 

inequities versus global health’s on-the-ground practical dealings with health inequities. The 

stories from batey residents informed us that the root causes of their suffering are social and 

political rather than technical, implementing interventions that ignore those social and political 

factors will have limited impacts. For example, for residents whose only source of water was 

from a contaminated river and whose food source was always scarce, technologies such as 

deworming medications, multi-vitamins, rice packets, or educational workshops focused on 

improving hygienic behaviors are band-aid fixes to problems that are structural, rather than 

technical, in nature. Much of the struggles in bateyes are not only questions of biomedicine but 

also questions of social injustices perpetuated against those who are denied a clean water 

source, healthy foods, a living wage, affordable health care, and a safe place to live and work. 

My argument that STGHE interventions more reflect the cultural assumptions of western 

biomedicine rather than (or more than) the local realities confronting batey communities 

articulate with those from a dated ethnographic study on short-term medical missions done by 
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Laura M. Montgomery,552 which attests to how beholden global health actors still remain to 

the normative epistemic framework (theories, values, methods, standards, metrics, techniques, 

schemas, etc.) of biomedicine, and how ethnographic evidence of the pitfalls of biomedicine 

are still oftentimes disregarded in the mainstream.  

The biomedical framing results in a misalignment between how batey residents 

experience health inequities and how STGHE policies address them – but this biomedical shift 

toward technoscientization in global health is not merely a linear outcropping of the cultural 

norms and ideologies of positivist-science. Rather, this shift takes place within a broader 

assemblage driven by institutional interests, market-driven logics, and political-economic 

rationalities of neoliberalism. To that extent, the next section explores that assemblage, taking 

a closer look at how and why STGHE practitioners are beholden to technoscientific solutions, 

first by examining the historical and political-economic forces that inform global health 

agendas and second by exploring what logics are perpetuated today, perhaps unintentionally.  

TECHNO-EVANGELISM AS NEW SALVATION? NEOLIBERALISM, DEPOLITICIZATION, 

AND THE RISE OF THE TECHNOCRATIC REGIME OF/THROUGH GLOBAL HEALTH 
 

Evangelism [noun]: the preaching or promulgation of the gospel; ardent, missionary, or 

zealous advocacy for a cause.553  

 

Neoliberalism works by colonizing the field of value—reducing all social values to one 

market value—exhausting alternative social projects by denying them sustenance.554   

The hegemony of the technocratic orientation of STGHE has to do with biomedicine’s 

requirement of objectivity – that is, of political neutrality, an assumption that stems from a 

three hundred-year history of a positivist domination of science. A western belief about 

technology is that “material artifacts are things-in-themselves” and are therefore politically 

neutral.555 In this section, I argue that an emphasis on technical interventions by STGHE actors 

does not evade politics, as predominantly thought, but rather enact a politics: implementing 
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553 New Oxford American Dictionary. 
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technical interventions is a political choice with political consequences on batey host 

communities. As Ilona Kickbusch has argued, the refusal to engage with the so-called “dirty 

business” of politics, is related to an assumption of a separation between the technical and 

political dimensions of global health, yet such technocratic approaches are no less political but 

are in fact a form of global health governance.556 The biomedicalization of STGHE reveals 

another facet of neoliberalism and its influence on global health interventions: an assumption 

that cost-effective technical solutions – focused on individual bodies, on changing individual 

lifestyles, or changing risky behaviors – should be emphasized instead of interventions at the 

structural- and policy- levels. Below, I demonstrate how the kind of governance enacted by 

STGHE technocrats is most closely consistent with neoliberalism, especially discourses and 

practices related to individual responsibility and quantifiably measurable evidence of 

improvement, suggesting the unwitting evangelism of neoliberal reason. I then draw 

comparisons of James Ferguson’s “anti-politics machine” to the STGHE assumption that 

technoscientific solutions are politically-neutral, when instead a particular politics – neoliberal 

governance – is being enacted. 

Richard Horton, argued that although medicine and public health have done a better 

job of “revisioning health as a quality of human life with social, economic, and political 

determinants,” these disciplines have claimed authority through the scientized “ideology of 

techno-evangelism” and continue to define health “ almost exclusively in individual terms.”557 

He also argued that health initiatives that take more seriously the interconnectedness of 

individual health with wider socio-ecological contexts continues to be frozen by “technophilic 

elites.” I expand on Horton’s concept of “techno-evangelism” to critique the hegemonic 

biomedicalization of STGHE interventions in bateyes, not only for the failures of the 

reductionist approach that Horton pointed out but also for the failures to critically self-reflect 

on the intentions and approaches imposed in batey host communities – something that 
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reproduces rather than redresses the top-down posture of the colonial western/white saviors. I 

also use the concept of “techno-evangelism” to contest a prevalent perception of secular-

oriented STGHE actors – some of whom were skeptical of their faith-based counterparts – that 

the latter are more deserving of ethical scrutiny, especially those that combine evangelism with 

health initiatives.558 While I do not disagree with concerns about the potentially coercive power 

hierarchies shaped and advanced by Christian ideologies, similar concerns can be raised about 

the potentially coercive power hierarchies shaped and advanced by western biomedical 

ideologies, such as the propagation of the (sometimes) hidden norms and values associated 

with personal risk/responsibility, technoscientific solutions, economical cost-efficiency logics, 

and free market ideals. In that way, both orientations of STGHE may exert hidden 

“evangelizing” forces that privileges and promotes western cultural norms abroad, especially 

if and when STGHE approaches do not include batey host communities’ knowledge and 

experience. Thus, even though it may seem “heretical to question the dissemination of life-

saving biomedical practices” in our era of global health inequalities, “the hidden agendas and 

implicit assumptions that travel with biomedicine can at times be counter-productive … 

improving global health thus requires taking difference seriously – in bodies and in social, 

political, and economic situations.”559 

Neoliberalism may be wittingly or unwittingly advanced as a salvationary discourse 

in/through global health, a process that can be understood through the scholarship of Simon 

Springer. Springer notes that neoliberalism constructs itself as the “lone bearer of reason,” 

proceeding as a “civilizing enterprise” to confer “rationality” among the Other who presumably 

dwells beyond the capacity of reason.560 Neoliberal reason accords the free market as a site of 

veridiction, or a truth-making regime in Foucauldian terms: “In simple and barbaric terms … 
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the market must tell the truth (dire le vrai).”561 Neoliberalism, now tied to a discourse of 

progress and development, resuscitates the “white man’s burden and its salvationary discourse 

of modernization … through the rationalization of market-mediated social relations as if it was 

‘the only alternative.’”562 STGHE actors and arguably all of western society, subjectified to 

the norms and values of neoliberal doctrine, may be unintentional evangelists of the truth-claim 

that the market is salvationary, especially those of whom believe that “‘we’ have never had it 

as good as right now in our technologically advanced era, and thus ‘Others’ [like those in 

bateyes] are in need of similar salvation.”563 The hegemonic rise, spread, and internalization 

of neoliberal reason is owed to the influence of technologies and technical experts – those who 

have the power to exert truth-claims and who have the power to influence others to conform to 

the norms of biomedicine and market-driven ideologies of neoliberalism.564 In that sense, 

STGHE actors may be moved by a devout faith and partiality to cost-effective technical 

solutions –  whether motivated by the salvationary promises of Jesus or biomedicine or both. 

Yet the structural violence of neoliberalism is that it is everywhere,565 often concealing 

underlying truths about the sociopolitical roots of suffering and health disparities and enacting 

a kind of deafness that cannot truly hear the voices of marginalized host communities. This 

neoliberal silencing may have harmful consequences on bateyes.  

A techno-evangelism can be discerned from the truth-claims advanced by STGHE 

program facilitators whom I interviewed, who predominantly framed batey suffering and 

disparities as technical problems to which technical solutions were made suitable: many 

believed that the major challenges to greater success of their interventions were owed to a lack 

of technologies and the need for more. One program facilitator, for example, identified a lack 

of medical supplies like antibiotics and hand soap. Another blamed a lack of technical 

experience among locals about proper handwashing. Still another argued that what was needed 
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was the more diagnostic machines and medical equipment. When I asked them about the 

structural- and policy-level barriers, to move our conversation beyond the idea of technologies, 

all agreed that the social and political issues were troubling but that STGHE must “focus their 

efforts on that which is possible,” a mentality that blocks a further thinking about what is, in 

fact, possible.  

This proclivity to solve problems only or mainly through technocratic interventions 

promotes a rather narrow view of the politics of the possible (and impossible) among students, 

with learning effects (outcomes) that could be discerned during my interviews with students 

from all six STGHE. During an evening reflection meeting, one program facilitator asked 

students how their interventions could have a greater impact on bateyes.566 One student replied 

that they could deliver more technologies such as medical ointment and medical knowledge 

on the right way to treat wounds, an idea that stemmed from her observation that residents were 

treating wounds with toothpaste. Another student suggested teaching residents proper 

technique for brushing teeth and distributing toothpaste. No discussions ensued about the 

structural barriers that systematically denied residents access to such basic medical and dental 

technologies. No discussions ensued about why or how batey residents came to be so sick and 

poor in the first place. No discussions were held with batey communities about their own 

perspectives of technologies, disparities, and intervention. 

The above insights from program facilitators and students reveals how neoliberal 

governance shapes and delimits global health discourse and policy by normalizing technical 

rather than structural interventions, often using a market-based rhetoric of cost efficiency. The 

imperative of the technical quick-fix lets ideas for social and political solutions take a backseat. 

Embedded is the assumption that technologies can be implemented universally and without an 

appreciation of historical, social, and political-economic locales in which they arrive. This line 

of thought in global health imaginaries lends itself toward the humanitarian “emergency 

 
566 These evening reflections and debriefing meetings are interpreted throughout my dissertation as a crucial educational space of 

STGHE, wherein how facilitators and students grapple (or not) with the social inequities of batey health are key to students’ understandings of 

them as future global citizens (and/or health professionals). 
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modality of intervention,” that typically results in the deployment of technical quick-fixes 

aimed at shoring up, rather than eliminating the social determinants of illness and disease.567 

This narrow focus on individual care rather than social context reflects the broader US 

healthcare system. 

Critical historical analyses conducted by Anne-Emanuelle Birn and colleagues and by 

Marcus Cueto lend insight into how STGHE practitioners have become techno-evangelists, 

those beholden to a biomedical (technical) model despite a growing recognition in global 

health that the root sources of health inequities are sociopolitical (non-technical). The rise of 

the technocratic regime of STGHE took shape through historical and political processes over 

the last three decades that have led to the “neoliberal cooptation” of justice-oriented global 

health policies.568 Beginning with early twentieth-century international health, the Rockefeller 

Foundation placed emphasis on technical disease-centric campaigns to address health 

disparities in the region. By the mid-twentieth century, the League of Nations nuanced those 

agendas with progressive ideas for addressing the social and political context of health; 

however, those campaigns were quickly interrupted amidst the politics of the Cold War and the 

presumed imminent threat of communism. In the 1970s, the technical disease-centric focus of 

international health was challenged, ushering in the primary health care (PHC) movement. 

PHC was enshrined in the 1978 Declaration of Alma-Ata, which proclaimed that primary 

health should be understood as a human right and that achieving “health for all the people of 

the world by the year 2000” required more than attention to physical and mental health – it also 

required action on social, cultural, economic, and political factors.569 In other words, the Alma-

Ata strategy was committed to addressing the roots of health problems and acknowledged that 

this would require social and political interventions through bottom-up approaches rather than 
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techno-biological interventions through top-down approaches alone.570 (Many faith-based 

STGHE actors might find it interesting that the director-general of the WHO at the time, Dr. 

Halfdan T. Mahler, was a known charismatic figure with a missionary fervor. The son of a 

Baptist preacher, he once explained that “social justice” to him was a “holy word.”)571 During 

the Alma-Ata conference, a discussion about appropriate technologies led some attendees to 

denounce the hegemonic rule of medico-scientific (technocratic) experts to dictate global 

health agendas. Pointing out the shortcomings of technical interventions, they called for greater 

attention to social and political conditions as a means of addressing the full health needs of 

communities. This debate led Dr. Mahler to argue that health technologies were out of “social” 

control and that the global health community must be ready to fight both the political and 

technical battles required to overcome the resistance to the introduction of PHC.572 

Despite the enormous receptivity from numerous governments in attendance, the 

Alma-Ata strategy was quickly declared not feasible and was soon coopted by neoliberalism – 

a move initiated by the Rockefeller Foundation.573 In 1979, less than two years after Alma-

Ata, the Rockefeller Foundation sponsored a conference at its Bellagio Conference Center in 

Italy. Conference organizers and attendees deemed comprehensive PHC as too idealistic, 

overly ambitious, and insufficiently cost-effective; especially pressured by the US government, 

international health agencies began to pursue “selective” PHC – a much narrower agenda than 

that envisioned by the Alma-Ata Declaration – and once again emphasized reductionist 

technical approaches, especially those considered as sufficiently cost-effective.574 In other 

words, the move toward selective PHC was tied to and bent toward the logics of neoliberal 

capitalism. One of the leading advocates of this shift was former US secretary of defense, 

Robert McNamara, who attended the Bellagio Conference to promote a business model as a 
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means of addressing health problems of developing countries. Following the Bellagio meeting, 

a short-lived debate ensued between those in favor of a “selective” PHC strategy and those in 

favor of the “comprehensive” PHC of Alma-Ata, the latter of whom argued that the technical 

interventions favored by the former were little more than band-aid fixes for poor countries.575 

Ultimately, however, the justice-oriented approach of Alma-Ata’s plan to achieve 

“health for all” was replaced in favor of reductionist technical interventions, such as vaccines 

and vector-control, that decontextualized health from their sociopolitical root origins.576 By the 

1980s, the neoliberal cooptation of global health agendas was in full swing, promoting market 

logics through rhetorics of cost-effectiveness that articulated with the political context of right-

wing conservative ideologies, escalated Cold War fears about leftist ideologies, and the 

ensuing US-backed coups and military dictatorships in Latin American and the Caribbean. The 

“debt crisis” in this region provided an opportunity for US interference and the implementation 

of neoliberal economic strategies in the region, described in Chapter 2, including the 

requirement of debtor countries like the Dominican Republic to turn toward neoliberalism via 

the implementation of SAP.577 Meanwhile, Dr. Mahler was soon blamed for transforming the 

WHO from a technical into a political organization which led to a resistance against such 

politicization.578 This resistance to the “dirty political” is still palpable among much of the 

global health community today including STGHE, as the next section shows.  

As evidenced in reports from key figures of the global health community during the 

1990s and 2000s, the assumption that technology-oriented interventions alone can address the 

health consequences of poverty, displacement, war and conflict, unemployment and low 

income, environmental degradation and climate change, and other sociopolitical circumstances 
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became deeply entrenched – that is, normalized in the global health imaginary.579 The 

problems with this techno-evangelism today is that its reductionisms and top-down posture sit 

uneasily with the holistic discourse touted by social determinants of health approaches and 

demands for the greater inclusion of host communities. Although civil society-led STGHE 

(including academia) may see themselves as dissociated from the historical and political 

trajectory of international agencies or state governments, STGHE have very much taken up the 

same neoliberal torch, evidenced by their rather uncritical embrace of a biomedicalized 

technocratic model and top-down approaches that exclude batey voice from decision-making. 

The kind of techno-evangelism that is enacted through STGHE historically emerges from, and 

continues to further, a neoliberal agenda of coopting justice-oriented global health agendas and 

policies. Importantly, however, there have been resistances to the neoliberal reform of global 

health policy, including resistance in Latin American and Caribbean contexts as Birn and 

colleagues point out; this means that an alternative politics is not only possible but also 

contextually appropriate.  

The technocratic regime of global health is seen as an apolitical choice, envisioned as 

mediated by an unfettered free market and made accountable to quantification, in effect 

depoliticizing questions of health and poverty. Measures to address the sociopolitical 

determinants of health are easily side-swept, and the WHO’s own evidence that social injustice 

– that is, the social, economic, and political inequalities of health – “is killing people on a grand 

scale” can be easily ignored.580 With the messiness of the social and political out of the way, 

health disparities can be problematized and reduced as a technical issue, to which technical 

solutions fit as The Solution.581 But technology does not exist or arise in a “neutral arena” 

devoid of societal and political influence.582 The assumption of political neutrality of STGHE, 

as I have demonstrated in this section, is tenuous: an apolitical stance does not escape the 
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political but rather is a political choice – it is not the nature or virtue of technology itself but is 

STGHE actors and institutions who decide that the implementation of technology can resolve 

global health challenges, and this political decision may obstruct more effective interventions, 

coming at a cost to the health and wellbeing of batey residents, however unintentionally.  

The apolitical stance of STGHE, through a focus on technical rather than structural 

interventions, has required the extra-ordinary deployment of depoliticizing techniques to 

detach problems of ill health, poverty, and disparity from its sociopolitical root causes. The 

depoliticization that takes place through biomedicalized STGHE interventions in bateyes, ever-

faithfully committed to technical solutions, leads me to what James Ferguson has called the 

anti-politics machine. In his case study in Losotho, Ferguson concluded that the international 

development apparatus operates as an anti-politics machine: “by depoliticizing the challenges 

confronting local impoverished populations, the development apparatus establishes ‘problem’ 

areas and then sets up projects that provide technical solutions to problems that are not technical 

in nature,” for example 

technical problems such as isolation, lack of markets, lack of credit, unfamiliarity 

with a cash economy, lack of education, lack of fertilizer, lack of tractors, lack of 

purebred livestock, lack of farmers’ cooperatives, and lack of appropriate energy 

technology are exaggerated or invented to take the place of things like 

unemployment, low wages, influx control, political subjugation…and entrenched 

bureaucratic elites…then an institutional (development) apparatus is unleashed to 

combat these largely illusory technical problems.583  

In the context of bateyes, STGHE have unleashed technical interventions to take the 

place of things like the economic injustice of poverty wages, capitalist corporate abuse and 

exploitation, stateless issues, racialized immigration policy, gender-based inequality, historical 

and structural racism, neoliberal trade policies like CAFTA-DR – those things that the batey 

residents’ narratives imply are so crucial to address. When health inequities are depoliticized 

by turning the focus from structural to individual factors, they can be reframed as politically-

neutral “technical problems” to which “technical solutions” emerge as magic-bullet responses.  
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For example, a lack of technical know-how about taking medicines to manage chronic 

illnesses like hypertension or diabetes is deployed as an explanation for the unequal disease 

burden in bateyes, rather than the lack of political will to ensure residents are not excluded 

from health-promoting resources on account of their race, gender, legal, income, or other 

dehumanized power-ridden social status. A lack of technical know-how about handwashing, 

dental care, and proper use of soap or toothpaste in bateyes is deployed as the explanation for 

the unequal burden of waterborne illnesses or dental maladies in bateyes, rather than the lack 

of political will to invest in water infrastructure or to advocate for policies supporting a living 

wage for cane cutters so they can afford hygiene items like uncontaminated water, soaps, or 

toothpaste for themselves and their families.584 A lack of technical know-how about healthy 

eating is deployed as the explanation for the unequal burden of malnutrition-related illnesses 

in bateyes, rather than the lack of political will to support legal and labor rights to collectivize 

so they can negotiate ways to either grow or buy nutritious foods. A neoliberal discourse of 

individual risk and presumed “irresponsible choice” to illegally migrate among Haitians, or 

about the sexual “risky” behaviors among females living in bateyes, for example, are deployed 

as explanations for their unequal burden of sexually-transmitted diseases and unwanted 

pregnancies, rather than a structural explanation of the barriers that constrict individual choice, 

such as the underlying drivers of illegal immigration, xenophobic racism, or the patriarchal 

systems that limit women’s abilities to negotiate safe sexual behavior and their economic 

opportunities that might make it possible for them to escape unhealthy relationships.585 The 

practice of throwing human and solid wastes anywhere and everywhere around the bateyes 

rather than in a proper latrine or designated dump area, seen as an undesirable habit by students 

and other outsiders, is deployed as an explanation for the unequal burden of fecal-oral and 
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rodent-borne illnesses, rather than the political will to provide and ensure proper sanitation 

infrastructure and services in bateyes so that they might have a safe place to defecate or dispose 

trash. These biomedicalized explanations have STGHE participants convinced that “we” the 

knowledge-bringers can deliver “them” the knowledge-lackers into a state of better health and 

equity through the delivery of technologies and technical expertise. Yet the failures of 

development can be attributed to an uncritical deployment of technical interventions, as 

demonstrated by Ferguson: “By uncompromisingly reducing poverty to a technical problem, 

and by promising technical solutions to the suffering powerless and oppressed people, the 

hegemonic problematic of ‘development’ is the principle means through which the question of 

poverty is de-politicized in the world today,” with dire consequences on local populations, 

however unintended.586  

In conclusion, I argue that, despite good intentions, this kind of politics and the 

complicit silences of STGHE – the refusal to engage with the messy relationship between 

health, power, and politics – may perpetuate rather than redress poor health outcomes and 

inequalities confronting batey communities. I posit that the beholden-ness of STGHE to 

technical solutions signifies a kind of “techno-evangelism” as the new salve and salvation for 

batey populations and the rest of the world’s sick and poor – one that promises that the 

universal top-down application of technoscience will deliver the poor from the evils of disease 

and poverty afflicting everyone, everywhere. My concern is that an enthusiastic faith in 

globalized, technocratic, biomedicine may blind STGHE practitioners to the local social, 

cultural, economic, and political root causes of illness and suffering in bateyes. Moreover, 

biomedicalized STGHE carry with it an ethical and political orientation to the ways that batey 

residents’ health conditions should be governed – individually – and that the kind of 

governance – a technocratic governance – is consistent with neoliberal governmentality. Such 

a politics is exerted regardless of how hard an anti-politics apparatus tries to depoliticize global 
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health, including the many program facilitators who profess the neutrality of global health and 

insist on the importance of not getting caught up in politics – a topic discussed in the next 

section. Below, I nuance my discussion about techno-evangelism by showing how STGHE 

policymakers are not neoliberalist or technocratic ideologues who are completely blinded by 

the on-the-ground sociopolitical impacts on batey health. Even though the dominant 

orientation of STGHE intervention policy suggests a kind of techno-evangelism, these 

epistemologies clash with on-the-ground realities in bateyes. Such tensions can be seen in the 

ways program facilitators acknowledged a certain “elephant in the room” but also felt the 

intense need to cloak it.  

THE ELEPHANT IN THE ROOM: DEPOLITICIZATION THROUGH NORMALIZING RHETORIC 

AND COMPROMISE 
 

I believe that one of the meanings of human existence – the source of human freedom – is 

never to accept anything as definitive, untouchable, obvious, or immobile. No aspect of reality 

should be allowed to become a definitive and inhuman law for us.587 

 

There are times in life when the question of knowing if one can think differently than one 

thinks, and perceive differently than one sees, is absolutely necessary if one is to go on 

looking and reflecting at all … [W]hat is philosophy today … if it is not the critical work that 

thought brings to bear on itself? In what does it consist, if not in the endeavor to know how 

and to what extent it might be possible to think differently, instead of legitimating what is 

already known?588 

The “elephant in the room,” of course, has everything to do with the power structures 

that impede batey health, stemming from Central Romana Corporation and the complicit 

silence of STGHE community on the corporate abuse and capitalist exploitation – a silence 

that no one dares breach. This section presents the findings of my (at times) uncomfortable and 

tense discussions around the metaphoric elephant in the room: why STGHE do not incorporate 

interventions addressing the structural causes of poor health and inequities in bateyes, despite 

the fact that key figures in the global health community increasingly point to the imperative of 

addressing them for a greater chance of meeting aspirational goals or stated outcomes of health 
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equity and for strengthening program effectiveness.589 To breach this sensitive topic, I asked a 

range of questions that encouraged a critical dialogue between program facilitators and myself 

that grappled with the challenges to their interventions in making more substantial progress in 

reducing batey health inequities. For example, I would ask about whether, or to what extent, 

they were addressing the root causes of illness and impoverishment through their interventions 

– and if not, what were some barriers to implementing those kinds of interventions. I also asked 

about what they thought were the roles and responsibilities, if any, that Central Romana 

administrators and independent colonos played in the health and social conditions of bateyes. 

Sometimes, I asked for their thoughts about the roles and responsibilities of American citizens 

and their government in relation to our participation in the global sugar industry. I also asked 

about their viewpoints on actions for sociopolitical change for advancements in bateyes. 

Ultimately, this section provides ethnographic evidence of the operation of the anti-politics 

machinery of STGHE, put in motion through a series of compromises made by US program 

facilitators. 

To be sure, most respondents were cognizant of the elephant in the room, and their 

sidestepping in dealing with political context of batey health, such as economic and legal 

matters, was intentional. Three of the six US program facilitators (two from academic 

programs and one from a church program) acknowledged that their intervention policies did 

not directly address the underlying root causes of health inequities, one of whom from the 

justice-oriented church program went a step further to lament that STGHE are doing little more 

than “band-aid fixes” unless they are addressing structural inequities like statelessness. 

Nonetheless, all STGHE program facilitators and incidentally, most of their students felt an 

 
589 In all fairness, no STGHE program explicitly incorporated “achieving health equity” in host communities as a 

mission/objective. All STGHE described program missions around developmental impacts on both Dominican host communities and 

American student volunteers - especially related to personal and professional growth of student volunteers through educational and experiential 

service-learning. Yet, if the primary goal is on transformation of the volunteer rather than host communities, then ethical and political questions 

about exploitation and equitability in STGHE partnerships are raised, risking re-entrenching extant power inequalities between the global north 

and global south. As Judith Lasker (2016: 67) notes, “when poor and ill people are used as a vehicle for developing … career paths for 

privileged students or to diminish bad publicity for wealthy corporations, then we must raise the red flags of exploitation and question the basic 

premise of this undertaking.”  



 

267 

intense need to cloak the elephant in the room in normalizing rhetorics, that effectively 

depoliticized the context of their STGHE interventions. While grappling with my more critical 

questions, they were often quick to defend and justify STGHE despite any shortcomings in 

addressing the socially-determined health inequities in bateyes.  They deployed a range of 

normalizing discourse that I have categorized as follows: (1) humanitarian crisis mode – 

conveying a materialist urgency and a need to focus on “immediate” problems; (2) apathetic 

mode (indifference) – deployment of better-than-nothing logics; and (3) assumption of political 

neutrality – global health and medicine are politically neutral endeavors, therefore we avoid 

getting into the politics. These normalizing rhetorics are not mutually exclusive but instead are 

entangled and reinforce one another. Respondents often deployed more than one of these 

rhetorics. I discuss each of these normalizing rhetorics and the power effects of their assertions 

– namely, how they participate in the anti-politics machine, working to depoliticize global 

health problems and solutions while at the same time repoliticize them through neoliberal, 

technocratic schemes of governance.590 

1. “We must save lives now!:” Humanitarian Crisis Mode and the Rhetoric of 

Immediacy. The visible kind of immense suffering that American STGHE practitioners 

witnessed in batey communities enacted a moral framing and language of humanitarian crisis. 

STGHE interventions were conveyed as an ethical imperative and insisted on action now, in 

whatever ways we can, despite any limitations: “We have to do something! These people are 

truly suffering – they are sick, injured, dying. It would be inhumane to ignore this crisis.” It is 

difficult to argue with such “humanitarian reason,” particularly in relation to the very real ways 

that batey residents suffer. Yet, STGHE agendas should not be made impervious to critique 

simply based on such moral claims; they merit scrutiny for the sake of improving them. The 

prospect of “saving lives,” as Peter Redfield noted in his ethnographic study of Doctors 

 
590 These normalizing rhetorics were also repeated by students whom I interviewed.  
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Without Borders, serves as common point of moral reference but the actual on-the-ground 

practices prove to be more complex and politically fraught.591  

Through a humanitarian framing, STGHE program facilitators rationalized the need 

for interventions focused on what they considered as the “immediate” needs in bateyes, an idea 

that conveys a distance and difference between the downstream and upstream causes of 

suffering and prioritizes interventions addressing the proximal. A sense of urgency to address 

what is perceived as “immediate needs” functions to reduce actions to the provision of “basic 

material needs” such as medications, food, clothing, and housing. Some respondents 

rationalized this (limited) scope focused on “downstream” factors, noting that they never 

intended to meet goals that reach the “upstream” sociopolitical determinants of health. Rather, 

their intention was aimed at helping individuals – one-by-one – to improve their life 

circumstances. However, a focus on basic needs in bateyes seems hardly an inspiring vision of 

global health equity and justice and is more likely to bring about only incremental individuated 

change rather than transformational structural change.  

The depoliticizing effect of the rhetoric of immediacy cannot be understated, given its 

influence on STGHE intervention design: a spatial conceptualization of illness causation that 

positions material causes as more important and pressing than structural causes is a distorting 

perceptual frame, prejudicing intervention policies toward materialist technical interventions. 

In this politics of causation, the arguments brought forward by critical epidemiologist Nancy 

Krieger strongly resonate: the proximal-distal and downstream-upstream language that we are 

accustomed to learning (and often taught using a spatial metaphor of a river) is problematic, 

with adverse impacts on global health education and practice. The deployment of this discourse 

dates to the 1960s and has led to shallow understandings of causal factors in terms of “near” 

and “far,” a thinking that has impeded rather than encouraged systems- and complexity- 

thinking. It conflates causal distance with causal strength and predefines “proximal” factors as 

 
591 Peter Redfield, Life in Crisis: The Ethical Journey of Doctors Without Borders (Berkeley and Los Angeles, CA: 

University of California Press, 2013), 1-2. 
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those operating directly in or on bodies (materiality) while relegating all other factors – 

including those requiring social and political action – to the “murky realm of ‘distal.’”592  

Such biomedicalized conceptions of illness causation may not articulate with batey 

perspectives. While I did not ask residents how they view the causes of illness directly, 

respondents’ definition of health lend crucial insights. La sante (Kreyol, for “health”) 

conceptualizes health holistically – one that envisions the health of the human body as 

inseparable from the health of the wider environment, which seemingly runs counter to any 

ideas about linearity, binaries, and difference. One alternative to the upstream/downstream 

“river” metaphor that I have found interesting utilizes a metaphor of a “tree,” an idea that 

emerged from a workshop with a First Nations community.593 The metaphor places health 

outcomes in the treetop, the complex system of tree branches reflects the intermediate factors 

and processes that influence health and wellbeing, all of which come together in the trunk of 

the tree that is firmly rooted. The roots represent the “underlying root causes” of health and 

wellbeing – the “causes-of-the-causes.” My use of this language, as a replacement of the 

conventional upstream/downstream terms, was inspired by this work, because it seems a more 

appropriate conceptualization, although one might argue that replacing a river with a tree is 

simply a trade-off of one spatial metaphor (horizontal) for another (vertical). The larger point 

is that STGHE practitioners can do more to understand the epistemic frames of illness 

causation in host communities, and then design intervention practices that follow from this. 

2. “It’s better than doing nothing:” Apathy, or Mode of Indifference. Finally, when 

respondents had exhausted all other explanations, a last-ditch response was that, even if 

interventions do not address the underlying causes of health inequities, their efforts are “better 

than nothing.” This rationality was conveyed through ideas that STGHE actors cannot do 

anything about the social issues given such limited timeframes, or, because it would be 

culturally inappropriate for foreign visitors to intervene in local politics. Respondents believed 

 
592 Nancy Krieger, “Proximal, Distal, and the Politics of Causation: What’s Level Got to Do with It?,” American Journal 

of Public Health 98, no. 2 (2008): 223, https://doi.org/10.2105/AJPH.2007.111278. 

593 Hankivsky et al., Health Inequities in Canada: Intersectional Frameworks and Practices. 
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that batey communities were simply out of options, rendering STGHE as their only hope – 

hence, “better than nothing.” For example, during an evening reflection, a medical student 

asked me to share my thoughts about their activities that day – an educational campaign on 

reproductive health for female empowerment.594 I first noted that I marveled at the amount of 

thought and effort they put into their intervention, especially given the challenges of 

implementing such a program in a cross-cultural and resource-limited setting. Then, I 

expressed concern about the structural barriers to individual agency of their female student 

population. I asked the group: “Through an empowerment model, we teach local women the 

importance of self-reflection and personal growth so they might reach future goals, but what 

are their actual opportunities for them to do so given the systemic and structural violence that 

oppresses them – as women, as racialized minorities, as postcolonial subjects, as the income 

poor, as undocumented im/migrants?” The students silently nodded their heads after I spoke, 

as if in contemplation, but this silence was quickly broken by the program facilitator who said 

that “there are things we can’t change, there is nothing we can do about it, so we need to focus 

on what we can do” for our local partners. This effectively shut down a conversation that might 

otherwise have opened a critical space to explore alternative ideas about what, in fact, they 

could do.595  

Another example comes from a response given by an US physician facilitator of a 

group of medical students. When asked to reflect on their clinical encounters during an evening 

reflection, one student expressed concern about a mentally ill person she saw. She was 

dismayed that mental health is relegated as less important in the Dominican Republic, just as 

it is in the US, and she asked what they can do as future health professionals when physical 

and mental illness is associated with limited social services. The physician facilitator suggested 

 
594 Students and program directors periodically asked for my perspectives about their STGHE. While I always gave my honest 

viewpoint, I was constantly aware of the potential to bias my respondents and concerned that they might answer interview questions in ways 

that they thought I wanted them to. I weighed this concern of the risk of research bias against my concern of the risk of appearing non-

transparent or disengaged. In keeping with my researcher ethics and politics – one that embodies collective solidarity and engaged scholarship 

– I chose to fully disclose my perspectives, advice, and ideas when asked.  

595 One conversational topic, for example, might interrogate why global health is so inclined toward educating females rather than 

also implementing similar educational interventions for males that includes a curriculum on how gender-based violence affects health. 
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that knowing about what resources are available in specific communities can help. I then shared 

my own reflection: I observed that when students took patient histories, they skipped the 

section labeled “social history,” and in rare moments when students did record patients’ social 

history, their questions were limited to personal behaviors like smoking and drinking rather 

than broader structural questions. I recommended that students – in addition to learning about 

available community resources – could also learn from host communities about the broader 

social and structural influences on health outcomes (beyond personal behaviors and habits). 

Although medicine/health education emphasizes how professionals can educate their patients, 

patients too can educate professionals on their everyday struggles. By engaging in those 

dialogues, I noted, STGHE can offset paternalistic tendencies by embracing a mutual learning 

process.596 Yet once again, the physician facilitator interjected, diminishing my suggestion to 

the students. She said that while students might have the luxury of time to explore these topics 

with patients, as professionals they will have little time for that because the healthcare system 

does not allow for lengthy clinical interactions. She also noted that medical students and 

professionals can become easily overwhelmed by the social and structural issues, so she 

advised the students to tell their patients: “I cannot help with all of those issues, so let’s focus 

on the immediate problem of x, y, or z.” As in the previous example, these teaching moments 

are clear examples of the reductionist approach (epistemic reductionism) as well as examples 

of how critical conversation with students about the centrality of the sociopolitical determinants 

of health and about how structural interventions combined with clinical interventions can have 

a greater impact.597 Such rhetorics subordinate the social and political from the material 

dimension of suffering, resulting in inaccurate understandings of health inequities. 

 
596 Ideas about mutual learning are a core competency and ethical principle, but one that remains weak and increasingly so, in the 

context of the corporatization of medical/health education and practice that makes no time for “fluffy” talk about relevant social and societal 

matters because time equals money. 

597 Another example of conversational topic that might have been, is a critical interrogation of the structural violence perpetuated 

through the capitalist privatized model of the US healthcare system that limits patient-provider interactions; creates or exacerbates health 

problems and health disparities; and, enacts numerous harmful consequences and casualties stemming from a neoliberal corporate creep into 

academic health institutes. 
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A “better than nothing” rhetoric was also observed by David Citrin in his ethnography 

on the “ephemeral” models of short-term medical and health programs offered in Nepal. 

Connecting the idea of “better than nothing” to instances of medical harm, Citrin suggested 

that the pervasive deployment of this logic ends up looking more like an excuse rather than a 

serious contemplation with the different forms of inequalities in host communities.598 The 

ethnographic narratives from bateyes suggest that, even if hosts express their gratitude for 

anything offered through STGHE, intervention policies do not equate to “better than nothing” 

and instead might just be the best they’ll get to see. STGHE must rethink the idea of “better 

than nothing” through the idea that not all help is good help, and that a different politics of the 

possible – one that is less cynical and more intentionally focused on equity- and justice-driven 

agendas that ultimately make STGHE no longer necessary in bateyes.  

3. “Global health, like medicine, should avoid the political stuff:” The “need” for 

political neutrality. All program facilitators – regardless of whether they had backgrounds in 

medicine or public health – iterated one or both of the above normalizing rhetorics, showing 

how experts and laypersons alike advance a biomedical framework through STGHE. 

Underneath them is the assumption of a third: the political neutrality of STGHE interventions 

in bateyes. Chapter 3 already debunked the myth that civil society-led STGHE are an apolitical 

endeavor, so I will not repeat a description here. Instead, this section focuses on my discussions 

with program facilitators about the role of the political-economy in relation to batey health and 

about the precarious and inherently political relationship between STGHE programs and 

Central Romana Corporation and/or independent colonos. This topic inevitably involved a 

discussion about their relationship with the partnering Dominican host organization, given its 

role as intermediator.  

In response to questions about what STGHE are doing (or not) to substantially improve 

batey life – and whether this could be achieved through technical interventions alone – program 

 
598 David M. Citrin, “The Anatomy of Ephemeral of Care: Health, Hunger, and Short-Term Humanitarian Intervention in 

Northwest Nepal,” doctoral dissertation (University of Washington, 2012), 252-253. 
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facilitators pointed out that all intervention activities are subject to approval of the Dominican 

host organization and must avoid anything “too political” that might upset the local sugar 

company. Program facilitators working in company-owned bateyes were not directly in 

communication with Central Romana administrators but instead relied on the host organization 

to secure permissions and serve as liaison. For program facilitators working in independently-

owned colonatos, the colono owners were sometimes more accessible compared to the elusive 

elites of Central Romana; however, most did not express interest in talking directly with US 

program facilitators and negotiated with the host organization instead. Most program 

facilitators and host organization staff whom I interviewed acknowledged the “elephant in the 

room” set of problems, such as the structural violence of corporate power on batey health, 

although certainly not using such direct language. None spoke about the role of the United 

States as part of that structural violence. Respondents did not this dwell on the uncomfortable 

topic of economic injustice. Instead, they deflected it – in no uncertain terms – by saying that 

STGHE interventions cannot trouble those waters, otherwise they may not be allowed back; 

and, if they are not allowed back, then those who will really suffer will be those who already 

suffer enough in the bateyes. In other words, the stakes for batey communities were too high 

for STGHE to risk implementing interventions that might upset the “too big to fail” 

arrangement between the sugar industry and the humanitarian aid-industrial complex, wherein 

the status quo power is largely dictated and controlled by Central Romana Corporation, 

arbitrated via the Dominican host organization, and ultimately sanctioned by US teams.  

One program facilitator provided insight into the power of Central Romana to 

predefine STGHE interventions, while also extoling the value of students to keep the chatter 

about social justice to a bare minimum, for the good of the Dominican host organization:  

Most bateyes are owned by Central Romana … a massive corporation. I have not met 

the Fanjul brothers, but I have met some of the senior vice presidents. One of them is 

the owner of the La Romana baseball team – he’s a big shot. You know, it’s natural 

for students to get fired up about social justice and stuff like that. But, the host 

organization has done a good job building a relationship with Central Romana … 

they allow us to go into bateyes. The host organization’s strategy isn’t to fight Central 
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Romana for better treatment of residents but to partner with them. But when students 

return home from their trips and start social media campaigns calling out the 

injustices of Central Romana, that puts the host organization in a difficult spot 

because Central Romana sees that negative publicity and then the host organization 

has to fix that. And that’s not great for anyone. 

The arrangement between Central Romana and the host organization makes certain 

that the US programs engage in actions considered “apolitical,” both in bateyes and back at 

home, reinforcing technocratic approaches seen as “apolitical.” Keeping students quiet about 

the exploitive treatment of batey residents may, however unintentionally, also placate US 

program facilitators and their institutions who prefer to avoid what they feel is the nasty down 

below – the messiness of the political. The above portrayal also conveys a sense that US 

institutions not only must abide by those unwritten rules of engagement set by the Central 

Romana and the host organization but even be grateful for the crumbs that Central Romana 

tosses their way – gratitude, for example, for entry onto their private property to access bateyes. 

Another perk is that Central Romana allows the host organization to bring groups to their five-

star Casa de Campo luxury resort for an evening of much-deserved relaxation and fun. All the 

while, what remains unspoken is the blaring injustice of how billions of dollars that Central 

Romana generates off the backs of suffering cane cutters was invested into that resort for the 

benefit of the world’s rich and famous – and even middle-class global health do-gooders – 

instead of invested into bateyes for the betterment of one of the world’s most exploited 

workforces. What also goes unrealized is how much STGHE give, directly or indirectly, to the 

corporation by taking responsibility for the health of its employees. Moreover, justice-oriented 

actors (like myself) who speak truth to power should fear Central Romana’s reaction and are 

silenced. Rather than criticize the silencing power of Central Romana as a manipulative tactic 

of corporate governance, instead we are told to divert criticism onto individuals who dissent 

against human rights abuses. 

Yet, the geographic landscape of social justice action lies beyond Central Romana, as 

my history and political economy chapter revealed. To be explicit, the kind of social justice 

orientation I am advocating in STGHE teaches students to look at the structural and political 



 

275 

origins of Central Romana’s actions. If they were encouraged to do so, it would mean that 

students in the United States would and could put pressure on the US government to make 

Central Romana improve its labor practices. They could do this without fear of reprisal from 

Central Romana and without ever having to do mission work in the bateyes. 

 Other program facilitators recognized that their interventions did not touch the roots 

of batey inequities, and wished they could be more politically engaged, but felt compelled to 

abstain from activities that might be “too political.” For example, one respondent who took 

seriously the disjuncture between the rhetoric and realities in addressing health inequities in 

STGHE noted that 

We are in the bateyes at the blessing of Central Romana via our host organization 

partner. Every time that I’ve asked to bring Central Romana to the table, I’ve always 

been told by the host organization that I don’t need to talk to them because they [the 

hosts] negotiate on my behalf. There was only one time when they accommodated 

my wish and brought a company administrator to hear my ideas about a community 

health intervention. But, the administrator was slightly dismissive and didn’t even 

stay through my entire presentation. In the end, he gave consent, but I’m not sure he 

fully understood what I had proposed. So, we haven’t moved forward with it because 

I have a hard time convincing myself that it’s worth doing, if it can’t be done the way 

it should be – which includes mobilizing batey residents to push for change in their 

communities. And I am scared to do it! I mean, Central Romana or the colono owners 

can pick up a batey and just move it, at any time! 

This vignette reflects a prevalent cynicism among STGHE actors about the ability of 

interventions to bring about structural change, as well as a common desire to avoid the dirty 

business of politics. Another program facilitator, who shared a similar interest in structural 

interventions and sense of anxiety, indicated that his team reached out to the colono in attempts 

to discuss ways to improve batey conditions, but to no avail: “When the owner of the batey 

doesn’t respond, it sends a message to us that he doesn’t want to meet. I get the sense that, at 

any point, if we push too hard, we’re done. He could bring bulldozers and knock down 

everything we’ve built. It’s a very tenuous relationship.” Yet another program facilitator said 

that the only way to make substantial changes is to take on the sugar industry … “the 

relationship between batey owners and the host organization – and therefore us – is not quite 
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like walking on eggshells, but let’s put it this way: we have to play nice in the sandbox. If we 

did something behind their backs that we had no permission for, then they could refuse to let 

anyone in, and then ultimately the batey people would suffer.” 

Understandably, the program facilitators hoist the white flag of neutrality and insist on 

avoiding “political” action; and, they often invoked cultural concerns about being white 

saviors. As one program facilitator stated, “Obviously, the only way to effect real change would 

be to engage Central Romana for better treatment of batey communities – it’s a historically, 

politically, socially charged issue in the Dominican Republic. But, we foreigners aren’t the 

right ones to do that. It should be the role of the local host organization, but they aren’t likely 

to rock to boat either … but, the locals – they should be the ones doing it.” This logic holds 

that, if the local partners aren’t taking political action, then we shouldn’t either, letting us off 

the hook. The program facilitators’ concerns about maintaining access in bateyes are very real; 

and I agree that an exercise of humility is merited given the exploitative history of foreign 

interference in Hispaniola and the wider Caribbean region.  

Yet, this should not preclude us from taking structural and political action in the US, 

such as teaching about and taking actions demanding better conditions for the laborers who 

harvest the sugar we import, purchase, and consume. In addition, the notion that American-led 

STGHE cannot or should not make demands of American-owned Central Romana is worth a 

discussion; given the amount of “free gifts” they received each year from American-led 

STGHE also suggests grounds for negotiating with the company to take more responsibility 

for improving batey living and working conditions of its labor force. Moving beyond the myth 

that the abuse and exploitation of batey residents is only a “Dominican” problem that only the 

“locals” can deal with, I contend that the structural violence is transnational and translocal, 

directly and indirectly implicating American civil society and state. Central Romana 

Corporation may be based in La Romana, but it is a Dominican-American owned company 

that is part of a multinational conglomerate whose owners live luxuriously in the US and 

maximize profits by making financial contributions to politicians who promise to protect 
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corporate interests and turn a blind eye to its undocumented migrant laborers both in the US 

and abroad. The Fanjuls also benefit from the support of the US Sugar Association and lobby 

groups, and through deregulations, tax breaks, and farm subsidies thanks to American federal, 

state, and local government policies that are none other than corporate welfarism.599 This fact 

is widely and wildly unknown by a majority of American students, program facilitators, and 

others whom I encountered during my fieldwork. 

What about the perspective of the Dominican host organization with regards to 

addressing the elephant in the room? One top administrator from the host organization 

reminded me on numerous occasions about the precarious relationship between Central 

Romana and his organization while praising Central Romana for allowing STGHE onto their 

bateyes. In the same breath, the administrator emphasized the importance of STGHE to stay 

away from “politics” and being “too political,” as if this were a rule of engagement. On one 

occasion he noted that when he 

visits the US, I don’t talk about religion, politics ... We don’t talk about those 

differences … Most American groups say they want to help. So, when they come to 

our mission here, they come to help. If someone has a different view, then deal with 

that back in the US, because what we have here are people in the bateyes who are in 

need, and we want them to see that they have hope, through us. I do not want them 

seeing Dominicans or Americans dealing with their differences. You know? So, the 

issues with that [politics] are zero.   

In other words, if Americans have different opinions on how or what should be done, 

then we should deal with them elsewhere; American teams should not engage in the politics 

that drive health disparities in bateyes because, ostensibly, it is for the batey residents’ own 

protection and best interest. But, if the Dominican host organization is unlikely to allow 

interventions targeting the structural roots causes of batey suffering and inequities, and the 

American institutions unquestionably follow their lead under an ethic of “local partnership,” – 

then, who is really being protected, whose interests are really being advanced? This is also 

reflective of the geographic boundaries of justice, raising serious questions that go 

 
599 Corporate welfarism refers to the benefits given to the wealthy elites of corporations by federal, state, and local governments.  
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uncontemplated in the STGHE world about where, who, how, and when to take action to 

address suffering, exploitation, and violence. 

While I applaud the imperative of prioritizing the needs and voices of local partners 

like the Dominican host organization, this does not mean that we ought to assume that local 

partners have the power to take the necessary actions required for the sociopolitical 

advancement of bateyes. They, like batey communities, may feel pressured by Central Romana 

in ways that limit their own survival and therefore limit the kinds of responses they can take. 

Central Romana are gatekeepers, and the host organization may have little choice but to 

comply. Perhaps the US groups – those who bring the money – are better positioned to demand 

change. However, and to be clear, I am not arguing against the decision-making authority of 

the host organization, and I respect the difficult position they are in vis-à-vis the giant corporate 

powerhouse of Central Romana, whose political and economic influence is far-reaching. But, 

I am concerned about the unequal power relation between Central Romana and the host 

organization: how corporate interests are secured through power, and how corporate interests 

ensure that the impacts of STGHE interventions on bateyes are limited, tamed and subdued. 

The “anti-politics” machinery of STGHE – of which US teams, the Dominican host 

organization, and Central Romana are a part of – reinforces the unequal power relations 

between the haves and have nots when the corporate capitalist needs and interests of Central 

Romana and the institutional needs of American participants take precedence over the needs 

and interests of the least powerful – the batey host communities. Framed in a more critical vein, 

the American institutional interests unite with the corporate interests of Central Romana to 

boost profits off the backs of the bodies of its ethnic-Haitian labor force: as long as American 

teams are providing free resources and services in bateyes, Central Romana can pocket profits 

or invest it in schemes that further boost their profits, like in their Casa de Campo resort. What 

is clear is that the company has certainly not used profits to invest in the improvements of the 

living and working conditions of their cane-cutter employees. While local host partners should 

always be at the center of every phase of STGHE, I would humbly point out that obliging the 



 

279 

host organization by keeping silent about the politics of batey health and ignoring the inherent 

political nature of STGHE does not evict those politics but merely invisibilizes them; in doing 

so, we are still acting as western foreign interveners, but our scope of interventions has been 

shrunken to short-term biomedicalized  interventions that have only a limited impact on 

bateyes and serve to perpetuate inequities by supporting them.  

In conclusion, an anti-politics machine is at work through STGHE – through the 

depoliticization of our techno-evangelism at the forefront of our agendas and through our 

normalizing rhetorics on the backside that are a more hidden subtext. The above three kinds of 

political compromises among STGHE program facilitators (and many of their students) do the 

work of depoliticizing STGHE and allow them to hinge everything on technical solutions. The 

prevailing biomedicalized intervention policies, with its technocratic bias, enact a form of 

neoliberal governance with respect to the ways health inequities are problematized and 

therefore the ways STGHE respond. In this way, the biomedicalization of STGHE 

interventions often preclude a vision or a will to address health inequities at their structural root 

origins; thus, for all their hard work and good intentions, STGHE are unwittingly and 

unintentionally implicated in perpetuating the historically-entrenched health inequities 

afflicting bateyes through their political neutrality and silences. STGHE must question the 

basic premise of their undertakings beyond a normative ethical frame, that includes a political 

inquiry into the morality of neutrality “when poor and ill people are used as a vehicle for 

developing … career paths for privileged students or to diminish bad publicity for wealthy 

corporations.”600 One of the program facilitators leading the STGHE that took a SDH approach 

summed it up best, as he argued for the need of STGHE to confront the policies and politics of 

batey health:  

These topics are very much on our radar. It’s one of the reasons why we went to visit 

the American ambassador in Santo Domingo, because we want to talk about those 

things and how to breach some of those problems. We’ve tried to have that 

conversation with the Dominican host organization but they basically told us not to 

 
600 Lasker, Hoping to Help, 67. 
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do anything against Central Romana because they won’t let us work with their people 

anymore and then no one in the bateyes will get help. And, I understand that mindset, 

in some way, but then we are literally only putting band-aids on the problem. You – 

we – have to engage the system for things to change, so the question becomes, how 

can we do that effectively? 

CONCLUDING REFLECTIONS  
 

[Rudolf] Virchow understood, as we his successors have not, that medicine, if it is to improve 

the health of the public, must attend at one and the same to its biologic and to its social 

underpinnings. It is paradoxic that, at the very moment when the scientific prowess of 

medicine has reached unprecedented heights, our neglect of the social roots Virchow so 

clearly identified cripples our effectiveness … For all our knowledge of disease patterns in 

hospitalized patients, we are indifferent to disease prevalence in the community and overlook 

opportunities to prevent what we work so hard to repair.601  

By examining the interplay between the lived experiences of health inequities in batey 

host communities and STGHE on-the-ground policies and programming, this chapter sought 

to understand how STGHE interventions help or hinder the realization of aspirations to reduce 

or eliminate batey health inequities. This has allowed a critical space for tensions and gaps to 

emerge, making it possible to identify the places and moments where the rhetoric of addressing 

health inequities may – or may not be – translated into practice. Such critiques that identify the 

capabilities and limits, the opportunities and challenges, of STGHE interventions in their 

specific locations can inform future efforts, bringing us closer to making the aspirations of 

health equity into a reality. Below, I provide some concluding remarks and find 

recommendations on how STGHE intervention policies can narrow the gap. 

STGHE interventions in bateyes predominantly retreated to a biomedical model and 

left the sociopolitical determinants untouched; this was the case even though the batey 

residents’ stories revealed how the root origins of health inequities were social and political. 

This biomedical penchant for technical interventions – what I referred to as techno-evangelism 

– emerged during the neoliberal cooptation of global health policy during the 1980s and 1990s. 

Although the structural root drivers of batey health inequities are ripe for intervention policy 

suggestions, these were all-too-often bypassed in favor of some lower hanging fruit, especially 

as technocratic solutions are increasingly treated as the gold standard and as there increasingly 

 
601 Eisenberg, “Rudolf Ludwig Karl Virchow, Where are You Now That We Need You,” 525-526. 
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is a profitable market for them. And when I raised critical questions about the appropriateness 

of technocratic interventions and its limitations in meeting the full health needs of batey 

communities, my questions were often downplayed or deflected through “better-than-nothing” 

and other normalized and normalizing rhetorics by STGHE program facilitators and their 

students. In doing so, STGHE participants effectively depoliticized batey health inequities, 

which ultimately works in relation to neoliberal agendas of detaching health and healthcare 

from its social justice origins. Addressing the sociopolitical roots of ill health and inequities 

seems too big or too political for many in the global health field, while others feel that it is not 

their responsibility. Yet, in thinking with Kickbusch, the technical interventions favored by 

STGHE are no less political: all STGHE processes including decision-making for intervention 

policies are deeply political and need to be recognized and analyzed as such.602 It is doubtful 

that shrinking our policy visions in bateyes to individualized technocratic interventions can 

bring STGHE to its aspirational goals of improving health and achieving health equity. 

To be clear, my critique of the use of biomedicine in STGHE interventions is not a 

dismissal of its importance, nor am I diminishing the progress made by STGHE over the last 

three decades. But the decision to take a biomedical approach is a political choice, even if it is 

made subconsciously – it is a decision that advances the assumptions of western biomedicine 

that does not fully align with batey experiences, and one that blocks thinking about alternative 

(social and structural) approaches that might have a better chance of effectively addressing 

batey health inequities at their root. It is the decision that also is reflected in North American 

healthcare systems that similarly do not align with the underlying causes of ill health: we aren't 

obese, diabetic, and/or dying of cancer because we made poor choices as individuals and can't 

get enough care but rather it is because our communities, our environments, our politics and 

policies in the US and Canada have driven those adverse health outcomes. Additionally, my 

critique of STGHE actors who make the political choice not to tackle the obvious social justice 

 
602 Kickbusch, “Politics or Technocracy,” 202. 
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issues that underpin suffering in bateyes does not mean that I don’t recognize the costly stakes 

involved in the precarious arrangement between the sugar industry, bateyes, and STGHE 

actors, including myself. I am not in charge of a STGHE program and therefore have the luxury 

of advancing critiques about power, violence, and justice – to a certain extent. Numerous 

American and Dominican stakeholders have cautioned me that what is at stake in these 

arrangements is life itself in bateyes: those who are already always vulnerable are those who 

have the most to lose – their jobs, their shelters, their families, their health – a state of affairs 

that I have grappled with throughout my research as I discussed in Chapters 1 and 2.   

Certainly, not every STGHE practitioner has to enter the political arena; however, I 

contend that each should understand how their endeavors advance a politics and exert political 

governance, an awareness that can guide future policies. In a more critical vein, especially 

given the long history of how the US has often stayed silent in the face of injustices afflicting 

ethnic-Haitian cane cutters, it must be said that staying silent is also a political choice that we 

make that comes at a cost of the health of batey residents. We rightly worry about the 

consequences of addressing the structural root causes of suffering and inequities in bateyes, 

but what about the consequences of the compromises and concessions we make by ignoring 

these? What violence do we allow, unintentionally, by turning a blind eye to the social 

injustices of health afflicting bateyes? In asking these questions, my intention is to point out to 

STGHE program facilitators that, given the recalcitrance of batey inequities despite more than 

three decades of work, countless hours of volunteering and fundraising, and hundreds of 

thousands of dollars invested, there must be a safe place to engage in these elephant-in-the-

room debates – as uncomfortable as they are – if STGHE are serious about significantly 

ameliorating suffering. 

Agreeing with Paul Farmer and colleagues, I believe that “no one sets out to ignore 

equity, but the way we frame issues of causality and response typically fails to give it due 

consideration. Equity is less the proverbial elephant in the room than the elephant lumbering 
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around a maze of screens dividing that room into a series of confined spaces.”603 As I conclude 

this chapter, I find some answers to what program facilitators have often asked me: What are 

some safe strategies of protest that we can take? What concrete actions might be taken? 

Although it is difficult to recommend how to politicize effectively, I am certain that rhetorical 

rationalization of the status quo is sure to take STGHE actors in the opposite direction of what 

is needed in bateyes. The normalizing rhetorics drive forward the anti-politics machine that 

decontextualizes – that is, desocializes and depoliticizes – the causes of batey health inequities 

and our policy responses. Because of that, STGHE interventions more reflect the norms and 

ideologies of biomedicine and neoliberalism more than they reflect the everyday challenges 

confronting batey communities. The commonality and common-sense attitudes behind these 

normalizing rhetorics are concerning because they have become truisms: we normalize and 

reinforce the stories we tell ourselves just through the telling and teaching. When such truisms 

are held by program facilitators – the “experts” – then student and host populations alike may 

uncritically accept these “truths,” too, perhaps carrying them forward as future global 

health/global citizen actors. These “truth regimes” promote a form of neoliberal governance, 

effectively dictating what counts as good and appropriate intervention activities in bateyes. 

These truth regimes are not only unchallenged uncritical premises, but they also obstruct social 

justice: first, by obstructing critical pedagogies among students in the learning spaces of 

STGHE for cultivating a critical consciousness about the role of structures, power, and politics 

on batey health inequities; and, second, by obstructing a thinking about how to take action to 

address the sociopolitical conditions in which batey residents live – that is, actions that have a 

potential to contribute to greater health equity. Indeed, the normalizing rhetorics deployed by 

STGHE practitioners may reinforce, rather than eradicate, inequalities.  

Cast in that light, a ‘political’ step forward might be to disrupt these truth regimes. 

Confronting the “elephant in the room,” I believe, requires a new kind of ethico-political 

 
603 Farmer et al., Reimagining Global Health, xiii. 
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orientation that recognizes the inherent political nature of STGHE in bateyes and that commits 

to making a space for the inclusion of critical (political) inquiry and inclusion of host 

community voices. In that space, stakeholders can discuss the underlying material and 

structural root causes of batey health inequities and how structural interventions can be safely 

implemented. Having these discussions with students can also provide them with learning 

opportunities about health structures. The partnership between US groups and the Dominican 

host organization must include batey communities to conceptualize interventions that align 

with residents’ priorities and needs in ways that do not favor political neutrality and silence 

and yet do not negate the access required by those communities. “At home,” those critical 

conversations about the politics and policies in relation to global health should take place often 

and frequently, both within and beyond the confines of our own departments and institutions – 

and should not exclude student and batey participants (as is typically done) but include them 

to generate fresh ideas. At the very least, STGHE stakeholders ought to initiate those 

uncomfortable critical conversations amongst themselves rather than deflect them with 

platitudes. A promising platform for making critical space already exists in the form of 

Coalicion de Salud Comunitaria (COSACO), which ought to inspire its members to revitalize 

and fund this effort.  

What I am not proposing in this chapter is the kind of social and structural interventions 

that have medical and other students marching to the doors of Central Romana Corporation to 

demand change, a move that reinforces the white savior complex. However, structural change 

can and should be encouraged to take place in the US that hold policymakers accountable for 

providing sugar to their constituents that is not grown in racist, exploitative, unhealthy 

conditions. It is also about awareness of consumer habits and political economic systems. If 

students, program facilitators, and others want to study and act upon global health, they need 

to understand foreign policies and economics and how it impacts host populations. Such 

structural change can also take place in the US by arguing against the educational and 

institutional barriers that obscure, eclipse, or block pedagogies and curriculums for 
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international policy and the sociology and politics of health that impact the host communities 

that students will interface through STGHE. This speaks to the need for a more serious 

inclusion of humanities and social science expertise than what is currently done. This topic will 

be the focus of the next chapter.  
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Chapter 7. Injuriousness of Depoliticized Health Disparities: Symbolic 

Violence and Governance through Global Health Education 

It is not possible to have an honest discussion of alcoholism among Native Americans, or 

crack cocaine addiction among African Americans, without discussing the history of genocide 

and slavery in North America … such commentary is often seen as extraneous in medical and 

public health circles, where discussions are curiously desocialized, viewed as personal and 

psychological problems rather than societal ones. Here, too, structural violence is perpetuated 

through analytic omission.604 (my emphasis) 

DECAPITATING SOCIOLOGICAL AND POLITICAL INQUIRY IN EDUCATION 

If STGHE interventions largely ignore addressing the underlying root causes of batey 

inequities – the sociopolitical sources, – then what teaching and learning opportunities are there 

for students to understand those important issues, those that batey hosts and key figures of 

global health say are so important for improving health and achieving greater equity? If 

students are not trained during on-site interventions in bateyes to critically ask how it has come 

to be that bateyes are sick and poor, why they do not have access to healthcare, and why they 

live in unhealthy impoverished environments in the first place, then to what extent are students 

encouraged to examine those sociological and political dimensions of health and poverty in 

classrooms? This chapter explores how the sociopolitical root causes of health inequities in 

bateyes are addressed – how they are taught and learned – during STGHE education and 

considers whether its methods (competency-based education) and its mission (fostering global 

citizenship) redress or reinforce the persistence of historically-entrenched health inequities.  

Using critical theory to explore epistemological, pedagogical, and institutional politics, 

I ask three interrelated questions: since STGHE interventions leave the social and structural 

causes of health inequities in bateyes largely untouched and therefore do not provide much of 

a platform for students to learn about them, then (1) how, or to what extent, are these topics 

addressed during predeparture education, (2) through what logics and practices are some 

knowledges and modes of inquiry included as required core curricular while other knowledges 

and modes of inquiry are excluded, demoted as optional extra-curricular; and, (3) how do 

current knowledge orientations and training shape students’ understandings of the differences 

 
604 Farmer et al., “Structural Violence and Clinical Medicine,” 1689-1690. 
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and inequities they encounter in bateyes, and with what effects? Overall, this chapter offers 

insights into how students’ comprehension of the root causes of ill health, poverty, and global 

inequities gets obscured through educational processes; what kinds of unequal power relations 

and politics are advanced by/through the academic institutions; what detrimental effects this 

may have on the development of student and host populations; and, how things might be 

otherwise with alternative pedagogy and practice. 

Over the past six years, I have had the opportunity to teach medical students varied 

aspects of social relevance to medicine and health at the University of Texas – Medical Branch 

[UTMB] in Galveston, including in the social determinants of health, history of medicine and 

public health, and humanities, ethics, and professionalism.605 The reception of these topics by 

students has been mixed. Based on my experience, I have detected a pattern in their thinking 

about the “social” dimension of health. First, while some students find these topics interesting, 

in every term there are consistent complaints by students who dismiss the relevance of 

sociological issues, imagining them as separate from medicine. Complaints include: “We 

aren’t going to be social workers, it’s not our job as doctors,” or “Medicine is apolitical, so we 

shouldn’t waste time learning about politics and policy.” My favorite (which led to a small riot 

in my classroom) came from a white female student during a lecture on racial disparities in 

organ transplantation who said, “I don’t understand why we have to learn about these complex 

social issues! Why can’t we just stick to medicine since that will be our actual job? Why can’t 

we leave social problems to clinical ethicists, legal teams, or whoever?” Second, students’ 

frustrations over social issues are bound up with ideas about the value of theoretical insights 

for understanding health problems. Students complain that too much class time is spent on 

“theory” – time that they felt could’ve been spent on “practical” measures for use in “real” life. 

For some, lectures on the social determinants of health are “too theoretical.” I also have found 

 
605 Although I focus on medical students in this example, I have heard other undergraduate and graduate students iterate these 

very same comments – most of whom were trained in technical-oriented programs such as business, medicine, science, technology, 

engineering, and mathematics [STEM]. Therefore, these critiques concern not only medical education but other STEM education that are 

strongly shaped by the scientific traditions of positivism, especially epistemic reductionism. 
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that students often do not read assigned articles that they felt were too “theory-laden” or 

“academic.” Third, and relatedly, students insist that social inquiries of health have no direct 

application: believing that theory is inapplicable, they want a readily applicable tool. Students 

felt that lectures on the history of US healthcare structures, for example, are too “abstract,” and 

they demand that more time be spent on “concrete” actions, preferably that can be quickly 

memorized within a two-hour lecture or online training. The significance of that lecture – 

intended to show the correlation between wealth and health and how policies can create health 

disparities – was overlooked or disregarded as “inapplicable.” In sum, the students’ responses 

reveal a predominant mentality that conceives a dualism between medical/social, 

physical/political, practical/theoretical, and actions/ideas, wherein the latter construct is 

construed as less important than the former. Their responses reveal an overreliance on the 

epistemic reductionism of Cartesian duality that separates and subordinates the “social” (that 

is, the symbolic and discursive) to a lower status than the “material” (for example, the 

physicality of medicine, and the body).606 This epistemic frame conjures a hierarchy of 

knowledge to make sense of the human world. Considered commonsensible “rational” methods 

for producing knowledge, Cartesian dichotomies – derived from the seventeenth-century 

western philosophy of positivism – are normalized for use in everyday life not just by medical 

and scientific professions but by western societies at large, rendering them difficult to critique. 

Yet, such reductionist Cartesian dichotomies, deserving of critique, illuminate a central 

feature of the “medical imaginary,” a concept denoted by Mary-Jo Del Vecchio Good that is 

helpful for understanding the affective, imaginative, cultural, and political dimensions of 

biomedicine and (as I argue) is an analytical tool that blurs material/social dualism by showing 

how social forces have material effects on bodies and the body politic.607 A medical imaginary 

 
606 Although the complaints represent students’ imaginaries, many are echoed by some educators whom I work with (many of 

whom are professionals in the service of positivism, given their backgrounds in the traditional health disciplines). There appears to be a “wash-

rinse-repeat” vicious circle wherein educators (those whom themselves were trained through a positivist lens) think social issues are secondary 

to science (which is reinforced by students who complain about too much theory), resulting in students who learn to devalue social inquiry like 

their mentors and who become the next generation of educators that teach students in a similar (positivist) fashion.  

607 Mary-Jo Del Vecchio Good, “The Biotechnical Embrace,” Culture, Medicine and Psychiatry 25 (2001): 395–410. 
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strongly informs a “global health imaginary,” reflecting the privileging of biomedicine in the 

culture of global health.608 Although the limits of Cartesian dualism have been enumerated for 

years, the epistemes continually provide the basis of how and why students “reason” that social 

evidence matters less than material evidence.609 In global health (and medical) imaginaries, 

hierarchical orderings of knowledge that position the “material” over and against the “social” 

insist on an untenable choice either between a material or a social explanation of health and 

health-related problems. Such “either/or” assumptions about the world equate less as matters-

of-fact than as artifacts and should be held up for scrutiny rather than as a background 

assumption.610 Indeed, Cartesian dualism is as imagined as it is real – that is, they are a social 

construct, cognitively perceived as a natural entity. But the lines between the social and the 

material worlds are blurry, given that the social can have discursive and material effects on 

individual bodies and populations. 

My classroom observations concerning the subordination of the “social” have led me 

to question whether the failures to address the socially-determined health inequities through 

STGHE interventions (discussed in Chapter 6) can be traced to the academy, wherein the 

academic institution exemplifies what Foucault described as an institution of power. The 

university is a truth-making regime – a system of power/knowledge – that authorizes what kind 

of knowledge and expertise shall be included and excluded as legitimate “truths” that students 

ought learn.611 My concern is about the (non)truth of desocialized – and, more specifically, 

depoliticized – illness, poverty, and health disparities, including how these are propagated 

through the academic institution and with what effects these (non)truths have on people.  

 
608 My use of the term “imaginaries” is not meant to suggest that students’ expressions are false or not real, and I do not mean to 

minimize their frustration over the complexities they encounter in the health care environment. Rather, “imaginary” is a concept that is 

increasingly used in STS research to investigate the relationships among science, technology, and society. The “imaginary” is constituted by 

strong-holding perceptions that are created and circulated through certain discourses in society, which have influence on wider social processes. 

In that vein, the “imaginary” pertains to the interface between thought and reality, or between reality and interpretations of reality. See Maureen 

McNeil, Michael Arribas-Ayllon, Joan Haran, Adrian Mackenzie, and Richard Tutton, “Conceptualizing Imaginaries of Science, Technology, 

and Society,” in The Handbook of Science and Technology Studies, 4th edition, ed. Ulrike Felt, Rayvon Fouche, Clark A. Miller, and Laurel 

Smith-Doerr (Cambridge, MA and London, UK: The MIT Press, 2017), 437. 

609 Gordon, “Tenacious Assumptions of Western Medicine,” 20. 

610 Bruno Latour, Science in Action: How to Follow Scientists and Engineers through Society (Cambridge, MA: Harvard 

University Press, 1987). 

611 Foucault, The Birth of Biopolitics. 
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In academic global health programs offered at US universities, students are 

increasingly taught through the epistemic frame of competency-based education [CBE], a 

method used to inform the development of curricula, pedagogy, and learning outcomes, and 

for the mission of training students to become future global citizens.612 The main argument 

advanced in this chapter is that, despite their good intentions, proponents and practitioners of 

CBE in global health may unknowingly enact a colonialist hierarchy of knowledge and advance 

neoliberalism, with detrimental impacts on both students and host communities. 

Epistemological, institutional, economic, and political forces obscure students’ abilities to fully 

understand the underlying root drivers of ill health and inequities, and much less does it equip 

them with the tools to address them, which may lead to more, not less, inequality and 

exploitation of host populations. I begin this chapter by showing how multiple hidden 

depoliticizing techniques are embedded within the global health educational process that 

cultivate neoliberal subjectivities among students according to values of personal 

responsibility, and that deflect students’ attention on how human health is structured and 

mediated by society and power relations. This individualized and individualizing gaze 

perceptually (mis)locates the source of health inequities in individual morality rather than in 

structural inequalities at the root. Not encouraged to critically evaluate the sociopolitical root 

causes of ill health and inequities, students instead narrowly focus on individual bodies, 

agency, and responsibility. In addition, the academic mission of producing global citizenship 

via CBE is consistent with what Nikolas Rose has called an “ethico-political” project that is 

carried out through the work of the self on self, cloaked in the language of collective action, 

that unwittingly advances neoliberal ideologies of personal responsibility and market-driven 

capitalism. In the final section of this chapter, the injurious implications of depoliticized 

knowledge and training on student and host populations is ethnographically demonstrated, 

revealing how students resort to an apolitical language of sentiments and emotions rather than 

 
612 Jogerst et al., “Identifying Interprofessional Global Health Competencies,” 241. 
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a language of social inequalities to explain the suffering and disparities they encounter in 

bateyes. In these ways, STGHE education produces and furthers a global health imaginary 

among students of depoliticized ill health and inequities. However unintentionally, this 

epistemic (dis)orientation has decapitates and limits the development of student and host 

populations, so I conclude with an uncomfortable but much needed deliberation on a potential 

relationship between violence and education – that is, a symbolic violence.  

There are two points of clarification for this chapter. First, those in the service of CBE 

have undoubtedly made valuable and necessary contributions to improving learning and 

encouraging service among students. I do not suggest a sweeping rejection of CBE; however, 

I show how CBE is a political tool of governance that may impede the formation of knowledge 

and empathy of students that is required to effectively understand and address the needs of the 

poor and marginalized host communities – the ultimate goal of global health. Exclusionary 

processes are hidden and are often unintentionally implemented. As such, this chapter is less 

an indictment of educators and program facilitators of STGHE than it is an indictment of the 

administrative, institutional, and state and federal governmental architectures that devalue 

humanistic, social, and political inquiries in educational training and that limit what and how 

educators teach, all of which impede what and how students learn to address today’s major 

global challenges. A second point of clarification is that, unlike previous chapters, this one 

focuses on the academic-based STGHE. Less attention is on faith-based STGHE because the 

pedagogical strategies and curricular themes used for service-learning are not easily 

comparable to academic STGHE. One difference is that students of church groups were not 

extensively trained predeparture in the US (as the academic students were) but instead attended 

daily lectures during their week-long experience in La Romana.613 A second difference is that 

service-learning through academic STGHE was informed and structured by CBE approaches 

broadly aimed at preparing students for “global citizenship.” I am not implying that service-

 
613 Students (church youth) would attend a 60- to 90-minute lecture (often combined with worship) that focused on batey life, 

with topics including history of Dominican-Haitian relations, the local context of poverty and illness, local religious and cultural life, and 

evening reflections about batey encounters.  
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learning through faith-based STGHE were less structured or not working toward similar 

learning objectives – indeed, all programs shared the twin writ large goals of serving the 

medically indigent while providing students with learning opportunities about the struggles of 

the global poor. The difference, however, is more about the particular kinds of epistemological, 

pedagogical, and curricular frameworks and methods, as well as political-economic 

architectures, that structure service-learning and how those twin goals are achieved. 

In the next section, I describe my research observations in classrooms and critically 

evaluates how the root sociopolitical causes of health inequities are taught and learned during 

STGHE education. What emerges is how depoliticized understandings of the socially-

determined health inequities are advanced, which obscures students’ abilities to accurately 

recognize the root causes of suffering in batey host communities. This raises questions about 

the extent to which students – as the next generation of global citizens and/or health 

professionals – will be able to reduce or eliminate health inequities in sustainable ways. 

THE TOKENISTIC TREATMENT OF THE “SOCIAL” AND DETACHMENT FROM POWER 
 

What kind of knowledge do you want to disqualify in the very instant of your demand: Is it a 

‘science’? Which … subjects of experience and knowledge do you then want to ‘diminish’ 

when you say: “I who conduct this discourse am conducting a scientific discourse, and I am a 

scientist’? Which theoretical-political avant garde do you want to enthrone in order to isolate 

it from all the discontinuous forms of knowledge that circulate about it?614 (my emphasis) 

The findings in this and the following section are specific to the two academic medicine 

programs.615 Although I cannot speak directly to the curricular and pedagogic approaches 

offered at the other two academic STGHE (nursing program and undergraduate program), I 

believe this discussion may be useful to them (and other STGHE) because my argument speaks 

to larger notions of “global citizenship” – a concept that is increasingly embraced as a core 

mission or outcome by STGHE communities, including academia.616,617 Also, the proclivity in 

 
614 Michel Foucault, “Two Lectures,” in Power/Knowledge: Selected Interviews and Other Writings, 1972-1977, ed. 

Colin Gordon (New York, NY: Pantheon Books, 1980), 85. 

615 An in-depth program evaluation is beyond the scope of my research, nor is it where my interests lie. Instead, from a 

sociological perspective (using discursive analysis), I discern the prevalent curricular themes and pedagogical strategies to understand how 

students are oriented and trained around the social and structural causes of illness and health inequities.  

616 McKinnon et al., “Service Learning as a Framework,” 1034-1042.  

617 Jogerst et al., “Identifying Interprofessional Global Health Competencies,” 239-247. 
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US education to detach health, poverty, disparity – which are inherently political issues – from 

a discussion of power, politics, and policy makes this section relevant to broader audiences.  

Predeparture curriculums were administered over the duration of two semesters 

(students attended two-hour sessions once a month) prior to students’ departure to the 

Dominican Republic, and the SDH were a specific curricular theme. This is surprising, given 

that the previous chapter explained how STGHE interventions in bateyes do not address social 

and structural issues and were downplayed or deflected when mentioned. Yet, it is also 

unsurprising that that those issues, typically circumscribed under the rubric of SDH, have a 

place in academic medicine/health educational programs, given an increasing attention to these 

topics by key figures in global health and medicine. The Liaison Committee on Medical 

Education [LCME] mandated that medical education must address health disparities and 

adopted standards for cross-cultural education in 2002,618 and the Institute of Medicine 

provided recommendations for health disparities education in 2003.619 Efforts to integrate these 

topics into academic global health has been done by the Consortium of Universities for Global 

Health (CUGH), a key organization that guides programs offered by universities across North 

America. CUGH, established in 2008 to define the field of global health, importantly noted 

that for global health to fulfill goals of “improving health and achieving health equity,” 

interdisciplinary approaches and expertise beyond the traditional health disciplines are 

necessary, including the social sciences and humanities.620 In 2013, a CUGH subcommittee 

developed a set of interprofessional global health competencies to guide curricular 

development in global health educational programs for training diverse groups of students “to 

prepare future global citizens and global health practitioners.”621 They established a range of 

core competencies considered as important in the formation of “global citizenship,” the 

 
618 Liaison Committee on Medical Education [LCME], Function and Structure of a Medical School: Standards for 

Accreditation of Medical Education Programs Leading to the MD Degree (Chicago, IL: Liaison Committee on Medical Education, 

2002). 

619 Institute of Medicine, Unequal Treatment: Confronting Racial and Ethnic Disparities in Health Care (Washington, 

D.C.: National Academies Press, 2003). 

620 Koplan et al., “Towards a Common Definition of Global Health,” 1994-1995. 

621 Jogerst et al., “Identifying Interprofessional Global Health Competencies,” 241. 
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designated goal of the competency-based approach of global health education. Included among 

the many core competencies are the social and environmental determinants of health; health 

inequities and social justice; and, sociocultural and political awareness.  

While these efforts reflect that significant work has been done on the structure and 

scope of orienting students around SDH, increasingly through CBE, less attention has been 

given to ethnographically studying the accuracy and appropriateness of how these kinds of 

critical knowledges are taught, learned, and assessed.622 The focus has been on defining 

specific standards and outputs rather than processes and effects of CBE. With the rarity of these 

studies, numerous questions abound: Can all types of knowledges be delivered through a CBE 

model, as a one-size-fits-all approach? To what extent can and does CBE foster critical 

knowledges among students that raises consciousness about the social and structural barriers 

to health, which implies a need for training on how to recognize the rootedness of health and 

other global inequities in the historical developments of racism, sexism, classism, colonialism, 

capitalism, and other power-ridden social structures? If advocates of CBE in global health 

education concede its limitations (for example, that competencies are meant to be used only as 

a guiding framework and that “institutions must decide how they will be taught,”623 or that 

CBE may fail to adequately include the perspectives of others and inadequately assess desired 

outcomes624), then what have they done at the administrative and institutional levels to 

pushback against barriers to remediate these failures? If the goal of STGHE programs is 

producing global citizenship via CBE, what underlying logics may be unintentionally and 

implicitly advanced that might work against the intended and explicit goals? These questions 

are increasingly salient with the rise and spread of CBE in academic STGHE.  

 My research found that the core competencies associated with the social and political 

origins of health are incorporated in predeparture curriculums and taught to students in three 

 
622 Following Arno Kumagai (2014), global health and medicine curriculums may be classified into the following three types of 

knowledge: technical (e.g., biomedical and clinical), practical (e.g., clinical skills and standards), and critical (e.g., SDH; social justice issues; 

multiculturalism and cultural competency; humanistic values and ethics).   

623 Jogerst et al., “Identifying Interprofessional Global Health Competencies,” 245. 

624 McKinnon et al., “Service Learning as a Framework,” 3. 
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interrelated ways that may not fully grasp the complexities of batey health inequities and 

injustices, which may hinder students’ abilities to accurately understand and address them.625 

First, only a minimal amount of time was spent discussing the SDH – only a two-hour lecture 

was specifically devoted to these topics. Rather than systematically drawing attention to the 

social and structural inequalities of health across the duration of coursework, curricula instead 

limited how (and how much time) to devote to these topics, in effect shrinking this knowledge 

under a catchall knowledge domain (or, competency) of “SDH.” Also, during that allocated 

brief time, the SDH were taught at a general rather than location-specific focus.626 Discussions 

were not specific to Hispaniola because classrooms were composed of students who were 

traveling to different countries. In sum, a minimalist and decontextualized approach was taken; 

just as SDH were relegated as secondary to matters of science in intervention policy, so too 

were they treated this way in education. This minimalist integration of the SDH via CBE raises 

questions about the extent to which learning can take place on knowledge competencies that 

are treated as a curricular “tack-on.” This tokenistic treatment may underpin students’ lack of 

appreciation of the social inquiries of health-related problems. 

A second observation was that SDH were primarily taught didactically rather than 

dialectically and were invoked without a theoretical framing of the relationship between health 

disparities and the structure of society and power that gives rise to those inequalities in the first 

place. The minimalist integration of SDH via CBE represents them as simple checklists of 

technical “facts” to be rote memorized and without a critical engagement about the 

intersectional colonial-historical and political-economic vectors that produce “racialized,” 

“gendered,” “economic,” or other disparities. Such theoretically-deficient instruction of SDH 

promotes depoliticized conceptualizations that are not only inaccurate but also do little to 

encourage students to contemplate why those “facts” matter, how they produce health 

 
625 These findings derived from my participant-observations during predeparture education, reviews of course materials (syllabi, 

curriculums, assigned readings, reflection papers), and interviews with students and program facilitators. 

626 Program facilitators met with students before departure to cursorily brief them on the local context. Students were encouraged 

to read about the local context of the Dominican Republic in their own time; however, most respondents reported that they did not do so.  
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inequities, and what actions are required to address them. For example, an understanding of 

the relationship between health outcomes and “class” that is devoid of social theory obscures 

the political processes of wealth appropriation by the ruling classes as those who have 

exploited the underclasses through liberal and neoliberal capitalism; “race” and “citizenship” 

devoid of social theory obscures understandings of the political processes by which racism is 

built into every level of society in ways that systematically deny minority populations access 

to fair wages, employment and education opportunities, safe living and working environments, 

asylum across borders, and health and social services; “gender” devoid of social theory 

conceals understandings of the political processes by which patriarchal norms and practices 

disadvantage women on an everyday basis and are a means of maintaining male domination 

and power. Far less does an atheoretical pedagogy prepare students to recognize how SDH are 

historically-entrenched in a geographic constellation of power that has allowed northern 

metropoles to flourish and southern Caribbean colonies to “let” languish, largely through 

exploited labor for capital through sugar production, and how this labor pattern exists to the 

present. The lack of social theory is related to educators’ and administrators’ lack of 

training/understanding, reluctance, or refusal to engage in discussions that they fear are “too 

political” for academia (illuminating the “elephant-in-the-room” described in Chapter 6). 

Students instead are taught to believe in the separation of politics and health; this hidden 

curriculum is reinforced when students think that lectures are “too political,” prompting 

complaints. Nevertheless, the lack of a theoretically-guided instruction of SDH that examine 

health in relation to sociopolitical forces leaves students with dehistoricized and depoliticized 

(mis)perceptions about inequities that obscure learning. This may reinscribe students’ 

frustrations about the SDH as something of a “black box” and may further the murkiness 

around why and how they should address them in the communities whom they engage. 

A third observation is that the SDH were discussed in American classrooms but were 

mostly left untouched once students were in the Dominican Republic. This finding was noted 

in the previous chapter but worth restating here to make explicit the disconnect between the 
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learning space of the classroom and the learning space of the batey; the disconnect between 

ideas and practice: the biomedicalized orientation of STGHE interventions (reflective of 

medical education and its narrow emphasis on cure) left few places and moments in bateyes 

for students to critically engage the underlying social and structural causes of health inequities, 

reflecting a lack of empirical groundedness of the abstractions of SDH taught in the classroom. 

If there is little or no continuum of learning that bridges classroom and practical dealings of 

the SDH, students may be left with superficial or incomplete understandings that impede 

learning. This also points to missed opportunities for students to critically engage batey 

residents for their perspectives. Such critical engagement could facilitate mutual learning and 

knowledge generation through focused dialogue; without it, STGHE may reproduce the same 

unequal power relations seen in the colonial era that divided “us” the knowledge-bringers from 

“them” the knowledge-lackers, reviving the image of the white savior. Empirically grounding 

the abstract concepts of the SDH for a more concretized understanding is not only necessary 

for fostering a robust knowledge among students but also for offsetting asymmetrical power 

relations between visitors and hosts through greater inclusion. 

In sum, my research findings indicate the epistemic and pedagogic limits of CBE 

frames: although attention was given to the social influences on health in predeparture 

curricula, they were relegated as secondary to matters of science; moreover, CBE frames offer 

little or no support for encouraging a more serious integration of appropriate pedagogies and 

expertise best equipped to deliver such humanistic and social knowledges. Reduced under the 

catch-all competency of “SDH,” the social inequities and injustices that create poor health 

outcomes were integrated as a “tack-on” in curricula that minimal class time was spent 

exploring and were taught without theoretically-enriched pedagogies. I argue that such 

tokenistic treatment of SDH, as mediated and transferred through competency-based global 

health education, depoliticizes the suffering and inequalities experienced by batey host 

communities that leaves students bereft of a complete understanding of the significance, roles, 

and effects of the social and structural inequalities of health. STGHE curricula and pedagogy 
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that do not encourage students to examine the underlying root causes of health inequities, 

explicitly engaging the messy entanglements of health and societal power relations, leaves 

students on a steep learning curve about the global inequalities that they are presumably 

concerned about, limits their effectiveness as global citizens and/or healers, and much less does 

it promote and equip them for equity- and justice-oriented action.  

Depoliticized education articulates with the reductionist paradigm of positivism that 

underpins CBE, which tends to technologize social topics in health, like the SDH, for the 

purposes of STGHE classroom instruction. Complex social issues are simplified into technical-

like facts, figures, or flowcharts that can be readily taught, memorized, and tested; in doing so, 

the messiness of the sociopolitical determinants of health are flattened, cleaned up, and made 

subject to the standards and rigors of the CBE framework of global health education. Such a 

“reductionist, add-a-lecture-test-for-knowledge curricular response” may be a convenient way 

for assessing learning outcomes, but does little to guide students to think about how 

race/ethnicity, gender, class/income, citizenship, capitalism and other sociopolitical forces bear 

on health and flourishing.627 Much less does it facilitate the “global/local” pedagogy, widely 

touted in global health circles, of fostering a critically-reflexivity of how they (we) participate 

in global inequalities. Arno Kumagai contends that societal issues relevant to health (“critical 

knowledges”) are different than “technical” and “practical” knowledges, thus requiring an 

educational approach that goes beyond traditional notions of competency.628 For example, 

cultivating awareness among students of how precarious employment leads to preventable 

illness or death in bateyes cannot be accurately taught/learned by reducing them to technical 

concepts. Students cannot simply be told that structural racism cross-generationally 

disproportionately exposes ethnic-Haitians in bateyes to illness and poverty. Attempting to do 

 
627 Delese Wear, “Insurgent Multiculturalism: Rethinking How and Why We Teach Culture in Medical Education,” 

Academic Medicine 78, no. 6 (2003): 550, 

http://journals.lww.com/academicmedicine/Fulltext/2003/06000/Insurgent_Multiculturalism__Rethinking_How_and_Why.2.aspx. 

628 Arno K. Kumagai, “From Competencies to Human Interests: Ways of Knowing and Understanding in Medical Education.” 

Academic Medicine 89, no. 7 (2014): 978-983. 
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so risks promoting a “technical rationality” that distorts and flattens students’ comprehension 

of non-technical knowledges.629  

This section argued that the token treatment of social inquiry in STGHE education 

offers depoliticized conceptualizations of SDH that obscures and limits students’ 

understandings of the nature and causes of suffering and health inequities. Whether 

intentionally or not, students’ attention is deflected from how social injustices perpetuated 

against batey populations that undermine health and wellbeing. My classroom observations 

then led me to ask: what frames and forces have given rise to desocialized/depoliticized 

knowledges in the academic institution? In the next two sections, I explore the method (that is, 

competency-based models) and the mission (that is, producing global citizenship) that 

increasingly structure and influence global health education. What emerges is how both operate 

as depoliticizing techniques that carry forward a colonialist knowledge hierarchy as well as the 

cultural and economic logics of neoliberalism of/through the academic institution. 

DISCIPLINING THE UNRULY “SOCIAL”: COLONIAL IMPETUS TO QUANTIFY KNOWLEDGE 

AND NEOLIBERAL GOVERNANCE THROUGH COMPETENCY-BASED EDUCATION 
 

The first thing to be observed is that the human sciences did not inherit a certain domain … 

which it was then their task to elaborate with positive methods and with concepts that had at 

long last become scientific … the human sciences did not appear … as a result of some 

pressing rationalism … There can be no doubt, certainly, that the historical emergence of 

each one of the human sciences was occasioned by a problem, a requirement, an obstacle of a 

theoretical or practical order … And this event was itself produced in a general redistribution 

of the episteme …”630 (my emphasis) 
 

Could quantification settle important issues of public policy? Experience was often 

disappointing, but hope sprang eternal.631  

The data above suggests why CBE should not be treated as a panacea for all types of 

knowledges necessary to become health professionals and/or global citizens; yet, it is 

increasingly becoming the “gold standard” in academia global health education. In this section, 

I demonstrate how depoliticized knowledge orientations of ill health and inequities has to do 

 
629 Ibid., 980. 

630 Michel Foucault, The Order of Things: An Archaeology of the Human Sciences (New York, NY: Vintage Books, 

1994), 344-345. 

631 T.M. Porter, Trust in the Numbers: The Pursuit of Objectivity in Science and Public Life (Princeton, NJ: Princeton 

University Press, 1995), 152. 
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with universities’ movement toward a competency models. Because CBE places emphasis on 

curricular learning outcomes, I contextualize and problematize CBE as part of the broader 

wider evidence-based movement [EBM] in the US.632 The guiding question of this section is: 

how (in what ways, based on what assumptions, with what effects) have competency-based 

approaches in global health education come to be the standard for regulating what counts as 

valid “core” knowledges required for students’ comprehension of health and inequality? To 

answer this question, I use a Foucauldian knowledge/power lens to explore CBE within 

broader historical and political-economic contexts, with the aim of understanding what logics 

and politics may be internalized and advanced through its deployment. I show how CBE 

reproduces a colonial hierarchy of knowledge – one that devalues social modes of inquiry – 

that has been shaped and reshaped through exclusionary processes from a colonial past and 

neocolonial present. Although my critiques bear on global health education specifically, my 

argument can be extended to medical and higher education in the US, more generally.633  

EBM originated in the field of biomedicine as a new epistemic frame for improving 

health by making it more scientific – namely, via the standards and rigors of the scientific 

method to increase the reliability of evidence.634 EBM has migrated from biomedicine to other 

domains such as education, a move that reflects the power of biomedicine in western 

societies.635 Evidence-based education carries forward the reductionisms of positivist-science 

and is ideologically infused with the mechanisms of Fordism and Taylorism.636 The incursion 

of EBM into the realm of education was intended for improving education and has been 

attributed to the trend towards greater accountability, leading to the standardization of 

 
632 Richard G. Berlach, “Outcomes-Based Education and the Death of Knowledge,” Australian Association for Research 

in Education, (Victoria, Australia: The University of Melbourne, 2004), 3, http://asopa.typepad.com/files/obe-the-death-of-

knowledge.pdf. 

633 The critique that I raise about what knowledge/subject domains make the cut as “core/required” curriculum of global health 

education points to the bigger-picture problem of why global health, in general, is not a “core/required” curriculum of medical/health 

education. If “local” health is “global” health, and vice versa, why are these not systematically integrated (by the LCME and other authority 

figures) into US medicine and health, and instead still seen as optional, extra-curricular tracts? 

634 Adams, “Evidence-Based Global Public Health,” 57. 

635 In the US, the move toward evidence-based education was catalyzed by the passage of the No Left Behind Act of 

2001. See Thomas Archibald, “‘They Just Know’: The Epistemological Politics of ‘Evidence-Based’ Non-Formal Education,” 

Evaluation and Program Planning 48 (2015): 139, https://doi.org/10.1016/j.evalprogplan.2014.08.001. 

636 Berlach, “Outcomes-Based Education and the Death of Knowledge,” 3. 
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knowledges, curriculums, learning outcomes, and program assessment metrics.637 The shift in 

educational policy associated with outcomes-based learning was influential in the rise of CBE 

and a focus on “competencies;” CBE in higher education in the US has spread quickly since 

the 1960s and continues to rise.638 While the importance of evaluating programs and learning 

outcomes is not in question here, what the following analysis is concerned with how “core” 

knowledges for students to become “competent” are decided on and how other knowledges 

may be disregarded or excluded as non-core or “extra-curricular,” even when those 

knowledges may be critical to cultivating students’ awareness of how to effectively address 

health inequities, locally and globally.  

The roots of EBM emerge from a longer history of the production of “scientific” 

knowledge, which has been influenced by debates and tensions around what counts as 

“evidence” and shaped through metrics of standardization and simplification. Vincanne Adams 

defines “metrics” as “technologies of counting that form global knowledge” that are imagined 

to offer standardized conversations about how to conceptualize health problems and how best 

to intervene.639 In tracing EBM in global health to its historical roots, Adams reveals how a 

knowledge hierarchy  – one that assumes the subordinate status of social inquiry (in education, 

research, and intervention) to science – operates from a colonialist logic that has often worked 

in relation to the political-economic imperative to count and audit things. The governance over 

what counts as “true” evidential knowledge has been defined through exclusionary processes 

of quantification that originated in nineteenth-century colonial and missionary medicine 

encounters with indigenous populations in the New World. An exclusionary logic that 

separated “science” from “non-science” was constructed upon an assumption that indigenous 

medicine was “inferior/traditional” non-science that was not backed by white medicine, which 

 
637 David Hill, “Books, Banks, and Bullets: Controlling Our Minds - The Global Project of Imperialistic and Militaristic 

Neoliberalism and Its Effects on Education Policy,” Policy Futures in Education 2, no. 3 (2004): 504-522. 

638 T.R. Nodine, “How Did We Get Here? A Brief History of Competency-Based Higher Education in the United States,” 

The Journal of Competency-Based Education 1, no. 1 (2016): 5–11, https://doi.org/10.1002/cbe2.1004. 

639 Adams, Metrics, 6. 
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was assumed as “superior/modern.”640 Those racist-colonialist assumptions gave rise to a 

hierarchy of knowledge and helped legitimize modern science as a new arbiter of truth. 

Colonialism trafficked in a “new quantificatory episteme” to bring order to knowledge and 

society, playing a standardizing role in enumerating, classifying, taming, and controlling 

colonized subjects.641 Counting worked in relation to empire: technologies such as statistics 

and mapping were invented that counted in ways that consolidated imperial power, sanctioned 

control in colonies, and secured early capitalist ventures like sugar production.642 Even 

humanitarian missionaries counted things like “souls saved” and “laboring bodies.”643 The 

colonial desire of taming and disciplining the unruly “natives and indigenous lands of the 

wilderness” is thus entwined with the colonial desire to tame and discipline unruly education, 

to which the civilizing mission vis-à-vis “scientism” could offer.644  

During the postcolonial era of the twentieth century, Adams argues that the epistemic 

narrowing that separated science from non-science continued, still demoting “traditional” 

knowledges. In addition, a new exclusionary logic reframed what counted as “evidence” 

through a hypermasculinized dichotomy of “hard” versus “soft” science, wherein social 

research was reduced to the lower-authority realm of “soft science.” Social analyses were 

excluded from international health agendas that were not backed by “hard” evidence.645 

Although ethnographic research often produced knowledge about the sociopolitical causes of 

illness, such knowledge did not literally count and therefore was perceived as not counting as 

“real” evidence. During decolonization, concerns of counting transferred from empire to 

nation-state and the nascent international health agencies aimed at bringing former colonies 

 
640 Vincanne Adams, “Against Global Health? Arbitrating Science, Non-Science, and Nonsense through Health,” in 

Against Health: How Health Became the New Morality, ed. Jonathan Metzl and Anna Kirkland (New York, NY: NYU Press, 2010). 

641 Riyad Ahmed Shahjahan, “Decolonizing the Evidence-Based Education and Policy Movement: Revealing the Colonial 

Vestiges in Educational Policy, Research, and Neoliberal Reform,” Journal of Education Policy 26, no. 2 (2011): 190, 

https://doi.org/10.1080/02680939.2010.508176. 

642 Adams, Metrics, 2-3. 

643 Ibid. 

644 Shahjahan, “Decolonizing the Evidence-Based Education and Policy Movement,” 186. By “scientism,” Shahjahan refers 

to an ideological position that favors the methods of scientific-positivism above all other modes of human inquiry. 

645 Adams, “Against Global Health?”, Kindle edition. 
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into modernity.646 Population health metrics were created as new techniques of governance for 

counting things like disease prevalence, loss of economic productivity related to disease, and 

public health statistics. Social research, however, especially those that demonstrated the need 

for social and political change to eliminate health inequities between different populations, 

were disregarded as too complicated, too impractical, too messy, or downright useless. 

Constituted as unintelligible non-science, social inquiry was made to occupy the category of 

“anecdote,” which “like the untouchables of India’s caste system” was “seen to lie beyond the 

pale of quality.”647 In these ways, postcolonial international health operated from a colonialist 

knowledge hierarchy, combined with new counting tools that promoted a scientized and 

statistical worldview for the production of “true” knowledge and evidence, whereas social 

practices were demoted as non-science/non-truth just as the traditional practices of indigenous 

and black populations were continually demoted along a similar logic.  

In today’s global health paradigm, Adams argues that a colonial hierarchy of 

knowledge that subordinates social inquiry remains, and even though health is increasingly 

discussed as a human right, economic concerns still often take precedence over humanitarian 

ones. What is new in today’s exclusionary logic of what counts as “true” knowledge is that 

which derives from an “evidence-based” and economical approach under the rigors of EBM. 

EBM has introduced a new calculus for determining what counts as evidence and how it ought 

to be measured, accounted for, and funded. Now, what counts as evidence is apparently self-

evident – it is an institutionalized norm of research, practice, and now even education: at 

present, “for evidence to say anything valid … it must speak the language of statistics” and 

quantitative methods, while social inquiry with its qualitative methods perpetually remain at 

the margins. 648 Counting and accountability via EBM are now a concern of globalizing world 

that transcend the nation-state; and, although the statistical techniques used for counting in 

global health are imagined as apolitical tools that transcend national borders, they often align 

 
646 Adams, Metrics, 5. 

647 Adams, “Evidence-Based Global Public Health,” 56. 

648 Ibid.,” 57. 



 

304 

with neoliberal values of accountability and cost-efficiency.649 In these ways, the evidence-

based movement in global health carries forward the colonial and postcolonial knowledge 

hierarchy, relegating social inquiry to the marginal category of non-science.  

This history exposes the underlying politics enacted through competency-based 

education: CBE is a technique of governance that operates from a colonial discourse and 

endorses a neoliberal shift toward evidence-based education. CBE models apply “evidence-

based” practice as if its fitness and functionality in informing educational processes are self-

evident but, hidden within CBE is an assumption of what counts as “evidence” that overlooks 

the long history that makes evident how a colonial desire to quantify has continually displaced 

or distorted diverse approaches to knowledge, including sociopolitical modes of inquiry as well 

as non-western methods. Moreover, CBE is consistent with a business logic: education is 

increasingly framed as an “input-output system” and “reduced to a function of economic 

production,” and degree programs and curriculums are made countable and comparable 

through quantification schemes.650 The creep of neoliberal governmentality, in this context, 

can be recognized through the increasing pattern of the corporatization of higher education in 

the academic institution651: education is often framed through a language of corporate business 

such that knowledge itself has become economized and commodified, ever-increasingly 

preoccupied with measurable outcomes and maximized productivity.652  

CBE models thus serve as the new calculatory grid that informs the value (or devalue) 

of the production of knowledge in terms of evidence and curricula in STGHE education. CBE 

 
649 Adams notes that this has been the case whether initiatives are under the umbrella of multilateral or bilateral organizations, 

state agencies, private philanthropies, for-profit or non-profit NGOs, or universities. 

650 Mark Olssen and Michael A. Peters, “Neoliberalism, Higher Education and the Knowledge Economy: From the Free 

Market to Knowledge Capitalism,” Journal of Education Policy 20, no. 3 (2005): 324, https://doi.org/10.1080/02680930500108718. 

651 EBM is part and parcel of the corporatization of academia, a trend that is evident in four interrelated ways. First is the growing 

reliance on a top-heavy administrative class – those who easily pull in six-figure salaries and benefit the most from corporatization. Nicolaus 

Mills (2012) notes that since the 1980s, the number of faculty at universities grew by 50%, in line with student enrollment, while the number of 

administrators rose by 85% and the numbers of staff hired to help administrators rose by 240%. Second is the rhetoric of “budget crisis” and 

the presumed need to cut expenses – a process often enacted by administrators and yet rarely affects their own salaries and budgets. I have seen 

this trend (and its detrimental impact on faculty and students) at my own academic institution. Third, is the obsession with hyper-

accountability. Academics and programs must prove their worth to the institution, and the primary means to account for this is through 

quantification schemes that render them countable, comparable, and cost-effective – such that “value” has been redefined as “dollar value.” 

652 Berlach, “Outcomes-Based Education,” 5. 
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enacts these processes by shifting attention on observable and countable learning outcomes 

rather than on the learning process itself and by providing standardized benchmarks and 

metrics to evaluate those learning outcomes.653 CBE lends itself as a tool of neoliberal 

governance by providing both the reason and the means of bringing order and discipline to an 

otherwise (presumably) unruly educational system. The modus operandi is an exclusionary 

logic that dictates what counts as the required knowledge for students to be considered as 

“competent” health professionals and/or global citizens, and what other (otherized) 

knowledges and learning can be relegated to the lower-authority realm of non-core or “extra-

curricular.” What counts as “core” knowledge is established not only through a scientific logic 

but also an economic logic: knowledges that are “evidence-based” are those that are 

quantifiable and can demonstrate cost-effectiveness, which can then be promoted by 

universities, while other knowledges like the social sciences and humanities – those that are 

not easily quantifiable and less able to demonstrate cost-effectiveness – may be demoted. CBE, 

like the larger evidence-based movement in global health, lends “credibility to the idea that 

everything can be measured quantitatively” – even knowledge and learning, “a notion that has 

emerged from within a nexus of neoliberal priorities that privilege fiscal bottom lines above 

any and all other possible bottom lines.”654 

CBE as a tool of neoliberal governance can also be recognized in the ways it 

contributes to the growing accountability-and-audit culture in academia to “make everything 

ʻauditable,’ rendered knowable and calculable in terms of quantifiable outputs.”655 In effect, 

competency models standardize and monetize the subjects of knowledge in education 

programs as well as the subjectivities of teachers and students, transforming the 

education/learning of students and rendering educators and their curriculums amenable to 

institutional audit and self-audit.656 In this accountability-and-audit culture, CBE encourages 

 
653 Kumagai, “From Competencies to Human Interests,” 980. 

654 Adams, “Evidence-Based Global Public Health,” 72. 

655 Gill Rosalind, “Breaking the Silence: The Hidden Injuries of the Neoliberal University,” in Secrecy and Silence in the 

Research Process: Feminist Reflections, ed. Róisín Ryan-Flood and Rosalind Gill (London, UK: Routledge, 2010), 231. 

656 Shahjahan, “Decolonizing the Evidence-Based Education and Policy Movement,” 191-192. 
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responsibilized subjects – compliant knowledges and expertise required by the university – and 

authorizes institutional power to penalize the irresponsible. In the process, students think of 

themselves more as consumers than students, who can then demand or even hand-pick the 

kinds of educational services rendered – a corporate mindset that threatens academic freedom. 

Educators, in turn, must demonstrate the worthiness and value of their curricular and 

pedagogical offerings, both educationally and fiscally to the institution. If they are unable to 

convince administrators of what students should be taught to be “competent” health 

professionals and/or global citizens, or if their curriculums and pedagogies cannot be 

transfigured to fit the standards and metrics of CBE, then they may be rendered unintelligible 

or useless to administrators. Not easily transmuted into the reductionist rubric of CBE, 

humanistic and social knowledges and expertise are at a disadvantage and may find it difficult 

to prove their fiscal worth – an unfair situation that may be used to cut funding for those 

programs.657  

Others have discussed the consequences of this quantified/monetized academic trend. 

Gale and Denmore (2003: 27) noted that, “with increasing aspects of teaching and learning 

translated into performance indicators and measurable outcomes, it becomes easy to assume 

that that which is or can be measured is important while what cannot be measured appears to 

be of less value.” Berlach (2004) described the implications of evidence-based education as 

the “death of knowledge,” especially when competent teachers and courses are forced out of 

academic programs and institutions due to “ideological aggravation.”658 Similarly, Talbot 

(2004) has argued that competency models, especially in academic health, have a tendency to 

 
657 Although I have focused my critiques on global health education, these trends reflect a larger neoliberal shift in US higher 

education that displaces liberal arts programs in favor of programs that promote technical knowledges like STEM. Over the last few decades, 

there has been a decline in students pursuing college degrees in liberal arts and humanities (and funding cuts for those programs) and an 

increase in STEM degrees. The president of Harvard University cited the following grim statistics: at the end of World War II, 11% of students 

nationwide chose to major in the humanities; in the 1960s, this figure rose to 17%; but, now this figure stands at around 6%. (See 

https://www.theatlantic.com/entertainment/archive/2016/06/learning-to-be-human/489659/) While the reasons are multifactorial, I contend that 

a decline in humanities and liberal arts programs and degrees conferred does not mean a decline in interest or importance of these programs but 

instead has more to do with the corporate capitalist forces that subject these programs to conform to standards and metrics that were not 

traditionally imposed on them in academia. Another driver is the pressure on high school students to prepare for university degree programs 

believed to offer profitable careers (while falling short of pointing out the uncertain job market for numerous entry-level professions, whether 

in the traditional sciences or not). 

658 Berlach, “Outcomes-Based Education,” 7. 

https://www.theatlantic.com/entertainment/archive/2016/06/learning-to-be-human/489659/
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become “pedagogic black holes” in which alternative pedagogies to promote learning are 

engulfed.659 CBE may be the product of external forces beyond the academic institution, which 

Olssen and describe as “structural selectivity” that diminishes the effectiveness of teaching and 

learning.660 On those external forces, the neoliberal governance of academia is not only driven 

by society and science but also by the state and federal government, most strikingly under the 

Trump Administration who called for the elimination of the National Endowment for the Arts 

[NEA] and the National Endowment for the Humanities [NEH], marking the first time any 

president has proposed such a measure.661 In this “tribunal of reason” and with techniques of 

surveillance and self-surveillance like CBE, administrators may behave more like corporate 

overlords, and academic freedom is threatened.662 CBE models govern knowledge and 

education and may contribute to the “hidden injuries of the neoliberal university.”663  

In sum, proponents and practitioners of CBE may unwittingly advance a neoliberal 

project within which a colonial knowledge hierarchy remains, impeding students’ abilities to 

fully understand and address the sources of health inequities confronting host communities. 

CBE is a tool of governance enacted by and through the academic institution, functioning to 

include some ways of knowing and modes of inquiry (teaching and learning) while excluding 

other ways. While this may characterize other educational approaches to teaching and learning, 

what is unique about CBE is how it increasingly evaluates the value of knowledge through 

economic rubrics of quantification and cost-effectiveness, bending knowledge and the 

 
659 Martin Talbot, “Monkey See, Monkey Do: A Critique of the Competency Model in Graduate Medical Education,” 

Medical Education 38, no. 6 (2004): 588, https://doi.org/10.1046/j.1365-2923.2004.01794.x. 

660 Olssen and Peters, “Neoliberalism, Higher Education and the Knowledge Economy,” 326. 

661 Pitting coal miners in Virginia and single moms in Detroit against NEA and NEH, the White House Budget Director Mick 

Mulvaney called for a "hard-power budget," with spending increases for defense and homeland security at the expense of many other 

programs, arguing that the government can’t ask steelworkers and coal miners for money – that is, unless it is for national defense. Mulvaney’s 

use of the working poor to rationalize the elimination of NEA and NEH is incredible (if not unsurprising), given that poor health among the 

working poor are linked to disparities in education, employment, and income – all of which are social determinants of health of which a 

humanities and liberal arts education can lend crucial insights. Also, the NEA and NEH have funded programs that give underprivileged 

children access to arts and humanities education, including the development of humanities curriculums for high-school or college courses, as 

well as for schools of medicine to help doctors deliver better health care. 

662 Such language is not mere hyperbole. In a 2015 response to a report issued by the American Association of University 

Professors following an investigation into alleged violations of academic freedom and mass dismissals of faculty, the authors were alarmed that 

“Even in these days when we have grown used to seeing humanities departments slashed, the closings were unusual” and troubled by the 

growing tendency of academic administrations to behave like corporate overlords and to disregard academic standards and the rights of faculty 

members and students.” 

663 Gill, “Breaking the Silence: The Hidden Injuries of Neo-liberal Academia,” 228-244.  
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university toward the logics of market capitalism. Knowledge itself has become a form of 

capital and consumption within a market economy, destroying the very foundations of the 

academy. This application of free-market ideologies reflects how CBE has been an 

instrumental in the neoliberalization of higher education, which has limiting effects on both 

teachers and students. As a tool of neoliberal governance, CBE lends itself as both the reason 

and the means by which the desocialization of knowledge has taken place, aligning with 

broader neoliberal efforts to depoliticize global inequalities. 

PRODUCING GLOBAL CITIZENSHIP: NEOLIBERAL GOVERNMENTALITY AND THE 

SCHOOLING OF RESPONSIBILIZED SUBJECTIVITIES  
 

And finally, a history of the way in which individuals are urged to constitute themselves as 

subjects of moral conduct would be concerned with the models proposed for setting up and 

developing relationships with the self, for self-reflection, self-knowledge, self-examination, 

for the decipherment of the self by oneself, for the transformations that one seeks to 

accomplish with oneself as object. This last is what might be called a history of ‘‘ethics’’ and 

‘‘ascetics,’’ understood as a history of the forms of moral subjectivation and of the practices 

of the self that are meant to ensure it.664 

In his 1982 lectures, Foucault emphasized two types of technologies of power – 

technologies of domination of others and technologies of the self – noting that the contact 

between the two is what he calls governmentality.665 Setting aside my argument above on how 

a CBE of STGHE education functions as a technology of domination that governs STGHE 

education and as a technology of self to the extent that students and educators participate, I 

now turn attention on how the academic endeavor of producing global citizenship enacts a 

“technology of the self,” which Foucault defined as ethical work that consists of “the 

intentional work of an individual on itself in order to subject itself to a set of moral 

recommendations for conduct and agency” for the purpose of integrating it into productive 

systems.666 Expanding on Foucault’s work, Nikolas Rose proposes that such techniques of self-

conduct, which he refers to as “ethico-politics,” relocates responsibility to the individual such 

 
664 Foucault, History of Sexuality: The Use of Pleasure, Volume 2, 29. 

665 Michel Foucault, “Technologies of the Self: Lectures at University of Vermont,” accessed October 1, 2018, 

https://foucault.info/documents/foucault.technologiesOfSelf.en/. 

666 “Michel Foucault: Ethics,” Internet Encyclopedia of Philosophy, accessed October 1, 2018, 

https://www.iep.utm.edu/fouc-eth/  

https://www.iep.utm.edu/fouc-eth/
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that the subjects of rule are active in their own government, a feature that is reflective of the 

ideals of western liberalism, especially its neo- variant.667 This section demonstrates how 

“global citizenship” is an emergent ethico-political project that emphasizes individual morality, 

even though it is cloaked in the language of sociality and collectivity; this project flows through 

the academy that promises to make students as ethically responsible individual “global 

citizens.”668 This type of citizenship-making can be brought into question by examining what 

kinds of ethical demands are exercised on oneself and one’s fellow citizens and what 

implications this has.  

The production of global citizenship, via CBE approaches, is a mode of subjectification 

in which the student is urged to subject him/herself to a set of moral codes of conduct that are 

provided by the academic institution for the purposes of creating a responsibilized citizen-

subject. Definitions of global citizenship are varied but generally promote an ethical imperative 

to address the challenges that confront humans around the world.669 Global citizenship 

connotes ideas about self-awareness and awareness of others, equal respect for all persons 

regardless of background and place, interdependence of human and natural communities, and 

civic responsibility and engagement.670 Although global citizenship is discussed through an 

active language of collectivism, in practice it more closely emphasizes the passive ideals of 

individualism. Tarrant and colleagues take a closer look at what kind of citizen is fostered 

during the training of a global citizenry by comparing it to three types of citizenship, including 

personally responsible citizens (one who act responsibly in his/her community), participatory 

citizens (one who is an active member or organizer in his/her community), and justice-oriented 

citizens (one who critically assesses the social, political, and economic structures, aimed to 

 
667 Rose, “Governing Advanced Liberalism,” 45. 

668 Nikolas Rose, Powers of Freedom: Reframing Political Thought (Cambridge, UK: Cambridge University Press, 1999). 
669  Michael A. Tarrant, Lee Stoner, William T. Borrie, Gerard Kyle, Roger L. Moore, and Annette Moore, “Educational 

Travel and Global Citizenship,” Journal of Leisure Research 43, no. 3 (2018): 403–26, 

https://doi.org/10.1080/00222216.2011.11950243. 
670 Kris Olds, “Global Citizenship - What Are We Talking About,” Inside Higher Ed, March 11, 2012, 

https://www.insidehighered.com/blogs/globalhighered/global-citizenship-–-what-are-we-talking-about-and-why-does-it-matter. 
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explore the root causes of problems and take actions that challenge injustices). 671 The 

educational processes of academia have largely failed to foster a justice-oriented citizenry, and 

this is largely due to failures in encouraging students to critically think about the social and 

political roots of poor health and global inequities.672 My research is consistent with those 

findings: the kind of global citizenship cultivated through STGHE education more closely 

resembles a personally responsibilized citizenry rather than the kind that prepares students for 

justice-oriented action. While encouraging students to personally donate to a good cause or to 

participate in STGHE is certainly not wrong or bad, a justice-oriented approach goes a step 

further by training students to find out how batey residents are made to be so sick and poor in 

the first place and how political action on what they discover is imperative for redressing health 

inequities at their root. If STGHE education intends to produce the kind of global citizenship 

embraces collective awareness and political/policy-level action for transformational change in 

bateyes and other vulnerable communities, it should focus less on nurturing the passive ideals 

of personal responsibility and more on the active ideas of engagement to inform a justice-

oriented citizenry. The way that this can be done is to intentionally and systematically 

encourage students to critically inquire about underlying root drivers of inequalities – the social 

and political forces – with the ultimate goal of engaging host community voices and effecting 

social change and justice.  

Butcher and Smith, drawing insights from Anthony Giddens, have suggested that this 

kind of global citizenship, increasingly remitted through academic institutions, reflects a shift 

from the traditional politics of emancipation embodied in collective identities toward a “life 

politics” through which the individual becomes the key site of political change.673 Neoliberal 

individualism resonates with the prevalent cynicism about traditional political action for 

change, resulting in a narrowing of subjectivities away from collective solutions to health and 

 
671 Tarrant et al., ““Educational Travel and Global Citizenship,” 405. 

672 Ibid.. 

673 Jim Butcher and Peter Smith, “‘Making a Difference’: Volunteer Tourism and Development,” Tourism Recreation 

Research 35, no. 1 (2010): 30, https://doi.org/10.1080/02508281.2010.11081616. 
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other sociopolitical problems toward individual choice. The kind of global citizenship 

promoted through STGHE results in a more individuated, less collective experience, even 

though it is touted through terms of “social responsibility” and “collective action.” Suddenly, 

as Vrasti and Montsion describe,  

the relation of responsibility that ties individuals and their communities is no 

longer based on collective bonds and social obligations … so much as on 

capricious ethical and affective principles, like volunteerism. This has 

implications for how we conduct and conceive ourselves. We are still dealing 

with the calculating and responsible subject we have come to expect under 

neoliberalism.674  

The problem with this kind of global citizen-making is that it may emphasize a self-conscious 

shaping of students’ own identities rather than emphasize collective solidarity for social and 

political change in host communities, such that public politics are reduced to “a form of therapy 

for the individual” and “political possibilities at the level of society lose out.”675 

CBE models serve as an organizing principle and are complicit in doing the ethical 

work of fostering an individuated, personally-responsibilized global citizenship. However 

unintentionally, CBE enacts an individuated introspective gaze that focuses attention on the 

self-development of students rather than an extrospective structural gaze that focuses attention 

on the development of host communities. Through competency-based global health education, 

students subject themselves to a set of moral codes of conduct and agency to achieve the level 

of global citizen, including practices of self-discipline, self-improvement, self-reflection, and 

self-restraint for the purposes of playing a role in solving global challenges confronting 

humanity. Using the language of ethical, cultural, and other kinds of competencies, these moral 

codes of conduct and agency are expressible in terms of behavioral measures that depend on 

integrating a tripartite set of knowledges, attitudes, and skills. CBE lends itself as an evaluating 

grid by which students measure themselves during their journey to become global citizens. 

Another implication of the hidden curriculum of instilling the ethos of individualism via CBE 

 
674 Vrasti and Montsion, “No Good Deed Goes Unrewarded,” 341. 

675 Butcher and Smith, “‘Making a Difference,’32. 
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is that it may not align with host communities. Quentin Eichbaum argued that the “individualist 

approach” embedded within CBE assumes that learning is “housed” within the individual, 

which can be contrasted with a “collectivist” social approach that emphasizes learning as 

relational and emergent through engagement with host communities.676 In other words, 

without “competencies” that encourage and equip students with the toolkit necessary for 

engaging host communities to learn about how they suffer inequities, STGHE reproduces a 

colonialist posture. 

More than one study encourages health students to engage in self-reflection, 

introspection, and self-assessment.677 With the literature on STGHE seemingly preoccupied 

with educational core competencies and ethical norms and principles, it can be easy to focus 

more on personal needs and interests than those of host communities, and even less do these 

introspective frames focus attention to the historical and structural forces that influence batey 

health. Instead, the focus is on educating proper behaviors and practices of individual students 

(or host residents, as described in the previous chapter) decontextualized from the social and 

political-economic environment. The assumption behind the competency frames of global 

citizenship-making is that by refining personal behaviors by being more ethically self-

reflective and culturally competent or humbled, that students and other practitioners are 

actively engaging in activities to redress health inequities or injustices.678 While a focus on 

self-reflection and introspection is interesting, such “ethical self-fashioning” may inadvertently 

deflect attention away from the social and structural forces at the root of health inequalities that 

afflict batey communities.679 It is the individualized and individualizing focus that (mis)locates 

the source of inequalities to the individual rather than the broader structural factors that are at 

the root of inequalities.  

 
676 Quentin Eichbaum, “The Problem with Competencies in Global Health Education,” Academic Medicine 90, no. 4 

(2015): 415. 

677 Shaw and Armin, “The Ethical Self-Fashioning of Physicians and Health Care Systems.” 

678 Hester, “The Promise and Paradox of Cultural Competency.” 

679 Shaw and Armin, “The Ethical Self-Fashioning of Physicians and Health Care Systems,” 236-261. 
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My analysis above illuminated various epistemic and political blindspots of STGHE 

education, and my concern is that students may not be sufficiently prepared to recognize the 

underlying root causes of health inequities that afflict batey host communities. I 

ethnographically explore this in the next section, which shows how, in the absence of a critical 

framework for understanding the nature and causes of suffering and inequality in bateyes, 

students are left with incomplete or inaccurate knowledge and empathy of the historically- and 

structurally- induced suffering of batey communities. In the absence of a sociopolitical 

understanding, students resort to individualized discourses of sentiment and emotions, rather 

than a relational discourse of justice and equity, as explanations for the differences and 

inequities they encounter in bateyes. This comes despite that the rhetoric of global citizenship 

around social responsibility and collectivity. I show below how these are muted into passive 

ideals of individual thoughts, feelings, and actions: the individual is seen as the primary vehicle 

for addressing global inequities rather than, or simultaneous with, vehicles for political change. 

THERAPEUTIC (MIS)CONCEPTIONS: SENTIMENTALIZATION AND DEFLECTION OF SOCIAL 

JUSTICE THROUGH GLOBAL HEALTH IMAGINARIES 
 

When we come to you 

Our rags are torn off us 

And you listen all over our naked body. 

As to the cause of our illness 

One glance at our rags would 

Tell you more. It is the same cause that wears out 

Our bodies and our cloths. 

The pain in our shoulder comes  

You say, from the damp; and this is also the reason 

For the stain on the wall of our flat. 

So tell us: 

Where does the damp come from?680 

In this section, I ethnographically illustrate the implications of these kinds of STGHE 

educational processes on students and others, by asking: What happens, in practice, when 

students are not adequately taught to critically engage the sociopolitical causes of illness and 

poverty in bateyes? If students are not encouraged to consider the roots of inequities, then how 

 
680 Bertolt Brecht, 1936, A Worker’s Speech to a Doctor. 
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do they come to terms with the differences and inequalities they encounter in bateyes, and with 

what discursive and material consequences does this kind of learning (or failures thereof) have 

on them and host communities? I present students’ perceptions of the inequalities they 

encountered in bateyes below, and when possible, I juxtapose batey residents’ experiences that 

nuance or counter students’ perceptions. Emerging from students’ imaginaries is an “unruly” 

assortment of assumptions and tensions that I collectively refer to as “therapeutic 

misconceptions.” I demonstrate how, especially absent a consciousness of the sociopolitical 

forces, students perceptually (mis)construe the source of health inequities in personal emotions 

and sentiments rather than the structural factors at the root, reflecting inaccurate or partial 

understandings. The problem is not that students don’t care enough, or ethically principled 

enough, or culturally humbled enough, or compassionate enough, but rather that they are 

focusing on the wrong things. Students’ empathy is limited to individuals, not structures and 

policies. 

Learning that “Bringing Hope/Happiness” and “Being There” is Impactful Enough 

A common sentimentalized perception among students was that their STGHE, at the 

very least, brought hope and/or happiness to bateyes and that, in doing so, were making a 

difference.681 In interviews with pre-health students, they described how “being there” brought 

happiness and hope to batey residents, a sentiment that was sometimes prompted by their 

program facilitators. One student told me that although the impact of her STGHE was limited 

to the family who received a newly constructed house, the rest of the community benefitted 

because “being there made them happier” and they “got to learn about American culture” 

which “meant everything to them. Another student reflected on how the children in bateyes 

were always excited to see Americans, conjecturing that they otherwise have little more to feel 

hopeful about:  

 
681 This perception was held by students regardless of their identity with a religious motive in their participation in 

STGHE, which suggests a faith in the biomedicine (like faith in God) that stirs the mind and engenders hope. 
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Our presence is needed in the bateyes because – crowds of kids run to the bus! They 

are so excited to see us … They are doing absolutely nothing right now in the 

bateyes, they are lethargic – that’s how others who have previously visited the 

bateyes also described them. These are the moments kids look forward to. They have 

nothing else to look forward to.  

Another student told me that one of the takeaway learning moments for him was how 

important an emotional kind of intervention can be to marginalized host populations: “when 

you visit, it means everything to them … building a house was good, but even just by visiting 

them, it gives them a sense of hope although they live in tough conditions. It’s not only physical 

help but also emotional support.” 

This data reveals how sentimentalizing the plight of the batey poor through ideas of 

hope and happiness is a predominant way that students come to terms with the suffering and 

inequities they encounter, instead of a critical engagement of the structural injustices that 

perpetuate suffering – including their presumed “lethargy.” Such sentiments seem to bring a 

sense of self-gratification or sense of relief among students about their STGHE efforts in 

bateyes. If students were cognizant that their programs did little or nothing to address the root 

causes of suffering in bateyes, they seemed soothed by the idea that individual-level gestures 

during interactions with batey residents was impactful enough. In that vein, this therapeutic 

(mis)conception dovetails with the “better-than-nothing” logics of STGHE discussed in the 

previous chapter, wherein a discourse of “being there” and “bringing happiness/hope” 

validates good enough efforts that block alternative thinking about how we can do better or do 

more by working at multiple (personal, community, societal) levels. 

Sentimentalized understandings were also emphasized by medical students, likewise 

prompted by program facilitators. During an evening reflection, a program facilitator (in this 

case, a physician) recalled a clinical encounter earlier that day with an elderly man who had an 

illness that was beyond the scope of intervention. She asked her students, “What did we 

actually do for him, medically?” The students agreed that they did very little. Then the 

facilitator asked, “Yet, he was so very grateful to us anyways. Why?” One female student, 

emotionally moved by her experiences that day, responded with the following:  
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I was working the pharmacy station, and a patient came to me who had been 

prescribed numerous things. I gave her lots of baggies with pills and vitamins. Even 

though these were labeled in Spanish, she didn’t understand what each was for. With 

an interpreter, I re-labeled the baggies with words like “for sugar,” for “blood 

pressure,” etc. She was so appreciative! In that moment, I knew the importance of our 

being here: while we may not be doing much, we are at least showing them that 

someone from the outside world cares. (my emphasis) 

During this pedagogic moment, students were incited to narrow on the sentimental 

dimension of the suffering Other rather than critically engage the multidimensionality of 

suffering, particularly the structural origins of disease – including the human toll of STGHE 

interventions that “may not be doing much.”  

During our one-on-one interview, I asked the same student to further elaborate on the 

impact of her STGHE program in relation to the root causes of health inequities in bateyes: 

What we are doing is to show them that somebody from the outside cares … even if it 

is short-term, people need to have that emotional connection … Regarding the 

impact of our program … hard question! Maybe increasing their ability to live 

another day or not suffer from severe health problems? That does not address the 

issues related to social inequality … But, I think the issues are too systemic, too deep 

to fix ... But, I can be sure in this moment, you don’t die … That is something. It 

sounds so bullshit to say “well, I saw their smiles and how happy they were that we 

were there.” But, when you are actually there, you know that being there was 

meaningful to them and that you had an impact. (my emphasis) 

In other words, the student suggested that STGHE may not address inequities at their 

root but at least deliver immediate relief to a few individuals – or, at least to those whose 

medical problems were within their scope; and, for others whose suffering is outside that scope, 

STGHE offer emotional support of “being there.” This narrative also illustrates how students, 

like program facilitators, rationalize band-aid solutions as similar cynics about the “too-hard-

to-fix” or “too freighted with political baggage” structural issues and the correlate belief that it 

is “not their job” to understand the social forces or implement structural interventions because 

that is presumably the responsibility of someone else.  

But, how do students know that “bringing hope” and “being present” is so meaningful 

to batey communities? Have students discussed or confirmed this with residents and asked 

them for their perspective? Given that most bateyes host STGHE fewer than two or three times 
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per year, how impactful has “bringing hope” and “being there” been? What do they hope for – 

their needs, desires, and expectations? In the past three decades of STGHE efforts in La 

Romana bateyes, what hopes have materialized (or not) into the significant changes that 

residents had hoped for? If “hope” truly means “everything” to them, then what are the ethico-

political ramifications of giving false hope, however unintentionally, when STGHE fall short 

of meeting residents’ hopes and expectations? A majority of students did not ask hosts for their 

perspectives and instead based evidence on what their program facilitators or peers had taught 

them and/or on small cues and gestures such as residents’ expressions of gratitude. Without 

critical engagement, students merely asserted cultural assumptions that confirmed, rather than 

challenged, that which students already knew. When I began to discern the regularity of 

students’ sentiments, I integrated questions about “hope” and “happiness” in my interviews 

with batey residents. In what follows, I provide some of their responses, revealing how 

students’ sentiments gloss over deeper truths about suffering.  

“God sent them,” said one male resident when asked about seeing an STGHE team for 

the very first time in his batey, “and, since it’s God’s work, I feel hopeful that they will change 

things here.” When I asked what changes he hoped for, he looked down and softly said, “I am 

in no position to ask for specific things.” I found that most batey residents were very hesitant 

to discuss their hopes and needs with me, as an outsider. As he sat quietly in his thoughts, his 

elderly mother chimed in, saying that she wanted “a house … but, in reality, what I want is a 

better life.” A female resident said that she felt hopeful “thanks to God” because “if Americans 

take charge of the batey, then we have hope that they will add value to our lives and help us to 

face the Dominicans.” Another female resident said, “I’m praying to God to inspire the 

Americans to bring change to the batey, for making changes that are significant.” On multiple 

occasions, the cane cutters whom I spoke with asked for help securing a living wage, securing 

legal status and rights, and securing better health care for them and their families. One female 

resident indicated that “When the Americans come, they might help people without legal 

documentation. Lots of children don’t have birth certificates, and without those, they cannot 
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officially attend school after eighth grade.” In a more critical vein, an elderly man noted, “I 

hope we can get electricity in this batey and safer latrines and houses. Most company-owned 

bateyes have electricity, but not ours! … It is up to the Americans to get this for us, because 

Central Romana is an American-owned company.”682 When I asked him what else he hoped 

for that he wanted Americans to know, he said, “I get a pension, but it doesn’t cover all my 

monthly expenses. By the end of the month, I don’t have anything. We need our pensions.” In 

these statements, he articulated not only what he hoped from STGHE but also, interestingly, 

that it’s the moral and political responsibility of Americans to represent batey residents’ needs 

and priorities at Central Romana headquarters – a responsibility that STGHE intentionally 

dodge as “too political.” Taking a more critical stance, one female resident said that “bringing 

hope” was good, but not enough: “When you have hope, you have health. But, you still have 

to make some efforts. Hope is like waiting for something: if we are promised something and it 

doesn’t materialize then that hope stays there, but hope alone is not going to deliver us a good 

and healthy life.”  

The above responses from bateyes suggest that although hope was good for the soul, it 

ought to transpire as some kind of significant change – ones that go beyond the delivery of 

material needs like medicine and building constructions. However, the rhetoric of hope and 

compassion deployed by American participants may work to paralyze action for the kinds of 

social and political changes as described by batey residents, if “hope” and other feelings of 

goodwill are rationalized by American visitors as “good enough.” There is a need to move 

beyond sentimentalized ideas of “hope” that asks batey residents what they “hope for” and how 

STGHE can help make that happen. This can be done through community engagement that 

specifically ask hosts for their lived experiences and challenges, including asking for their 

material and social needs.  

 
682 As I’ve indicated in previous chapters, most American visitors whom I spoke with had little or no knowledge about the cane 

cutters’ employer, Central Romana Corporation. Much less did they know about the fact that the owners are citizens or permanent residents of 

the US, who exhibit significant power and influence at both state and federal government levels. The batey residents, on the other hand, are 

keenly aware of these facts. This knowledge gap among Americans is an example of how ignorance unintentionally perpetuates inequalities. 
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While batey residents expressed hopefulness, one female resident described what 

happens when hopes are not met, raising critical questions about whose hopes and needs are 

prioritized through STGHE. Her hopes were dashed after finding out that the American group 

who had recently visited her batey could not (or would not) help her build a house on land that 

she owned, which would enable her to leave behind the oppression and stigma of batey life if 

built. The batey owner had already refused to help her and now she was doubly rejected by the 

Americans. The subtext mandate of STGHE is to help individuals living in bateyes but not 

necessarily to help them escape batey life. Behind this mandate is the corporate power of Big 

Sugar that requires the presence of a docile and needy workforce and that dictates the terms 

and limits of STGHE activities, ultimately limiting what batey residents can and cannot hope 

for. They can hope for a place to pray that may materialize in the construction of a church, but 

they cannot hope for a place to grow food from the construction of a community garden or 

livestock pen; American teams oblige.683 They may hope for a house inside but not outside the 

batey; American teams oblige. They may hope for individual acts of charity but not social 

action to negotiate a living wage. These are the complicities of STGHE in reproducing a 

radically unequal order between the rich and the poor, as they uncritically (or silently) indulge 

the sugar industry’s demands, in effect prioritizing the economic needs of Central Romana 

Corporation (and independent colonos) over the humanitarian needs of those living in bateyes. 

It also prioritizes the institutional and educational needs of US programs, ultimately providing 

students with learning opportunities and a chance to feel good about helping the poor by at 

least bringing hope to batey residents and showing them that someone cares.  

 
683 Incidentally, the next project scheduled for this batey is building a new church, a project that has been advanced by STGHE 

decision-makers as a priority, through a discourse of hope. As one especially devout Christian staff member of the Dominican host 

organization (and outspoken critic of Haitian vodou) frequently proclaimed, “a church is the most important thing for people living in bateyes.” 

Like other staff members, he extolled ideas like “Hope is all one needs, and that one can gain hope if they are a believer in God” and that 

Americans were “the bringers of light” in the presence of American participants. This shows how students learn to exaggerate the impact of 

“hope” and “being there” not only from American program facilitators but also from the Dominican host organization. Through a depoliticized 

language of sentiments, the construction of a church is elevated as an urgent “need” in bateyes, even while occupants are socially made to live 

in crumbling houses or in tiny barracks that resemble stables for animals more than shelters for humans; bringing hope by building a church 

took precedence, even while occupants lack clean water, adequate food, electricity, clinics, latrines, schools, and go to bed hungry almost every 

night and are weakened and die from largely preventable and/or treatable illnesses. 
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Learning that They are a “Poor-but-Happy” Culture and are “Grateful for Anything” We 

Give 

Descriptions of batey culture as being “poor but happy” and “grateful for anything” 

was another way that students sentimentalized and depoliticized batey suffering and 

inequalities. A majority of students asserted these rhetorics; and, of those students, 

approximately half described these claims by contrasting batey culture from American culture. 

For example, one medical student noted that  

In Dominican culture – especially in bateyes – I learned that despite how dire their 

situation is, they remain happy. Even when there was a death in the family, they 

celebrated rather than cried. In the United States, we don’t really do that. That’s an 

impression I’m leaving with. People on Wall Street shoot themselves when the 

market crashes because they lost so much – much more than people have in the 

Dominican Republic – and yet, they couldn’t just be grateful for what they still had 

even after the market crashed.  

Just as American students may have learned the relevance of “bringing hope” and 

“being there” during STGHE, they also may have learned the “poor but happy” narrative. 

During a predeparture classroom session, for example, a program facilitator invited students 

from past STGHE to share their experiences, and “poor but happy” tales abounded. Shortly 

after arrival in La Romana, this sentiment was reiterated by the program facilitator who 

encouraged students to notice “the palpable joy among those who have nothing.” Accordingly, 

all student respondents reproduced this sentiment in interviews, suggesting that the “poor-but-

happy” narrative became that which they learned and then experienced in bateys. For example, 

one pre-health student, reflecting on the moment when she gave an elderly male in the batey a 

pair of shoes, told me that she noticed he had several fingers missing from one hand but he 

“seemed happy and was really grateful for the shoes, even though he has suffered so much.” 

She later noted that batey folks have “a happy spirit and seem carefree. I think they are just 

naturally a happy people.” Another pre-health student said:  

What I’ve learned is that people who have nothing are happier than we are in the US, 

although we have everything. Batey people live a simple and unfortunate life yet are 

the happiest. We are miserable, but they are happy; their happiness is contagious.  
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Similarly, another pre-health student noted that “they seem happier than people in our 

country … they are living in huts that maybe have a roof but that’s it … they have so little and 

yet they are so happy to see us.”  

Since most students perceived that “their” culture was happier than “our” American 

culture, I suggest that there is a missed teaching/learning opportunity for encouraging students 

to critically reflect on “our” cultural and economic anxiety and its relationship to capitalism. 

For example, program facilitators encouraged students to reflect on batey culture, which led 

some students to pathologize aspects of Dominican culture as “monstrous” for their unjust 

treatment of Haitian migrants. But, what if students were simultaneously asked to reflect on 

the pathologies of our own culture of American individualism and capitalism? If they are poor-

but-happy and we are rich-but-unhappy, what drives our unhappiness and what does that say 

about our apparent unmitigable desire for material accumulation? bell hooks (2001) sheds light 

on this:  

Isolation and loneliness are central causes of depression and despair. Yet they are the 

outcome of life in a culture where things matter more than people. Materialism 

creates a world of narcissism in which the focus of life is solely on acquisition and 

consumption. A culture of narcissism is not a place where love can flourish. The 

emergence of "me" culture is a direct response to our nation's failure to truly actualize 

the vision of democracy. While emotional needs are difficult, and often impossible to 

satisfy, material desires are easier to fulfill.684  

In our culture of individualism, the barrier preventing us from having more is assumed 

not to be from the demented culture of capitalism but from the detrimental culture of the 

“undeserving” others – undocumented im/migrants and the “lazy” poor. This is how social 

injustices against the Others take place in the US, too. Only one student drew this connection, 

after a lengthy dialogue during our interview. He said,  

I think the reason for the difference in happiness is because batey people are more 

open to sharing and social interaction. They are community-oriented, relying more on 

each other than we do. I also think they are happier because of minimalism – like, it’s 

a daily struggle of survival. In the US, we take all of our stuff for granted – we are so 

 
684 bell hooks, All About Love: New Visions (New York, NY: HarperCollins Publishers, 2000), Kindle edition. 
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busy going to school, work, stress … that leads us to be unhappy. They don’t even 

have the privilege to be stressed about those things.  

For the most part, however, students did not discuss the political-economic and social 

injustices that create suffering among ethnic-Haitian cane cutters and instead inscribed cultural 

tropes of “poor-but-happy” onto those who had missing fingers and no decent pair of shoes. 

Even less so were questions asked about how the American government and civil society are 

implicated in exploiting sugarcane laborers so we can satisfy our sweet tooth at a price that 

kills. The “poor but happy” tale not only eclipses a critical engagement of the broader structures 

that create batey poverty and disease but also reinforces harmful cultural stereotypes about the 

batey poor. Kate Simpson cautioned that the “poor but happy” tale in effect trivializes poverty 

insofar as such clichés tend to romanticize poverty and imply “that people ‘do not mind’ living 

in poverty, or that happiness is a greater wealth than material conditions.”685 Judith Lasker also 

identified the “poor but happy” narrative in her interviews with health volunteers working in 

Haiti and argued that it “falsely generalizes about an entire nation and may conveniently, if 

unintentionally, serve the function of excusing or accepting poverty because it doesn’t really 

bother poor people.”686  

Just how happy are batey residents, from their own perspective? My interviews 

revealed that batey host communities indeed might just be showing visitors their best sides – 

their happiness, gratitude, hopefulness, and faith in God, for example – as any good and 

hospitable host would do, especially an evangelical Christian host who was made aware pre-

arrival by the evangelical Christian host organization in La Romana that they were about to 

receive foreign aid. But when batey residents are actually asked to share their lived experiences 

(the good times and bad, the sources of happiness and sadness, the reasons for hope and 

despair), it becomes clear that beneath the veneer of happiness are undercurrents of the 

embodied suffering of the dehumanized Other – those who cross-generationally suffer a history 

of violence and dispossession; those who are made to dwell in the realm of the socially dead. 

 
685 Simpson, “’Doing Development’, 688. 

686 Lasker, Hoping to Help, 111. 
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This is captured in the following descriptions from batey respondents. I also show how 

“hearing” their lived experiences is not an easy and straightforward process, but representation 

is possible through the skills of ethnography.687  

“I am happy, thanks to God,” said one injured male cane cutter when I asked him to 

describe his level of happiness. As touched on earlier, a hesitation to speak of unhappiness was 

(unsurprisingly) common during interviews with batey respondents, which may unfortunately 

fuel Americans’ (mis)perceptions about residents being “poor but happy” and “grateful for 

anything.” Because I had already detected this hesitation from previous interviews, I was 

surprised (and admittedly amused and satisfied) when, as the cane cutter continued his praises 

to God for the many things he felt happy and grateful for, his elderly mother who had been 

listening in on our interview interrupted, bluntly saying, “I’m not happy. There are far too many 

issues around here to be happy.” Another example of how batey residents were initially hesitant 

to openly reflect on happiness/sadness was best exemplified in the following exchange I had 

with a resident, in her early forties, who I will call “Nathalie.” During our one-on-one 

interview, I asked Nathalie to describe her overall happiness. Like many others, she 

immediately said she felt quite happy, thanks to God, and that she was grateful to God for 

everything she had. Upon seeing the American team in her batey earlier that year, she felt 

happier and hopeful for a better future. A few days later, she participated in a focus group 

interview with other females (representing a variety of age groups) living in her batey (Figure 

7.1). During that focus group, I found that the younger women (< 25 years) were more 

forthcoming about their feelings than the middle-aged women (including Nathalie).  

 
687 Understanding batey residents’ level of happiness or hopefulness, for example, might be obtained by asking them directly how 

they feel. While asking “Do you feel happy?” or “Describe your level of happiness?” may or may not lead to accurate representations of the 

batey Other, my research experience showed that sometimes it was better to observe them over an extended time while also asking peripheral 

(yet methodical) questions that were useful for building a bigger picture understanding of “happiness” in bateyes. 
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Figure 7.1: Focus group discussion with women in a batey. 

For example, one of the younger participants reflected on her level of happiness and 

connected it to the everyday mundanities and melancholy of living an alienated life of poverty: 

As I get older, I get less and less happy. Not because of age but because of 

recognizing our environment. There is nothing here. We have nowhere to go to have 

fun or entertainment – and that’s exactly the problem. From Monday to Saturday, we 

just sit and all there is to do is just think about our many problems, and that really 

affects you mentally. 

I invited another young woman, who had kept quiet during this discussion while 

holding her newborn daughter, to share her story. She silently shook her head, and softly said, 

“All of my problems cannot be told … they are too much.” I already knew parts of her story 

from previous conversations – I knew of her trauma of giving birth to stillborn twins along the 

side of a road as she was making her way to the clinic several kilometers away because an 

ambulance would not come for “just a damned Haitian.” I knew of how, still in the painful 

aftermath of birthing, she had to bury her babies next to a tree, alone; I knew of how, during 

her last pregnancy, she gave birth on a hillside in the darkness of her batey. I knew, from the 

accounts of others, of how she cried out in agony throughout the night. She looked at the other 

women in the group with an expression that I cannot put into words. I watched quietly as the 

women in our group gently encouraged her, ensuring that this was a safe space to share each 

other’s burdens and that she should only tell what she felt comfortable sharing. “The problem 
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is … I cannot fall asleep. I lay awake every night, and I worry. My husband is injured and can 

no longer work. I have nothing. Sometimes I don’t eat. My parents live in a different batey, so 

if my husband’s family doesn’t give me food, I would stay hungry all of the time.”  

One woman, in her early forties, described the sadness she had about her living 

circumstances. “I would like to be able to host visitors in a nicer home. As a woman, I like 

beautiful things. I’d like to have furniture, decorations, and such. It makes me sad that my home 

is bare and in poor condition. The door to my barracks is broken; there are holes in the walls. I 

try my best to make it inhabitable. I added a pretty curtain to the doorway for privacy – it’s my 

favorite color. That brings me at least a little happiness. It’s all I can do.” This description 

brings to light how the STGHE emphasis on providing basic human needs is important but 

insufficient for promoting “health,” in its full definition.688 Humans need certain basic needs 

met to survive, but such a narrow focus ignores how health consists of a broader range of states-

of-being and outcomes including social wellbeing, which encompasses happiness, life 

satisfaction, belongingness, security, and social networks. This points to a need to address 

health inequities in ways that contribute to measures of human flourishing rather than solely 

on basic needs. Making that shift might also offset the harmful inclination of privileged 

members of society to fixate on the spending habits of the poor (who are hyper-scrutinized for 

signs of irresponsibility) and judging whether they are working hard enough to earn the aid we 

give. One student, for example, made a passing remark that she felt empathy for batey folks 

but noticed that “some of the women spent money on getting their fingernails done! They have 

polished nails, but don’t they have babies to feed?” This is the cultural logic of American 

individualism in action, wherein the poor are dehumanized as “irresponsible,” whether they 

live in the US as the “welfare-dependent” and disparaged for standing in line at Wal-Mart with 

their smart phones to buy fancy steaks with food stamps, or whether they live in the Dominican 

Republic as the “aid-dependent” and disparaged for buying pretty curtains or nail polish. 

 
688 The WHO defines health as “a state of complete physical, mental, and social well-being.” 
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Everyone deserves to be happy, but apparently for the poor folk, happiness comes with a caveat 

and is always subject to the scrutiny and judgment of the privileged (Figure 7.2). Incidentally, 

I observed how some of these students, who also don’t have a lot of money or complained 

about mounting medical school loan debt, often took fancy excursions during or following 

their STGHE; yet they are not critiqued for making risky financial decisions.  

 
Figure 7.2: “But, I like beautiful things,” she said to me. 

Nathalie spoke up after listening to the other women sharing their stories of struggle 

and unhappiness. She said that although she had previously told me that she was happy, her 

happiness was “superficial … the happiness does not get to my heart.” She described how she 

sometimes listens to her radio while she cleans her house, and that some people interpret that 

as her being happy (Figure 7.3). “People say mean things about that, because maybe they are 

envious of my supposed happiness. But in reality, I only turn on the radio to distract myself, 

even if only for a moment, from my sadness and fear.”  
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 Figure 7.3: “So tell us: Where does the damp come from?”  

It is difficult to know what to make of batey communities’ expressions of happiness 

and gratitude, even though these are often cited as “ethical” benefits of STGHE. Perhaps, as 

Judith Lasker pondered, batey communities are simply showing American visitors their best 

sides, as part of the norms of hospitality that make up many cultures, including our own. 

However, while happiness and gratitude may be very satisfying for the students, they are not 

proof of significant or valuable accomplishment.689 When sentimentalized understandings 

become the dominant episteme through which students come to terms with the differences and 

inequalities they encounter in bateyes, there are consequences. Discourses of sentiment like 

the “poor but happy” tale become stereotypes that evade deeper cultural complexities of 

indigent populations. Such clichés further mystify the impacts of the social and structural 

influences on health and wellbeing in bateyes, such as the ways in which capitalist strategies 

drive the exploitation of cane cutters; the historical and political forces of American 

imperialism and the role of foreign class elite sugar planters that created the massive 

undocumented population of ethnic-Haitians in the Dominican Republic, whose descendants 

still toil the sugar plantations today; the racial stratification and prejudice that stems from Euro-

American colonialism and continually informs anti-Haitian policies that dehumanize black 

folks and deny them a means to escape the illness-poverty trap. Said simply: sentimentalized 

clichés like “poor but happy” are killing abstractions that shut down meaning and thwart a 

 
689 Lasker, Hoping to Help, 142. 
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deeper thinking among students about how the suffering they are seeing, hearing, sensing, or 

discussing is related to unequal/unjust power relations, including the ways that cane cutters and 

their families are made to perpetually suffer. Clichés further a larger social confusion about the 

underlying causes of health inequities, reconfirming a global health imaginary among students 

that has them believe they do not have to be overly concerned about the social and political 

dimension of health and poverty.  

Learning that Luck Explains Inequality: We are Lucky and They are Unlucky 

A discourse of the sentiment of “luck” also prevailed in student imaginaries. “This 

experience has made me think about how I’m so lucky to live in the US and that I was born 

into a middle-class family,” said one undergraduate pre-health student, “it really made me 

appreciate what I have, and to appreciate my parents for how hard they’ve worked.” A medical 

student said that this experience helped her recognize “The blessings I’ve been given … I just 

have a strong sense of not wanting to waste what I’ve been given, so I want to give back instead 

of just spend my time at a beach resort ... it makes me sad to see that I do have all of these 

things that they don’t have and maybe never will have.”  

One often cited “ethical” benefit or value of STGHE was to expose students to 

populations living in poverty to promote self-awareness that students themselves come from a 

place of privilege. While this kind of self-reflection and introspection is interesting, it is also 

important to question its focus– namely, that students reflect on their own position rather than 

that of batey Others, and that students explained differences and inequalities through fatalistic 

ideals of the “luck of the draw” rather than in the historic and structurally-based systems that 

we all participate in.690 Focusing on sentiments of “unluckiness” (as well as “poor but happy” 

and “bringing hope”) reinforce the social divide between “us” and “them,” the “haves” and 

“have-nots,” coding one group of people as “needy” (batey residents) and another group of 

people as the “expert” (American visitors). Moreover, representations of batey residents as the 

 
690 Simpson, “’Doing Development’, 689. 
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unlucky sufferer deflects attention from the geopolitical conditions responsible for creating 

such conditions of “unluckiness.”691 

In conclusion of this section, my critiques of students’ responses are not meant to 

diminish their personal experiences or to cast judgment on the usefulness or value of 

sentimentalized experiences. Rather, my concern is that the current STGHE educational 

orientation of students around the nature and causes of health inequalities are inadequate and 

leave students to resort to discourses of sentiments rather than structures and policies. The 

ethnographic data suggests that, when students are not challenged by program facilitators to 

think about batey health outcomes in relation to the historical, social, legal, economic, and 

political conditions that shape them, discourses of individual morality/emotion emerge as the 

dominant explanation for the differences and inequalities encountered in bateyes. 

Sentimentalization reflects depoliticized understandings of the batey inequalities encountered 

by students. The risk is that the magnitude of historically- and structurally- induced suffering 

in bateyes is reduced to a matter of individual morality, thereby displacing an agenda for 

political transformation with an individuated agenda of behavioral, attitudinal, and emotional 

practices.692 These are the shortcomings of promoting a kind of global citizenship whose 

competencies are not social justice-oriented, but instead implicitly slants students into 

believing that the “proper” way to effect change is to reduce the landscape of action to redress 

inequities to the private sphere rather than the political sphere, a process consistent with a 

neoliberal agenda of detaching health disparities from its social justice origins. The implicit 

learning/teaching that health- and poverty- related problems can and should be understood at 

the personal or interpersonal level rather than political and policy level, in effect, sets the 

perimeter around social justice action, just as much as explicitly using The Price of Sugar 

documentary as a cautionary tale against social justice action. All of the above sheds light on 

 
691 Megan Smith, “The Cost of Volunteering: The Consequences of Voluntourism,” (University of Pennsylvania, 2015), 

33. 

692 Rebecca Hester, “Embodied Politics: Health Promotion in Indigenous Mexican Migrant Communities in California” 

(doctoral dissertation, University of California Santa Cruz, 2009.) 
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how STGHE education – despite the rhetoric of social justice, human rights, and the social 

determinants – works against the “political” as a possible site of action, replacing it with an 

internalized world of private thoughts, feelings, and gestures. The internalization of neoliberal 

ideologies – an example of symbolic violence – has convinced people into believing that 

problems like the poverty consequences of health are not a question of structural inequality but 

are a question of individual morality. In that way, a generation of future global citizens may 

unknowingly contribute to the historically- and structurally-entrenched health inequities that 

they are attempting to undo.  

My findings resonate with the work of Didier Fassin, who indicates that humanitarian 

actors prefer to speak about suffering in a language of emotions and values rather than about 

interests and justice, restricting an “ethics of practice” to individualistic psychological or 

ethical experiences between Self and the Other Self rather than encourage an “ethics of 

practice” for collective engagement and social responsibility.693 Students are asked to engage 

in self-reflexivity and cultural relativism as a way to eliminate prejudice and redress 

inequalities, but this leans into an ethical naval-gazing that reflects a tension related to what 

and who is supposed to be prioritized in STGHE – the needs and priorities of batey host 

communities. The focus on ethical and cultural competencies narrow students’ learning about 

suffering through ethical frameworks. While normative ethics are important, they should 

additionally be encouraged to contemplate the larger ethical question about the politics of 

suffering for a more honest assessment beyond sentiment. The potential harm of perpetuating 

sentimentalized and depoliticized conceptualizations of health inequalities through STGHE is 

made clear through Fassin’s challenge: “What ultimately is gained, and what is lost, when we 

use the terms of suffering to speak of inequality, when we invoke trauma rather than 

recognizing violence … more generally when we mobilize compassion rather than justice?”694  

 
693 Fassin, Humanitarian Reason, 2-3. 

694 Ibid., 8. 



 

331 

I have shown instances of how critical dialogue and consciousness-raising are 

politically neutralized in the learning spaces of STGHE, how teaching/learning the underlying 

causes of ill health and poverty are left obscured or ignored, and how STGHE may “dispense 

a soothing balm of self-satisfaction” that thwarts the political action required to more 

effectively reduce health inequities in bateyes.695 This beckons STGHE actors to ask about 

what programs and outcomes would look like if they prioritized pedagogies, curriculums, and 

intervention practices that worked toward justice rather than compassion.         

CONCLUDING REFLECTIONS: SYMBOLIC VIOLENCE AND STGHE EDUCATION 

 

… the fastest growth industry in the US is the White Savior Industrial Complex. The white 

savior supports brutal policies in the morning, founds charities in the afternoon, and receives 

awards in the evening. The banality of evil transmutes into the banality of sentimentality. The 

world is nothing but a problem to be solved by enthusiasm. This world exists to satisfy the 

needs – including the sentimental needs – of white people and Oprah. The White Savior 

Industrial Complex is not about justice. It is about having a big emotional experience that 

validates privilege. Feverish worry over that awful African warlord. But close to 1.5 million 

Iraqis died from an American war of choice. Worry about that. I deeply respect American 

sentimentality, the way that I would a wounded hippo. You must keep an eye on it, for you 

know it is deadly.696  

The demotion of social inquiry as secondary to science is reflective of the cultural 

power of positivism, an influential epistemic force that delimits how students come to think 

and act on the global challenges confronting humanity. This impedes students’ understandings 

about how to address the health-related challenges confronting batey populations. I have shown 

how the current educational approach to teaching social and political issues relevant to health 

and poverty elude systems-thinking, distort the role of structural inequalities on health, impede 

the development of critical consciousness, and hinder the overall professional formation of a 

future (global) health workforce or global citizenry. If students fall short of a full understanding 

of the root causes of health inequities in bateyes, then their future actions may likewise fall 

short in meeting the full needs of host communities. The ideas of competence and global 

citizenship are tools of governance that shape and delimit global health imaginaries of 

 
695 Redfield, Life in Crisis: The Ethical Journey of Doctors Without Borders, 34. 

696 Teju Cole, “The White-Savior Industrial Complex,” The Atlantic, March 8, 2012, 

https://www.theatlantic.com/international/archive/2012/03/the-white-savior-industrial-complex/254843/. 
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desocialized/depoliticized health outcomes and disparity; these increasingly ubiquitous 

educational frames do not challenge the structural relationships that keep batey residents in a 

marginalized status. This may leave students, educators, programs, and institutions believing 

that they are addressing the problem of health inequities through STGHE; but, in actuality, it 

distorts a recognition of the root causes of health inequities which in turn distorts a recognition 

of the appropriate solutions required to effectively redress inequities in bateyes.  

Political processes of governance in and through global health education restrict the 

cultivation of a critical (structural/political) consciousness among students in academic 

institutions. I posit that this posturing of academic global health (and medical/health) education 

reflects a form of symbolic violence. Pierre Bourdieu’s conceptualization of symbolic violence 

can be understood as “the violence which is exercised upon a social agent with his or her 

complicity.”697 It is a useful concept to show how desocialized and depoliticized knowledge of 

health inequities is seen as the natural “way of doing things,” and is, almost unconsciously, 

promoted through STGHE education. The internalization and acceptance of those norms 

(that’s just the way our education system is, or that is the only way the social determinants can 

be addressed, or it’s better than nothing) eviscerates alternative (social and political) modes of 

inquiry, decapitates student learning and teaching approaches, and kills the social justice action 

required for substantial and sustainable advancements in bateyes that go beyond the 

incremental changes seen in the past thirty years of STGHE presence. The symbolic violence 

through an educational approach stymies a more honest discussion about the underlying 

historical and structural causes of global inequities and blinds us to what actions are required 

to effectively address them at those roots. One of the drivers beyond this symbolic violence – 

which is hidden and unintentional – is the omissions and erasures of a CBE model that produces 

ethically-responsible individual global citizens who are not equipped to recognize the interplay 

between health, society, and power. This puts into question the successfulness of academic 

 
697 Pierre Bourdieu and Loïc J. D. Wacquant, An Invitation to Reflexive Sociology (Chicago, IL: The University of 

Chicago Press, 1992), 167. 
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STGHE in producing a “competent” global citizenry capable of addressing contemporary 

global challenges at the root. Although this symbolic violence is largely driven by the barriers 

dictated at the administrative, institutional, and governmental levels, students and educators 

are also complicit through their participation in the production and circulation of decapitated 

understandings of health, which reinscribes their own oppression and with oppressive effects 

that ripple out onto host communities. 

This chapter has demonstrated how the political economy of neoliberal capitalism and 

the corporatization of the academic institution play a central role in driving forward this 

symbolic violence and how those structures are mutually reinforced with the powerful 

ideological machinery of positivism. In my own academic health institute, a high-level 

administrator opined that the importance of incorporating SDH curriculums and pedagogies in 

medical/health education was debatable, pointing out that those social topics are a good 

example of where academic institutions have to make choices about “how much” we need to 

expose medical/health students to those topics. Similarly, some faculty (most of whom come 

from positivist backgrounds of clinical medicine, medical research, and medical ethics) contest 

even the slightest mention of shifting curriculums around to make room for social and 

humanistic inquiry – topics that they (like the students described at the beginning of this 

chapter) felt were less important to matters of science. This reminds me of how the neoliberal 

“architects of the House of No”698 – that is, those who call for the reduction of public 

expenditure, the privatization of everything, and public investment only in what is deemed 

cost-effective – not only structure health care but also structure the academy. Just as millions 

of global poor are “let die” at the door of the “House of No,” so too are critical knowledges 

and curriculums. But, if not in the academy, then where is a safe space for critical dialogue for 

knowledge production that might facilitate new insights into improved health and greater 

global equity? This politics of knowledge – the contestations and resistance to a more 

 
698 Paul Farmer, “Who Lives and Who Dies,” Slate, March 15, 2015, https://slate.com/technology/2015/03/global-public-

health-development-goals-paul-farmer-on-who-lives-and-who-dies.html. 



 

334 

meaningful inclusion of the “social” in health/medical education – gets impinged with 

budgetary concerns, an unfair maneuver that sanctions the notion that programs and curricula 

be weighted and valued according to The Almighty Dollar. Under the pressures of fiscal 

exigency, ideologically-driven schisms amongst faculties and departments may cloud abilities 

to appreciate the intrinsic value (and not just the instrumental value) that diverse disciplines 

and expertise bring to health (and all) kinds of educational training. The symbolic violence of 

these positivist operations in the academy are best described by Donna Haraway: “what money 

does in the exchange orders of capitalism, reductionism does in the powerful mental orders of 

global sciences … a deadly fantasy … of objectivity, those in the service of hierarchical and 

positivist orderings of what can count as knowledge,” and is reflective of a hubris of 

knowledge.699 The privileging of positivism raises questions about if academic institutions 

serve as a conduit that favors positivism and filters alternative paradigms (for example, 

constructivist and critical) that get labelled as too political to be academic enough. The 

mainstreaming of positivism in the culture of academia, especially health/medicine, is 

consistent with the ambition of neutrality that believes that a distinction should be drawn 

between education and politics.700 While much has been done to “shatter the old positivist 

walls of academia” in recent years, the stronghold of positivism influences curricula, pedagogy, 

hiring and funding criteria.701 These epistemic, ideological, and political-economic processes 

shape and limit the intellectual formation of students, the cultivation of empathy, and the kind 

of global citizens they become. What is at stake in whether STGHE education (and higher 

education, in general) takes more seriously the need to move beyond positivism and to resist 

neoliberal corporatization, I contend, is health itself because, as Rudolf Virchow (founder of 

social medicine) poignantly said, “Medicine is a social science and politics is nothing else but 

medicine on a large scale.”702  

 
699 Donna Haraway, “Situated Knowledges: The Science Question in Feminism and the Privilege of Partial Perspective,” 

Feminist Studies 14, no. 3 (1988): 580. 

700 Santos, “Academia Without Walls?” 

701 Ibid. 

702 Rudolf Virchow, cited in Ashton, “Virchow Misquoted,” 671. 
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Based on my research observations, I have found that the unruly “social” complexities 

of global health are largely circumscribed and discussed through a normative ethics frame.703 

My observations articulate with a literature review on the topic of medical volunteerism, the 

bulk of which appears in medical/health journals and focuses either on practical aspects or the 

ethical harms/benefits.704 Specifically, this literature understands ethical problems in global 

health in terms of moral rules and values, with debates centering around normative questions 

of right/wrong and harm/benefit for us/them. Those studies offer ethical principles, guidelines, 

and best practices in the hopes of informing global health education and practice. What is also 

evident is a noticeable process where these ethical norms are being translated into ethical and 

cultural competencies in global health programming – especially in academic institutions. 

However, the universality of ethical norms within particular cultural traditions is a highly 

debatable topic, leading some scholars to call for the need to situate norms and practices in 

local cultural context as well as to discuss ethical issues in connection with questions of justice 

and equity.705 This also raises questions about the actual outcomes of “ethical self-

fashioning”706 thru competence-based learning on host communities – the intended 

beneficiaries of the global health enterprise. The assumption that self-reflection, introspection, 

and personal attainment of knowledge and skills through a hegemonic normative ethics 

framework will result in effective and equitable outcomes for host communities is an 

assumption that is rarely questioned; much less does it prepare students to grapple with the 

broader complexities of the social and structural inequalities of health. In conclusion, although 

we are strongly invested in ethical norms and guidelines, which indeed have deep cultural 

significance in global health, my ethnographic research calls into question the narrowness of 

 
703 Stapleton et al., “To Prominent Theories and Relevant Topics.” 

704 For a literature review, see Sharon McLennan, “Medical Voluntourism in Honduras: ‘Helping’ the Poor?” Progress in 

Development Studies 14, no. 2 (April 2014): 163-179. 

705 Hunt M.R. and Godard B., “Beyond Procedural Ethics: Foregrounding Questions of Justice in Global Health Research 

Ethics Training for Students,” Global Public Health 8, no. 6 (2013): 713-724, https://doi.org/10.1080/17441692.2013.796400. 

706 Shaw and Armin, “The Ethical Self-Fashioning of Physicians and Health Care Systems.” 
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these ethical framings: the technocratic discourses of normative ethics may eclipse a fully 

ethical encounter with batey communities.  

In the final chapter of this dissertation, I draw reflections on why STGHE actors – 

including students, program facilitators, administrators, policymakers, institutions, host 

communities, and other stakeholders – should care about the underlying sociopolitical causes 

of batey health inequities, the situatedness of STGHE within political processes, and 

recommendations on how to better address them.  
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Chapter 8. Unruly Conclusions 

An unattended-to inequality of lives is at the core of a Western moral economy in which an 

ethics of suffering and compassion freeze-frames people and compromises a politics of rights 

and social justice.707 (my emphasis) 

BANDAGING BONES: AN APORETIC ENGAGEMENT 

Emmanuel winced as the group of American nurses and their students unwrapped an 

old and dirty bandage from around his lower leg. “He was in a bad motorcycle accident … the 

truck that hit him didn’t even stop to help,” his mother explained, as a tear rolled down her 

cheek. A small group of students had gathered around to observe and, when the bandage was 

fully removed, they did their best not to recoil when the smell of decay hit them. And, then, 

they tried their best not to show their horror when they saw how his foot dangled loosely from 

his leg, the tibia and fibula completely fractured, with one protruding through the skin, bloodied 

and infected. “How long ago did this happen,” one of the attending registered nurses asked. 

“Eight months ago,” Emmanuel replied. “I went to a nearby hospital, but all they did was just 

clean it and but a bandage around it. I can’t afford the medicines and surgeries I need, so I have 

been waiting for one of the American groups [STGHE] to come, so maybe I can get the care I 

need.” 

 After a while, more students began to congregate out of curiosity and concern, 

quietly talking amongst themselves about the immense suffering Emmanuel had endured for 

so long. This was a social injustice, and now it was time for their STGHE program to act – or, 

so the students had thought – because they believed that something like this would not happen 

in the United States. However, the program facilitators, together with the host organization 

staff, decided that the best they could offer Emmanuel was to clean and dress his wound, 

provide him a new bandage, and send him on his way. In other words, their STGHE program 

would provide the same kind of care that he had already received numerous times before – a 

band-aid quick-fix. 

 
707 Biehl and Petryna, When People Come First, 17. 
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Most students were instructed to attend other patients, while only three students were 

allowed to participate in Emmanuel’s wound-care, one of them a nurse practitioner student 

whom I refer to as Holly. Because of the buildup of necrotic tissue, the students had to debride 

the wound to mitigate infection even though this would do nothing for the broken bones that 

were the root problem. The other students tried to focus on their own patients, but soon the 

entire room of people – students, professionals, and patients alike – were swept up by 

Emmanuel’s loud cries of pain and suffering as he, a 33-year-old man clung to his mother, and 

the two wept together. Much to the dismay of their program facilitators, several students were 

in tears, too; more than one stepped outdoors to overcome waves of nausea. They were later 

reprimanded for having shown so much emotion, seen as a breach in the ethics of health 

professionalism – a pedagogic moment that no doubt left a lasting impression on students that 

prioritized the morality of objectivity in the health professions but that ignored the politics of 

suffering and inequality as well as the situatedness of STGHE in reproducing rather than 

rectifying injustices that differentiate us versus them in health outcomes. 

After bandaging Emmanuel’s leg, Holly and other students began to question the 

decisions made by their program facilitators, feeling angry and disappointed that they refused 

to provide him with the appropriate standard of care he needed. The response that Holly got 

only made things worse: their STGHE program could not send Emmanuel to the hospital 

because they had no money to pay for his medical expenses; this wasn’t in their budget, and if 

they were to provide this level of care for Emmanuel then other patients might expect the same 

attention. Holly, finding that decision unacceptable, responded angrily, “You cannot tell me 

that you are really just going to bandage up his bones and then send him home! How could 

you? How could you?” Even after being reprimanded for causing such a scene, she said “So, 

you are going to literally just put a band-aid on him?” 

Despite the repercussions she feared from her program, Holly asked the La Romana 

host organization how much it would cost to get Emmanuel the care he needed. The initial 

price was estimated at $1500, although I later overheard that the price was doubled. Since her 
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program would not cover the hospital expenses of care, Holly decided to pay out of her own 

pocket. When she told me her story, she said that she would never become involved with 

another STGHE from her university. Other students whom I spoke to were also traumatized 

by the shortcomings and failures of their STGHE in adequately meeting local needs.  

This particular engagement reflects an aporetic moment – a moment when the 

metaphoric bubble bursts and students suddenly realize that their efforts may provide little 

more than a band-aid solution to host populations and may reinforce rather than redress 

injustice. Who lives and has access to justice? Who dies and is denied access to justice? How 

are “we” implicated in the suffering of “others,” despite our good intentions? These are the 

central questions that guided this project. Using a cultural politics lens, I located the everyday 

struggles of batey residents in the transnational history of colonialism, social forces, and 

political-economic structures, while also asking from an epistemological and pedagogic 

perspective, what STGHE participants teach/learn about the root causes of suffering and 

inequities in bateyes during classroom and on-site training. By analyzing STGHE as a social 

movement and cultural formation through an optic of power relations, I demonstrated how 

unequal power relations lie at the heart of batey health inequities and pervade STGHE. 

However, multiple depoliticizing techniques of/through STGHE ultimately obscure and limit 

the understandings and actions necessary to more effectively address those inequities at their 

roots. My overall hope is that An Unruly Mélange: The Cultural Politics of Short-term Global 

Health Engagements in Dominican Republic Bateyes brings greater awareness of our 

complicity in the health inequities of others and encourages new conversations for advocacy.  

In the remainder of this concluding chapter, I provide insights into why and how 

STGHE practitioners – students, educators, program facilitators, and others – ought to be 

concerned about the historical, social, economic, and political determinants – that is, the 

underlying structural root causes – of health inequities as part of their efforts toward 

ameliorating suffering in bateyes.  
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DEPOLITICIZED GLOBAL HEALTH EDUCATION AS STRUCTURAL VIOLENCE 
 

Traditional geography steals space just as the imperial economy steals wealth, official history 

steals memory, and formal culture steals the word.708 

 

The basic confrontation which seemed to be colonialism versus anticolonialism, indeed 

capitalism versus socialism, is already losing its importance. What matters today, the issue 

which blocks the horizon, is the need for a redistribution of wealth. Humanity will have to 

address this question, no matter how devastating the consequences may be.709 

As the Uruguayan author Eduardo Galeano pointed out, the “division of labor among 

nations is that some specialize in winning and others in losing”; in the case of Latin America, 

“it has specialized in losing ever since those remote times when Renaissance Europeans 

ventured across the ocean and buried their teeth in the throats of the Indian civilizations.”710 I 

have demonstrated how this divisioning is continued today through a global capitalist system 

that has created vast inequalities through exploitive strategies that in effect amassed wealth 

from the racialized poor masses into the hands of a wealthy minority. Although the role of 

political economy on health and wellbeing is not a novel concept, Galeano fears that we seem 

to be blinded to this history – in particular, the relationship between colonialism, 

capitalism/liberalism, and racism – as if we are experiencing collective amnesia.711 An 

example of this collective amnesia is reflected by the fact that the majority of the STGHE 

students and other participants whom I spoke lacked even a basic knowledge of the historical, 

social, and political-economic contexts of bateyes.712 This lack of knowledge is because an 

attention to how social and structural forces impede human health and wellbeing is neither 

valued nor emphasized in our official American history and civics/social studies in public 

education, nor is it valued and emphasized in academic medicine/health.  

 
708 Eduardo Galeano, Upside Down (New York, NY: Picador, 2000), 315. 

709 Fanon, Wretched of the Earth, 55. 
710 Eduardo Galeano, Open Veins of Latin America: Five Centuries of the Pillage of a Continent (New York, NY: 

Monthly Review Press, 1997). 
711 Eduardo Galeano, interview with Gary Younge, “Eduardo Galeano: 'My great fear is that we are all suffering from amnesia,'” 

The Guardian, July 23, 2013, https://www.theguardian.com/books/2013/jul/23/eduardo-galeano-children-days-interview.  

712 I point out this “lack of knowledge” to pushback against the assumption about the western “knowledge-bringers” to non-

western cultures who have been historically presumed as the “knowledge-lackers.” It is ironic that some US participants know little or nothing 

about the historical, social, or political-economic contexts of bateyes, but arrive in bateyes to give knowledge.  

https://www.theguardian.com/books/2013/jul/23/eduardo-galeano-children-days-interview
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While global health education prides itself on doing a better job of discussing the 

relationship between health and society, I argue that global health (hegemonically framed 

through a biomedical model, as I have demonstrated) downplays, dodges, or neglects 

addressing the role of power and politics that lies at the root of health inequities. Such collective 

amnesia about the underlying drivers of the humanitarian crisis in Dominican bateyes is itself 

a form of structural and symbolic violence because it allows a silent continuation of 

exploitation and unequal power relations between the global poor and the rest of us who have 

historically and currently benefitted from their perpetual suffering, however wittingly or 

unwittingly. Moreover, the role that education plays as a citizen-making project – instilling 

certain norms and values in the production of a “virtuous” citizenry through schooling on 

behalf of the nation-state – is reflective of a technique of power, one that demands a greater 

critical inquiry of the hidden agendas, curriculums, norms, and values advanced in classrooms 

and asks: What kind of citizens are being produced and encouraged through mainstream public 

education and society, and with what effects? What role has education played in reproducing 

political rationalities of social and economic control and class dominance? Articulating with 

these questions, Howard Zinn (complimenting Galeano’s quote above) pointed out that  

We who insist on looking critically at the Columbus story, and indeed at everything 

in our traditional histories, are often accused of insisting on Political Correctness, to 

the detriment of free speech.713 I find this odd. It is the guardians of the old stories, 

the orthodox histories, who refuse to widen the spectrum of ideas … They, who claim 

to believe in “free markets” do not believe in a free marketplace of ideas, any more 

than they believe in a free marketplace of goods and services. In both material goods 

and in ideas, they want the market dominated by those who have always held power 

and wealth. They worry that if new ideas enter the marketplace, people may begin to 

rethink the social arrangements that have given us so much suffering, so much 

violence, so much war these last five hundred years of “civilization.”714 (my 

emphasis) 

 
713 This is particularly concerning today, given the fact that the current US president, Donald J. Trump, ran and won on a platform 

of anti-political correctness and that his administration and conservative allies have been rather successful in perpetuating the myth of “liberal 

indoctrination” of universities. See Kelly Wiltz, “The Myth of the Liberal Campus,” Huffington Post, February 25, 2017, 

https://www.huffingtonpost.com/entry/the-myth-of-the-liberal-campus_us_58b1bc00e4b02f3f81e44812 

714 Howard Zinn, A People’s History of the United States (New York, NY: HarperCollins Publishers, 2003), 497. 

https://www.huffingtonpost.com/entry/the-myth-of-the-liberal-campus_us_58b1bc00e4b02f3f81e44812
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This project has illuminated multiple sites and sources of a neoliberal silencing of 

critical modes of inquiry in STGHE (and global health/medical education, more broadly) that 

ultimately functions to limit the geographic boundaries of justice-oriented agendas, 

pedagogies, and practices. Through an overreliance of a biomedical framework, the roles and 

impacts of the structural injustices on health are undervalued or overlooked, while the role of 

personal responsibility on health is emphasized and sometimes exaggerated, a hidden 

curricular agenda that is shaped by and furthers the ideological, cultural, and economic doctrine 

of neoliberalism. Even STGHE practitioners who promote values of social responsibility may 

unintentionally or unknowingly reduce such ideas to individual responsibility, such as when 

students’ questions about the social and structural determinants of ill health and poverty in 

bateyes are minimized or disregarded as “too big,” “too political,” or “not our job” to address. 

I contend that global health and medical education – and mainstream education more broadly 

– that does not more seriously make a place for teaching/learning about structural violence, 

politics and policy, and historical and social impacts on human health and flourishing not only 

limits the production of knowledge and threatens academic freedom but also is implicated in 

perpetuating the injustice of a racialized global capitalist order of things.  

By suggesting a relationship between global health education and structural injustice, 

my point is not to accuse, judge, denigrate, or replicate cynicism, but rather to argue that we 

can and must do better. A failure in more fully understanding and addressing the sociopolitical 

root causes of batey suffering and how STGHE may unknowingly re-entrench inequities 

shortchanges student and host development. Moreover, this failure reflects how the rhetoric of 

addressing the social and structural determinants of health inequities is just that, and little or 

nothing more in terms of action. If STGHE are not addressing the underlying root causes of ill 

health and inequities in bateyes, then how might STGHE represent a continuity with antecedent 

colonial and postcolonial health paradigms, including participation in exploitive capitalist 

market expansion and what David Harvey described as “the commoditization of everything” 
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– from unhealthy sugar laborers to global health knowledges and experiences? What is at stake 

in the above argument is best described by Howard Zinn, who argued that 

One reason these atrocities are still with us is that we have learned to bury them in a 

mass of other facts … We have learned to give them exactly the same proportion of 

attention that teachers and writers often give them in the most respectable of 

classrooms and textbooks. This learned sense of moral proportion, coming from the 

apparent objectivity of the scholar, is accepted more easily than when it comes from 

politicians at press conferences. It is therefore more deadly.715  

In an optimistic vein, I argue that we can do better by making space in STGHE for a 

more honest accounting of the root causes of batey health inequities and the scope and limits 

to which STGHE education and practice actually address them. I have demonstrated how this 

requires resisting the neoliberal capitalist creep of a business and consumerist models of higher 

education, including global health/medical education, which has helped stymie critical social 

and political modes of inquiry. Neoliberalism has society believe that we are consumers and 

that everything – even knowledge, learning, and community service – can be rendered a 

commodity. In the context of higher education, the premise is that students have purchased, 

with their tuition dollars, the right to make demands upon the institution and the people in it 

and to dictate the content of their education. In response, administrators and educators impose 

exclusionary regimes and metrics of audit and accountability over programs, pedagogies, and 

curricula to ensure the “best bang for the buck.” I contend that students, educators, and 

institutions rethink the neoliberal capitalist shift in education that everything can and should be 

economized, monetized, and marketized, a shift that threatens academic freedom and the 

integrity of knowledge.  

Such a shift would also require a more serious inclusion of the critical global health 

humanities and social science expertise, those who are best equipped to engage the 

complexities of people’s lives and foster a critical consciousness of the social and structural 

impediments to health and flourishing.716 This requires an epistemic and political shift that 

 
715 Zinn, A People’s History of the United States, 9. 

716 Biehl and Petryna, When People Come First, 4. 
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goes beyond the biomedical framework that currently dominates global health imaginaries to 

apprehend the sociopolitical determinants of health that make people vulnerable and sick in the 

first place. It would also require a greater inclusion of batey residents’ knowledge, experiences, 

and interests in STGHE through community engagement. 

In the final sections below, I find some recommendations for a further conversation 

about how to offset the issues raised throughout this dissertation by working toward a 

decolonial politics. 

EMPHASIZING THE RELATIONSHIP BETWEEN POLITICS AND EMPATHY: SOCIAL JUSTICE 

PEDAGOGY AND PRACTICE AS VITAL ANTIDOTE 
 

A real humanist can be identified more by his trust in the people, which engages him in their 

struggle, than by a thousand actions in their favour without that trust. Those who authentically 

commit themselves to the people must re-examine themselves constantly.717 

 

Neoliberalism works by colonizing the field of value—reducing all social values to one 

market value—exhausting alternative social projects by denying them sustenance.718   

A main argument advanced in this dissertation is how neoliberal politics and the 

epistemic reductionisms of biomedicine obscure the underlying sociopolitical causes of health 

inequities, which has a limiting effect on diverse STGHE populations, which suggests a kind 

of structural and symbolic violence: limiting the potential of interventions to address the 

challenges confronting host communities at their roots, and limiting students’ cognitive 

understanding of the significance, roles, and effects of the structural inequalities on health and 

wellbeing as well as how to take action to address them. In all of these ways, and whether 

knowingly or not, STGHE education and practice may reinforce rather than redress inequities 

in batey host communities.  

Throughout my chapters, I demonstrated the imperative of promoting a critical 

consciousness of how historically-rooted structural inequities create the conditions for ill 

health and poverty in bateyes, and how the practical actions we take to address those causal 

forces must follow from this fuller realization. The “intervention” that this research project 

 
717 Freire, Pedagogy of the Oppressed, 36. 

718 Povinelli, Economies of Abandonment, 134. 
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advances is how taking account of the sociopolitical roots of suffering and inequities during 

STGHE classroom training and on-site interventions in bateyes, while including host 

community voices at the center, is the “vital antidote” to offsetting symbolic and structural 

violence.719 I suggest that the epistemic and ethical imperative of making explicit the 

relationship between politics and empathy during STGHE education and practice is crucial for 

narrowing the gap between the rhetoric and realities of addressing the social determinants of 

health inequities in bateyes. Fostering a social and structural consciousness throughout 

training, I argue, it crucial for moving stakeholders beyond the individuated passivity of 

experiences to the political action-oriented critical engagements in global health. In other 

words, is crucial for making explicit a social justice orientation – a pedagogical and practical 

“toolkit” that is required to more fully understand and address the needs and struggles of batey 

host communities in the pursuit of creating more equitable and just societies. I argue that a 

social justice approach is one that reconceptualizes experiences as engagements, moving 

students and other STGHE actors from considering individual-level outcomes and 

interventions to becoming aware of how sociopolitical forces contribute to inequities in both 

health outcomes and health promotion. It moves practitioners from approaching STGHE 

simply as a means of augmenting their knowledge, attitudes, and skills, toward shaping the 

minds of trainees around the full repertoire of what “global health” means and encouraging 

longer-term commitments to critical engagement with marginalized communities by 

prioritizing social justice as an object of ongoing attention. By demonstrating to students how 

the personal is political, such a justice-oriented approach encourages students to understand 

the relationship between empathy and politics. 

Moving beyond the prevailing naïve cynicism about the “political” and its 

undercurrents of neoliberal ideologies, I propose an alternative politics of the possible – one 

that requires a critical and self-critical rethinking of the dominant biomedical (technocratic) 

 
719 Biehl, and Petryna, When People Come First, 16. 
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framework of STGHE and that calls for the mainstreaming of social justice agendas. The 

mainstreaming of global justice pedagogy and policy can be a first step in the direction where 

STGHE needs to go. In contrast to dominant mainstream approaches, “proponents of a social 

justice orientation considers global health to be a collective concern of everyday people, 

involving their/our own advocacy (Freire 1992), supported by like-minded movements locally 

and in other settings, solidarity-oriented transnational efforts, and (ideally) governments 

representative of people’s needs.”720 Proponents of social justice perspectives are concerned 

about social relations and the critical political economy, “whereby understanding and 

addressing the role of oppression and the imbalanced distribution of power and resources – 

social, economic, political, scientific – is essential to tackling the challenges of global 

health.”721 If the global health enterprise in general, and STGHE more specifically, is to reach 

its aspirational goals of improving the health and achieving equity, we must take a more 

comprehensive justice-oriented approach that address the sociopolitical sources of health 

inequities more deliberately and doggedly than what is currently being done – and this requires 

a more serious inclusion of  global health humanities and social sciences expertise than 

currently done in academic health. Those responsible for such a transformation include student 

and professional participants at the individual, departmental, and institutional levels, who must 

demand the institutionalization of alternative models and modes of inquiry to biomedicine. The 

mainstreaming of global social justice agendas – like those enshrined at Alma-Ata and more 

fully embraced in the Ottawa Charter for Health Promotion722 – can be a first step in the right 

direction, especially because they underscore the significance of sociopolitical awareness and 

action for transformational change. 

Such an alternative also requires the abandonment of the myth of the politically-

neutrality of global health/medicine: the material is political; health and wellbeing is politically 

determined; our policy actions (and, conversely, inactions) to redress health inequities are 

 
720 Birn, Textbook of Global Health, Kindle Edition. 

721 Ibid. 

722 See https://www.who.int/healthpromotion/conferences/previous/ottawa/en/  
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political decisions; and, technocratic interventions are no less political. Because the underlying 

drivers of batey health inequities are biosocial, addressing health inequities through STGHE 

interventions requires more than the individual-level delivery of material/technical assistance. 

A serious approach to understanding and addressing batey health inequities must go beyond 

reductionist biomedicine to take aim at the structural “causes-of-the-causes” of the material 

deprivation that leads to illness and suffering among batey residents.723 Moving beyond the 

technocratic regimes of biomedicine and neoliberalism, we need measures that address the 

broader structural inequalities. In making this claim, I do not mean that STGHE should throw 

the baby out with the bathwater. I am not calling for the disposal of technocratic interventions 

but instead advocate combining them with structural interventions. Indeed, there is little 

convincing evidence that STGHE must make such either/or choices and that biomedical and 

structural interventions are complementary rather than competing.724  

“Politics” are often treated in American culture as a taboo topic; therefore, I suggest 

the need for a fuller (and more honest) embrace of discourse and practices addressing the 

political context and causes of health. We are taught, for example, that politics and religion are 

not to be discussed at the dinner table; religious leaders in churches are discouraged from 

sermons that are “too political;” we are sometimes chastised for using social media as a space 

for talking politics. Medical education – which informs global health – is also divorced from 

politics, lest students accuse educators of pushing what they believe is a “left-wing agenda.” 

For far too long, the definition of “politics” has been confused with the structures and processes 

of “the government” and narrowed around Right versus Left debates that are perceived as the 

domain of politicians and governments. But power and politics are irreducible to “the state;” 

rather, the art of governing and the political negotiations through which we govern and are 

governed is something that “we” –  the individual people who compose civil society and make 

up the nation-state – are all implicated in political processes of neoliberal governance, which 

 
723 Elizabeth McGibbon and Charmaine McPherson, “Applying Intersectionality & Complexity Theory to Address the 

Social Determinants of Women’s Health,” Women’s Health and Urban Life 10 (1991): 59. 

724 Farmer et al., “Structural Violence and Clinical Medicine,” 1689. 
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is why it is important to address the political context rather than simply ignore it under the 

cloak of “technology.” This dis-ease about the “political” among STGHE practitioners, reflects 

how uncomfortable they feel about it, which helps explain why they retreat to a biomedicine 

model. But, with all due respect, and in the words of my Haitian interpreter, if merely 

discussing the political issues surrounding bateyes makes you feel uncomfortable, can you 

imagine how uncomfortable they who are suffering in the bateyes must feel? 

I propose that what STGHE education is missing is a pedagogy and practice for social 

justice, which is not too far-reaching a goal given that social justice appears as a core 

competency in global health education. A pedagogy of social justice would encourage students 

to think structurally, encouraging them to ask why health inequities exist in the first place, how 

people’s lives in different times and places intersect, and would encourage a critical 

engagement and action in and with host communities for sociopolitical change.725 Such a move 

would also mean that the theoretical foundations of the competency-based structure of STGHE 

education need to be reconsidered and reconstructed. 726 I contend that CBE may implicitly 

reinscribe students’ expectations that education ought to be delivered by what Paolo Freire has 

labelled the “banking model,” in which teachers simply deposit the right answers into students’ 

heads, and students may complain about a course that takes a different format that they are 

unfamiliar with.727 This traditional banking approach of education – of which CBE in global 

health education leans into – leaves little room for fostering critical consciousness and 

community engagement/advocacy, which might otherwise be brought about by integrating 

curriculums and pedagogies on the sociology and politics of health, community involvement 

and engagement in “our own backyard” before going abroad, and advocating for policies that 

improve health and wellbeing for the underprivileged. A second component of a social justice 

approach emphasizes host community engagement and action in a Freirean vein, which 

 
725 Simpson, “’Doing Development’,”690. 

726 Again, I am not suggesting that CBE be removed from STGHE education but rather that room is made for pedagogies suitable 

for critical knowledges that may not be amenable to the standards and metrics of CBE.  

727 Freire, Pedagogy of the Oppressed. 
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involves batey residents in every step of STGHE processes. Agreeing with Kate Simpson, the 

debate is not whether or not STGHE education and practice should engage with considerations 

of social justice but rather how it intends to engage with those issues, for without incorporating 

a social justice approach, issues of inequality will remain displaced by questions of individual 

morality, and complexity- and systems- outlooks will remain substituted with simplistic 

reductionisms. 

STRUCTURAL SINS AND THE FALLACY OF EMPOWERMENT  
 

True compassion is more than flinging a coin to a beggar; it comes to see that an edifice which 

produces beggars needs restructuring.728 

 

Echoing Tocqueville, critics ask how it is possible to challenge the existing order from a 

solitary position. Is it possible to wage a real “revolution from within”? Critics are afraid that 

feminism is going the way of Steinem’s self-esteem movement and trading in collective 

action and confrontation for the solitude of self-reflection, the political for the personal.729 

Pope Francis alluded to neoliberalized capitalism as the particular kind of political 

economy that obstructs social justice and induces violence, noting that although “people 

continue to defend trickle-down theories which assume that economic growth, encouraged by 

a free market, will inevitably succeed in bringing about greater justice and inclusiveness in the 

world,” that “this opinion, which has never been confirmed by the facts, expresses a crude and 

naïve trust in the goodness of those wielding economic power and in the sacralized workings 

of the prevailing economic system. Meanwhile, the excluded are still waiting.”730 He further 

noted that “it is evident that unbridled consumerism combined with inequality proves doubly 

damaging to the social fabric."731 In that vein, Pope Francis indicts the multilayers of our 

neoliberalized global capitalist system as a structural root source of the suffering and exclusion 

of the world’s poor, which presents a major barrier to greater justice and inclusiveness. 

 
728 Martin Luther King, Jr., “Beyond Vietnam” speech in New York City, April 4, 1967, 

https://www.democracynow.org/2013/1/21/dr_martin_luther_king_in_1967  

729 Barbara Cruikshank, “Revolutions Within: Self-Government and Self-Esteem,” in Foucault and Political Reason: 

Liberalism, Neo-Liberalism, and Rationalities of Government, ed. Andrew Barry, Thomas Osborne, and Nikolas Rose (Chicago, IL: 

The University of Chicago Press, 1996), 231. 

730 Pope Francis, cited in Aaron Blake, “Pope Francis denounces Trickle-Down Economics,” The Washington Post, November 

26, 2013, https://www.washingtonpost.com/news/post-politics/wp/2013/11/26/pope-francis-denounces-trickle-down-

economics/?noredirect=on&utm_term=.26a1af9b00e3  

731 Ibid. 

https://www.democracynow.org/2013/1/21/dr_martin_luther_king_in_1967
https://www.washingtonpost.com/news/post-politics/wp/2013/11/26/pope-francis-denounces-trickle-down-economics/?noredirect=on&utm_term=.26a1af9b00e3
https://www.washingtonpost.com/news/post-politics/wp/2013/11/26/pope-francis-denounces-trickle-down-economics/?noredirect=on&utm_term=.26a1af9b00e3
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His proclamation for structural change for the poor and oppressed is in stark contrast 

with that of STGHE respondents, many of whom have instead placed emphasis on individual 

change embedded in the concept of empowerment. Definitions of empowerment, a buzzword 

in global health, are highly contested, but can broadly refer to strategies that “ensure that 

communities have control over the key decisions that affect their wellbeing,” which, in 

practice, has often entailed the implementation of forms of care to enhance individual (or a 

group of individuals) agency to improve health and wellbeing.732 The rhetoric of 

empowerment was deployed by students, program facilitators, and staff of the host 

organization. One book that was popularly cited was Toxic Charity, written by Robert Lupton, 

that offers a critical perspective on charity for its role in fostering a culture of dependency 

among the poor; to offset this, he offers “basic operating principles” for do-gooders toward 

practices that “empower those we wish to assist.”733 One student told me that the book has 

shaped her outlook on how STGHE ought to be conducted, opining that STGHE in bateyes 

have “made it so that kids just expect more and more from us. It fuels greed and dependency 

where maybe there was none before we came. I prefer empowerment – you teach them tools 

to help themselves.” Another student said that STGHE “should not be about giving hand-outs 

but should instead emphasize the proverb – ‘teach a man to fish.’” Yet another student, who 

also quoted the “teach a man to fish” mantra, said that her STGHE “will empower batey 

residents to make them feel that they can choose a better path.” Students’ perceptions were 

echoed by program facilitators, most of whom described the missions and goals of their 

programs in bateyes using a language of empowerment. Every program facilitator in this study 

described the missions of their programs as empowering locals, albeit through different means. 

Empowerment would come through educating them on healthy behaviors, through the delivery 

of medicine or medical technologies and “capacity-building,” through building homes, 

schools, or churches, or through messages of hope and prayer.  

 
732 WHO, “A Conceptual Framework,” 58. 

733 Robert D. Lupton, Toxic Charity: How Churches and Charities Hurt Those They Help (New York, NY: HarperCollins 

Publishers, 2012), 8. 
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Undoubtedly, the idea of empowerment that encourages marginalized individuals and 

communities to actively participate in improving the health and social lives are sensible. 

However, my concern is how “empowerment” is invoked rather indiscriminately and 

uncritically – as if the ideals of empowerment were an unquestionable norm and practice – and 

how it is articulated through a depoliticized frame that is detached from its historical 

emergence. My respondents insisted that their programs empower batey residents to help 

themselves, but they assume that batey residents – the historically and structurally 

disempowered – have the right to participate actively and that they have a degree of autonomy 

required to bootstrap themselves up out of their dire straits with whatever tools they were given 

when they were being “empowered.” If we “teach a man to fish,” how do we know that they 

are able to keep that fish or have access to future fishing? If we teach a “man” how to upkeep 

their newly built house or latrine, how do we know their sugar employer/landowner lets this 

be after American teams have gone? If we teach a “man” how to eat healthy, how do we know 

they make enough money to buy healthy foods for their families? Moreover, we might all agree 

with the importance of “teaching a man how to fish,” but of what use is it when “we” (Euro-

Americans) have already exploited their pond now for centuries, but refuse to talk about 

reparations and the redistribution of wealth?  

The concept of empowerment that is popularly deployed today has been 

decontextualized from its historical and cultural roots. A key source of empowerment emerged 

from the Popular Education movement in Latin American in the 1970s and 1980s, pioneered 

by Paolo Freire in his work on educating oppressed people, a movement firmly entrenched in 

grassroots mobilization for progressive struggles and resistance against authoritarian 

governments.734 It also became further mainstreamed in the women’s movement in the south; 

subsequently, the notion of collective agency for empowerment became central to social 

movements for liberation.735 In the wake of neoliberalism in the 1990s, however, the link 

 
734 Paolo Freire, Pedagogy of the Oppressed 

735 WHO, “Conceptual Framework,” 59. 
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between progressive political action and empowerment began to break down, and a resultant 

depoliticized model of empowerment emerged.736 So while the idea of empowerment emerged 

from social movements for liberation as response to the void left by diminished government 

support for health and wellbeing, its principles and language articulate with neoliberalism: it 

assumes a dichotomy between the public and the private, using a non-political language, that 

uplifts interventions that mobilize personal rather than political action. Individuated 

empowerment models seem to belie the equity- and justice- oriented aspirations of global 

health, however unintentionally.  

On the surface of it, empowerment is touted as the commonsense strategy for working 

with bateyes, especially because agendas offer depoliticized “neutral” solutions for cane cutters 

that will not upset Central Romana Corporation (a topic detailed in Chapter 6). While such 

interventions may be seen as politically-neutral that not disturb the peace with Central Romana, 

but it is no less political: it is a political choice made by STGHE actors – one in which 

empowerment models now substitute for political change and foreclose on alternative kinds of 

empowerment, such as that that embraces collective action for political change, rather than 

individual action for personal change. STGHE exert a neoliberal politics which merits concern 

about their uncritical acceptance as the gold standard orientation for intervention activities: its 

focus on individual agency is inattentive to the broader social and structural forces that 

constrain individual agency; assumes individual action rather than collective action as the only 

or primary solution for addressing problems in bateyes; and may further marginalize and 

oppress batey residents if they overlook the social and structural barriers to agency and 

empowerment.  

How might STGHE move forward, given this critique of empowerment? One way 

forward is to initiate conversations about the historically-rooted unequal power relations that 

lie at the root of batey suffering and how “we” American citizens are implicated. Assuming 

 
736 Ibid.  
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that “we” can empower “them” through individual betterment negates the ways that “we” are 

responsible for “their” disempowered position and disregards the historically-entrenched 

power inequalities that constrain individual agency. To that extent, I invite readers – especially 

the STGHE communities who direct their passions toward ameliorating the suffering of the 

vulnerable poor – to rethink the “political” as material – in other words, to recognize that power 

and politics have “real” bodily consequences. Through such a recognition, global health actors 

cannot shy away from engaging the political dimension of health and poverty, such as 

understanding how the political economy impedes health and wellbeing and how global health 

actors might unknowingly reinforce unequal power relations despite (or because of) our good 

intentions. In the end, we must displace the stubbornly persistent truism of global health 

humanitarian circles that our missions and methods are apolitical.737 On the contrary, global 

health is not, and never has been, a politically-neutral enterprise.   

I suggest that those conversations can encourage a rethinking about power and politics, 

which can inform our on-the-ground practices in bateyes: recognizing the structural barriers 

to health, we might expand the landscape of action for structural (political) change. Hannah 

Arendt argued that power is the result of action – specifically, collective action: “power springs 

up whenever people get together and act in concert.”738 In contrast to the mainstream 

empowerment approaches, I suggest a social justice approach that considers health to be a 

collective concern that involves their own advocacy.739 This means a greater inclusion of batey 

host communities in STGHE partnership and intervention policy, one that encourages dialogue 

about individual and structural change as we ask hosts themselves what kinds of changes they 

want to see in their communities. I contend that STGHE who are serious about reducing health 

inequities in Dominican bateyes must recognize the promises and pitfalls of empowerment and 

cannot settle for modes of action that emphasize personal and psychological outcomes at the 

 
737 Adams, Metric, 8-9. 

738 Hannah Arendt, On Violence, 44. 

739 Paulo Freire, Pedagogy of the Oppressed, 1992. 
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expense of structural and political outcomes.740 This demands a politics of what is possible. 

Indeed, the decision of whether to be optimistic or pessimistic about structural change, is a 

privilege that has allowed us to settle for incremental rather than significant change for the 

suffering poor. As Ophelia Dahl noted on her own work with Partners in Health, “I think to 

not be optimistic is just about the most privileged thing you can be. If you can be pessimistic, 

you are basically deciding that there’s no hope for a whole group of people who can’t afford 

to think that way.”741  

The inquiry, questions, and challenges raised in this dissertation are uncomfortable. 

Undoubtedly, there will be several readers, particularly stakeholders of STGHE, who will 

either dismiss or reject many of my claims. Indeed, this dissertation asks for those in charge of 

STGHE, as well as the volunteers and students of those programs, to shift their gaze toward 

the broader systems, many of which are invisible, that structure the health outcomes of the 

batey poor. Undoubtedly, this kind of thinking often leads to a prevailing pessimism or 

cynicism about the possibilities to intervene upon those structures and instead to focus on the 

immediate settings, as we tell ourselves that this is “all that we can do,” which is “better than 

nothing.” And yet, this rhetoric not only has narrowed our thoughts and actions in addressing 

illness and poverty, it has also become normalized in STGHE which functions to shut the doors 

to systems thinking, dismissing it as “impossible,” or “not our place.” Given this hegemonic 

discourse, I predict that many may all too quickly reject this dissertation. Therefore, I ask my 

readers, for a moment to challenge such thinking momentarily, and to make a space for a 

critique of STGHE, one that does not conclude with sweeping dismissals of STGHE as “doing 

more harm than good” but rather that seeks a critically constructive ideas that may lead to more 

effective outcomes for all of the populations we intend to benefit – the batey populations, host 

organization, and the students/volunteers. Such a critique questions to current lingering health 

and social inequalities that persist in global relations, it engages with a painful history that 

 
740 WHO, “A Conceptual Framework,” 22. 

741 Ariel Levy, “Ophelia Dahl’s National Health Service,” The New Yorker, 2017, 
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many would prefer to forget, and it illuminates the ways that macro-level political-economic 

realities manifest themselves in the micro-level social interactions between volunteers, host 

orgs, and host communities. It therefore demands an analysis of power and inequality in and 

through STGHE to understand the discursive and material effects on local populations. In 

agreement with Didier Fassin, I contend that there is a place for critical inquiries brought by 

the humanities and social science studies of global health, wherein we provide “the critical 

thinking we bring to its understanding, rather than the mere denunciation of its injustice.”  

My contribution is to “make intelligible what often remains obscured, reformulating 

problems to allow alternative solutions, to resist individualistic and technical models to 

highlight the social mechanisms and political issues of global health”.742 In their discussion of 

the importance of ethnography in global health studies, anthropologists João Biehl and Adriana 

Petryna remind us that, “A life is lived out and endured regardless of what is written off, 

smoothed over, or eclipsed in the technocratic discourses of the status quo.”743 They further 

note that an epistemological breakthrough is needed to demands recognition of “the larger 

discourses, structures, economies that shape life chances – that is, the ways in which politics 

matter.”744 Global health humanities expertise and ethnography can serve as an “empirical 

lantern” … that offers “a sharper resolution of how things are, what sustains their intractability, 

and how they might be otherwise.”745 My ethnographic research critiques discourses of 

biomedicine and bioethics as technocratic discourses, in the hope of offering a sharper 

resolution of root sources of suffering and inequity by engaging with the complexities of batey 

residents. This leads me to conclude with a quote from Elizabeth Povinelli: 

If ethics is the realm in which we reflect and act at the intersection of right conduct 

and the good life, then our ethical relation to life within these differential zones of 

abandonment and vulnerability is fraught, to say the least. The life worth living is not 

necessarily found within these zones because the zones create such reduced 

conditions of life that the political desire for them to spawn or foster alternative 

 
742 Fassin, “That Obscure Object of Global Health,” 114-115. 

743 Biehl and Petryna, When People Come First, 11. 
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worlds can seem naïve at best and sadistic at worst. What would happen if, on the one 

hand, we allowed for a wider field of substantiality into our critiques of biopolitics 

and substance, and on the one hand, we dwelled more fully in the conditions of 

excess, exhaustion, and endurance that characterize the spaces and zones of late 

liberal exposure and abandonment?746 

I hope that my research helps us to both linger in the zones of abandonment and 

reverberate the need for a larger space for intellectual projects of critique, for new ways of 

ethical thinking. In harmony with the epithetic quote at the beginning of this chapter, an ethics 

of suffering and sentimentality cannot be allowed to substitute for or compromise a politics of 

suffering and social justice. 
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Appendix A. Interview Guides 

 

Batey Residents  

What brought you to Batey X? What are the challenges of living here? 

How would you describe your happiness level, as a person living in a batey? What would make 

you happier? What are your future hopes for yourself and your children?  

Can you describe to me how it makes you feel to cut cane every day? Do you feel that your 

work affects your body, mind, health? (cane cutters only) 

Do you feel like you are treated differently (unfairly) as an ethnic-Haitian, living in the DR? If 

yes, how so and why do you think you are treated in this way? 

Are you afraid to leave the batey if you do not have legal papers? Do you know of anyone who 

has been deported?  

Compared to men/boys, do you feel like life is easier, harder, or the same being a woman/girl 

living in a batey? Why/not? (women only) 

What is your religion/faith? Does this include vodou?        

Do Christians (Dominicans, Americans) treat vodouists differently? Are you concerned that if 

people know you practice vodou, that you will be treated unfairly?   

Tell me about a time when you or a family member became very sick or injured. What steps 

do you take to feel better? Where do you go to get medical care? Is it affordable? 

What does being in “good health” mean to you?  

What do you know about the incoming STGHE? What impacts do you think foreign volunteers 

are having on batey communities? Do you feel that they permanently resolve social and health 

issues here? What kinds of work is missing that should be addressed (needs)?  

Some STGHE participants believe that they bring hope to bateyes. Can hope lead to good 

health? Do STGHE bring you hope? What do you hope for? 
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How important is it for you to be a part of the decision-making about what takes place in the 

bateyes by STGHE? How are STGHE activities decided on, and are residents like you included 

in that decision-making process?  

What improvements have you seen over time? What has been left undone? What do you still 

need in order to significantly improve your health and overall wellbeing? 

Are there steps you can take to voice your concerns about STGHE teams? 

What do you wish STGHE teams would know about you and your community? 

Can you comment on the relationship between STGHE teams and your batey community?  

Can you comment on the relationship between your batey community and the La Romana-

based host organization? 

Can you comment on the relationship between your batey community and Central Romana 

Corporation? 

 

American Students 

What, if anything, are the prevailing themes that you have learned about batey life?  

Why do batey residents live in such difficult conditions? What have you learned about the 

health and social conditions of bateyes? What are the root drivers of those problems?) Why 

are most of the residents Haitian or of Haitian descent?  

What does it mean to you to be cultural competent? Is this an important skill to develop for 

you? What does it take to be culturally competent in relation to batey culture? What do you 

think the culture of bateyes is like?  

How would you describe the mission/goals of your STGHE program for 

students/volunteers in the DR? For the host organization? For the bateyes? Do you feel like 

these goals are met? 

Is “empowerment” a goal of STGHE? What does “empowerment” mean to you? Who will 

be empowered? Is “empowerment” of local communities a necessary component of global 

health/development work in places like Dominican bateyes? 
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What in your opinion is the most important positive impact that foreign volunteers like 

yourself have on batey communities? 

How will this experience impact you personally? And professionally?  

How have your faith commitments, if you have them, promoted your desire to work in 

global health?  

What do you hope to gain from your experience – what do you expect to take away from 

this experience? What do batey residents gain from your program and of you being there? 

Can you share a meaningful moment to you here? Why was this meaningful?  

Do you feel that you will get a different experience abroad as opposed to serving in the US, 

in terms of working in underserved/poor communities? Do you think the hardships of the 

Dominican batey poor are different than the hardships of the American poor?  

Who do you see "suffering" (or not flourishing) the most in bateyes? Why do some people 

seem to flourish less than others? For example, did you see a difference between men, 

women, children? Elderly or young? Are all of the people living in Batey X citizens? Does 

being an undocumented migrant have any impact on "flourishing? If you could do anything 

for them, what would you do to help them resolve their situation and how would that lead 

to flourishing?  

Are you surprised by anything you have seen or have experienced in bateyes, or did 

anything concern you during your STGHE? 

 

American Program Facilitators 

What inspired you to get involved in global health? Why the Dominican Republic? 

How have your faith commitments, if you have them, promoted your desire to work in 

global health? (How are you living out your faith in the bateyes?) If applicable, what is the 

role of evangelism in your STGHE program in bateyes? How is evangelism received by 

batey residents (examples of positive and negative reception)? How is vodou discussed 

with your students/volunteers pre-departure?  
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Do you feel that you will get a different experience abroad as opposed to serving in the US, 

in terms of working in underserved/poor communities? Do you think the hardships of the 

Dominican batey poor are different than the hardships of the American poor? 

How would you describe the mission/goals of your STGHE program for 

students/volunteers in the DR? For the host organization? For the bateyes? Do you feel like 

these goals are met? 

What values do you hope that your students/volunteers will take away from their STGHE 

in bateyes?  

Is “empowerment” a goal of STGHE? What does “empowerment” mean to you? Who will 

be empowered? Is “empowerment” of local communities a necessary component of global 

health/development work in places like Dominican bateyes? 

What do you believe are your strongest qualifications and assets to lead STGHE? Is there 

a particular way that you stay up-to-date in the field of global health/development? 

As a leader/coordinator, what do you feel are the biggest challenges in 

building/maintaining this STGHE? Speak to the demands of this kind of work, or what 

keeps you up at night, if anything. What might be done to overcome these barriers?  

What in your opinion is the most important positive impact that foreign volunteers like 

yourself have on batey communities? What are the limitations (if any) of STGHE having 

a greater impact on batey communities? 

Can you comment on the relationship between your STGHE team and they batey communities 

where you work?  

Can you comment on the relationship between your STGHE team and the La Romana-based 

host organization? 

Can you comment on the relationship between your STGHE team and Central Romana 

Corporation (or the colono)? 
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How are the needs and priorities of bateyes identified and addressed? Walk me through the 

decision-making process and who is included in this process. What happens if agendas 

clash? How is this resolved?  

Why do batey residents live in such difficult conditions? What are the root drivers of health 

disparities in bateyes? What are the unmet needs? 

 

La Romana-based Host Organization Staff 

Tell me about your family story – how you/parents came to be in La Romana, where you 

grew up. How did you become associated with the host organization, and what is your job? 

Can you comment on the mission/goals of this organization? How would you describe the 

successfulness of that mission? 

Which of the STGHE activities do you think provides the best means of addressing batey 

health and social problems? Least assistance in addressing batey issues? How might 

STGHE be improved? What kinds of work is missing that should be addressed?  

Do you think that STGHE students/volunteers are knowledgable about batey issues? What 

knowledge would like for them know before they come to the Dominican Republic?  

What happens when a member of a STGHE team acts in a way that is inappropriate? What 

actions can take batey communities take when this happens?  

What are your feelings about the “evangelizing mission” of some STGHE? Does this have 

a role in health and healing? Do tensions arise, and how are these dealt with? Are Haitians 

practicing vodou targeted? How do they respond? 

Can you comment on the relationship (e.g., close, distant, organized, disorganized, equal 

or power difference) between the foreign volunteers and the local health care workers? 

What about the local batey community?  

Are there ways to build upon these relationships for better collaboration with local health 

care workers? With the local batey community?  
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How do you select which STGHE teams from the US to partner with? Who chooses the 

volunteers/students who come to La Romana? Do you think there should be a selection or 

screening process for individuals and programs? If yes, what criteria?  

Who and how are STGHE intervention activities decided upon? Do you agree or disagree 

with this approach? How do you select which bateyes will host incoming STGHE?  

Can you comment on the relationship between your host organization and foreign STGHE 

teams?  

Can you comment on the relationship between your host organization and the bateyes? 

Can you comment on the relationship between your host organization and Central Romana 

Corporation (and colonos)? What are the main challenges of working with Central Romana 

and with colonos? 
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