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Introduction

Worldwide, agricultural laborers struggle to meet the
basic needs of their families, doing work that remains
arduous and low paying and that entails substantial
occupational health risks. In the United States, research
studies continue to document the exploitation
experienced by this hard working, but socially invisible,
occupational group (Bade, 1993; Barger and Reza, 1987;
Griffith and Kissam, 1995; Guendelman, 1991; Johnson,
1985; Koos, 1957; Martin and Martin, 1994; Palerm,
1994; Villarejo,2000; Wells, 1996). The low-income
California residents who are the focus of this research are
California’s working poor – farmworker families. This
occupational group is unique in that many safety
regulations governing other occupational groups are not
applied to agricultural labor. In the midst of California’s
agricultural prosperity, this group of workers remains
largely hidden in our society.

Research Question

From the perspective of a political economy of health,
this research examines healthcare access, specifically
defined, under two labor patterns: 1) when farmworkers
migrate, and 2) when they are working in homebase areas.
More specifically, this research inquiry aims to understand
what processes most substantially impact both potential
access and realized access to primary healthcare services.
Potential access refers to the availability of medical
services relative to need. “Realized access” refers to the
use of medical services to satisfy those needs (Khan and
Bhardwaj, 1994). This research examines the hypothesis
that a difference is observed in potential access and
realized access to medical care services between
migrating and non-migrating farmworkers. Thus, this
study considers how potential and realized healthcare
access differs as farmworker families migrate for
agricultural work. This research effort examines how
public, private, and charity health policies affect access to
medical care of farmworkers and their children under
these two conditions.

It is useful to provide a brief background of what is
already known about the lives of farmworkers in the
United States. These introductory sections elaborate on
the migration patterns, occupational hazards, and medical
services designated for agricultural workers in the United
States. First, a brief summary of the general travel
patterns that many workers follow is briefly discussed.

Migrant Streams

Estimates on the number of agricultural workers
throughout the United States range from 1 million to 5
million. The most commonly cited figure estimates the
total number of migrant and non-migrating farmworkers
and their dependents to be approximately 4.2 million
nationwide (Quandt et.al., 1998; Dever, 1993). Growers
in California hire the most farmworkers. A 1993 study
estimates that the total of migrants, non-migrating
farmworkers, and their dependents in a given year stands
around 700,233 persons in California (Larson, 1993). 

The migratory patterns of agricultural workers are
referred to in the literature as “streams.” Three major
streams are described – the East Coast, Midwest, and
West Coast streams. Characteristic of each stream is a
“homebase” downstream, where these laborers reside and
work when they are not traveling (Dever, 1993;
Benavides-Vaello, and Setzler, 1994). This study focuses
on a group of agricultural workers who are homebased in
the southern part of the West Coast stream (Figure 1).

The homebase area where this research project was
conducted is located in a desert portion of the Southwest
bounded on the west by the Coachella Valley and, on the
east, by Yuma, Ariz. Many low-income farmworker
families now live here because of the lower costs of
living, the close proximity to Mexico, and abundant
agricultural work available due to irrigation from the
Colorado River.

Two groups of farmworker households emerge: those
who migrate and those who do not. Migrant farmworkers
are distinguishable from non-migrating, or “seasonal,”
farmworkers because they travel and live in temporary
housing, in non-homebase “upstream” areas, for at least
half of the year. Non-migrating farmworkers in this study,
however, typically return to their place of residence in the
Coachella Valley at the end of each workday. 

In light of the morbidity seen among farmworker
families, a nationwide system of primary healthcare
clinics began operation in the 1960’s as public pressure
mounted to improve health, working, and living
conditions for farmworkers working in the United States.
This resulted in some protections for farmworkers in the
areas of housing, pesticide application, and education for
the children of migrant laborers. Additionally, in 1964 a
federally funded Migrant Health program was established 1
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and continues to expand in the 1990’s. The following
section discusses this important program.

Medical Services for Agricultural Workers

Community and Migrant Health Centers (CMHC),
supported by the United States Public Health Service and
sponsored by the Migrant Health Program (MHP), are
federally funded primary healthcare clinics responsible
for addressing the needs of migrant farmworkers. Of the
major federally funded programs targeted towards
migrant farmworkers, the Migrant Health Program is the
oldest (Martin and Martin, 1994).

Today there are approximately 144 Migrant Health
Centers, supported by numerous satellite clinics, which
provide prenatal, primary prevention, dental, nutrition,
family planning, emergency/after hours care, health
education, HIV care, pharmacy services, etc. (Migrant
Health Centers Referral Directory, 1998). See Figure 2
for the nationwide distribution of CMHC clinics.

Even though federal funding is granted to
approximately 400 clinic sites nationwide, at which there
are approximately 500,000 clinic encounters per year, it
is estimated that these centers only provide care for
approximately 13% of the farmworker population
(Benavides-Vaello et al.,1994; Wilk; and Rust,1998).
Despite the introduction of the Migrant Health program
in the United States and political commitments to
providing healthcare to farmworkers, this population
continues to be one of the most underserved groups in the
United States. 

In California, there are 17 CMHC clinics. Together
they comprise approximately 109 clinics serving
farmworkers and other low-income persons in California
(Migrant Health Centers Referral Directory, 1998).
Southeastern Riverside County and Santa Clara County
are the geographic areas where the research for this
present study was conducted. Both counties lack CMHC
clinics; both research sites are served by primary
healthcare clinics.
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Figure 1. The Major Migrant Streams

Source: National Migrant Project, Inc. (NMRP) NMRP renamed to National Center for Farmworker Health, Inc.



In the Southern California homebase location in
Mecca, Clínicas de Salud del Pueblo, based in Brawley,
provides medical services for farmworkers in Southeastern
Riverside County in its satellite clinic. Therefore, this
CMHC located in Imperial County is serving the needs of
farmworkers in another county an hour north of the health
center. In the Northern Californian “upstream” research
site, located in Santa Clara County, migrant farmworkers
are seen by staff at the Rota Care in the Art Ochoa Migrant
Health Center in Gilroy.

In both field sites chosen for this research project,
farmworker households lived in close geographic
proximity to a primary healthcare clinic. Both clinics
described above have the capacity to refer patients to
other medical sites for more specialized care.
Farmworker households in this study resided within a
short distance, less than a mile, from a medical clinic for
at least part of the year. With this research, the geographic
location of the medical clinic was less likely to function
as an access barrier and, thus, allowed for closer
examination of the policy-related issues. Figure 3
illustrates CMHC centers in California.

Why access to medical services has remained
difficult for farmworkers has been examined by a variety
of social scientists. The following summarizes how
medical social scientists have looked at this important
issue.

Social Science and Healthcare Access

Researchers who study healthcare access comprise an
eclectic group from a variety of the applied medical
social sciences. Literature reviewed in this chapter is
interdisciplinary, drawing on fields of medical
economics, public health, environmental health studies,
health policy studies, and medical anthropology. It is
imperative to discuss how medical social scientists have
examined healthcare access among Latino populations in
the U.S.

Healthcare Access Among Latinos – Previous Studies

Previous ethnographic research on Spanish-speaking
farmworkers of Mexican origin indicates that they
comprise a medically pluralistic population that seeks
modern medical care services (Bade, 1999; Barger and
Reza, 1994; Chavez, 1995, 1992, 1986; Galarza, 1964;
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Figure 2. Health Centers Serving Migrant and Seasonal Farmworkers

Source: National Center for Farmworker Health, Inc., Austin,
Texas. November 1997
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Figure 3. Community and Migrant Health Centers in California 



Harthorn, 1998; Johnson, 1985; Martin and Martin, 1994;
Slesinger, 1992 Trevino et al., 1996; Villarejo, 2000;
Watkins, 1990). Some studies emphasize how cultural
factors influence a worker’s decision to seek medical
care, and other studies examine how structural and policy
variables influence healthcare access.

Certain studies on healthcare access among Latino
immigrants examine how underlying cultural and social
processes influence access to medical services (Bade,
1993; Chavez, 1986; Kearney et al., 1987; McGreevy,
1993; Scheder, 1988). Cultural perceptions of illness,
sickness, and disease, as well as interactions with medical
personnel, influence when and how a recent immigrant
decides to seek care. These types of studies are
meaningful when they address access among a new
immigrant group. Bonnie Bade’s work on healthcare
access among Mixtec farmworkers focuses on unique
cultural perceptions among this Mixtec speaking group
who have recently participated in California agriculture
(Bade, 1993).

Other investigations examine how structural and
policy variables affect access to medical services. These
studies focus on specific variables, such as how the lack of
health insurance impacts utilization of medical services
among specific Latino populations (Chavez, 1986;
Hubbell, 1991; Slesinger, 1992). These studies uncover
structural inequities by means of a political economic
analysis of access to medical services. This research
project is similar since it examines how structural health
policies influence potential and realized healthcare access
among California resident farmworkers. 

Healthcare Access and the Political Economy

Overall, this study asserts that structural policies
inherent in public and private health insurance programs
for farmworkers are determinants of access to medical
services. Medical anthropologists, utilizing the
theoretical framework of the political economy of health,
challenge healthcare planners to consider multiple levels
and layers of economic, cultural, and political influences.
This research utilizes a modified version of Lynn
Morgan’s definition of political economy of health which
examines the effects of stratified social, political, and
economic relations within the world economic system
(Morgan, 1987). Political economy of health is defined in
this study as a critical and historical theoretical
framework for analyzing health policy in a market
economy. More specifically, public, private, and
charitable programs are examined in order to illustrate
how their policies influence potential and realized
healthcare access among farmworkers employed in
California agriculture. Characteristic of political
economic analysis, this research concentrates on
examining access in terms of how health insurance
policies impact the use of medical services by
farmworkers in California. Important to the analysis are
the perspectives, in their own voices, of farmworkers
interviewed where they live and work.

In this study, political economic analysis has the
potential to reveal the political, economic, and clinical
consequences of current healthcare policies for low-
income farmworkers in California since access to medical
services is understood as a social process determined by
the characteristics of the healthcare system and its
potential users (Singer, 1994). In particular, this study
attempts to understand how health insurance policies,
influenced by external political processes and economic
priorities, ultimately impact farmworker access to basic
primary and emergency medical services in California.

To collect appropriate data at each level of analysis, a
community-based fieldwork methodology was utilized. 

Community-Based Field Methodology

This research implements an “ethnostudy”
methodological approach; it combines ethnographic
work, in the form of open-ended, semi-structured
interviews and participant observation, with survey
research (Griffith and Kissam, 1995). Qualitative and
quantitative research methods are integrated into a multi-
methods approach.
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Table 1. Farmworker Illness Profile
Sun heat exhaustion, heat stroke, skin cancer,
exposure eye cataracts

Unsafe injuries from automobile accidents
transportation

Field prolonged urine retention: increased risk for
sanitation urinary tract infections

Direct contact dermatitis, muscular skeletal and
occupation risks repetitive motion injuries, pesticide exposure

Infections Parasitic diseases, chronic diarrhea,
tuberculosis, HIV

Chronic illness Diabetes, gross gum disease, anemia

Mental health “strong anger,” depression, domestic violence

Sources: Alvarez 1985; Ciesielski et al. 1994; Dever 1993; Littlefield 1987;
Maguire 1972; Mines 1982; Ruducha 1989; Slesinger 1979, 1993; Vaughan
1993; Wilk 1986, 1993.



Fieldwork occurred over a 6-year period. Beginning
in November 1994 and ending June 1996, in-depth
interviews with 75 key informants provided the necessary
background for the development of the questionnaires.
This was followed by a 2-month pre-test of the structured
questionnaire in which farmworker households were
interviewed at the Art Ochoa Migrant Housing Center in
Gilroy. From February 1997 through June 1999,
farmworker households in Mecca were interviewed as
were farmworker advocates, healthcare practitioners,
merchants, and local political leaders. Overall, data was
collected on 130 households that included 560 people –

238 adults and 322 dependents under the age of 18. Each
household had at least one full-time farmworker for at
least nine months that year. Of the 238 adults, 180
identified themselves as full-time farmworkers. 

Field Sites

All households interviewed were homebased in the
desert agricultural areas of southeastern California and
western Arizona. Farmworker households were
interviewed in Mecca, located in the Coachella Valley in
Southern California, and in Gilroy in Northern California.

6

A eAlpineeAAlpine
AmadororororA dA ddA dAAAAAA

Colusaaaaa

Del
NNorteNNorteeeee

El Dorado

FFresnoFF

Glenn

HHumboldtHH ttt

Imperial

Inyo

Kern

KingsKKK

Lake

Lassen

Los Angeles

Madera

MarinMarinMarinMariniiiii

M noMendocinononoMMendocino

Merced

Modoc

MMontereyMM

Orange

Placer

Plumas

Riverside

Sann
BBenitoBBB

San Bernardino

San Diego

San

Shasta

SierraSiSSiSi

Siskiyou

Tehama

Trinity

Tulare

Tuolumne

V aVenturaV aVentura

Newell

Williams

Yuba City

Harney Lane
Artesi III
Artesi II

Empire

dd
Ma

Merced

Planada

Atwater-Livingston

Los Banos

Parlier
Raisin City

Ripley

V

Arvin

Shafter

King City

ito

Firebaugh

Hollistererer

Watsonville

Patterson
Westley

Davis

Madison

Art Ochoa
(Gilroy)

F.R. Rehrman
(Dixon)

Santa
Barbara

San
Luis

Obispo

Source: State of California - Business, Transportation and Housing Agency Department of
Housing and Community Development Division of Community Affairs

Figure 4. State Migrant Family Housing Centers in California



Upstream – The Art Ochoa Migrant Center

Each agricultural season, migrating farmworkers
homebased in Southeastern California live temporarily
“upstream.” Farmworkers in these households work year-
round in agriculture and maintain a residence in the study
area. In the winter, they live in cities like Indio, Mecca,
Thermal, Yuma, etc., but during the spring, summer, and
early fall they work in central and northern California
localities such as Huron, Coalinga, Salinas, and Gilroy.
One migrant location is the Art Ochoa Migrant Housing
Center in Gilroy. Figure 4 illustrates the location of this
migrant family housing center.

More specifically, the Art Ochoa Migrant Housing
Center has 96, 2-bedroom units available to migrant
farmworker families from May through October. In 1995,
data gathered by the Office of Migrant Housing in
Sacramento indicated that 70% of residents came to Art
Ochoa from the desert Southwest. Therefore, this was an
ideal location to interview farmworkers whose homebase
was the research area.

From August through September 1996, 36
farmworker households were interviewed at the Art
Ochoa Migrant Housing Center. Thirty-one of these
interviews were included in the analysis for this study,
which represents 32% of the dwelling units at the Art
Ochoa Migrant Center. Interviewing farmworkers as they
were living and working in an “upstream” location
proved to be valuable because participants were able to
give detailed responses on their experiences with medical
services as they were living through it. The following
briefly describes the homebase location.

Homebase: Mecca, California

From February 1997 through August 1998, and from
April through June 1999, the author interviewed, worked,
and lived in Mecca. Mecca is located in the Colorado
Desert in an unincorporated area of Southeastern
Riverside County. Mecca is a 1-hour drive north of
Mexicali, Mexico. Overall, 99 Mecca farmworker
households were included in the data analysis. According
to the 1990 census, Mecca is a homebase farmworker
community of 1,966 residents. However, the population
has more than doubled during the last nine years due to
the completion of several hundred affordable housing
units. Mecca health clinic personal, as well as the Mecca
Community Council and local law enforcement officials,
estimate the year-round population at around 5,000, most
of whom are farmworkers. This estimate is based on the

number of water meters serving Mecca residents. Mecca
represents a unique research site since California resident
farmworker families are concentrated geographically and
the community is 95% Latino – 91% Mexican ancestry
(Azevedo, 2000).

Three agricultural cycles and the fluctuations in
Mecca’s population at both peak and low seasons were
observed. Farmworker families at six subsidized
complexes were interviewed. A small sub-sample of
households living in trailer parks were also interviewed,
as well as farmworker families living in private homes
financed by Housing and Urban Development (HUD). 

Data Collection

In the first phase, from November 1994 through June
1996, interviews were conducted with 75 key informants.
These included 19 academic researchers, 12 Community
and Migrant Health Center staff, 11 farmworker
advocates, three farmworkers, and four lawyers. Site
visits were conducted at several Community and Migrant
Health Centers throughout California. These semi-
structured interviews and clinic visits pointed to key
issues salient to farmworker healthcare access. 

During the second phase, from August through
September 1996, 36 farmworker households were
interviewed at the Art Ochoa Migrant Housing Center.
However, data from only 31 households was analyzed
since five households were dropped because their
homebase turned out to be a location other than the desert
southwest. The survey instrument was also refined for its
subsequent use among farmworkers in Mecca.

The third phase of the research project, from
February 1997 through August 1998, was the longest and
most intense period of fieldwork. During this time, 100
farmworker family households, homebased in Mecca,
were interviewed. Ninety-nine households can be used in
the data analysis since, it later turned out, and one
participant was not a farmworker.

For the duration of the fourth stage of this research
project, from September 1998 through March 1999, data
from the survey instruments was input into two database
programs. Simple descriptive statistical analysis was
completed using, among other software, SPSS.

For the fifth phase of this study, April 1999 through
July 1999, semi-structured qualitative interviews with
key informants were completed in Mecca.
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Survey

This section provides information on the survey
questions. Most interviews with farmworker households
took, on average, 90 minutes. Questions guiding the
ethnographic collection of qualitative data were aimed at
understanding when, where, and under what
circumstances farmworkers and their dependents
solicited medical care. The main purpose of these in-
depth interviews with farmworkers was to understand the
relationships that they have with healthcare providers in
their homebase residence and, also, when they migrate
northward.

Data was collected on basic demographic factors,
work histories, medical service experiences, and use of
public services. More specifically, this survey asked
farmworkers about their employers, where they work and
travel for work, education levels, literacy, type of health
coverage, use of Mexican medical services, the last time a
family member used medical, dental, eye, chiropractic,
pharmacy services, and their use of emergency medical
services in the United States. Specific questions asked
whether they were ever denied medical care in the last
four years. Respondents also rated the quality of medical
services and estimated how much they were willing to pay
for specific medical services. In addition, information was
solicited on the use of 117 medicinal teas and the use of
traditional medical practitioners such as a “sobador” or a
“partera.” Data collected on the use of traditional medical
practices provides key comparative information on the
extent to which farmworkers rely on these methods, even
though most farmworker households in this sample lived
less than a mile from a primary health clinic.

Farmworkers also revealed the types of health
problems their household members experience, their
working conditions, and their use of public services such
as unemployment insurance, food stamps, WIC, Cal-
Works, etc. Information on documentation status of each
household member was also obtained, as well as his or
her opinions on the new legislation affecting immigrants.

This information was collected in order to understand
which farmworkers and their dependents utilize medical
services and other public programs. This research also
sought to understand to what extent household members
self-medicate or utilize traditional medical practices or
both. Moreover, the survey instrument gave farmworkers
the opportunity to voice concerns about their medical
needs and medical services designated for them, and their
ability to pay for healthcare.

Farmworker Households 

Defining farmworker households was a critical
methodological issue. This study focuses on farmworker
families living primarily in subsidized housing. Excluded
were single migrant males, homeless farmworker
families, and families in which all members of the
household were undocumented. Households were
selected if one or more members worked in agriculture
during the 1995-1998 seasons. A farmworker household
in this study was defined as a family unit living in the
dwelling at the time of interview. The survey gathered
data on each member of the farmworker household. 

Sometimes more than one household was living in a
single-family dwelling; this typically meant that two or
more families were living together. If both households
qualified, each was asked to participate in the study.
Furthermore, in the apartment complexes occasionally
one household that was interviewed moved out and
another qualifying household moved into the same
dwelling. Overall, two dwelling units contained six
households. However, most households participating in
this study were comprised of simple nuclear families –
parents and their children living together in one dwelling. 

A household was designated as “migrating” or “non-
migrating,” depending on whether household members
traveled outside its homebase area for agricultural work
during the last four seasons. A “migrating” work
experience was defined as employment in agricultural
labor in an area beyond Southeastern California (the
geographic areas confined to the Imperial and Coachella
Valleys). On the other hand, a “non-migrating” work
experience was defined as employment of a farmworker
who lived and worked within the confines of the Imperial
and Coachella Valleys during the last four seasons. 

In order to be designated as a migrating household,
one or more farmworkers in the household had to have
migrated within the last four years. Many types of
migrating experiences were captured in the data
collection process. Those interviewed in Gilroy described
their experiences while living in the relatively
comfortable Art Ochoa housing complex. Migrating
farmworkers interviewed in Mecca tended to live in poor
housing conditions when they traveled north for
agricultural work. It should be pointed out that most
farmworkers in non-migrating households had experience
migrating prior to the 1994 agricultural season. However,
they were designated as non-migrating households if they
had not migrated between 1995-1998. 
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Human Subject Protections

The issue of protection of participant privacy and
confidentiality of research data was of prime importance.
Research notes and survey forms have been coded to
protect the subjects’ identity; other measures were taken to
protect the participants from risk. For example, where and
when interviews were conducted received careful
consideration. Interviews were never conducted at work
sites or at labor pick up locations in order to avoid
interfering with the job-hunting process. It is also
important to note that in most studies involving human
subjects, researchers were required to obtain written
consent from each participant. In this case, the
Institutional Review Board at the University of California,
Irvine, granted this research project a waiver of the written
consent requirement after going through full committee
review. Written consent may have intimidated some
potential participants since it leaves a record of who
participated; this could put subjects at risk. Overall, since
participation in this study was voluntary and anonymous,
risks to human subjects were not encountered.

Interview Techniques 

Questions were designed to elicit farmworkers’
experiences with medical services both when they
migrated and when they worked at homebase. In both
Mecca and Gilroy, researchers traveled by foot door-to-
door. If a household agreed to participate, oral consent
was obtained and a written and oral introduction was
presented. This “fact sheet” was given to participants if
they agreed to be interviewed. 

Sampling a Difficult Population

Lepkowski, in his work on sampling the “difficult to
sample,” has asserted that migrant farmworkers are
inadequately represented in national health surveys since
a sampling frame has not been developed for this group.
He recommended a non-probability sampling strategy
(Lepkowski, 1991). In this study, the ethnographic
approach began with in-depth, semi-structured interviews
of farmworkers, farmworker advocates, and medical care
professionals. Discussions led to the development of a
sampling strategy that, in theory, reflects farmworkers
homebased in the Coachella and Imperial Valleys of
Southeastern California.

This population was difficult to sample because of
three problems: 1) accurately determining who is a
California-resident farmworker rather than a Mexican
national; 2) distinguishing between migrant and non-

migrating farmworker households; and 3) ultimately
finding the California-resident migrating farmworker
who was truly homebased in Southeastern California. 

Efforts were focused on the subsidized apartment
units since heads of household must prove legal status in
the United States. As a consequence, this study primarily
focused on California-resident farmworker households
who tended to qualify for some public benefits, based on
low income and legal resident status. Non-probability
sampling, that yields what is known as a cluster sample,
was used (Bernard, 1994). The clusters sampled were
designated, subsidized, government housing units located
in Santa Clara and Riverside counties. More specifically,
attempts were made to contact all families living the six
housing complexes in Mecca and in the migrant-housing
center in Gilroy. This is known as conducting a “census”
of all the people living in chosen clusters. A sub-sample
of farmworker families living in trailers, HUD homes,
and private apartments in Mecca, known as “convenience
sampling,” was also conducted. Despite the inherent
weaknesses of this type of sampling strategy, farmworker
households interviewed in this study are representative of
farmworker family households homebased in
Southeastern California. The sample process used,
although not random, was systematic and, at the very
least, the information provides a firm foundation for
future random, probability-based research projects
among farmworkers.

Other people important to the lives of farmworkers
from this region were also interviewed. These include
advocates, healthcare providers, local merchants, and
politicians. Recruiting the farmworkers and those who
interact with them to participate in this study required
steadfast persistence. 

Recruitment

Recruiting farmworkers living in the subsidized
housing was complicated. Permission was obtained to
interview farmworkers at temporary migrant housing
centers in California by writing, phoning, and, eventually,
meeting California Office of Migrant Services
representatives. Locally, at the migrant center in Gilroy,
the study was discussed at community resident meetings.
At these meetings attendance was high because one
member per household was required to attend or pay a
fine; usually around 80-100 residents were in attendance.
The study was explained in Spanish and English to the
residents. Therefore, most people understood
interviewers would be knocking on their apartment doors. 
In Mecca, this research project was introduced to all the
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apartment managers and permission was granted to visit
the various complexes. The project was also discussed at
two community council meetings and at two well-
attended school parent-teacher conferences held at the
Mecca Elementary School. 

Recruitment of healthcare providers and farmworker
advocates was done by letter, followed by a telephone
call, and a person-to-person meeting. Interviews were
scheduled at their convenience.

In short the researcher lived, worked, and conducted
research where a large concentration of farmworkers
lived. This research methodology can be defined as
community-based because the help of both farmworkers
and local farmworker advocates were sought in the
survey’s development. High visibility had a positive
effect on recruiting research participants. 

Data Analysis

Qualitative and quantitative data analysis procedures
were employed. Analysis of the data included content
analysis of taped narrative interviews and descriptive
statistics generated from the survey data. 

Essentially, when conducting content analysis the
researcher looked for common themes that emerged from
the specific questions. Semi-structured, open-ended
interviews resulted in qualitative, textual narrative data
that were analyzed to draw out major themes. Riessman’s
work articulates the method on narrative analysis. Briefly
stated, this process involves “telling,” “transcribing,” and
“analyzing” (Riessman, 1993) information. 

In practice, this involved interviewing farmworkers
in their home environment, giving the farmworker and
their family members the opportunity to “tell” their story.
Some parts of the survey instrument were highly
structured since several questions asked for specific or
discrete pieces on information. However, near the end of
the interview, several questions were more open-ended,
giving the farmworkers a chance to elaborate on their
experiences – good and bad – with healthcare providers
in the U.S. and Mexico. To facilitate recall, researchers
used several visual aids. 

Once researchers have the written material, another
process of data reduction and interpretation must
transpire. Interpretation, in this case, required translation
from Spanish to English and, thus, special attention to the
nuances of the regional Spanish spoken in these areas of
California. Some passages were more difficult to interpret

than others because the meaning is sometimes lost in the
translation. After transcription and translation, this
narrative data was analyzed by dividing the textual
passages into 38 major themes and, then, organized
portions into chapters. In summary, the more qualitative
aspects of the data analysis process require a great
attention to detail and a realization that the process of
interpretation has its limitations. However, as Riessman
points out, “ultimately, of course, the features of an
informant’s narrative account an investigator chooses to
write about are linked to the evolving research question,
theoretical/epistemological positions the investigator
values, and more often than not, her personal biography”
(Riessman, 1993). Despite these possible biases, narrative
analysis generated from taped interviews still provides
research participants, in this case farmworkers, a real
opportunity to tell their experiences in their own words.

In addition to the survey data and formal interviews,
11 hardbound volumes of field notes, totaling more than
4,000 pages of handwritten notes, were collected. These
field notes include minutes of meetings, daily
descriptions of life in Mecca, receipts, hand-drawn maps,
etc. Moreover, more than 600 photographs were taken of
farmworkers and their families in their homes, schools,
town events, and even the fields where crops were
harvested. Archival research was completed at the Mecca
Public Library and the Imperial County Community
College to get historical accounts of the region. By
combining participant observation and systematic data
collection by means of the survey, the researcher was able
to use the strengths of each method to overcome their
inherent weaknesses.

Demographics

Household Sample

Data was collected on 560 people living in 130
households – 238 adults and 322 underage dependents.
Of the 238 adults, 180 of them – 75 women and 105 men
– identified themselves as full-time farmworkers. 

Table 2 describes the household sample by locations
and migration status.

Farmworker households residing in several types of
dwelling units were interviewed. In Northern California,
31 households from the Art Ochoa Migrant Family
Housing Center in Gilroy were interviewed. In Southern
California, 99 households from Mecca participated in this
study. In Mecca, 64 households came from six different
subsidized government rental units and 35 households
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from other types of dwelling units: eight households from
privately rented apartments, 12 households in trailers, and
15 from homes financed by HUD. 

An approximate estimate of the percentage of
farmworker households sampled in subsidized rental
housing units shown is in Table 3.

As of July 1998, there were 275 low-income
government-subsidized rental dwelling units in Mecca.
About 142 of them had one or more adult members listed
as working for at least nine months in agriculture and
approximately 45% of the farmworker households living
in subsidized housing Mecca were interviewed. This is
only an approximation since the number of farmworkers
living in these units varied each month. However, from
May through July more farmworkers were present than at
other times during the year. Neighbors of farmworker
households in these subsidized units included
construction workers, gardeners, nurses’ and teacher’s
aides, daycare workers, mechanics, and grocery store
personnel. Many started out as farmworkers, but changed
career trajectories when given the opportunity. Overall,
interviewees lived in 130 separate households and they
had at least one female adult living there; 108 had at least
one male adult, and 126 households reported a total of
322 children under the age of 18 living in the dwelling
unit. Their birthplaces were also discussed.

Birthplace

Table 4, Table 5, and Table 6 illustrate where
members of farmworker households were born. As they
indicate, more than 90% of the adult women and men
were Mexican-born. Of the 322 children living in the

household, 70% were born in the U.S. while 30% of the
children were born in Mexico. In 26 out of the 126
households reporting children under 18, many older
children were born in Mexico while the younger ones
were born in the U.S. In any given household, some
members could be Mexican Nationals while others could
be American citizens. This creates what Leo Chavez calls
a “binational family” (Chavez, 1994). Differences in
birthplaces lead to differences in legal status. The concept
of a binational household gains importance when
examining the legal status of farmworkers.
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Table 3. Housing Unit Sample
Apartment Data Sample Obtained

Claire Johnson 20/40 17/20
Nueva Vista 17/32 20/17*
Paseo de las Poetas 9/21 9/9
Pie de la Cuesta 60/68 16/60
Mecca 2 20/60 1/20
Thunderbird 16/54 1/16

TOTAL 142/275* 64/142**
*51.6% were farmworker households 
**45% of all farmworker households were interviewed

Table 4. Birthplace: Female
Non-Migrating Migrating Total

N=55 N=75 N=130

Mexico 50 89.0% 67 90.5% 117 90.0%

United States 5 9.0% 8 11.0% 13 10.0%

Table 5. Birthplace: Male
Non-Migrating Migrating Total

N=41 N=67 N=108

Mexico 40 97.5% 62 92.5% 102 94.4%

United States 1 2.4% 4 5.9% 5 4.6%

El Salvador 0.0% 1 1.4% 1 0.9%

Table 6. Birthplace: Children of Farmworkers
Non-Migrating Migrating Total

N=123 N=199 N=322

Mexico 45 36.6% 52 26.1% 97 30.1%

United States 78 63.4% 147 73.9% 225 69.9%

Table 7. Legal Status: Female
Non-Migrating Migrating Total

N=55 N=75 N=130

American Citizen 7 12.7% 12 16.0% 19 14.6%

Legal Resident 35 63.6% 50 66.6% 85 65.3%

Undocumented 13 23.6% 13 17.3% 26 20.0%

Unknown 0% 0% 0%

Table 8. Legal Status: Male
Non-Migrating Migrating Total

N=41 N=67 N=108

American Citizen 7 17.0% 7 10.4% 14 12.9%

Legal Resident 29 70.7% 54 80.5% 83 76.8%

Undocumented 4 9.7% 3 4.4% 7 6.4%

Unknown 1 2.4% 3 4.4% 4 3.7%

Table 2. Farmworker Household Sample
Field Location Migrating Non-Migrating Total

Households Households Households
Gilroy 30 1 31

Mecca 44 55 99

TOTAL 74 56 130



Legal Status

Birthplace is closely related to socio-political status.
Citizenship often determines what types of programs a
low-income group qualifies for. As a whole, most adult
farmworkers were legal immigrants while their children
were most likely American citizens. However, this also
reveals that 20% of the women were undocumented even
though their husband was a legal immigrant or U.S.
citizen. Table 7, Table 8, and Table 9 examine these trends
in greater detail.

Among the adults, close to 80% of the women, and
90% of the men and children, were legally present in the
United States due to their status as resident or an
American citizen. These high percentages reflect the
reality that the head of household in government
subsidized rental units must be documented. Despite that,
other immediate family members may not be. Another
research goal was to understand the effect of legal status
on healthcare access since binational households face
unique dilemmas when accessing medical services.

Civil Status

The civil status of couples may influence the type of
medical insurance that members of farmworker
households qualify for. Marriage, for example, provides
the opportunity for medical insurance for spouses and
dependents if one of the adults has employment-based
medical insurance. A single mother seems more likely to
qualify for public medical insurance. 

Table 10 presents findings on marital status and
illustrates that 72% of all farmworker households
interviewed contained a married couple. While 80% of
the migrating households included a married couple, 62%
of the non-migrating households included one. Moreover,
8% of migrating and 9% of non-migrating households
contain couples who were single, but live together.
Twelve out of 17 households can be defined as single-
parent households in which one parent cared for at least
one child under 18; all 12 contained female heads of
household. Only one head of household in this sample
reported being divorced. 

Another way this data was examined was by
collapsing the civil status categories into two divisions –
farmworkers living with a partner, whether married or
not, versus heads of household living without a partner. A
chi-square analysis was run on the two divisions of civil
status and the results are as presented in Figure 5.
Examining the statistical relationship between civil status
and migration is important because it provides another
way to reinforce the distinctions between migrating and
non-migrating farmworker households that ultimately
impact access to medical services.

When collapsing the two categories of civil status
into “living alone” and “living with a partner,” nine
migrating heads of household reported living alone and
66 reported living with partners. For non-migrating heads
of household, 16 lived alone and 39 lived with partners.

The chi-square test was used to evaluate the
relationship between these two nominal variables because
assumptions about the normal distribution of this
population could not be met (Bernard, 1994; Voelker and
Orton, 1993). A chi-square test of independence was
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Table 9. Legal Status: Children
Non-Migrating Migrating Total

N=123 N=199 N=322

American Citizen 78 63.4% 147 73.9% 225 69.9%

Legal Resident 31 25.2% 35 17.6% 66 20.5%

Undocumented 14 11.4% 17 8.5% 31 9.6%

Table 10. Civil Status of Head of Household
Non-Migrating Migrating Total

N=55 N=75 N=130

Married 34 61.8% 60 80.0% 94 72.3%

Single 11 20.0% 6 8.0% 17 13.1%

Single: Living
Together 5 9.0% 6 8.0% 11 8.5%

Divorced 1 1.8% 0 0% 1 .8%

Separated 4 7.2% 1 1.3% 5 3.8%

Widowed 0 0% 2 2.6% 2 1.5%

Figure 5. Chi-Square Analysis of
Civil Status and Migration

Farmworkers Living * Migration Crosstabulation
with Partner Migration Total

m nm

Farmworker alone Count 9 16 25

Living with Partner Count 66 39 105

Total Count 75 55 130

Chi-Square Tests

Value df p<.025

Pearson 5.967 1

Chi-Square

Source: Kathryn Azevedo Dissertation 2000



calculated comparing migration with heads of household
living alone versus those living with a partner. A
significant interaction was found: chi-square (1) = 5.967,
p<.025. Therefore, heads of household in migrating
farmworkers are more likely to live with a partner than
are heads of households in non-migrating farmworkers.
In summary, it appears that at alpha .05, a chi-square
value of 5.967 with 1 degree of freedom, there is a mildly
significant relationship between partnership and
migration status. This suggests that, at least in this
sample, the tendency for migrating households to contain
couples living together is statistically significant. 

This finding is important since a farmworker living
with his or her partner has certain advantages. For
example, couples living together, whether married or not,
generally have larger incomes and more social networks.
At least one of the adults may have employer-based
medical insurance and there may be more relatives who
could assist the family financially in a medical
emergency. Therefore, partnership and migration patterns
may indirectly influence medical insurance coverage and
consequently the use of medical services for members of
farmworker households. 

Average Ages of Adults

It is also worth the time to examine the average ages
of the adults in this sample. Table 11 illustrates that there
is little difference in ages between migrating and non-
migrating households. As explained earlier, information
was gathered on 238 adults – farmworkers and their
spouses. Age data, however, is missing for 23 people for
this analysis so the total number of adults for whom there
is age data is 215. Some farmworkers did not want to
reveal their ages, and some did not know the age of their
partner, if that partner was not present at the interview.

The average age of women, in both migrating and
non-migrating households, was 35 years. Average age of
migrating men was 38 years, and average age of non-
migrating men was 40 years. Total average ages of adults
in this sample lie between 35 and 40 years old, indicating
that the farmworkers interviewed were relatively young
and very likely to be supporting children under 18.

Number of Children in Farmworker Households

The average number of children in a farmworker
household suggests the extent of the family’s financial
responsibility. Table 12 illustrates the number of children
in both migrating and non-migrating households: each
household averaged almost four children.

As stated earlier, data was collected on 560 people
living in 130 households – 238 adults and 322 dependents
under the age of 18. It is important to point out, however,
that many households identified adult children as part of
their household even if they were not living with them. For
example, 26 households reported having dependents
living in the United States between 18-20 years of age,
while 23 households reported having adult children 21 and
over. Of households in this studied, 126 reported having a
total of 467 children. Over three hundred (322) of those
children were under 18 years of age and living in the
household at the time of the interview. Figure 6 provides
more detail on the number of children reported by heads
of farmworker households, and also illustrates that the
majority of households had four or fewer children.

Ages of Children in Farmworker Households

Farmworker households in this sample were typically
financially responsible for children who range in age
from very young to adolescents. Table 13 reveals the
distribution in ages for children living in migrating and
non-migrating farmworker households.
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Table 12. Average Number of Kids Per Household
Non-Migrating Migrating Total*

N = 52 households N = 74 households N = 126 households

Kids <18 3.92 3.68 3.77

N=322

Table 11. Average Ages of Adults
Non-Migrating Migrating Total*
(54 Women+57 Men) (72 Women+32 Men) 215 adults

Female N=126 35.42 35.14 35.26

Male N=89 40.47 37.81 38.76

Figure 6. Children Per Household
Number of children Number of Total

per household Households Children
0 4 0
1 17 17
2 24 48
3 23 69
4 28 112
5 15 75
6 4 24
7 5 35
8 6 48
9 1 9

10 3 30
Total: 467



The average age for children in both groups was 8
years. For migrating households, the average age was
7.97 years, and the average age for children in non-
migrating households was 8.3 years. Migrating
households were more likely to report children who were
younger than children from non-migrating households.

It is important to point out that the greater the number
of children per household, the greater the need for medical
services and access to these services. The medical needs of
children in farmworker households change as they grow.
Infants and small children usually need prompt medical
attention for sudden infectious diseases, while adolescents
often need medical services for injuries related to
accidents. Qualitative data also indicates that children in
this sample, especially girls ages 14 through 17, at times
need medical attention for reproductive services. Knowing
the number of children per household and ages of these
children helps gain an understanding about the medical
needs and subsequent access issues that may arise for a
given farmworker household. 

Education of Adult Members

Information about the education levels attained by
adults living in farmworker households is also relevant to
understanding their access to medical services. Tables 14
and 15 represent the educational level of the adult women
and men residing in farmworker households. Overall, the

majority of men and women farmworkers in this sample
had at least some grammar school education. Migrating
women had more education than migrating men. Only two
people in this sample went to U.S. high schools. Otherwise
the data represent education received in Mexico.

The percentages obtained in this sample are similar to
those reported in other farmworker studies (Guendelman
1991; Kerr and Ritchey 1990; Runyan 1992). The levels
of education for all people reveals that most research
participants had less than a high school education. More
specifically, 22.5% of migrating women and 14.7% of
migrating men had attained a high school education or
beyond, whereas only 12.6% of non-migrating women
and 7.2% of non-migrating men had attained a high
school education or beyond. 

14

Table 13. Children’s Ages in Farmworker Households
Age of Child Migration Status Count

Migrating Non-migrating Total

1 23 7 30
2 13 5 18
3 8 11 19
4 19 10 29
5 17 7 24
6 11 10 21
7 7 8 15
8 12 9 21
9 10 2 12

10 9 5 14
11 13 8 21
12 9 9 18
13 10 4 14
14 14 10 24
15 8 10 18
16 7 4 11
17 9 4 13

TOTAL 199 123 322

Table 14. Level of Education Attained by Women
Non-Migrating Migrating Total

N=55 N=75 N=130

No Education 4 7.2% 3 4.0% 7 5.3%
Grammar School 30 54.5% 33 44.0% 63 48.5%
(1-6 Years)
JR High 12 21.8% 14 18.6% 26 20.0%
(7-9 Years)
High School 4 7.2% 7 9.35% 11 8.4%
(10-12 Years)
JR College 3 5.4% 5 6.6% 8 6.2%
(1-2 Years)
University 0 0.0% 5 6.6% 4 3.0%
(3-5 Years)
Post Graduate 0 0.0% 0 0.0% 1 0.7%
Unknown 2 3.6% 8 10.6% 10 7.6%
Total 55 100.0% 75 100.0% 130 100.0%

Table 15. Level of Education Attained by Men
Non-Migrating Migrating Total

N=41 N=67 N=108

No Education 1 2.4% 2 2.9% 3 2.7%

Grammar School

(1-6 Years) 19 46.3% 17 25.3% 36 33.3%

JR High

(7-9 Years) 7 17.0% 9 13.4% 16 14.8%

High School

(10-12 Years) 2 4.8% 5 7.4% 7 6.4%

JR College

(1-2 Years) 0 0.0% 3 4.4% 3 2.7%

University

(3-5 Years) 1 2.4% 2 2.9% 3 2.7%

Post Graduate 0 0.0% 0 0.0% 0 0.0%

Unknown 11 26.8% 29 43.2% 40 37.0%

Total 41 100.0% 67 100.0% 108 100.0%



In order to examine this distinction further, a chi-
square test of independence was calculated comparing
levels of education and migration status for both adult
men and women in this sample. Even dropping the
missing cases and collapsing the educational levels into
four categories, no significant statistical relationship was
found between educational level and migration status for
either men (chi-square (3) = 2.674, p>. 05) or women
(chi-square (3) = .916, p > .05).

Even though it cannot be statistically supported that
adults in migrating households have more education than
the adults living in non-migrating households, this
research still illustrates that some migrating farmworkers
have indeed obtained significant levels of formal
education in Mexico. For example, eight migrating
farmworkers in this sample had at least two years of
university level education. One of the eight migrating
farmworkers even had a master’s degree. On the contrary,
none of the non-migrating farmworkers had at least two
years of university education.

Employment Characteristics

It is engaging to examine the division between adult
farmworkers and non-farmworker spouses. To clarify
further, there were 238 woman and men on whom data
were collected. Of the 130 women, 62 were employed
farmworkers, 13 were unemployed farmworkers, seven
worked in other occupations, and the remaining 48
identified themselves as full-time homemakers. Of the
108 men included in this sample, 94 were farmworkers,
11 were unemployed farmworkers, one worked in
another occupation, and, of those who remained, one was
retired, and another disabled. In summary, of the 238
adults in this sample, 180 were farmworkers.

Companies and Contractors

Farmworkers in this study worked for many
companies, most of which were relatively small. Some
companies listed in Figure 7 are no longer in existence
due to closures or mergers.

Figure 8 demonstrates that most research participants
were, in fact, those who worked directly with the crops in
the fields or in produce packinghouses. Only a few
farmworkers in the sample had higher skilled, better
paying jobs that included working with agricultural
machinery, irrigation, or spraying pesticides. Overall,
most research participants in this study worked with15

Adope Packing
Alco Packing
Amazing Coachella
Bell Farms
Borello Farms
Bruce Church
Bud of California
Cardinal
Chester Enterprise
Christopher Ranch
Coachella Citrus
Codopa Dates
Crown Hill
Desert Fresh
Dimara
Dole Fresh
Escamilo & Sons

Fever Ranch
Fresh Express
Golden Acre
Imperial Western
Jorge Ochoa Farms
K&W Farms
Kitagawa & Sons
Levimarra Vineyards
Mission Packing
Mona
Omar
Oscar Ortega
Pan American
Rancho American
Richard Bagdasarian
Ripaul Sorting
Rivera

Sam World
Sawyer American
Sea Son
Sierra
Silver Canyon Farms
Sojaras
Sonora Packing
Sun Date
Sunshine
Sun World
Tanin Murantle
Tudor
Valley Pride
Vege Pack
Venus Ranch
Zepeda Labor

Figure 8. Field Jobs Worked by Farmworkers

Crop # Laborers

Alfalfa 1
Almonds 1
Artichokes 1
Asparagus 5
Broccoli 11
Pumpkin 2
Carrots 1
Cauliflower 4
Celery 3
Citrus (Oranges, Grapefruit, Lemons) 33
Corn 8
Cotton 1
Cherry 3
Chile 28
Cilantro 1
Cucumber 3
Dates 4
Dried Fruit 4
Figs 2
Flowers 1
Garlic 8
Grapes 83
Green Beans 5
Green Vegetables 7
Lettuce 41
Onion 9
Melons 6
Peaches 1
Pears 1
Pumpkin 2
Spinach 4
Strawberry 2
Tomato 8
Wheat 1
Zucchini 1

Other Field Jobs
Agricultural Machinery 4
Inventory 1
Irrigation 1
Sprayer 1

Figure 7. Companies Employing
Farmworkers in the Study



grapes, citrus, lettuce, and chiles. The majority of
farmworkers were involved in the harvest of two or more
crops for more than one company. More specifically, only
44 out of 180 (24%) of farmworkers worked exclusively
for one company year round. Multiple employment means
less consistency in employer-based medical insurance.

There were also subtle differences in the types of
crops that migrating farmworkers worked with compared
to non-migrating farmworkers. Migrating farmworkers,
who were interviewed in Art Ochoa, were more likely to
work with lettuce. More specifically, 27 out of 31, or
87%, of farmworker households had one or more
members participating in the lettuce production.
Migrating farmworkers homebased in Mecca were more
likely to be involved in the grape harvest – 37 out of 44
households. This means that 84% of the migrating
farmworkers interviewed and homebased in Mecca were
involved in some aspect of the grape production. 

Of the 55 non-migrating farmworker households
homebased in Mecca, 40 out of 55 (72%) were involved
in grapes, 17 out of 55 (31%) harvested citrus, and two
out of 55 (3%) participated in both harvests.
Nevertheless, one non-migrating farmworker family,
interviewed in Art Ochoa, was involved in cherry, garlic,
chile, tomato, and dried fruit harvests.

Most adult members of farmworker households in this
sample were engaged in full-time agricultural labor for at
least nine months of the year. Tables 16 and 17 summarize
the hours and the number of years worked. In this sample,
migrating and non-migrating farmworkers on average
worked full-time at least 40 hours per week. The only
notable difference was that women worked slightly fewer
hours than men. Based on researcher observation, women
fit work around childcare and household duties. This trend
was also reflected in Table 17.

Overall, men worked more years in agriculture. Non-
migrating men in this sample showed the greatest average
number of years working in agriculture. Women showed
fewer years participating in the agricultural workforce,
reflecting that, in the absence of day care, some women
stay home until their children reach school age.

Income Sources

Total income levels among farmworkers are often
underestimated because other sources of income besides
salaries are not considered. Tables 18, 19, and 20 include
self-reported data on average monthly salary,
unemployment compensation, AFDC/TANF (welfare
checks), WIC coupons, and food stamps. More
specifically, farmworkers estimated the monthly income
of their household at the time of the interview. The
average monthly household income from salaried
employment, for all farmworker households in this
sample, was approximately $1,350. Overall in the
sample, migrating farmworkers earned more per month
than non-migrating farmworkers. 

It is important to point out that this average monthly
estimate of income from salaried work often included
pooled salaries. Table 19 illustrates unemployment
income reported by farmworker households. Overall,
60% of farmworker households reported receiving
unemployment within the year prior to the interview.
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Table 16. Average Weekly Hours in Agriculture

Total Migrating Non-Migrating

Male N = 105 43.81 43.42 44.47

Female N = 75 39.06 40.16 37.90

Table 17. Average Number Years in Agriculture

Total Migrating Non-Migrating

Male N = 105 14.75 13.6 16.78

Female N = 75 8.69 8.90 8.46

Table 18. Reported Monthly Income from Salaries

Total Migrating Non-Migrating

Average Mo. Salary $1,350.00 $1,470.00 $1,185.00

Table 19. Unemployment Compensation Income

Total Migrating Non-Migrating

Unemployment 60.0% 66.0% 59.0%

Compensation $310.62 $290.26 $343.71

Table 20. Use of Public Services Reported
by Farmworker Households

Total Migrating Non-Migrating

AFDC/TANF 9.16% 6.0% 9.0%

$394.25 $425.33 $375.60

WIC Coupons 34.5% 34.7% 34.1%

(38/110) (24/69) (14/41)

Food Stamps 22.1% 20.0% 25.0%

(29/130) (15/75) (14/56)



Migrating farmworker households (66%) in this
sample were slightly more likely to report receiving
unemployment income than non-migrating households
(59%). The relatively moderate use of unemployment
compensation by both groups of farmworker households
may be explained by the possibility that these households
had more knowledge about how to utilize the services
offered by the Employment Development Department
(EDD) in California. Community workers, advertisements
in the Spanish news media, and farmworkers themselves
aggressively distributed information about EDD services.
Table 20 illustrates the use of public assistance by
members of farmworker households.

The use of public assistance in the form of welfare
checks (AFDC/TANF), WIC coupons, and food stamps
was relatively low. Less than 10% of all farmworkers
households reported receiving welfare checks within 12
months prior to the interview date. Approximately 34%
of the families received WIC food coupons, and
approximately 20% of the households reported receiving
food stamps, even though many more would qualify for
these programs based on income levels for their
household size.

It is important to note that this self-reported data is
probably an underestimate of total monthly income. For
example, farmworkers also earn additional income by
renting out furniture, re-selling jewelry, medicine, and
other items purchased in Mexico, providing child care,
making floral arrangements, and working for commission-
based cosmetic companies like Mary Kay and Avon. If
farmworkers are literate in English, they may charge for
helping neighbors’ complete forms. Some farmworkers
earn income by fixing appliances or cars; if farmworkers
have a vehicle, they may charge for rides. During periods
when they receive unemployment compensation, some
work for cash by doing gardening or taking garbage to the
dump. Some women make tamales, tortillas, and other
food items, and then sell them to neighbors. There
continues to be a huge underground and unrecorded
informal economy in both Mecca and Art Ochoa. Some
farmworkers even sold jewelry and distributed Mary Kay
Cosmetic’s catalogs as they pruned grapes.

Farmworker Lifestyle, Work, and Health

The lives of people in farmworker households revolve
around the nuances of the agricultural cycles of particular
crops. This lifestyle requires, at the very least, a basic
understanding of the biology of crops, road and weather
conditions, geography, the intricacies of the agricultural

labor hierarchy, and effective social networks. The first
section elaborates on the lives of migrating farmworkers
temporarily residing in Northern California.

Living and Working in Northern California

The Art Ochoa Migrant Center

Residents of the Art Ochoa Migrant Housing Center
live in Gilroy and work in Central Coast agriculture that
includes the areas of Alameda, Contra Costa, Monterey,
San Benito, San Mateo, Santa Clara, and Santa Cruz
counties (State of California, 1994). Most of the
farmworkers living at Art Ochoa worked in the Salinas
Valley, known for its lettuce production. 

Gilroy is located at the southern portion of the San
Francisco Bay Area in Santa Clara County. Historically,
this geographic area has been known for its rich fertile
soil and as “garlic capital of the world.” In the spring and
summer, the climate is hot and dry; fall and winter bring
cool and clear weather. Within a short driving distance are
the Monterey and Santa Cruz coastal communities that
are famous for strawberry, lettuce, pumpkin, squash, and
other crops that thrive in this cloudy, windy, damp, and
cooler climate. Farmworkers at Art Ochoa usually work
in both of these distinct climate zones during peak season
from summer through late fall. 

This agricultural region is on the outskirts of the
rapidly growing and expanding Silicon Valley.
Agricultural land is increasingly converted into housing,
shopping, or office buildings, so the Art Ochoa housing
complex is now almost hidden by the highways. Within
its vicinity, Art Ochoa is located next to a few privately
owned labor camps that house single, migrant male
workers. Across the street is a waste treatment plant.
Surrounding Art Ochoa are agricultural fields, railroad
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Inside an apartment at Arturo Ochoa Camp.



tracks, and Highway 101. Within a mile, there is a
department store and a primary healthcare medical clinic;
within two miles, there is a conglomeration of more than
100 factory outlet stores. This urban growth presents
challenges for migrant farmworkers since affordable
temporary housing is becoming increasingly scarce. The
96 families who live at Art Ochoa Migrant Housing
Center are fortunate since it is one of the few modern and
safe facilities available to migrant households in the area.
Other farmworker households who migrate to this region
for agricultural employment live in motels, cars, trailers,
or in old, dilapidated housing structures. 

Art Ochoa is open from mid-May through October.
Farmworkers point out that it should be open longer since
the agricultural season does not end until late November.
The 96 units at the Art Ochoa Migrant Housing Center
are designed for families, and most units have two
bedrooms, a living room, and a kitchen with a
refrigerator, air conditioner, stove, and oven. Rent is
subsidized and is based on reported monthly income;
most households reported paying between $200 and $250
for rent. This rent is well below market value since Santa
Clara County is one of the most expensive rental and real
estate markets in the United States. It is important to note
that residents who live at Art Ochoa must prove that their
family is a migrant household, and preference seems to
be given to 2-parent households.

Art Ochoa has a community room for meetings,
laundry facilities, two public phones, a manager’s office
and residence, and a small primary health clinic open
once a week. Each household unit has a parking space,
the entire complex is enclosed by a fenced, and pets are
not allowed. Each unit has a small front yard where some
residents grow flowers, vegetables, and herbs. Overall,
this publicly subsidized complex is well maintained, and
individual households keep their units clean. Periodic
inspections discover maintenance needs and encourage
residents to look after their units. Water, gas, plumbing,
and electricity are reliable and most households have
telephone service. A few have cable television. Families
appeared to have an adequate supply of food, bed linens,
clothes, cleaning supplies, and cosmetics.

Of the 31 households who qualified and participated
in the research study, most maintained a homebase
residence in Yuma, Ariz. Others had a residence in the
California towns of El Centro, Holtville, and Mecca in
Imperial and Riverside Counties. Migrating farmworkers
in this study maintained close contact with their

homebase residence since they were responsible for rent
or mortgage, utilities, and other bills. Most families found
a relative or a renter to live in their home while they
migrated. Some families even traveled once or twice a
month to their homebase to make sure everything was in
order. Therefore, they were preoccupied with maintaining
two residences simultaneously. Most of the households at
Art Ochoa migrated between the Gilroy area, Huron, and
their homebase residence in the desert. As a matter of
comparison, some migrating households in other
“streams” migrate to multiple locations more frequently
to find agricultural employment. 

Given the isolation of Art Ochoa, households had to
have access to at least one vehicle. As one male
farmworker pointed out, a well maintained automobile
reflects their livelihood. Farmworkers living temporarily at
Art Ochoa still have a substantial commute because their
employment takes them to Hollister, Salinas, Monterey,
and Half Moon Bay, which can be up to 2.5 hours away.
Driving in the foggy coastal areas, where small 2-lane
roads are characteristic, is a known daily hazard.
Farmworkers live with the fear of car accidents and a few
experienced serious injuries from previous accidents that
occurred while traveling for work. With the exception of
elementary school buses, there is no public transportation
serving farmworkers in this area. Despite the presence of at
least 100 stores nearby, no local grocery store within
walking distance serves this temporary farmworker
community. The lack of public transportation and other
basic services within walking distance is problematic,
especially for those who remain at Art Ochoa during the
day – they are completely isolated. In addition, the pay
phones for Art Ochoa residents are also used by the general
public, sometimes resulting in long waits to use them.

Residents at Art Ochoa communicate with their
neighbors and most know each other by first names.
Neighbors sometimes share phone lines, exchange
advice, and rely on each other for everyday emergencies
of rides and babysitting. A few women in the complex
sell Mary Kay, Avon, and Amway products. Others send
their children door-to-door to sell homemade items such
as cooked corn, tamales, and Mexican desserts, while
others earn extra income by cutting hair. Still others sell
floral arrangements and items for baptism, birthdays, and
other occasions. There is a pattern to their routines while
living temporarily in Gilroy – people often arise before
dawn and are in bed usually before 9:30 p.m. Almost
everyone speaks Spanish; children are usually bilingual
and sometimes translate for the adults. 
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Many women at Art Ochoa maintain two jobs – one
at home and the other in the fields. It was always difficult
to interview women since they were always busy. When
not in the fields they were cooking, watching children,
shopping, cleaning, selling, attending social events, or
helping someone else with chores. Men occasionally
return from the fields later than women since they may
work double shifts. When men were in the complex, they
could often be seen outside fixing vehicles or tending
gardens. Young boys ran around the complex playing
soccer, football, or riding bikes. Girls also rode bikes, but
they often play inside. Adolescents seldom “hung out”
since loitering was not permitted. Many, in fact, work in
the nearby stores if they have transportation. Men and
teenagers usually went outside the complex to socialize. 

Art Ochoa residents were accustomed to having
outside visitors from a variety of organizations. In
addition to Rota-Care staff, civic organizations brought
food and clothes while social workers and public health
nurses interacted with residents who were their clients.
Researchers, students, and reporters occasionally
interviewed farmworkers. A variety of people from
various service organizations still interact with Art Ochoa
residents regardless of their isolation and location 

By and large the Art Ochoa was peaceful and well
maintained. Police occasionally patrolled the area, but
their attention was usually directed to the men living in
the adjacent camps. Residents of Art Ochoa agreed to
follow the regulations specified in their rental agreement
and disorderly conduct was unusual. There were
instances of petty theft and vandalism, but these incidents
were uncommon. Nevertheless, residents have a few
significant concerns. 

The air often smells bad due to nearby agriculture
and the waste treatment plant located across the street.
The area is poorly lit and there are few services available
within walking distance. 

Healthcare Services at Art Ochoa

Rota-Care volunteers staffed the on-site medical
clinic weekly in order to provide free basic check-ups and
referrals. Since there was no on-site lab or pharmacy, and
the clinic were sometimes staffed with non-physicians,
clinic staff was limited to providing very basic primary
healthcare and referrals. Farmworkers residing at Art
Ochoa expressed gratitude over the availability of this
free service. But the need and demands for services
warrants consideration for expansion of primary

healthcare services. More specifically, one female
farmworker commented that many farmworkers arrive
home between 9 and 10 p.m. and she suggested that the
clinic remain open until late at least once a month to
accommodate these farmworkers.

All of the households reported knowledge of the
Rota-Care free clinic and more than 90% of the heads of
households reported they knew where to buy medicine,
where the nearest emergency room is located, and where
the nearest subsidized full service primary healthcare
clinic is in San Martin. This knowledge is based on
previous attempts by family and neighbors who sought
healthcare at these facilities.

The Decision to Migrate

The decision to migrate for agricultural employment
in a given agricultural season is based on several factors–
primarily profit. Migration is either a planned, annual
event, or a sudden decision made when work is scarce in
the homebase area. Most farmworkers had experience
migrating even if they were designated as a non-
migrating household on the basis of their most recent
work experience. It is important to point out that the
analytical distinction between migrating and non-
migrating farmworkers has its roots in federal programs
that allocate funds for migrant health, migrant education,
and migrant daycare. In fact, when reading about the
programs for farmworker families, many of which started
in the 1960’s, there is the impression that engaging in
agricultural work is synonymous with migration since
several programs are designed for migrating farmworkers
and their dependents. 

The availability of housing at this complex allows
families to migrate and stay together, and is a major
influence on decisions to migrate to the Bay Area. If a
family is not guaranteed a space at Art Ochoa, the adult
male in the family may be the only person to migrate. The
rest of the family would probably remain behind.

Previous experiences also influence the decision to
migrate for agricultural work. For example, many
farmworkers in this study reported that the working and
living conditions in Huron were very bad. Due to Huron’s
reputation, farmworkers reported that male farmworkers
would migrate to Huron alone after the work had ended
in Gilroy, while the rest of the family would return to
their homebase. Most farmworkers in Gilroy reported an
overall positive migrating experience while living at the
Art Ochoa Migrant Housing Center. First-time residents,
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however, report a more difficult migrating experience
since they have to learn where everything is located,
adapt to the climactic changes, and develop effective
social networks. 

As the business of agriculture has evolved, due to
technology advancements and improved irrigation, work
is becoming available year-round in some rural California
communities. Some of the distinct contributions of this
study lie not only in the depiction of the life, work, and
health of migrating households, but also in the lifestyle in
the homebase farmworker community of Mecca. 

Living and Working in Southern California

Mecca is located at the southern tip of the Coachella
Valley, bordering the Imperial Valley. Desert agriculture
begins in Southeastern California and extends into
Western Arizona. In California, the Imperial and
Coachella Valleys produce much of California’s winter
vegetables. Highways 8, 86, and 10 provide access into
these areas. Agricultural crops, which include grapes, and
citrus fruit, grow in this desert climate when irrigated by
the Colorado River. 

Farmworkers homebased in Mecca work primarily in
the Coachella Valley. Families who migrate during
summer from Mecca often travel north to Gilroy or
Bakersfield.

Mecca in Historical Perspective

Mecca remains a small town located in an
unincorporated rural area by the Salton Sea. Mecca has
an advisory community council appointed by the county
supervisor, and Mecca residents are under the jurisdiction
of Riverside County. However, Mecca borders Imperial
County and, politically and geographically, it is isolated
from the wealth of Riverside County that includes the
resort cities of Palm Springs, Palm Desert, Indian Wells,
and Bermuda Dunes. 

The geographic area that now encompasses the small
desert town of Mecca has its roots in a history that is more
than a century old. At first glance this area, characterized
by its harsh arid climate that can reach 120º during the
summer, seems an unlikely place for one of California’s
most productive agricultural regions. Mecca is located in
the Colorado Desert nestled between the San Jacinto and
San Bernardino mountain ranges and is approximately
seven miles from the San Andreas earthquake fault. The
purple mountains and the amber sunset characteristic of

the area mark the beginning of what is commonly
referred to as the Southwest. The mountains that
encompass Joshua Tree National Park stretch into the
Mecca Hills on the outskirts of town.

Mecca began as a railroad settlement, known as
Walters, more than hundred years ago. Several artesian
wells, built there by the Southern Pacific Railroad, served
trains traveling from Arizona (Foulkes, 1985). The mines
and the railroad attracted people to this region in the early
1900’s. In 1904 the area became known as Mecca, but
this land has historically been home to the Chemehuevis
and Cahuilla peoples for more than 1,000 years (Laflin,
1998). Currently, interspersed throughout the Mecca area
are several parcels of Native American land belonging to
the Cabazón and Torres-Martínez peoples. 

In the first years of Mecca’s history, agricultural
production was not as prominent as it is today.
Nevertheless, in recent years, vast parcels of previously
arid land have been converted into large tracts of single
crops irrigated by canals flowing from the Colorado
River. Currently, Mecca is completely surrounded by
vineyards and dates, tomatoes, melons, and citrus fields.
With increased agricultural production came migration of
workers, largely from the Mexican states bordering the
United States. Eventually, Mecca evolved into a town
where more than 90% of its residents speak Spanish as a
primary language and where the majority are involved in
some aspect of agriculture production. Besides Spanish,
other residents of Mecca speak English, Purépecha, and
Tagalo. Farm labor is an integral part of Mecca’s history.

Job instability forces many farmworkers to change
jobs frequently. In fact, some farmworkers could not even
remember the name of the company that employed them
and many had to look at their pay stubs. Agricultural
employment in California operates in a competitive, time-
sensitive, market-specific, and weather-dependent
environment. Agricultural conglomerates increasingly
replaced small family farms. It is in this environment that
farmworkers and their families’ work. 

Mecca in the 1990’s

Despite the insecurities inherent in this business,
Mecca continues to grow due, in large part, to the
booming agricultural industry. Currently, Mecca is
quickly changing into a major farmworker community.
Although the 1990 Census reports close to 2,000 people
reside in Mecca, the figure is actually closer to 5,000-
6,000, according to a variety of local agencies that
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estimate the population on data from utility companies.
Mecca, however, is still a small town where most people
know each other. There are at least three small, family-
run grocery stores, a post office, a small library, two
elementary schools, five formal daycare programs, four
churches of different Christian denominations, a gift
shop, one beauty salon, two restaurants, one laundry, one
video store, one long distance telephone center, one
hardware store, one income tax service, and four money
order service centers.

Officially, the Mecca Health Clinic, located in the
Nueva Vista apartment complex, provides licensed
primary healthcare services from at least one physician,
two nurse practitioners, two nurses, and several medical
assistants. A laboratory technician performs basic
laboratory procedures for patients of the Mecca Clinic;
sophisticated tests are sent to a regional laboratory. A
pharmacy, located in nearby Indio, delivers medicines
ordered by Mecca physicians for clinic patients.
However, Mecca residents also obtain prescription
medications that were originally purchased in Mexico.
Moreover, in 1998 a private physician, board-certified in
internal medicine, rented an office next to the hardware
store. There are no formal dental clinics in Mecca,
although there are a few unofficial dentists trained in
Mexico offering services for low fees. Occasionally,
volunteer dentists perform free dental exams for school
age children. There are also alternative Mexican
healthcare practitioners, with varying degrees of formal
training, practicing in undisclosed locations.

People residing in the Mecca area live in a variety of
housing arrangements since there is still a shortage of
dwelling units, especially during peak harvest season. In
1999 there were about 300 homes, 275 subsidized
apartment and home rental units, 500 trailers, and 100
mobile homes there. During peak seasons in 1998 and
1999, from April through July, migrant farmworkers lived
in approximately 200 automobiles parked in grocery
store parking. There were also vehicles, with
farmworkers living inside, parked along isolated
irrigation canals and on small ranches. Of those living in
the cars, more than 90% were men with families in
Mexico. Occasionally, there were a few young women.
Most were homebased in the northern states of Mexico;
the majority came from Baja California Norte. A few of
the men were homebased in Arizona. All the men spoke
Spanish and many understand some English. A few were
trilingual in Brazilian Portuguese, Spanish, and English.

These migrant farmworkers lived out of their cars
from May through July and usually stayed in Mecca
Sunday through Thursday evening. On the weekends,
they returned to their homebase residences in Mexico or
Arizona. Facilitating this frequent travel were border-
crossing visas. Interspersed with the migrants living out
of their cars were a few local homeless people who lived
under the palm trees. The homeless were usually
bilingual. Occasionally the homeless would compete with
the migrant men for work in the fields. Many of these
homeless men experience mental illness or battle
substance abuse and are sometimes mistaken for migrant
farmworkers. They are occasionally profiled by the local
and regional press in annual stories on farmworkers.

There is also a significant presence of non-Spanish
speaking non-migrating farmworkers living primarily in
run down privately owned rental units. They are known as
the Tarascan people from the state of Michoacán in
Mexico and speak a language called “Purépecha.” Most
work in the citrus groves. These farmworkers are one of
the most exploited groups living in Mecca and experience
much discrimination. They live together and stay
relatively hidden from public view. They rarely go out
except to shop or watch an occasional planned sporting
event similar to basketball. Many are unauthorized
workers and are systematically exploited by crew leaders.
They earn on average $1 to $2 less per hour than Spanish-
speaking farmworkers. The local grocery store staff
cashes their checks and observed this differential in pay. 

On the outskirts of Mecca, there were at least 10
privately owned trailer parks. Many of these trailers
housed families, but a few were tailored to single male
occupants. Although there were some well-maintained
trailers, others were dilapidated and posed safety hazards
due to questionable electrical and propane connections.

Characteristic of Mecca is its continual growth.
Struggles to adequately house permanent and migrant
farmworkers who travel to Mecca looking for work is on
going. Even though Mecca is designated as a homebase
location, it is also where people migrate for agricultural
work. Housing continues to be a pressing issue. 

Permanent Mecca residents face the problem of
creating adequate subsidized housing for farmworkers
and other low-income residents. Furthermore, attempts to
build more subsidized housing have been linked to the
building and financing of the Mecca Health Clinic.
Financing a subsidized satellite clinic, like the Mecca
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Health Clinic, is, in part, based on population estimates of
who might potentially seek the primary healthcare
services offered by this clinic. These clinics, as well as
other rural clinics serving farmworkers throughout
California, are more likely to receive additional federal,
state, and private foundation support if they can prove
increasing levels of medical need. When people, most
notably farmworkers, live unofficially in garages, sheds,
and isolated trailer parks, they are not adequately counted
in population estimates when grants are written.

Farmworkers Homebased in Mecca, California

The people living in 99 farmworker households
interviewed for this study have lives filled with
competing and demanding work, school, sports, religion,
and family responsibilities. Even though farmworkers are
engaged in an occupation that is as old as humankind,
their children experience modern pressures. Despite their
rural existence, these children are well aware of the world
outside their lives: images received through school, the
Internet, video games, and television programs promote
the lifestyle of an urban existence. 

So what contributes to Mecca’s continual growth?
What are the benefits to this type of life?

One woman emphatically stated that Mecca provides
a “family oriented lifestyle.” Farmworkers with children
in Mecca often follow similar routines. At 5:30 a.m. they
drop off their children at day care. The day care staff
sometimes takes some of the older children to school at
around 8 am. Parents are in the fields by 6 a.m. and work
until 2:00 or 3:00 in the afternoon. From work, most
farmworkers go directly to school or to pick up their
children. In fact, in Mecca the only predictable traffic jam
occurs every weekday from 2:30-3:30 when the school
day concludes. Most farmworkers are at home by 4 p.m.
with their kids. They shower and change clothes. Women
usually begin to prepare dinner; kids play and do their
homework, or run errands or relax. After dinner, people
rest and watch television, or some take a walk outside and
casually meet with their neighbors. On Saturdays, most
farmworkers work from 6 a.m. until early afternoon. 

Their weekend actually begins on Saturday afternoon
and is usually characterized by housecleaning, laundry,
short trips to Mexicali or Los Angeles, visits with nearby
relatives, parties, church services, shopping at neighbors’
garage sales, and out-of-town shopping. This routine in
Mecca starts in September and goes through early June.
In the summer, those who migrate to Northern California

leave as soon as their kids finish school. In some
households, the car or van is packed and families may
take off the day school is out and migrate north for
agricultural employment. The process is not random.
Most of these families know where their next job is and
where they will be staying. Those who do not migrate
remain in the blistering heat of Mecca. Some
farmworkers will get unemployment during this time and
take a vacation. Other farmworkers will work unofficially
in another occupation while receiving unemployment.
Still others work year-round in agriculture.

Mecca, however, is not without its problems. The
following passages, from an interview with a former
community health worker and current farmworker,
elaborate on various aspects of life in Mecca in the 1990’s
and address many public health concerns.

Farmworker: In the past, the former clinic
contacted farmworkers for community service.
The job consisted of investigating the major
problems of the community. For example, here in
the community, we have people who now live in
parking lots (or) in the fields. We had to see
where other needs were – school, domestic
violence, and health problems – all the problems
of the community. And what we were doing was
on the part of the clinic – to see where we could
help. We would examine a case; we would give
information where one could obtain assistance.
We tried to get people and the community to
progress. It was our job to know… where people
could go to resolve these problems.

Interviewer: Do you know about the Mecca
clinic?

Farmworker: Yes.

Interviewer: How can we improve the clinic?

Farmworker: Well, here in this community of
Mecca, we have many huge needs. First, we have
the problem of emergency care – we have none!
Here in this town, we do not have paramedic
services. If we have an emergency, the
ambulance arrives in 20 minutes or even in a half
hour. Twenty minutes is valuable time for a
person in an emergency. We have problems with
women in labor. In my case, when my wife was
about to give birth, no one would give her a ride
to the hospital; my wife had to go by bus. Once

22



arriving in Indio, she had to transfer to another
bus to the hospital. On her way from Mecca to
Indio she was sick and in labor. Once she arrived
to the doctor, they sent her to another hospital
clinic because there were no emergency services.

Interviewer: What other needs do you see?

Farmworker: Well, the needs are basic needs.
For example, medical attention for children.
Even though we have a health clinic, there is so
much demand and so few medical personnel to
attend to the people… our people believe that
without health we cannot function as parents, as
workers, our children cannot function as
students, and our wives cannot keep up with the
house. Our children in Mecca have the same
problems that we see in communities in Mexico.
They have problems with intestinal parasites and
lice on their heads. They also have problems with
anemia. Therefore, in parts of this country such
as Palm Desert, where there is money, these
problems do not exist. Here, our community is
poor, the needs are basic, and there is no one who
worries about us in our homes… these problems
are not acknowledged.

Interviewer: In the Mecca clinic, there is one
doctor that speaks Spanish. Do you think we
need more health professionals? What do the
people think of the clinic?
Farmworker: The clinic is fine. They are trying
to serve the community, but it is very limited.
Realistically, the capacity is limited. In a normal
day, the doctor cannot spend real time with the
patient in order to provide a good service. Then
what happens is that they just pass patients
through without providing a good service. From
my own experience, they don’t have bad doctors.
The doctor here is good. He is interested in you,
and tries to give you the appropriate time to take
care of your illness. But in the case where there
is so much demand, we are many in need. We
have more needs in different areas. In my
personal opinion, I would like to see that the
community receives basic services along with
different medical specialists for this community
and the surrounding communities. This is a very
small clinic for our population, which is so big.

Interviewer: How many people live here?

Farmworker: I don’t know what to say, but
Mecca in the last eight years until today has
tripled its population.

Interviewer: They say that there are only 1,800
people, but I think there is a lot more.

Farmworker: The reality is that Mecca is a town
that has many migrant workers passing through.
But a good majority of these people have
remained here because Mecca has seen double,
no triple, the number of housing units. But
despite this, medical services don’t exist – these
services have not grown in Mecca… Mecca
continues to be a town with relatively simple
medical problems that affect a lot of our
population. These problems are relatively simple
for government officials to solve if they knew of
them. We could move forward.

This passage is especially powerful because this
farmworker and former community health worker
revealed many salient issues affecting the health of
farmworkers living in Mecca: transportation, emergency
care, domestic violence, the need for a larger primary
health clinic, poverty, and conditions most common in
children – anemia, intestinal parasites, and lice.

Medical Conditions Reported

Illnesses reported among migrating and non-
migrating farmworker households were similar.
Farmworkers detail histories of muscle aches and strains,
allergies, dehydration, arthritis, sunburn, respiratory
problems, and fatigue. Farmworkers frequently stated
that exposure to chemicals – fertilizers, pesticides,

23

Bathroom facilities in grape fields of Mecca, Calif.



herbicides, anti-fungals, etc. – often made them sick.
Symptoms attributed to exposure to various chemicals
include eye irritation, nausea, diarrhea, skin rashes, hives,
and sores. Farmworkers in this study pointed out that they
sometimes were asked to eat the grapes prior to picking
them in order to see if they were ripe enough. When this
happened, stomach complaints such as nausea and
diarrhea were attributed to the yellow sulfur dust coating
the grapes’ skin. Farmworkers attributed changes in
temperature during the day – from the cool morning to
the sweltering heat of mid-day – as a cause for illness.
Farmworkers also reported work-related accidents such
as falling from trees, machine-related injuries, and
automobile accidents. A few farmworkers expressed
concern that their occupation put them at greater risk for
cancer later on in life.

Women farmworkers reported more bladder
infections than male farmworkers and that the dirty
bathrooms increased their risk for infection. Women
farmworkers also stated that they felt that chemicals used
in agriculture caused miscarriages. 

Clinic Staff Observations

Clinic staff confirmed that farmworkers were often
seen for pesticide-related problems. However, the doctors,
nurses, and clinic laboratory staff also stated that the most
common illnesses seen among farmworkers at the Mecca
clinic were abnormal pap smears, anemia, depression,
Chlamydia, diabetes, high triglyceride levels in the blood,
and injuries related to on-the-job accidents. Most
farmworkers stated that they did not observe a difference
between migrating and non-migrating farmworkers in the
types of illnesses experienced. However, qualitative data
obtained reveals subtle differences.

Medical Concerns Unique to Migrant Farmworkers

Migration impacts health. Some of the health
conditions revealed seem to be related to the type of
migrant housing, while others are related to unfamiliarity
with an area.

Some migrating farmworkers said the experience
migration makes their families’ more vulnerable to illness.
One farmworker observed that her children experience
more allergies, colds, and flu when they migrate. Some
farmworkers also point out that the change in water and
food puts their families at greater risk for stomach
problems. In another example, one female farmworker
stated that when she migrated to Northern California, she
and her family lived in a complex that housed six families.
However, all six families -- 50 to 60 adults and children -
- shared one toilet facility. Another farmworker pointed
out that her children get lice when they are migrating for
work. Many medical concerns unique to migrating
farmworker households are, in part, due to poor, high-
density housing situations with unsanitary conditions that
lead to a greater risk of illness. Farmworkers who migrate
to a new location for the first time also find it difficult to
locate nearby medical faculties. 

On the other hand, a small percentage of farmworkers
interviewed indicated that they had no knowledge of
nearby health facilities. Since most households had
school-age children, many had to take their children for
health exams due to school entrance requirements. This
process acquainted farmworkers with nearby primary
healthcare clinics. 

Based on these observations, there are other health
risks associated with migrating for agricultural work. In
many households, diets also change when they migrate.
More specifically, the consumption of fast food and
sugary junk food items increases when families are
traveling for work. This change of diet can be attributed
to the fact that, when both parents work, there is little
time left to prepare more nutritious homemade food. 

Medical Concerns Unique to Non-Migrant Farmworkers

Most farmworkers interviewed in this study stated
that non-migrating farmworkers are not affected as much
by illness. However, non-migrating farmworkers and
their families also face unique health concerns. Non-
migrating farmworker households do not have to deal
with the rigors associated with frequent traveling. But,
due to poverty and the extreme heat of Mecca, they also
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experience some important health concerns. The
following interview passages with non-migrating
farmworker reveal some of these tendencies.

Non-migrating farmworkers live and work in the
harsh desert climate of Mecca during the summer. Mecca
is located near the polluted Salton Sea and, during the
summer when humidity rises and temperatures climb to
120º, thousands of birds and fish die. There is a pungent
odor that lingers into the evening hours. In the extreme
heat, insects multiply, creating additional health risks.

Non-migrating farmworkers state that during this
time their family members suffer from heat exhaustion,
skin problems, and respiratory ailments. Bug bites are
also a constant source of irritation and seem to affect the
children to a greater extent. Wild dogs are abundant, and
the town has no drainage system to control water runoff.
Even though non-migrating farmworkers homebased in
the desert may not have to deal with the hardships
associated with migrating, it must also be pointed out that
these farmworkers live year-round in one of the poorest
and most polluted rural areas in the United States. Non-
migrant farmworkers in Mecca stated that they had
problems with gas leaks, troublesome refrigerators, non-
functioning air conditioners, and unstable electrical
connections. Life for those living in trailers and cars is
uncomfortable because temperature changes from the
extreme heat during the day and to the cold of night.

At the heart of this study are distinctions between the
migrating and non-migrating farmworker households
homebased in desert southwest towns like Mecca.
Residents interviewed upstream at Art Ochoa followed a
particular routine in Gilroy while simultaneously trying
to maintain their homebase household. This homebase
location in Mecca is also an upstream location for mostly
single migrant males homebased in Arizona or in the
Mexican states bordering California. For those
homebased in Mecca, some work in the Coachella Valley
year-round, while other households migrate north during
the extreme heat of summer. Despite the many challenges
these farmworkers face in their homebase and upstream
residence, the majority of farmworkers in this study
prided themselves on participating in an occupation that
is a good honest day’s work. Most acknowledge that the
pay is low and the working conditions are harsh. 

Farmworkers quickly understand the different labor
structures they work under as they switch from company
to company. Many farmworkers will work six days a week

and even double shifts during peak season. But, during the
off-season and the anticipated periods of unemployment,
farmworkers plan vacations, medical procedures, and
visits to distant relatives. They have developed a
farmworker lifestyle that is typically characterized by
intense periods of work followed by some periods of
unemployment. The farmworker lifestyle often revolves
around the school schedule of their children. 

Moreover, farmworkers, especially women
farmworkers, develop deep friendships in the fields. As
one woman farmworker told me, “Gracias a Dios en el
campo, me siento agusto! Yo soy feliz. Yo soy feliz y
tranquila en el campo porque te encuentras con muchas
amigas, muchos compañeros, y pasas mas pronto el
tiempo.” Translated into English, she emphatically states,
“Praise the Lord, in the fields, I feel very good. I am
happy. I feel happy and peaceful working in the fields
because I meet with many girlfriends, many companions,
and the time goes by very rapidly.” Most farmworkers do
not want people to pity their harsh lives and they feel
there is honor in the type of work they do, despite the
inherent hardships and injustices faced at the workplace. 

Interviews with migrating and non-migrating
households reveal that both groups of farmworkers
experience a burden of heavy illness and disease. In this
case study, migrating farmworkers traveled to a less
polluted area than the homebase area studied. However, if
migrating families end up in a substandard housing
situation, the tendency to get sick increases. Non-
migrating farmworkers, even those living in decent
housing conditions, live in a harsh, impoverished, and
polluted environment where illness is a constant
companion. Migrating farmworker households would, it
was anticipated, experience a much greater illness burden.
Instead, both groups suffer from substantial health risks
year round. The illness burden may be similar for these
two groups; however, access to medical service differs.

Access to Medical Services

Among agricultural laborers working in the United
States, it is estimated that between 13% and 20% utilize
healthcare services targeted towards them (Benavides-
Vaello et al., 1994; Wilk, 1986; Rust, 1990). But one asks
why so few farmworkers use these services and what does
access to healthcare services really mean? There are
several issues related to potential and realized access to
medical services that may help address these questions. 
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First, there is a discussion of potential access
indicators: farmworker knowledge of the geographic
location of medical facilities; medical programs targeted
to low-income households, and, the varying degrees of
medical insurance coverage by farmworker household
members. Then factors that impact realized healthcare
access, the utilization of medical services, are examined.
Included are self-reported barriers to medical services,
and an examination of how current health policy
regulations limit and facilitate access to medical services.

Potential Access to Medical Services

An important indicator of potential access to medical
services is the actual location of medical facilities relative
to where members of farmworker households live. In
California, there are 17 Community and Migrant Health
Centers that include more than 109 clinics serving
farmworkers and other low-income residents. With the
exception of some of California’s more remote and
sparsely populated northern counties, farmworkers
interviewed in this study either live or work within a
reasonable distance from at least one primary healthcare
medical facility.

Knowledge of Medical Facility Locations

Both qualitative and survey data collected for this
research project indicate that both migrating and non-
migrating farmworker households, more than 90% of the
sample, knew where primary healthcare clinics and the
nearest emergency rooms were located. The reason is
probably that, in both research sites, the primary
healthcare clinic was located in close proximity to where
most farmworker households lived. In Mecca, there is a
primary healthcare clinic run by Clínicas de Salud del
Pueblo. In Gilroy, a Rota Care Free Clinic is located in
the Art Ochoa Migrant Housing Center. However, it is
important to point out that farmworker households that
migrate into a new area for the first time have to learn
where medical facilities are located. Nevertheless, access
to a physical medical building for primary healthcare
services for this sub-stream of farmworkers was possible.

On the other hand, nearby geographic access to treat
emergencies or for tertiary medical care was not
observed. In Riverside County, for example, farmworkers
on the Medically Indigent Adults Program, Restricted
Medi-Cal, or the uninsured were covered and treated
locally only if the medical condition was what medical
staff deemed life threatening. If the condition was urgent,
but not life threatening, and the person was unable to pay

for services or did not have private insurance, the patient
was transferred from the Tenet-run JFK Hospital in Indio
to Riverside Community Hospital in Moreno Valley. But
this hospital is two hours away by car and almost five
hours away by public transportation. For tertiary care, the
closest facility is Desert Hospital in Palm Springs.
However, farmworkers in this sample were sent to Loma
Linda, San Diego Children’s Hospital, and Los Angeles’
USC Medical Center. All three of these facilities were
much farther away, but treated the population studied at
subsidized rates. Upstream, in Gilroy, migrating
farmworker households in this sample were treated at St.
Louis Hospital or the Santa Clara Valley Medical Center.
These hospitals are about 30-90 minutes away.

The following excerpt illustrates the difficulties
associated with transferring patients who need subsidized
medical care.

Interviewer: Have you ever been denied medical
attention?

Female Farmworker: Yes. At J.F.K. it was right
before we were sent to Riverside. We went to
J.F.K. because of a migraine and they said that
because he did not receive Medi-Cal, he could
not be seen. And I said, because we didn’t have
money to pay? And that is when they sent us out
of the emergency room and they sent us to
Riverside. They told us to go to Riverside. 

Interviewer: Was he eligible for Medi-Cal?

Female Farmworker: He had his permanent
resident card; it is just that he did not receive it in
the mail, but we had a letter. We were going
through the whole thing [the immigration
process]. And they would not give us Medi-Cal at
the office because he did not have the actual card.
That was the only thing that was holding him
back, but he had approval notice, he was just
waiting for it in the mail. 

Interviewer: Between 1995-97, did you
encounter difficulties accessing medical
services?

Female Farmworker: Well yeah, at the time,
that was the only time it happened at J.F.K., but
other than that, no.
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Interviewer: Why do you think you were denied?
J.F.K. doesn’t accept people without Medi-Cal?

Female Farmworker: I think it is to get people
to pay. But they should offer some kind of service
before sending you two hours away to Riverside.

Interviewer: I wonder what would have happened
in an emergency, I guess law would have treated
him…?

Female Farmworker: Yeah, in an extreme
emergency, but my husband’s migraine wasn’t
thought of as an emergency. But it was [an
emergency] to me and it was to him. And it was
– his migraines were caused from pork meat, a
virus in his brain, and I think that is an
emergency and the nurses didn’t even give him a
diagnostic check. They didn’t check what was
causing the migraine, nothing (March 5, 1997).

In this case, an English-speaking wife of a
farmworker was recollecting how her husband was
transferred from the closest emergency room to one that
was two hours away. This case demonstrates that failure
to show the actual card proving California residency
prevented this male farmworker from receiving
presumptive emergency Medi-Cal at this facility.
Moreover, this case demonstrates how urgent problems
are dealt with if one does not show proof of ability to pay.
Later, at the second hospital in Riverside, his headache
was attributed to a virus in his brain. Although she could
not remember the formal diagnosis, this could have been
a food-related incident. Handling this case locally could
have alerted local doctors of this problem in other
patients and made things a lot easier for this family.

In summary, for this sub-sample of farmworkers,
both migrating and non-migrating farmworkers
experienced a high level of potential access to basic
primary healthcare services and for treatment of life
threatening emergencies. However, potential access for
urgent medical problems and tertiary medical services
remains limited for those with low-income, the
uninsured, and recipients of restricted public benefits
homebased in the desert Southwest. 

Another strong indicator of potential access to
medical services for farmworker households is the
availability of medical care programs at low cost. 

Public, Private, and Charity Health Programs

It is often assumed that the only health program
available in California for low-income residents is the
subsidized public Medi-Cal program, which is the state
name for the federally sponsored Medicaid program.
Nevertheless, this research effort has uncovered a variety
of public, private, and charity health programs designed
for low-income Californians.

Access for Infants and Mothers

Access For Infants and Mothers is a low-cost medical
insurance designed for moderate-income, California-
resident pregnant women whose household income ranges
from $21,701 to $66,150, depending on family size. This
program strives to offer affordable health insurance by
selected commercial health plans and is subsidized by the
State of California. AIM includes complete medical
coverage during pregnancy, hospital delivery, and
postpartum care for 60 days, complete services for the
baby up to his or her second birthday, and pharmacy costs.
The total cost of the medical insurance to the pregnant
woman is 2% of her gross annual household income.
There are no co-payments and no deductibles to meet. 

To be eligible, a woman applies for the program
before her thirtieth week of pregnancy (7.5 months).
Moreover, she must be either uninsured or have a separate
maternity deductible or co-payment greater than $500. A
woman must also be a California resident for six months
and not eligible for no-cost Medi-Cal or Medicare
benefits. In order to enroll in the program, a woman is
encouraged to contact an AIM outreach worker. None of
the farmworkers interviewed in this study reported being
enrolled in this program. Farmworkers in this study did
not meet the higher income requirements that start at
$21,701. The advantage of the AIM program is that
women who are sponsored, California-resident
immigrants can apply without having to worry about
whether or not they will be considered a public charge.
Therefore, higher-income farmworker women, such as
mayordomas, irrigation specialists, and those with
permanent, full-time employment in packinghouses, may
qualify for this program. This program should be more
aggressively marketed in areas where high concentrations
of non-migrating farmworker households live.
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Adolescent Family Life Program

The target groups for this program are pregnant and
parenting teens 17 years and under. The budget of the
Adolescent Family Life Program was approximately
$19.7 million for fiscal year 1996-1997. There is no
specific income requirement. Riverside County and, more
specifically, the Coachella Valley continue to have the
highest teenage pregnancy rates in California. Adolescent
Family Life Program funds are utilized in local programs
such as Bright Futures that are based in the Coachella
Valley School District. The programs that these funds
support educate adolescents. In the Mecca area, it
remains difficult to retain the qualified staff needed to run
the programs that these funds support. One possible
beneficial use of these funds would be to train community
health workers specifically to mentor these young parents
and other at-risk youth. In Mecca, there are reports of
pregnant eighth graders each year. This means that these
girls are becoming pregnant at age 12 or 13. As of 1999,
there is no direct outreach to these teens. Special attention
needs to be paid to the Tarascan-speaking youth in
Mecca. Tarascan-speaking youth are more likely to
become parents below the age of 15.

Babycal Campaign

The program’s target group is all pregnant women in
California. It is primarily a public awareness campaign.
The BabyCal program established a toll-free hotline
(1(800) BABY 999) that women may call for referrals for
prenatal care and other support programs. In Mecca, the
BabyCal program sent the Mecca clinic prenatal gift
packets, which included a tote bag, a health diary, and
some trial samples of baby products, for those receiving
pre-natal care under the Medi-Cal program. BabyCal
posters on buses and other public places encourage
expectant women to call the toll-free number to seek
medical services (State of California, 1998). 

California Black Infant Health Program

About $4 million in state funding has been allocated
for this program that targets African-American infants
and families. This program offers family support to
reduce the rates of infant mortality in African-American
babies. This is essentially a fund to which healthcare
programs in 16 health jurisdictions can apply for
supplemental funding if they serve African-American
women and children. This program is available because,

in that community and at migrant health centers in these
jurisdictions, it also serves other low-income residents. If
clinic management can apply for some of these funds to
cover pre-natal and other pregnancy related services for
their African-American clients, then other clinic
resources can be directed to cover uncompensated care
for other clients. Furthermore, in California, there are
some African-American farmworkers who labor in the
watermelon fields of Imperial County (State of
California, 1998). 

California’s Prevention Program

The target group for this program includes infants,
children, and youths from birth to age 19, young adults
ages 19 and 20, and enrollees in Head Start and State
Preschools. To meet the income test for this program, a
family’s income must be at or below 200% of the Federal
Poverty Level, or the family must receive Medi-Cal.
Children who qualify for CHDP Health Assessments
receive the following periodic preventative health
examinations: health and developmental history, physical
examination, nutritional assessment, immunization,
vision, hearing, and lead testing, specific laboratory
testing (tuberculin, sickle cell, urinalysis,
hemoglobin/hematocrit, Pap spears), and preventative
dental care exams for children younger than three. 

California’s Child Health and Disability Prevention
Program is guided by regulations from the federal Early
and Periodic Screening, Diagnosis, and Treatment
Program (EPSDT). CHDP exams play a large role at the
Mecca Clinic. Most of the children of farmworkers are
eligible for these free exams, and these families take
advantage of this program, especially in the months of
August and September, in order to meet school health
requirements. Since the implementation of the new
Immigration Law in Aug. 22, 1996, parents who are
sponsored immigrants have been afraid to take their
children to these free exams out of fears that they will be
designated as public charges. According to state
administrators, eligibility is based on self-reported
income only, not on documentation status. Children do
not have to be citizens in order to qualify for this
program. Unlike the Medi-Cal program, the application
process is simple – only proof of county residency, not
income or documentation status, is required. There is
great potential for children of farmworker households to
utilize these programs.
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California Children Services

Children younger than 21, who have a specific
qualifying physical limitation or disease, can apply for
this program. Family income must be less than $40,000
and out-of-pocket expenses for the qualifying child are
expected to be more than 20% of the family income. The
CCS program treats children with specific diseases and
these children are often permanently disabled. The
application process is detailed and covers what Medi-Cal
does not. The applicant only has to provide two items that
prove county residency – usually rent and utility bills.
Children who are American citizens, permanent
residents, or even undocumented migrants qualify for
CCS if they also meet the income and medical
requirements. Children who are present in the United
States on some type of visa do not qualify for this
program since they are only temporary residents. There
are CCS offices in most counties. In this study, only a few
children from non-migrating households were benefiting
from the services of this program. 

Children on CCS usually have rare and severe
disorders that are permanent. These children are usually
in wheelchairs or require other types of orthopedic
devices. In this study, mothers of children on this
program in this study were pleased that they were able to
get their children the special equipment needed, often
free of cost. However, these mothers also pointed out that
living in a remote rural area puts their child at a
disadvantage since services are usually a great distance
from where they live. It is sometimes very difficult to get
what parents see as an adequate amount of physical and
occupational therapy for their child, in addition to the
respite care that gives the parents a needed break. 

California Kids

California Kids is a program that provides
preventative and primary healthcare for uninsured
children regardless of legal status. In order to qualify for
this program, a child must be ineligible for Medi-Cal and
the Health Families Program. Children between the ages
of two and 18 are eligible as long as they are not married
and remain in school. Each child in the family must be
enrolled in California Kids if the family qualifies, and a
minimal charge is required for prescription drugs and
doctor’s visits. Medical services which are covered
include routine physical exams and immunizations,
doctor’s visits when the child requires urgent medical
attention, diagnostic laboratory tests including x-rays,

some emergency medical and accident care, same-day
surgery, vision and dental services, mental healthcare,
and 24-hour telephone service. This program does not
cover inpatient specialty hospitalization. 

Upon the approval of a county-designated public
health nurse, uninsured children can receive free or low-
cost medical treatment for urgent medical programs. Each
county program is run differently, and this is a private
charity program (State of California, 1998).

California School Health Services

In California, there are more than 60 school-based
healthcare centers that operate out of elementary, middle,
and high schools. Mecca Elementary School is one such
school that receives funds to provide limited medical
services to both parents and children. Most School Health
Centers offer the following health services: physical
exams, vaccinations, treatment of minor illnesses and
injuries, counseling, treatment of substance abuse
problems, health education, reproductive services in high
schools, and referral to specialists. Children are eligible
for services after parents sign a permission form. There is
usually no charge for the services. However, the school
may bill the child’s private medical or public medical
plan. At the Mecca Elementary School, funds from the
California School Health Services Program supplement
the Health Families Grant. Together, these two programs
provide general physicals, eye exams, and dental exams
for children. In Mecca, during the 1998 school year, both
children and parents were also offered diabetes testing
(State of California, 1998).

Child Care and Development Program

This program funds several types of initiatives that
lead to the development of more day care options for low-
income families. This program is a mixture of state and
federal funds and had a 1997 budget of almost $1 billion. 
The Child Care and Development Program sponsors
centers and networks of family child-care homes. They are
operated by either a private or public agency for child-care
services from infancy through age 13. Specific programs
that receive funding include State Pre-School; General
Child Care; Campus Migrant, School-Age Parenting; and
Infant Development; Handicapped, Family Child Care;
and Latchkey. In Mecca during 1998, approximately 40
women received the training needed to operate state-
licensed day-care programs in their homes. In Mecca, at
least seven separate, subsidized day-care programs exist
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for children of migrant farmworker households, and they
serve about 200 children. Each program has long waiting
lists. Moreover, it is difficult for both the Migrant program
and the school district to retain qualified bi-lingual day-
care teachers to work in this isolated rural location.
Nevertheless, although there has been funding for day-
care initiatives throughout California, and some has even
reached Mecca, the need far surpasses the demands (State
of California, 1998).

Comprehensive Perinatal Services Program

The Comprehensive Perinatal Services Program is
actually a Medi-Cal program, so only Medi-Cal
recipients are eligible. CPSP participants receive case-
managed pregnancy and postpartum care from
conception to 60 days after birth. Women with high-risk
pregnancies are especially encouraged to take advantage
of this program. A large part of this program involves
referring these women to other programs that can
complement and enhance the services they receive
through CPSP. These referred programs include the
Women, Infants, and Children Supplemental Food
Program (WIC), Genetic Screening, Dental Care, Family
Planning, and the Child Health and Disability Prevention
Program. Since referrals to this program are confidential
and part of the Medi-Cal pregnancy pre-natal visits,
information about whether members of farmworker
households took advantage of this program (State of
California, 1998).

Disability Insurance

Disability Insurance is administered in California by
the Employment Development Department. If
farmworkers qualify for unemployment benefits, then
Disability Insurance, a program completely financed by
contributions from employees and employers, usually
covers them. In this study, I only encountered one
farmworker trying to obtain this coverage. In general,
some farmworkers are covered by this insurance if they
are injured on the job, but temporary agricultural workers
usually are not covered. Since 60% of the farmworkers in
this study reported receiving unemployment benefits, it
can be inferred that a similar portion of farmworkers in
this study would also qualify for EDD disability
insurance if they were injured on the job.

Family Planning, Access, Care and Treatment

Family P.A.C.T. is a program designed to provide
comprehensive family planning services to low-income

men and women. Low-income men and women qualify
for this program as long as their income is at or below
200% of the Federal poverty level. This state-funded
program that began in 1996. This program provides all
FDA-approved methods of contraception, pregnancy
testing, male and female sterilization, some infertility
services, sexually-transmitted-diseases testing and
treatment, HIV testing, pap smears, dysplasia services,
and other forms of reproductive health education and
counseling. This program pays for many medical visits at
the Mecca Clinic and enrollment is simple. 

Clinic staff members determine if the person seeking
services is a resident of the county and, if so, a short
application is completed at the provider’s office. It is
activated instantly on-site, and newly enrolled patients
leave with a client benefit card the same day (State of
California, 1998).

Food Stamps

During the course of this research, the laws regarding
whether or not non-citizen immigrants are eligible for
food stamps in California has changed several times. The
Food Stamp Program is a federally sponsored program
that has gone through dramatic changes due to the passing
of the Personal Responsibility and Work Opportunity and
Reconciliation Act and the Illegal Immigration Reform
and Immigration Responsibility Act of 1996. Essentially,
these laws eliminated food stamps for most non-citizens,
which would include members of farmworker households.
In 1998, benefits were restored at the federal level to
elderly, disabled, and immigrant children. As of
November 1999, federal legislation is pending which
would restore food stamps to other immigrants who lost
eligibility due to the 1996 laws. However, at the state
level, states can choose to provide food stamps to
immigrants rendered ineligible by federal law if funds are
allocated for this purpose. California legislators, in
response to these federal statutes, have chosen to provide
state-funded food stamps to most immigrants. In addition,
$2 million was allocated for nutritional assistance
programs to legal-immigrant migrant farmworkers (State
Action on Immigrant Food Assistance, 1999). Only 22%
of the households sampled in this study reported using the
Food Stamps Program during 1997. Despite efforts to
restore food stamps to all immigrants, it is very confusing
to figure out which immigrants can receive them. As of
this writing, undocumented persons do not qualify for the
Food Stamp Program. They may qualify for emergency
nutritional support programs.
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Head Start

Head Start is a federally funded national program that
provides pre-school, medical and dental services,
nutritional programs, and mental health services for low-
income children from birth until entry into elementary
school. Head Start for farmworker children is called
Migrant Head Start and is extremely popular in Mecca.
The waiting lists are long due to high demand.

Healthy Start Support Services for Children Act

In a school district like Mecca that has a Healthy Start
Program, free medical and dental exams are offered to all
children enrolled in the local elementary school. The goal
of the Healthy Start program is to provide integrated
service delivery by case managing at-risk families.
Healthy Start attempts to meet the needs to families by
offering family support in the form of parent education
and child-care. Another area of concern is meeting basic
needs, such as food, clothing, shelter, and transportation.
In Mecca, Healthy Start provided holiday food baskets
and vouchers to the Salvation Army. In Mecca, Healthy
Start coordinated free medical, eye, hearing, and dental
exams through local agencies that donated these services.
Other goals of the Healthy Start programs include mental
health counseling, employment counseling, after school
programs, and linkage to welfare services. Healthy Start
is operated by the California Department of Education
and local school districts. 

To accomplish its goals, close collaboration,
cooperation, and agreement are needed from local school
officials. Due to bureaucratic constraints, this is not
always easy to accomplish. However, in the Mecca area,
the Healthy Start Program sponsors monthly meetings that
bring a variety of local social service agencies together.

Health Insurance Plan of California

This program, which has no income test, is designed
for employees of small businesses and their dependents.
The program’s main focus is to pool small businesses so
they can obtain more affordable coverage for a small
number of employees through volume purchasing of
medical insurance programs. This program could benefit
farmworkers if labor contractors took advantage of it.

IMSS Mexican Insurance

In Mexico, IMSS/Instituto Mexicano del Seguro
Social covers 40 million people and is financed by the
Mexican Federal Government and by employee
contributions. However, IMSS is reaching out to Mexican
Nationals and Mexican Americans living in the United
States. For $307 per year, members of Mexican-origin
households living in the United States can receive
services at IMSS affiliated hospitals, clinics, day-care
centers, and community centers throughout Mexico.
Visits to physicians, hospitalization, major surgery,
childbirth and maternity benefits, labs and x-rays, and
prescriptions are covered. The following pre-existing
conditions are not covered – cancer, HIV infection, and
complications resulting from diabetes. There are no
deductibles to pay. IMSS maintains three offices in the
United States – Houston, Los Angeles, and Chicago.

Kaiser Permanente Cares for Kids

Kaiser Permanente Cares For Kids is a non-profit,
tax-exempt organization that was established in 1997 to
ensure health insurance coverage for the approximately
1,700,800 uninsured California children. Uninsured
school-age children whose family income is 201-275% of
the Federal poverty level are eligible for this
comprehensive medical insurance program. In other
words, subsidized coverage is offered for children from
families who make up to $68,000 in household income.
Nevertheless, this is not free coverage since parents pay a
monthly fee of $25-$35 per month per child. Children
must be California residents, but undocumented children
are not excluded from this program. Parents who apply to
this program must submit tax returns that claim the
children as their dependents. This program is also linked
with the Health Insurance Plan of California in order to
provide subsidized coverage to uninsured children from
working families. Children of farmworkers can benefit
from this program if they live near a Kaiser facility. For
children in Mecca, the closest Kaiser facility is more than
two hours away. However, children of farmworkers living
in the Art Ochoa Migrant Center in Gilroy live less than
a mile from a Kaiser clinic. Even though the monthly
premium is capped at a maximum of $75 per month per
eligible family, it is still very expensive for farmworker
households. This program, however, could benefit a
family who has a child with a chronic medical condition
requiring specialized and costly medical treatment. It is
important to note that Kaiser will only enroll 50,000
children per year and this program ends on Dec. 31, 2002.
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Major Risk Medical Insurance Program

This state program, which has a long waiting list,
provides coverage for individuals who are unable to
obtain coverage on the open market due to reasons other
than non-payment of premiums. For example, MRMIP
provides coverage for Californians who have been
previously denied medical coverage due to pre-existing
medical conditions. The benefit package is
comprehensive, but the premium is equal to 125% of the
standard average individual rate. There is also a
maximum program benefit of $50,000 per year and a
$500,000 cap on lifetime coverage. This program is
designed for people who have severe chronic medical
conditions and do not qualify for other types of coverage.
An uninsured member of a farmworker household who is
very sick may benefit from this program. For example, if
a person has an aggressive type of curable cancer, the cost
of the program may be well worth the life-saving
treatment since paying for cancer treatment completely
out of pocket is out of reach for most farmworkers.

Medi-Cal: California’s Medicaid Program

Medi-Cal is a subsidized medical insurance that
encompasses a huge consortium of various programs
providing medical services for low-income residents, the
elderly, and the disabled. Medi-Cal is California’s
Medicaid program and is funded with approximately $10
billion in federal funds and $10 billion in California state
funds. About 5.1 million California residents,
approximately 16% of the state population, receive Medi-
Cal benefits that are administered by the California
Department of Health and Human Services (Medi-Cal
Policy Institute, 1999). As of July 1998, 157,239 Medi-
Cal recipients received benefits in Santa Clara County
totaling $414 million dollars. In Riverside County, nearly
200,000 people received Medi-Cal benefits totaling $3.57
million (Medi-Cal Policy Institute, 1999).

To become eligible for Medi-Cal, people must
complete a very detailed application process and meet
property, income, institutional, residence, and citizenship
requirements (Medi-Cal Policy Institute, 1999).
Programs funded with Medi-Cal funds include Medically
Indigent Programs, Medically Needy Programs, Health
Families Program, Transitional Medi-Cal for CalWorks
recipient, Fee-for-Service Medi-Cal, and Managed Care
Medi-Cal. In fact, there are 107 categories in which a
person can qualify for Medi-Cal benefits.

Relevant to this research is whether or not non-citizen
members of farmworker households can qualify for
Medi-Cal benefits. During the course of this study, the
laws regarding immigrant eligibility have changed
several times. When interviews with farmworkers began,
most non-citizen farmworkers were rendered ineligible
for Medicaid benefits due to the passing of federal
legislation in 1996. In addition, anti-immigrant
legislation in the form of California’s proposition 187 put
further restrictions on access to publicly subsidized
medical services, including pre-natal care. However, in
1998 and 1999 many of these restrictions have been lifted
due to passing of California state-sponsored bills
designed to circumvent some of the federal restrictions.

As of November 1999, most California legal
residents can apply and receive Medi-Cal benefits as long
as they meet the specific income requirements. Moreover,
undocumented persons can now receive subsidized
emergency care and pre-natal care. In addition, sponsored
immigrants no longer need to worry about public charge
legislation when applying for most Medi-Cal programs.
Despite this improved climate for subsidized immigrant
healthcare, the perception at the local level is that non-
citizens still do not qualify for these benefits. In this
research, 15% of the women, 12% of the men, and 67%
of the children reported having some form of Medicaid.
Since most of the members of the households interviewed
meet the federal poverty level guidelines, more of the
adults and children in this sample should have been
eligible for Medi-Cal benefits. Members of farmworker
households underutilize Medicaid programs because
there is widespread confusion about who qualifies.

Partnership for Responsible Parenting

Begun in 1996, this program is essentially
educational and designed to reduce the number of
teenage pregnancies in California. As part of this
program, $53.6 million for Community Challenge Grants
were awarded to public and private community based
groups that work to prevent teen pregnancy. In the
Coachella Valley, there are a number of programs that are
eligible for these funds. However, reaching adolescent
girls in Mecca continues to be a difficult task for these
types of efforts. Two other aspects of this program
include a Media Campaign and increased Statutory Rape
enforcement. Statewide, the media program was allocated
a budget of $30 million. The media campaign has reached
Mecca and advertisements about teenage pregnancy can
be found on the buses, television, radio, and in the clinics. 
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An additional $8.4 million statewide enhances
enforcement of California’s Statutory Rape laws. This
punitive aspect of the program is apparent in the
Coachella Valley and has caused some problems for
members of farmworker households. For example, if a
woman under 18 is pregnant, there is a strong effort to
find out who the father is in order to prosecute him. If the
district attorney decides to prosecute the case, it occurs
even if the pregnant person does not want this to happen.
This effort has instilled utter fear in these young women
and they are afraid to seek pre-natal care. Among the
Tarascan people in Mecca, it is not uncommon for young
women to give birth to their first child before the age of
15. Community health workers have seen several girls
pregnant at 13 and 14 years of age. These teens delay
seeking pre-natal care because several Tarascan men have
been jailed for statutory rape. They are also fearful that
their infants will be taken away from them due to recent
interventions from Child Protective Services. Essentially,
the statutory rape enforcement in the Mecca area is
culturally insensitive because the Tarascan people are
accustomed to starting families at very young ages. Other
local community-based efforts are needed to reduce this
high rate of teenage pregnancy among non-Spanish and
non-English speaking peoples from rural Mexico
participating in California’s agricultural labor force. 

The final part of this program is funding of $10.6
million for a teen mentor program although no aspect of
the program has been implemented in the Mecca area
(State of California, 1998).

RotaCare Program

The RotaCare program provides free medical
services for migrant farmworkers at the Art Ochoa
Migrant Housing Center in Gilroy. RotaCare Free Clinics
began in 1989 by Rotary Club members in Morgan Hill,
Calif. (U.S. Department of Health and Human Services,
1996). This program targets the homeless, migrant
workers, and immigrant populations who are either
uninsured or underinsured. In addition to the primary
healthcare services provided, local referrals to social
service agencies link clients to programs that can also
address other needs. Clinics operate two to three hours
once a week and usually see between 15 and 40 patients
in a given session. The cost “to operate a clinic for one
year is between $15,000 and $20,000, at a per patient cost
of approximately $16 to $19, including medications”
(U.S. Department of Health and Human Services, 1996).
Volunteers staffing the clinic at Art Ochoa usually work
for six to eight weeks. Farmworkers interviewed at Art
Ochoa appreciated this program. However, they pointed

out that services could be improved if the clinics were
open longer, volunteers served longer terms, and more
clinic staff were bi-lingual.

Women, Infants, and Children Nutrition Program

The WIC program is well known among members of
farmworker households. WIC is a federally funded
program and even undocumented women and children
can receive WIC benefits. The target groups for this
program are women, infants, and children up to five years
old. Low-income and moderate-income families may be
eligible for this program. Essentially WIC is a
comprehensive nutrition program with the goal of
preventing hunger and malnutrition among vulnerable
low-income families. These benefits include food
vouchers, breast feeding information, and referrals for
medical care. Special checks, called food vouchers, are
issued to qualifying families and enable these households
to obtain milk, juice, eggs, cheese, cereal, dry peas and
beans, and peanut butter at no cost. 

Workman’s Compensation

By law, most farmworkers are eligible for Workman’s
Compensation Insurance if it can be proved that an injury
occurred at work. All medical services should be
completely covered. A few farmworkers interviewed in
this study had received some form of workman’s
compensation benefits. Navigating the California
workman’s compensation system and obtaining
information on how many agricultural workers apply and
receive workman’s compensation services is difficult.

Members of farmworker households, if given the
correct information and referrals, can potentially utilize a
variety of public, private, and charity programs targeted
towards them and other low-income California residents.
Before examining the intricacies of the various programs
described, it is useful to look at what types of medical
insurance coverage were reported by heads of households
interviewed in this study.

Findings

Medical Insurance Coverage

Medical insurance coverage for members of
farmworker households in this study can be divided into
the following categories: public insurance, employee-
based private insurance, a mixture of both public and
private plans, and Mexican medical insurance.
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Despite the numerous studies on farmworkers, there
is still little information on the types of medical insurance
coverage among farmworker households. In California,
there are a few studies under way that estimate the
percentage of medical insurance coverage among
California farmworkers and their dependents. Two small
community research studies, the McFarland Child Health
Screening Survey and the Parlier Health Survey, give us
some idea as to health insurance coverage among
members of California farmworker households (Villarejo,
1999). In McFarland, the Department of Health Services
attempted to screen every family with children between
one and 12 years old. About 1,697 children were
screened, which was 90% of the eligible population. 

In the McFarland survey, 54% of the families
interviewed reported some type of medical insurance
coverage – 32% private insurance and 22% Medicaid
(Villarejo, 1999). In the Parlier study, 39% of the families
interviewed reported some type of medical insurance
coverage – 25% private insurance and 14% Medicaid
(Villarejo, 1999). The National Agricultural Workers
Survey reports that 32% of farmworkers in California
have some type of employee-based medical insurance
(Rosenburg et al., 1998). As a matter of comparison, 58%
of Latinos, 85% of Anglos, 82% of African-Americans,
and 81% of Asians and others report having some type of
medical insurance coverage in California, according to
the 1989 National Health Interview Survey. Latinos in
California, according to this survey, have the highest
uninsured rate of any ethnic group (Wyn et al., 1993).

In this sample of farmworker households living in
subsidized housing, reported medical insurance coverage
was moderate: 152/238 adults (64%) (79/130 women,
61%; 73/108 men, 68%; and 214/322 (66%) reported
having public, private, combined public-private, or
Mexican medical insurance plan at the time of the
interview. It is important to point out that these totals- 152
and 214- count the few instances of combined public-
private coverage as single policies. In the separate public
and private coverage counts, however, the public-private
coverage has been counted twice, once in each category.
Thus, the accurate figure of 64% of adults covered
appears to become 68% when the separated public (21%)
and the private (47%) percentages are totaled.

Public Insurance

In this sample, 21% of adults (50/238), 23% of
women (30/130) and 19% of men (20/108) had reported
having some type of public medical insurance, compared
to 39% of children (124/322). The following public
medical insurance programs were reported by
farmworkers: Access, California Children Services, Child
Health and Disability Prevention, MediCal and Medically
Indigent Adults, Medicare, SSI, and Workman’s
Compensation. Most qualified for programs based in
California, but a few migrating farmworkers homebased
in Arizona also qualified for Arizona’s Medicaid
program, Access, when living there.
Most farmworkers and their dependents in this population
qualify for public programs, such as Medi-Cal and
county-administered Medically Indigent Adult (MIA)
programs. Even undocumented pregnant women,
undocumented adult farmworkers, and undocumented
children still qualify for restricted Medi-Cal. The key is
that they need to apply before the emergency happens.
Otherwise, retroactive Medi-Cal coverage must be
approved; if not, they will receive expensive medical bills.
Research findings show that knowledge of these available
public programs is limited among this population.

Employee-Based Medical Insurance

In this sample, 111/238, 47% of the adults reported
having private employee-based medical insurance. Most
farm laborers in this sample have a modest private
medical insurance plan that has high deductibles ($250-
$500), a cap on coverage ($5,000), and restrictions on
approved providers. Those with private insurance have
many concerns and access issues that affected their
overall use patterns.

Mexican Coverage and Mexican Medical Insurance

More than 80% of the heads of household interviewed
reported traveling to Mexico to purchase medications,
seek medical or dental care, or use the services of
traditional medical practitioners. Most of them paid out of
pocket for services rendered. However, a small percentage
of farmworkers went to Mexico for services because their
U.S. employee-based private insurance covered 100% of
their medical expenses. More specifically, at least four
insurance companies – Transwestern, Western Growers,
United Agriculture, and Robert F. Kennedy – will pay for
full coverage if the farmworker goes to Mexico for
medical services. This sometimes included coverage for
lab work and medicines.
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Furthermore, one female farmworker reported having
IMSS insurance offered by the Mexican government.
Although the data from this sample do not demonstrate it,
the Mexican government is increasingly trying to
convince Mexican nationals living and working abroad to
purchase Mexican health insurance that can be utilized
when they visit Mexico. Future studies may reveal more
information regarding the extent to which Mexican health
insurance is used by farmworkers in the United States.
Despite the low utilization of this medical insurance plan
by farmworkers in this sample, there is still great
potential for farmworkers to apply for this program. The
reality, however, is that most farmworkers simply do not
know that this option exists.

Uninsured Farmworkers

In this sample, 51 of the 130 women (39.2%), 35 of
the 108 men (32%), and 108 of the 322 children under 18
(33.5%) reported having no insurance at the time of the
interview, although they might have had insurance at
some point during the previous year. As a matter of
comparison, 42% of Latinos under the age of 65 are
uninsured in California (Wyn et al., 1993). Those without
insurance either did not seek services, paid out of pocket,
or relied on the occasional free exams offered through
schools, shopping malls, or health fairs. It is important to
point out that most low income farmworkers, even if they
are undocumented or do not have medical insurance,
generally will qualify for Limited Scope MediCal,
otherwise known as Emergency or Restricted MediCal, in
a life threatening emergency or for the delivery of a child.
In this study, four of the 130 women (3%), four of the 108
men (4%), and 17 of the 322 children under 18 (5.2%)
utilized this restricted public medical insurance. In short,
out of 560 farmworkers and their dependents, only 25
persons (4%) used this restricted, but often expensive,
program for coverage of emergency medical expenses.

The argument that immigrant farmworkers are burdening
public hospitals with expensive and uncompensated care
is not substantiated from the data collected. 

Important to this research project is whether or not
migration status affects the type of medical insurance
coverage of farmworker household members. More
specifically, insurance type was collapsed into those with
“no insurance” as opposed to those with “some type of
insurance.” Three separate chi-square tests of
independence were calculated comparing migration and
type of insurance coverage for men, women, and children
in this sample. Figure 8 illustrates the results.

Even collapsing the insurance type into the two
categories, no significant interaction was found between
migration and insurance type for women, men, or
children – chi-square (1) = .268, p > .05; men: chi-square
(1) = .002, p > .05); or children: chi-square (1) = 2.685, p
> .05. In summary, it appears that at alpha .05, the chi-
square values of .268, .002, and 2.685, with 1 degree of
freedom, migration status does not impact the type of
insurance coverage reported by farmworker households.

Potential Access to Medical Services

Potential access to medical services was examined by
(1) analyzing knowledge of the geographic location of
medical facilities, (2) uncovering medical programs
targeted to low-income households, and (3) discovering
the varying degrees of medical insurance coverage by
farmworker household members. This study turned up a
few revelations. As for the geographic location of medical
facilities, California has some primary healthcare
facilities available to rural residents. On the contrary,
access to emergency care, urgent care, and tertiary care is
more difficult for rural residents because of the proximity
to these services. 

Overall, members of farmworker households have the
potential to use a variety of medical programs that are
targeted to other low-income Californians. Some
programs, such as California Kids and restricted Medi-
Cal, cover urgent medical programs even for
undocumented clients. A key question is, “to what extent
do members of farmworker households use these targeted
programs?” First, a person who may qualify for a specific
program needs to find out more information. Just finding
out information over the phone or in a county welfare
office is a tedious and somewhat humiliating process.
Members of farmworker households do not utilize these
programs since they may not know about them, and that
is largely because they are promoted more extensively in
urban areas. 35

Figure 8. Chi-Square Analysis of Insurance & Migration
M NM Total Pearson DF Significance

Chi-Square

Women:

No Insurance 28 23 51

Some Insurance 47 32 79 .268 1 NS

Total 75 55 130

Men:

No Insurance 21 13 34

Some Insurance 46 28 74 .002 1 NS

Total 67 41 108

Children:

No Insurance 60 48 108

Some Insurance 139 75 214

Total 199 123 322 2.685 1 NS



Second, medical insurance coverage among
farmworkers, although not ideal, is more than expected.
Even so, farmworkers never seem to be able to take full
advantage of various medical plans due to policy
restrictions and changes in employment. Despite the
geographic location and number of facilities, the number
of public and private programs, and the moderate rate of
medical insurance coverage, members of farmworker
households still have a hard time obtaining affordable
medical services when they need them the most.
Although potential access to subsidized medical services
is high, realization of access is low.

Realized Access to Medical Services

Realized healthcare access relates to the actual use of
healthcare services to satisfy needs for healthcare
services. Farmworker access to medical services in this
study examines how current health policy regulations
limit or facilitate access to medical care or both.

Health-Seeking Trends among Farmworkers

Overall, the vast majority of both migrating and non-
migrating farmworker households (approximately 90%)
reported seeing a doctor when they are really sick. Even
with no medical insurance, farmworkers will pay out-of-
pocket for urgent problems. A prominent pattern seen
among farmworkers and their dependents is the tendency
to delay treatment. When this happens, they become
sicker and the medical care needed is more costly when
they finally seek care. More specifically, farmworkers are
less likely to seek preventative care and seek care only
when they are very sick. Their school-age children,
however, are required to be up to date on their
vaccinations. To some extent preventative medicine is
practiced with children, but not with adults. 

Unless there is an obvious emergency, when members
of farmworker households get sick, the tendency is
towards self-treatment first with either traditional
remedies or cosmopolitan medical practices, or both.

Medical Insurance Regulations and Medical Services

Realized healthcare access refers to the actual use of
healthcare services to satisfy healthcare needs. Forces
contributing to realized healthcare access could act as
either facilitators or barriers. Examples of such variables
include structural access barriers and facilitators that can
be economic (price of treatment, childcare considerations,
related costs of making time for clinic visits), geographic

(transportation, location of clinics), or political (socio-
political status). Possible cultural access barriers and
facilitators, which affect use of services, include
knowledge of available programs, mistrust of American
health providers, and acceptability of medical services
provided. Overall, this study focused on the health policy
structural constraints to potential and realized access to
medical services for farmworkers both when they are
migrating and when they are living at homebase.

When heads of household were asked whether their
family members faced difficulties in obtaining medical
services, they cited the following as reasons they were
sometimes prevented from seeking medical services: too
little money, no medical insurance, long wait, no medical
specialists at the clinic, lack of transportation, little
confidence with American physicians, language barrier,
lack of knowledge of medical facility location, distant
clinic location, lack of child care, failure to get
permission to take time off from work, failure to qualify
for MediCal, and lack of citizenship. Each one of these
reasons is important to mention. However, the survey
instrument used did not measure specifically which
barriers most prevented potential and realized access to
medical services. Moreover, situations change daily. For
example, the lack of transportation may be a problem on
one occasion whereas the lack of child-care may be a
barrier the next time. Nevertheless, the most common
difficulties cited were no money, no health insurance or
problems with their health insurance, and the long wait
characteristic of most doctor’s visits. 

Denied Medical Attention

One important question asked of farmworkers was
whether or not they were ever denied medical attention.
More than 95% of heads of household reported that none
of the members of their households had been denied
medical attention. However, there were a few instances
reported when medical care was delayed. The following
interview passage illustrates this situation.

Interviewer: Have you or a member of your
family ever been denied medical attention?

Female Farmworker: My son.

Interviewer: What happened?

Female Farmworker: He injured his hand and
they didn’t want to give him medical attention in
Yuma. They were all ready to operate. The
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anesthetist was ready and everything. The doctor
then asked if we had medical insurance and when
I said that we didn’t here but we had Medi-Cal [in
California], he cancelled the operation.

Male Farmworker: They didn’t want to operate.
They couldn’t operate that day, we had to wait
some time, and when we had all the papers in
order, they operated. But he had to wait almost a
month.

Interviewer: What type of place denied you this
medical assistance? A clinic?

Female Farmworker: No. A hospital in Yuma.
Well, it wasn’t a hospital, but a doctor was there
(Sept. 20, 1996)

Apparently, this family qualified for Medi-Caid.
They even had Medi-Cal in California. But since they
were back in their homebase area, they needed to reapply
for the Medi-Caid program in Arizona. Although this
child ultimately received medical attention for his hand,
the treatment was delayed a month. This was
uncomfortable for the child and inconvenient for his
parents. 

Overall, there never was a reported instance when
life-threatening medical treatment was denied. Rather,
farmworkers in this study reported encountering barriers
that resulted in the delay of treatment so that they could
receive subsidized care. Most subsidized medical care
services received by farmworkers in this study were in the
form of Medicaid – Medi-Cal in California and Access in
Arizona. Other types of subsidized care reported were
free medical exams from Rota-Care staff and dental
exams at school. 

Realized Access and Public Insurance

Analysis of the data indicates farmworkers and
children with full Medi-Cal benefits used this medical
insurance and were the most pleased with their coverage
of all people in the study. Those on managed-care Medi-
Cal complained about provider restrictions, and those
with restricted Medi-Cal benefits were not pleased with
the limitations, and there was confusion over what was
covered and what was not. However, even when a
farmworker applies for these programs, the eligibility
process is tedious, confusing, and redundant. Moreover,
clients need to be re-certified at least quarterly – every 45
days in most counties. Problems using Medi-Cal were

also created when a client also had a marginal employee-
based medical insurance plan. The next interview
passages describe the cycle of having marginal
employee-based insurance while working and then
applying for Medi-Cal when unemployed.

Interviewer: Is there a time in your life when you
don’t have insurance?

Female Farmworker: Yes, when I am not
working, I have no insurance.

Interviewer: And what happens?

Female Farmworker: I apply for Medi-Cal.
Interviewer: Is it easy to receive Medi-Cal?

Female Farmworker: It is a little difficult since
we come from Yuma [Arizona]. We have to send
papers every month, every month. One month
they will give it to us, and another month no.
Right now I have a problem, my husband needs
medical attention because he is sick, but they
denied us Medi-Cal this month. They denied me
once because the company provides us with
medical insurance, but this insurance doesn’t
cover everything. Then I applied again because
my husband needs to be attended to, but they
denied my husband and I. Only my children
qualify for Medi-Cal. My husband has an illness
that is called an ulcer and it needs to be checked
every month, every two months. The company
gives us insurance, but it doesn’t cover
everything. The insurance only covers 80%…
And he [her husband] has an appointment for the
26th of September. In this appointment they are
going to take a camera and look inside (him). I
explained this to the social worker, but despite
this, they are not going to give me Medi-Cal. I
wanted to see if they would give me Medi-Cal
because the insurance doesn’t cover all that
Medi-Cal does, but they denied me Medi-Cal.
And he is a citizen, here he works, here he lives,
but still deny him Medi-Cal (September 1996).

The passage above reveals not only the transition
between employee-based medical insurance and Medi-
Cal, but also the frustration felt by farmworkers because
the private insurance plans do not adequately cover
medical costs. The next passage reveals the uncertainties
that farmworkers face as they are moved into managed
Medi-Cal plans.
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Interviewer: Do you have Medi-Cal or not? What
are you going to do? 

Female Farmworker: The problem that I see is
that they are going to change our regular Medi-
Cal, and we want it to remain the way it is…
They have told us that Medi-Cal is not going to
be like the plan we already have. Now mine will
be called ProCare and another name. But we
want ours because one time I tried ProCare and I
don’t like it because it doesn’t cover the same
doctors, medicines, like it did before.

Interviewer: Then this is an HMO? …

Female Farmworker: Yes, we have to change to
this other type of Medi-Cal like I said; this one
doesn’t cover our doctors like it should.

Interviewer: Is this new Medi-Cal going to cover
services in this valley, or do you have to go all the
way to Riverside or other places?

Female Farmworker: What they told us is that
they are going to send us a package, and that they
are going to put the doctors that they want. But
we want our doctors. Apparently, they only want
us to choose one doctor. But if I choose the
doctor is here in Mecca, and the clinic is closed,
what are we going to do if we need to go see
another doctor? It would be better if we could
choose two doctors, but they say no more than
one (March 1997).

This passage demonstrates the potential problems
that farmworkers have with managed care in an isolated
rural area where there are few doctors. The following
passage illustrates other problems that members of
farmworker households have with Medi-Cal.

Interviewer: This woman does not have medical
insurance right now, and is going to explain the
process she goes through to get medical
insurance.

Female Farmworker: First, I have to work a
month before I can qualify. But we have already
gone to Mexicali, because here we have to first
pay $100 and then they will cover me.

Interviewer: Will insurance cover your children?

Female Farmworker: Yes.
Interviewer: Since you are low income, don’t you
qualify for Medi-Cal?

Female Farmworker: Yes we are low income,
but there is this new law that is about to take
effect… Well, I don’t really understand this very
much because I was filling out so many forms,
and they also asked for the company where my
husband works. I went three times to the social
worker and, well, she said that the forms weren’t
filled in properly. So I returned to fill them out, I
returned again to fill them out. After all that, they
said that we didn’t qualify. I have not gone back
to try to fill them because I have to ask for a
ride… My little girl of four years, she was getting
sick with this infection in her throat that later
traveled to her ear, and pus came out and she had
a fever. She was getting really bad, and I was
talking to my social worker, and she said that I
should take her to the emergency room! But she
also said that I was not covered. So what would
have happened if I took her to the emergency
room and I had to pay all that they were going to
charge me at the hospital?

Interviewer: Did you take her to Mexico?

Female Farmworker: Well somebody was
going to Mexicali and I went with them. In
Mexico they gave me the medicine and it was
cheaper. March 22, 1997

We can learn a lot from the passage above. First, this
woman was frustrated that she would have to pay a $100
deductible before she would be covered by her husband’s
medical insurance. Then she alludes to the new law. In
1997, there was confusion in California among social
workers – apparently this social worker went by the
federal guidelines that stated that permanent residents
arriving after Aug. 22, 1996, could not receive Medicaid
benefits. However, having spoken with Medi-Cal
supervisors in Riverside County, I also knew that they
were not going to enforce it since there was state
legislation pending that would restore some of the Medi-
Cal benefits to immigrants. It appears that members of
this farmworker household were, thus, denied benefits,
even though they may have been qualified. 
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This women also points out that she had to return to
the social worker’s office several times because the forms
were not filled out correctly. By law, social workers are
not supposed to fill out Medi-Cal applications. However,
since these applications are so long and tedious, many
social workers “help” farmworkers to fill out these
applications. This probably explains why she returned to
the office so many times. She was looking for someone to
assist her. But as we can see, she finally gave up and,
when her child was sick, she got a ride and treated the
child in Mexico. It must be pointed out that some
farmworkers have visas that do not permit them to go
back and forth between Mexico and the United States.
Others are undocumented or in the process of getting
legal authorization to work in the United States. Just
going to Mexico for medical services is not an option for
all farmworkers. The next interview describes the
difficulties associated with having two medical
insurances at the same time. 

Female Farmworker: Yes, they operated on the
tonsils of my little girl in Mexico because the
insurance covers 100% over there and only 80%
here. Over there I don’t have to pay anything,
even though I have Medi-Cal. Well, to be involved
with two insurances at the same time is a bit
complicated because they keep sending me bills,
and bills, and bills and this makes it difficult to
pay someone. And I can’t pay the other one
because the two of them are making it difficult.

Interviewer: Do you then prefer to only have
Medi-Cal or only have Transwestern?

Female Farmworker: I prefer, if I could, to have
Medi-Cal because when I have Transwestern,
and I stop working, then they terminate my
insurance and I have nothing.

Interviewer: Over the course of a year, are there
times or months in the year when you only have
Medi-Cal?

Female Farmworker: Yes, there are months
when I only have Medi-Cal.

Interviewer: What months? In the winter?

Female Farmworker: No, it is when the season
ends for us in the packinghouse – June, August,
and September.

Interviewer: Then your child needed to have the
operation in which month?

Female Farmworker: She had the operation in
March or April. And they operated on my nose.

Interviewer: Another operation? In Mexico?

Female Farmworker: In Mexico – because I had
a deviated septum. I don’t know what they call
it… I had a deviated septum, and I had the same
problem (with insurance) and I went in May.

Interviewer: Then you didn’t want to use Medi-
Cal and Transwestern because of the difficulties?

Female Farmworker: No, if I used them both it
would be more difficult. Because when I used
them both, both would send me bills, these bills
would keep arriving and arriving. But when I
used the insurance [Transwestern] in Mexico,
everything was covered, they just sent one paper
about what the insurance covered and that was it
(April 7, 1997).

According to the provisions of Medi-Cal, a person
can have insurance through work and still qualify.
However, if you let it be known that you have two
medical insurances, each one will try to get the other to
pay more of the medical bill. As this farmworker learned,
she used her employee-based medical insurance in
Mexico only so she could have everything covered. If she
were to use Transwestern in the United States, it would
only cover 80% of the costs, and they would probably try
to get Medi-Cal to pay for some of the expenses. This
farmworker household, however, does receive Medi-Cal
benefits during the summer when she is not working. This
also demonstrates that her employee-based medical
insurance only covers her household while she is
working. Nevertheless, this farmworker household is
fortunate. She is part of the 40% of the farmworkers in
this sample who receive employee-based private medical
insurance. On the other hand, approximately 60% of the
adults in this sample do not receive employer-based
private medical insurance. Most farmworkers lose their
Medi-Cal coverage when employment causes their
income to rise. Many members of farmworker households
have no medical insurance coverage when their
occupational risk is at its highest. 

Members of farmworker households who have
complete Medi-Cal coverage with a zero or a minimal
share-of-cost can readily find primary healthcare services
in the Coachella Valley as long as they receive care in the
same county where they applied for coverage. But Medi-
Cal coverage is not continuous for farmworker
households. Moreover, clients need to be re-certified at
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least quarterly – every 45 days in most counties. This can
be a problem as the forms are difficult, and migrating
households typically don’t have mail forwarded to their
upstream residence.

Realized Access and Employee-Based Insurance

Farmworkers may have the option of some type of
employee-based private medical insurance. As with most
occupations, a farmworker has to work in a given job for
certain period of time to qualify. 

Interviewer: You mentioned something about
having to work a certain number of hours before
you can use your medical insurance. Please
explain…

Female Farmworker: We have to work a certain
number of hours, I am not sure how many they
are, but we have to work these hours before
qualifying for this insurance.

Interviewer: Then do you qualify for this
insurance this month?

Female Farmworker: For this month, no, and
we are going to finish our work anyways.
Because the work is over and stopped, I have to
begin again, and I have to work these hours again
in order to have the insurance.

Interviewer: After all this, are you going to ask
for Medi-Cal for you and your children?

Female Farmworker: I more or less always have
Medi-Cal. Right now, though, they have taken it
away and I do not know why. I have problems
with my social worker – she doesn’t send me the
reports and so they haven’t been filled out, and
they probably took me off Medi-Cal (February
1997, Spanish version in Appendix 2).

The farmworker profiled reports having trouble with
both types of medical insurance. The paperwork and the
different rules for the different companies are confusing.
It is important to point out that even though this
farmworker is a non-migrating farmworker, she also had
trouble receiving continuous employee-based medical
insurance. In the Coachella Valley, there may be work
available year round, but few farmworkers interviewed in
this study had continuous employment. For example, in
the Mecca area, there are several grape fields owned by
different companies. If one is a field laborer, it is very

likely that they will work for all three companies in a
short period of time, thus never getting employee-based
medical insurance while simultaneously being
disqualified from Medi-Cal because of their rise in
income. Some farmworkers interviewed had decent
coverage. For example, the farmworker profiled below is
a crew leader who migrates for the same lettuce company
year round. 

Interviewer: What is the name of your medical
insurance?

Male Farmworker: Western… I not sure, I don’t
want to tell you lies. For crew leaders like us,
they cover up to $5,000, 100%. Like recently, my
wife when she had the twins, she had many
problems. I think that it reached more that
$100,000 and I did not have pay a nickel – I paid
nothing. And the field laborers – if, for example,
I had to take my child, I would have to pay a $500
deductible. If I were a field laborer I would have
to pay the first $500 for the child’s illness, but if
it was something minor, it would cost $30 if I had
not reached $500 for the year. But if they were to
go over $5000 [pause] but for me they pay 100%.
For the field laborers, they pay 80% after paying
the $500 deductible for a family or $200 for a
single man or woman. If you are a single man or
single woman then you have to pay $200 of your
deductible and then they [the insurance] begins to
pay 80% of the costs (September 1996).

This illustrates several interesting points. First, crew
leaders and other people working in jobs higher up in the
agricultural hierarchy receive better medical insurance
than average farmworkers. He does not have to pay a
deductible, and it does not seem that he had a cap on his
coverage. When examining these passages he mentions
$5,000 twice without completing the sentence. It was
later learned from other farmworkers that not only do
farmworkers have a deductible to meet, but also they also
usually have a $5,000 per year cap on coverage. The next
passage further explains the nuances of employee-based
medical insurance for farmworkers. In this case, the
farmworker decided to obtain only dental insurance. 

Interviewer: When was the last time that you or
your daughters had dental treatment?

Female Farmworker: I bought insurance, well I
really didn’t buy it, my work offered me
insurance, but they are taking deductions from
my check. That is why I said I bought this
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insurance, they are not giving it to me. Every two
weeks they take $25 from my check for dental
insurance.

Interviewer: Do you know what the name of your
insurance is?

Female Farmworker: I don’t know, but here I
have my card.

Interviewer: The insurance doesn’t cover
anything medical, only for the care of the teeth?

Female Farmworker: I believe only that – that
is all that they do. But when she had a cavity, they
drilled the holes, but they didn’t fill it in, and she
got an infection.

Interviewer: Then at work they only offered you
dental insurance and not health insurance?

Female Farmworker: No, well, they offered me
health insurance, but I had to buy it, and having
both of them would be too much, almost double.

Interviewer: For that reason you only have
insurance for your teeth?

Female Farmworker: Well, the dental insurance
was cheaper and the health insurance cost so
much more.

Interviewer: You said they didn’t fill in the
cavity?

Female Farmworker: No, they drilled a hole
and my daughter said, “They left me with a hole,
and they didn’t fill it in!” But she didn’t realize it
until we were already returned to Arizona (Sept.
19, 1996).

The passage above clarifies employee-based medical
insurance even further. This farmworker was aware of
what she was offered and decided to opt only for the
dental plan because health insurance was too expensive.
This is interesting. About 60% of the adults interviewed
stated that they did not have any form of employee-based
medical insurance. Many researchers assumed that this
was because their employer did not offer it to them.
However, it is possible that some farmworkers chose not
to have insurance deductions from their check. 

As illustrated by the farmworkers’ experiences, it
becomes apparent that employee-based medical
insurance has many limitations and disqualifies some
farmworkers from the more comprehensive Medi-Cal
coverage and other types of subsidized care. Sometimes
farmworkers deny that they have private coverage when
they go to the Mecca Clinic because they haven’t met
their private-insurance deductible. This is problematic
since the clinic loses money when it offers a patient a
sliding fee scale. Coverage under private insurance
offered by the growers usually does not take effect for
several weeks. Migrating and non-migrating farmworkers
often work for multiple employers with different health
policies over the course of a year. This puts them at a
disadvantage for medical insurance coverage.

Thus, marginal, limited, private medical insurance
coverage can often be detrimental for the low-income
farmworkers since this can lead to more out-of-pocket
expenses and may be disqualify them from public
insurance programs. Many farmworkers with modest
private insurance end up paying completely out-of-pocket
for their medical services, often because they never meet
the deductible within the time period required. As one
farmworker said, “it’s like having no coverage at all.”

Realized Access and Services in Mexico 

One of the more interesting findings in this study was
that insurance companies based in the United States were
offering farmworkers full coverage if they received
medical services in Mexico and 80% coverage if they
obtained medical attention in the U.S.. This benefit was
appreciated by farmworkers interviewed in this study.
However, it is not an answer for all farmworkers. For
example, for farmworkers working in Northern
California, the distance needed to travel to Mexico is
often costly and infeasible. Moreover, some farmworkers
with certain types of immigration status cannot enter
Mexico and then re-enter the United States. Another
interesting finding is that the Mexican government is
willing to subsidize a medical insurance program for
Mexican Nationals, Mexican Americans, and their family
members. Although only one farmworker household took
advantage of this pre-paid Mexican health plan, it may
gain popularity in the future. More commonly,
farmworkers often obtained prescription medicines
bought in Mexico for their use while living in the U.S.

As pointed out earlier, approximately 30% of the
members of farmworker households reported having no
medical insurance at the time of the interview. Usually
this lack of medical insurance is actually a “gap” in
medical insurance coverage. 41



Realized Access and the Uninsured

The following interview passage examines what can
happen to an uninsured farmworker.

Interviewer: Has anything ever occurred to you
because of a lack of medical insurance? 

Female Farmworker: I lost two molar teeth
because they cancelled my Medi-Cal insurance. I
was not working and I did not have proof of
income. My little girl also really needed to see a
dentist. My two teeth were also very bad and I
did not have the money or the insurance, so I lost
the two molars, the two teeth. My six-year-old
daughter’s teeth also suffered a great deal.

Interviewer: Did you like Medi-Cal when you
had it?

Female Farmworker: Yes, but when I had it,
they cancelled it two times when I left work and
my husband was disabled. We weren’t receiving
money and they cancelled it when we most
needed it. Because I didn’t have proof of income
– they ask for paychecks.

Interviewer: Why didn’t you get unemployment?

Female Farmworker: Because I do not qualify
for unemployment. In this district you can’t get
unemployment. Even when you take your
paycheck in, they don’t accept it. I had no money.
I had no work.

Interviewer: Were you able to actually go to the
unemployment office?

Female Farmworker: They ask for proof of
income from work… I brought the paychecks,
but they wouldn’t accept them because it was
only temporary work. And when I was applying
for Medi-Cal, I brought the paychecks from three
different companies where I had worked. I
worried a lot. I also needed to go to the doctor
because I had pains in my ovaries, but I couldn’t
go to the doctor. Now that they have given me
Medi-Cal, they are going to do a sonogram and
see what it is that I have (Feb 1998).

This passage illustrates that during a gap in her Medi-
Cal coverage, she lost two of her teeth. Like many female
farmworkers, she works in a series of agricultural jobs for
different companies. As a non-migrating farmworker, she
was eventually able to get Medi-Cal coverage because
she was persistent and able to travel to the Medi-Cal
office multiple times. 

Examining Realized Access 

In a given agricultural season, many California
resident farmworkers migrate for a period of time outside
their county of residence. This unique labor condition of
traveling from county to county, even between states,
poses special problems in terms of access to medical
services. In California, if a farmworker household
receiving some type of public assistance program
migrates to another county, they become ineligible for
public services if the case is not transferred in a timely
fashion. Access to care for most farmworkers who qualify
for public programs is, in practice, limited to the
geographic county in which they applied for coverage.
Taking advantage of public medical insurance is difficult
during migration because of the county residency
requirements for Medi-Cal. Moreover, farmworkers often
find the use of private insurance problematic when they
are migrating, because of the confusion over qualified
providers. The requirement to meet a medical insurance
deductible is difficult not only because of cost, but also
because it is harder to prove how much of the deductible
has been paid in the homebase location. If a farmworker
family member seeks care in a clinic while migrating and
the medical insurance company office is closed, they may
be asked to pay the deductible again.

For those private insurance programs that offer
coverage for care and treatment in Mexico, distance to the
border may become an access issue during migration. 

Most non-migrant farmworkers interviewed in this
study do not face the same structural barriers to medical
services as migrating farmworker households. In this
sample, non-migrating farmworkers who live in the
desert Southwest are also better able to utilize medical
services in Mexico since those services are only an hour’s
drive south. But non-migrating farmworker households
do experience financial difficulties in meeting high
medical insurance deductibles. Single parent households
have the most difficult time paying for the co-pays and
deductibles characteristic of most private medical plans.
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Some non-migrating farmworkers believe migrant
farmworkers receive better services. Some farmworkers
pointed out that some households migrate for the
minimum amount of time allowed in order to qualify for
Mecca’s subsidized day-care programs. There are tensions
between migrating and non-migrating farmworker
households because of the scarcity of resources. 

Finally, research uncovered one group of non-
migrating farmworkers with unique health concerns,
though it is not included in the statistical sample.
Currently, hundreds of mostly undocumented, non-
migrating farmworkers rent out Native American land in
isolated areas near the Salton Sea. These areas are among
the poorest in rural California, with enormous public
health concerns and implications, poor sewage,
contaminated water, open pools of water festering with
insects, improper garbage and sewage disposal, wild
dogs, incorrect electrical connections, no drainage for
water run off, and improperly installed propane tanks.
Farmworkers in these areas live in the poorest trailer
encampments and are largely hidden from public view.
The Immigration and Naturalization Service is less likely
to enter these lands unannounced, and housing
regulations for mobile homes and trailers are less
restrictive. Unless married to a Native American, most
farmworker families are not eligible to use the nearby
Indian Health Services facilities. This group of
farmworkers, largely due to their undocumented status, is
probably one of the most marginalized groups of rural
poor living and working in California. 

The data from this research indicate that members of
all farmworker households experience significant
challenges that affect their well-being.

Summary

There are important distinctions between potential
and realized healthcare access for both migrating and
non-migrating farmworker households. Alan Dever, a
researcher from the Mercer School of Medicine, found
that farmworkers residing in “upstream” non-homebase
areas could access more medical services than
farmworkers living and working in homebase areas. In
addition, Dever explicitly argues that, “access to
healthcare services tends to be more limited in migrant
homebase areas than in non-homebase areas due to the
concentration in homebase areas, than in non-homebase
areas, of other potential clinic users who compete with
farmworkers for access to services” (Dever, 1993). 

Non-migrating farmworkers are not necessarily
better off, especially if they do not have stable work.
Migrating farmworkers, even those living under decent
housing situations, still face more structural barriers
when they use private and public medical insurances.
When using Medicaid, for example, it remains difficult
for migrants to have their cases transferred, to keep up
with the paperwork required for re-certification, and to
understand the changing eligibility requirements between
counties. When using private medical insurance, it is
more difficult for migrants to know which health
providers are covered by their plan, to prove how much of
the deductible they have paid, and to travel to Mexico for
full coverage.
Potential and realized healthcare access depends on a
number of variables. In California, the most significant
factors impacting both potential and realized healthcare
access are type of medical insurance coverage, the
stability of the work, and the possibility that a person can
seek medical services in Mexico.

In only a small percentage of households are all
members covered by medical insurance. In some cases,
the documented father and the American-born children
have health insurance while the undocumented mother
does not. In other cases, the parents have no insurance,
but resident children and those with citizenship qualify
for MediCal; undocumented kids in the family have no
coverage. Moreover, some of the families who have
private health insurance do not use it because of high
deductibles and fear of retribution from their employer.
These cases exemplify a high level of potential healthcare
access and a low level of realized healthcare access. 

Marginal private insurance coverage and restricted
public medical insurance coverage may not increase
levels of realized access. Such circumstances translate
into more out-of-pocket expenses for the farmworker and,
thus, farmworkers delaying care. 

This research argues that structural access barriers
inherent in public and private health insurance programs
for farmworkers severely limit access to medical services.
Thus, having health insurance, in it and of itself, does not
mean access to health services. Access exists when one is
able to use the potential services offered.
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The Political Economy of Healthcare Access

Following the perspective of a political economy of
health as articulated in medical anthropological theory,
this research examines how structural policies inherent in
medical insurance programs affect access to medical
services among farmworkers. Theoretically, this research
strives to uncover how national and international macro-
level political and economic forces influence structural
policies implemented locally. 

Economy of Health and Access to Medical Services

This research project incorporates farmworkers’ own
accounts to understand constraints apparent in healthcare
programs that target California farmworkers as well as
other rural residents. Specific policy constraints inherent
in various healthcare programs for low-income California
residents become apparent when we examine the self-
reported health-seeking stories among those interviewed.
Systematic data collected on farmworker experiences
with medical services uncovered macro-level health
insurance policies that limit potential and realized
healthcare access.

This research argues that structural access variables
inherent in public and private health insurance programs
for farmworkers severely limit access to medical services.
These forces, which are embedded in socio-cultural
processes, explain who accesses medical services, why
they do so, what type of care they receive, how they
access it, and where they go for these services. 

Policies Impacting Health Centers

The many levels of federal and state healthcare policy
decisions determine how Community and Migrant Health
Centers throughout California operate. Staffing bi-lingual
and bi-cultural medical practitioners continues to be a
critical need in communities serving farmworkers. For
example, foreign-trained medical doctors on J1 visas and
National Health Service Corp physicians are often
assigned to these federally funded clinics. However, they
typically do not stay in these rural communities after the
end of their initial contract. There are many reasons for
this. What is missing for many medical providers working
in these isolated rural clinics are professional links with
the medical community. This research reveals critically
weak or non-existent communication between the largely
state-funded University of California Medical Centers and
the federally funded Community and Migrant Health
Centers in most rural areas of California with the
exception of the Fresno area. Although federal and state

money supports the training of physicians, the distribution
of these training programs is concentrated in urban areas.

Inadequate management of medical record data
burdens Community and Migrant Health Centers in rural
areas. Data are continually entered, but seldom extracted
for meaningful analysis. Medical schools, public health
schools, schools of social science, and schools of
computer science need to discuss the effective automation
of medical records for Community and Migrant Health
Centers. This is an increasingly salient issue, since many
of these clinics are signing with managed care providers
that require detailed productivity reports. 

Finally, one of the most difficult issues facing the
Mecca Health Clinic, as well as other Community and
Migrant Health Centers, concerns the medical treatment
for both legal resident and undocumented immigrant
clients who have little money. These clients are usually
able to receive subsidized emergency healthcare services.
But due to recent legislation regarding new immigrants,
some of these federally funded community clinics will
have to find more ways to absorb the cost associated with
uncompensated care.

Federal and State Legislation Impacting Immigrants

Because the newly enacted Welfare Reform Bill gives
states the option to restrict Medicaid for legal immigrants,
many farmworker families, who are legal residents but not
citizens, face restrictions (Washington Newsline, 1996;
Medicare and Medicaid Guide, 1996; Rosenbaum, 1996;
Super, 1996). According to the federal regulations, those
who can prove that they have worked here for 10 years can
apply for these benefits. Across the nation, in the next five
years there will be fewer new immigrants who qualify for
these services. This will result in an additional loss of
income for many Community and Migrant Health Centers
throughout the U.S. In California recent legislation is
attempting to circumvent these federal policies by
infusing state-only funding into publicly subsidized
programs for recent and undocumented immigrants.
Nevertheless, at the local level, farmworkers and their
advocates are concerned about the sustainability of these
new state allocations of resources. 

Moreover, it is important to point out that other recent
changes in California reflect an anti-immigrant stance. For
example, the passing of Proposition 187 by voters in 1994,
which made undocumented persons ineligible for public
social services, public healthcare, and public school
education, created a great deal of confusion among
farmworkers about who qualified for what services. Other
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state laws have ended affirmative action and have
restructured bi-lingual education that affected the children
of farmworkers. These various legislative actions at the
state level have created anxiety among the farmworkers
interviewed for this study. There is a perception that it is
risky to use public services, especially since many of the
laws cited have consequences that affect the immigration
application process. 

For example, this research came across several
families who are sponsored immigrants. Many are in need
of health insurance, but they will not apply for any type of
public benefit because they fear losing their visas. It is not
clear what will happen to these families if they are low-
income and in need of continuous subsidized primary
healthcare. Although there have been recent attempts to
clarify public charge legislation, the guidelines are still not
clear. However, it is clear that federally allocated
Medicaid dollars cannot be spent on most recent
immigrants who have come to the United States after Aug.
22, 1996. Confusion about these laws leads farmworkers
to seek medical services in Mexico or to delay treatment
for non-life threatening conditions or both.

Local Structural Medical Insurance Barriers

In this population, only a small percentage of families
with medical insurance have insurance for the whole
family. For farmworkers with private insurance,
dependent coverage may be limited. For farmworkers
covered by public programs, family members who are
undocumented are eligible only for Restrictive Medi-Cal.
Most farmworkers will seek treatment when they are very
sick, regardless of coverage. However, farmworkers delay
seeking treatment because of inability to pay, they lack
insurance, or they have not met their deductible.

Among those farmworkers eligible for public health
insurance in the form of Medicaid, actual use is restricted
by lack of awareness of how these programs work and by
the difficult and confusing application process and
eligibility procedures. Use of public coverage is also
restricted by difficulties in transferring caseloads and
eligibility information between counties when
households migrate. Potential and realized access to care
for non-life threatening emergencies and for tertiary or
specialized care can be restricted by each county’s
interpretation of its legal responsibilities to persons
covered by Medically Indigent Adults Program and/or
Restricted Medi-Cal. In addition, quarterly re-
certification under the Medically Indigent Adults
Program and Medi-Cal programs remains a major
obstacle to actual use of these programs by eligible
farmworkers and their dependents.

Although there is a wide range of private insurance
programs available to some members of farmworker
households, high deductibles, caps on coverage, and
limitations on dependent coverage restrict the use of these
programs. The time needed to travel in order to obtain
care from permitted medical providers also restricts
farmworker access use of private insurance. 

Given all these barriers, it is interesting to examine
whether farmworkers would be interested in paying for
an independent source of medical insurance. Statistical
data from this research project reveal that most
farmworkers are willing, and able, to pay for an
affordable monthly medical insurance. More specifically,
88% (n = 98) of the farmworkers revealed that they were
willing to pay for a monthly pre-paid health insurance
plan that did not ask about documentation status. This
willingness to pay was equally distributed between
migrating and non-migrating farmworker households.
The average amount farmworkers indicated that they
were willing to pay for monthly pre-paid health insurance
was $35. The average amount that farmworkers were
willing to pay for a consultation with a general
practitioner was $19. The average amount that
farmworkers were willing to pay for a specialist was
about $36 and the average amount that farmworkers were
willing to pay for an emergency visit was $53. Finally, the
average amount that farmworkers were willing to pay for
laboratory work was approximately $24. Considering that
38 households reported owing money for medical
services obtained in the United States, with a minimum
bill at $25 and a maximum bill of $10,700, these findings
on ability to pay are important to consider in planning
future types of public and privately-subsidized medical
insurance programs.

Summary and Conclusions

Access to healthcare is understood as a social process
determined by the characteristics of the healthcare system
and its potential users (Singer, 1994). Characteristic of
political economic analysis, this research endeavor has
concentrated on examining access as it relates to
inequitable distribution and utilization of medical care
services in the rural areas of California.

The research findings demonstrate that structural
access variables inherent in public and private health
insurance programs severely limit access to medical
services. These forces, which are embedded in socio-
cultural processes, explain who has access to medical
services, why they do so, what type of care they receive,
how they access it, and where they go for these services.
Unique to this research endeavor is an examination of45



healthcare access under two labor patterns: when
farmworkers migrate and when they do not. This research
investigated how public, private, and charity health policy
regulations affect access to medical care for farmworkers
and their families. Cultural factors add to the problem of
access to medical services for migrating and non-
migrating farmworker households, but cultural beliefs are
not the main focus of this research effort. 

Limitations of the Study 

The aims of this research project were to promote an
understanding of the health experiences of farmworker
households living and working in modern day
agriculture. The findings are limited to the specific group
of migrating and non-migrating farmworker households
homebased in the desert areas of the Southwest. It is
important to emphasize that the distinction between
migrating and non-migrating farmworkers in this study is
based on the unique characteristics of this stream.
Migrant labor streams in different states may not be
comparable since potential access to services will differ
based on the resources allocated to upstream and
downstream locations. Most households targeted in the
study were able to find decent housing in their homebase
residence. More specifically, those families who qualify
for subsidized housing represent a small group of
farmworkers who overall have a better standard of living.
The housing facilities where most interviews were
conducted were modern, included on site laundry, and
were safe. Therefore, the research sample is biased
towards more privileged farmworker families. Living
closely among other farmworker families helps keep each
other well informed about available services. Although a
few household members were undocumented, most
farmworkers in this sample qualified for some level of
public services.

Policy Research Findings

As noted, this project focused on the assessment of
health services for a portion of California’s working poor
farmworkers and their families residing in isolated rural
communities. There are a number of key findings with
great significance for California Health Policy:

1. Access to public and private healthcare
coverage is greater for populations of resident,
documented immigrants with stable living
patterns. Population studied is atypical since
many households sampled reside in subsidized
government housing units where heads of

households must prove legal immigration status. 
2. Dental and vision coverage is rare for both
migrating and non-migrating farmworkers.

3. Only a small percentage of families with
medical insurance have coverage for all
members. This is the case both for families with
private insurance, where dependent coverage
may be limited, and for families covered by
public programs, largely due to the mixed legal
status of different family members.

4. Most farmworker families will seek
treatment when they are very sick, regardless of
insurance coverage. However, farmworkers will
delay treatment and not seek preventative care –
leading to higher costs – when they have minimal
insurance coverage or are unable to pay for
private providers or meet insurance deductibles.

5. Access to public coverage is restricted by
difficulties in transferring caseloads and
eligibility information from one county to
another. Distances from specific providers
restrict potential and realized access to private
insurance, especially for migrant households.

6. In this population, there is a higher use of
public medical insurance among children (39%
of children, but only 21% of adults).

7. Among those farmworkers interviewed who
are eligible for public health insurance coverage,
actual use is restricted by lack of awareness of
these programs and by difficult and confusing
application processes.

8. Access to care for non-life threatening
emergencies and tertiary or specialized care can
be restricted by each county’s interpretation of
legal responsibilities to families covered by
Medically Indigent Adults and limited scope
(restricted) Medi-Cal. Impacts all farmworker
households.

9. Requirements for quarterly re-certification
under the Medically Indigent Adults Program
and Medi-Cal are major obstacles to realized
access to medical care by this farmworker
population. Migrant households also need to re-
apply in each county where they live and work in
order to continue coverage.
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10. New legal immigrants, who prior to the
enactment of federal welfare reform legislation
would have been eligible for public medical
insurance, will face a confusing set of federal and
state requirements regarding options for public
benefit coverage. New laws restrict certain
immigrants from applying for specific coverage.

11. Farmworkers in this study are willing to pay
premiums averaging $35 per month for coverage,
and pay modest co-pay fees for provider and
ancillary medical services.

12. Although wide ranges of private insurance
programs are available in this unique farmworker
population, the high deductibles, caps on
coverage, and limitations on dependent coverage
restrict the use of many programs.

13. Several widely available private insurance
plans for this population offer full coverage when
the worker goes to Mexico to receive care; this
benefit restricts access for some, but is
appreciated by those farmworkers who can easily
access services in Mexico.

14. Occupational and housing conditions appear
to place farmworkers at risk for a variety of
health problems including intestinal disorders,
exposure to chemicals, occupational injuries, and
various infectious conditions.

15. Migrating farmworkers appear to be more
vulnerable than non-migrating farmworkers to
certain types of health problems, including
intestinal ailments, head lice, and infectious
diseases spread in close living quarters, and also
to conditions resulting from poor diet largely
composed of fast and junk foods.

16. Substance abuse, including heavy alcohol
consumption, impacts the health and well being
of the user and family members.

17. There are Mexican national farmworkers
working in California who reside on Native
American reservation lands without access to
care or coverage, but with extensive health
concerns related to their extremely poverty-
stricken, marginalized living conditions.

Overall, these findings suggest some
recommendations for healthcare policy reforms in
California that could improve access to medical services
among California farmworkers.

Recommendations

Overall, there needs to be improvements in the Medi-
Cal application and eligibility process, and to fund and
train community health workers to educate farmworkers
on medical insurance programs. Committees should be
established to examine bi-national medical insurance
programs and to address public health issues of
farmworkers living on Native American lands. There is
also a need to direct adequate resources to improve rural
medical education in California, and to consider the
consumer-service aspects of providing medical services
to farmworkers in rural areas of California.
Improve the Medi-Cal and Denti-Cal Services

The Medically Indigent Adult Program and Medi-Cal
eligibility processes are cumbersome. Applications are
long and poor translations are done in Spanish. Files are
routinely purged and discarded. Clients complete the
same forms multiple times. The entire process needs to be
simplified. Shortening the application by determining
eligibility based on a household’s income tax return.
Moreover, people on Medi-Cal should not have to reapply
every 45 days. Reduce paperwork and the burden on
clients; determine eligibility for MediCal once a year. If
clients migrate to other counties, their cases and
eligibility should be transferred, too. Unless they do re-
apply, most are ineligible for services in another county.
The MIA and Medi-Cal should also be available
statewide, not limited to a specific county.

Managed Medi-Cal imposes further geographic
restrictions on permitted providers. Plan members can
choose only one specific facility within a county where
they and their dependents can seek services. One solution
would be to exclude farmworkers and other rural
residents from these new provisions.

Farmworker household income varies greatly over
the year. Since benefits are tied to income, farmworker
families usually lose Medi-Cal or MIA benefits during
peak season. Allow for continuity of care by offering
clients the option to pay monthly premiums if a
farmworker family’s income rises. It would be more
beneficial to increase their share of costs instead of
eliminating their Medi-Cal eligibility.

Expanding the Denti-Cal program and providing
additional funding for dental clinics in rural areas serving
large concentrations of farmworkers are other options.
Allocating additional funding for mental health services,
including substance abuse treatment programs, in rural
areas is an acceptable solution.
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There are at least 20 publicly subsidized health
programs that various segments of the farmworker
population can apply for. These programs represent a
patchwork of uncoordinated programs that have separate
administrative processes and confusing and sometimes
conflicting eligibility requirements. Streamlining the
application process and making efforts to advertise these
programs to the target population are recommended.

Fund and Train Community Health Workers

Farmworkers need a direct liaison between them,
clinic providers, and other advocacy groups. Training
community health workers to understand private and
public medical insurance programs in California so they,
in turn, can teach farmworkers and their family members
is advisable. But training and adequately funding
community workers in health education simply is not
enough. If these types of programs were actually
implemented, this intervention would have a profound
impact on increasing farmworkers’ utilization of
healthcare services.

Examine Binational Insurance Practices

Binational efforts between Mexico and the United
States need to be strengthened. Private U.S.-based
medical insurance companies, such as Transwestern and
Western Growers, pay 100% of medical costs if
farmworkers go to Mexico for medical care. There are
many consequences when these types of insurance
programs operate on both sides of the border. A
binational commission needs to be established to
examine the potential consequences when private U.S.
medical insurance plans operate in Mexico. Private health
foundations are beginning to develop this idea.

Establish Non-Government Committee

Dialog needs to be initiated between Native
Americans, farmworkers, and their advocates to address
the public health issues when farmworkers rent out
Native American land. Currently, hundreds of mostly
undocumented farmworkers rent out Native American
land. Unless married to Native Americans, most are not
eligible to use the nearby Indian Health Services. The
public healthcare implications are enormous. 

Provide Adequate Rural Medical Education Resources

Medical schools, public health schools, and schools
of social science and computer science need to come
together to effectively automate medical data for
Community and Migrant Health Centers. Require

medical students, social workers, and public health nurse
practitioners to conduct community-based census studies
as part of their graduation requirements; this may
increase interest in practicing in a rural area. Develop a
comprehensive rural residency program in California for
primary care internists interested in rural care. Currently,
this type of residency training does not formally exist in
the southeastern and northern portions of California.

Consider Ambulatory and Urgent Care Clinics in
Isolated Rural Areas

This problem needs to be addressed. Farmworkers
utilize services primarily when they are very sick. Perhaps
the concept of a primary healthcare clinic needs to be
modified. Farmworkers need urgent care or ambulatory
medical clinics in addition to preventative primary
healthcare clinics. The very design of community clinics
in isolated rural areas needs to be re-examined.

Consider Consumer-Friendly Service

Research revealed that farmworkers absolutely detest
waiting for long periods of time for a medical appointment
and expect to be attended to promptly; the average waits
at the primary healthcare clinics range between one and
eight hours. Reduce the wait by expanding the clinics and
providing additional incentives to medical providers who
practice in underserved rural areas. 

Conclusions

Unless dramatic structural changes in the agricultural
labor force occur, California farm labor will continue to
be provided by new immigrant groups that will face the
same barriers as previous workers. The 1990’s were
characterized by an anti-immigrant sentiment, but we will
see increasing numbers of non-Spanish speaking
indigenous laborers whose origins are in Southern
Mexico and Central America (Bade, 1999; Kearny, 1987).
In some ways, agricultural work has become more
complex and requires an increasingly sophisticated and
educated work force that will continue to need a wide
range of services.

For farmworkers in this study, realized access to
medical services is limited regardless of insurance status.
Whether insured or not, one’s ability to pay for medical
services largely determines whether or not these services
will be used. Farmworkers and their families are often
unaware of a variety of services that are available to them.
Although private and charity services have their
limitations, some programs do try to help out a family in
critical need of services. 48
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