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Chronic disease burden among
Latino farmworkers in California

Susana L. Matias1*, Caitlin D. French1, Alexander Gomez-Lara1

and Marc B. Schenker2

1Nutritional Sciences and Toxicology, University of California, Berkeley, Berkeley, CA, United States,
2Public Health Sciences, University of California, Davis, Davis, CA, United States

Farmworkers are an essential workforce to maintain California’s extensive

agricultural production. However, this mostly Latino, immigrant population

is a�ected by high poverty rates and food insecurity, which increases their

risk of chronic diseases. We analyzed clinical and interview data from three

studies of Latino farmworkers in California: (1) the Mexican Immigration to

California: Agricultural Safety and Acculturation (MICASA) study, (2) the PASOS

SALUDABLES pilot intervention (PASOS Pilot), and (3) the PASOS Study, a

cluster-randomized, controlled trial (PASOS RCT). We aimed to determine

the prevalence of diet-related chronic health outcomes (obesity, elevated

waist circumference, high blood pressure, and high total cholesterol) and

identify sociodemographic and socioeconomic factors associated with these

conditions in this population. A total of 1,300 participants were included

in this study (452 from MICASA, 248 from PASOS Pilot, and 600 from

PASOS RCT). Obesity prevalence ranged from 29.2 to 54.5% across samples;

elevated waist circumferencewas observed in 29.4–54.0% of participants; high

blood pressure was detected in 42.0–45.5% of participants; 23.7–25.8% of

participants had high total cholesterol. Age was positively associated with each

health outcome, although not for each sample; each additional year in age

increased odds by 3–9%, depending on the outcome and sample. Females

were at higher risk of obesity (one sample) and elevated waist circumference,

but at lower risk of high blood pressure and high total cholesterol. Single,

divorced or widowed participants (vs. married/living together) had 35 and 47%

reduced odds of obesity and elevated waist circumference, respectively. Each

additional year living in the US was associated with 3–6% increased odds of

obesity, depending on the sample. Higher household income was associated

with a reduction in odds of high total cholesterol up to 76% (one sample).

These findings highlight the increased risk of chronic health conditions in

Latino farmworkers, in particular for obesity, and among farmworkers who

may lack access to health care, which represents a large proportion of this

population. Di�erences in chronic health risks by sex suggest that clinical and

public health responses might need to be sex-specific. Expansion of eligibility

for supplemental nutrition programs for this low-income population could

reduce their disease burden.

KEYWORDS

farmworkers, agricultural workers, Latino/Hispanic, California, obesity, blood

pressure, waist circumference, cholesterol
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Introduction

An estimated workforce of ∼800,000 farmworkers (1) allow

California to produce over two-thirds of the fruits and nuts, and

over one third of the vegetables, consumed in US households

(2). In 2015–2019, this workforce was predominantly Hispanic

(96%), was comprised mostly of males (69%), and had an

average school level of 8th grade (3). Despite their essential

workers classification, farmworkers are poorly compensated

and lack access to basic protections. In 2017–2018, 71% of

farmworkers reported an annual income of <$30,000 and the

majority did not receive assistance from government need-

based programs (4). Such low income levels can limit access

to adequate food, creating food insecurity (5). Unsurprisingly,

food insecurity affects farmworkers at higher rates than the

overall US population (6–12), and may increase their risk of

several chronic health conditions, such as diabetes (13–15),

hypertension (15), hyperlipidemia (14), and overweight/obesity,

in particular among females (16–19).

In addition, about 1 in 2 farmworkers in California lacked

work authorization, and 42% did not have health insurance, per

data collected in 2015–2019; the high cost of health care visits

was listed as the most common barrier to accessing health care

(3). Despite these socioeconomic risk factors for adverse health,

research on farmworkers’ health is sparse.

The only representative survey of farmworkers that

measured clinical outcomes was conducted in the late 90s in

California (20). At that time, more than 70% of farmworkers

had overweight or obesity, which was 25% higher than the age-

adjusted prevalence in the overall US population in 1999–2000

(21). Furthermore, farmworkers’ rates of high blood pressure

and high cholesterol were higher among males (27 and 17%,

respectively) than females (4% for both conditions) (20). More

recently, another study in California suggested an increase

in some diet-related health conditions in the farmworker

population. Self-reported data from 293 farmworkers in Sonoma

County indicated that 94% had overweight or obesity, 15% were

ever diagnosed with diabetes, and 26% were ever diagnosed with

hypertension (22). Since 1 in 2 farmworkers utilizes some form

of US health care, estimates from self-reported data may miss a

considerable fraction of this population with undiagnosed and

untreated chronic diseases (23).

Lifestyle recommendations for prevention or management

of the chronic conditions above include eating a healthy

diet and doing exercise. However, socioeconomic and other

structural factors influence an individual’s ability to follow these

recommendations. Growing evidence suggests that these social

determinants of health (SDoH) are fundamental causes (or

barriers for themanagement) of a wide range of health outcomes

(24). In a study of Latino farmworkers with diabetes in Florida,

most farmworkers were knowledgeable about recommended

behavioral changes to manage the disease but had difficulty

doing so because of the high cost of supplies (e.g., test strips)

and limited financial resources to follow a diabetic diet andmake

other lifestyle changes (25).

To expand the limited research evidence on farmworkers’

health, we analyzed clinical and interview data from three

studies of Latino farmworkers in California (26–28) to

(1) determine the prevalence of diet-related chronic health

outcomes, i.e., obesity, elevated waist circumference, high

blood pressure (two samples only), and high total cholesterol

(two samples only) in this population; and (2) identify

sociodemographic and socioeconomic factors (i.e., age, sex,

marital status, education, and income) that were independently

associated with these conditions among farmworkers, a mostly

immigrant, low-income population. Understanding the role

of SDoH for specific chronic health outcomes in this

population can support evidence-based policy and public health

interventions to improve farmworkers’ health.

Methods

Study design

This study was a secondary data analysis that utilized

data collected in three different studies of farmworkers: (1)

the Mexican Immigration to California: Agricultural Safety

and Acculturation (MICASA) study, a population-based,

cohort study of occupational and environmental risks and

associated health outcomes, with a two-stage sampling design

including random selection of census blocks and door-to-

door enumeration (26); (2) the PASOS SALUDABLES pilot

intervention (PASOS Pilot), a randomized, controlled, delayed

intervention design that allocated farmworker participants to

a lifestyle intervention delivered at community health clinics,

or to a control group; and (3) the PASOS Study, a cluster-

randomized, controlled trial, where clusters (i.e., ranches) were

allocated to the intervention (i.e., lifestyle intervention delivered

at the ranches) or the control group (PASOS RCT) (28). For

MICASA, we used data from the first follow-up interview

(exposure measures) and from an ancillary study conducted

around the same time (outcome measures). For PASOS Pilot

and PASOS RCT, we used baseline data only (i.e., exposure and

outcome measured concurrently), because these interventions

aimed to change the outcomes reported here. Primary findings

from both intervention studies have been previously published

(27, 29).

Study settings

The three studies were conducted in agricultural rich areas

in California. The MICASA study was conducted in Mendota,

a city in Fresno County in the Central Valley with a high

proportion of immigrants and farmworkers residents. The
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PASOS Pilot study was conducted in two different geographical

areas where the study partner (a berry grower company)

runs health clinics for its employees: Watsonville, in Northern

California, and Oxnard, in Southern California. The PASOS

RCT study was also conducted in Oxnard, in partnership with

the same berry grower company.

Participant eligibility

Eligible participants for the MICASA study included males

and females aged 18–55 years who self-identified as Mexican or

Central American, resided inMendota at the time of the baseline

interview, and whose household included at least one member

engaged in farm work (≥45 days in the past year). When

possible, both the head of household and spouse were enrolled.

Inclusion criteria for PASOS Pilot included being an

employee of the partner grower, ages 18–60 years, body mass

index (BMI) 20–38 kg/m2, having plans to remain in the area for

the next 6 months, being willing to attend 10 weekly education

sessions, and being able to read and speak Spanish. Exclusion

criteria were: diabetes, pregnancy (or trying to get pregnant)

or breastfeeding, taking medications or on therapeutic diets

that affect weight, having a medical condition that proscribed

physical activity, or having a spouse/partner already in the

study. In addition, participants had to carry (worksite, public or

private) health insurance, a condition of the study sponsor.

Eligible clusters for PASOS RCT were defined as ranches

with ∼100 farmworkers. Among those eligible, study ranches

were randomly allocated to the intervention group and to

the control group. At the individual level, inclusion criteria

were being employed by the berry grower, at least 18 years of

age, planning to stay in the area for the following 3 months,

willing to attend weekly sessions for 6–12 weeks, and able to

read and speak Spanish. Exclusion criteria included: unable to

communicate in Spanish, pregnant, planning a pregnancy or

breastfeeding, unable to do moderate physical exercise, taking

medicine for high blood pressure or heart conditions, having

bone or joint problems, experiencing loss of consciousness or

falls due to dizziness, or having developed chest pain within the

last month, taking medications that affect weight or following

therapeutic diets, previous diabetes diagnosis or HbA1c ≥ 6.5%

at screening, having a spouse/cohabitant already enrolled in

the study, and having previously participated in the employer’s

lifestyle intervention.

Data collection

TheMICASA follow-up data were collected fromNovember

2008 to February 2010, and the anthropometric and clinical

data were collected between February 2009 and February 2010,

as part of an ancillary study to assess lung function. PASOS

Pilot data was collected between April 2010 and January

2011. Anthropometric measurements were collected, and an

interviewer-administered questionnaire was given in Spanish by

a research assistant at a worksite clinic. PASOS RCT baseline

data was collected between August 2015 and August 2017.

All interview data and clinical measurements were collected

at an employer-run health clinic by two trained bilingual

research assistants.

In each study, the interviewer-administered questionnaire

included questions on sociodemographic characteristics, along

with other questions (e.g., occupational and environmental risk

factors, injuries, etc.). Specifically, participants were asked their

date of birth, sex, the number of years of schooling they had

completed, marital status, family’s total income in the previous

year, country of birth, and the number of years they have been

living in the US, using similar questions in all three studies.

Study questionnaires were translated into Spanish and then back

translated into English by bilingual individuals. All participants

provided written informed consent. The study protocols were

approved by the University of California, Davis Institutional

Review Board.

Study outcomes

Anthropometric measurements were collected using

standardized protocols (e.g., wearing light clothing, no shoes,

etc.), and equipment calibration procedures were implemented.

Two measures were taken and averaged; a third measure was

recorded when the first two measurements were not within a

pre-determined maximum difference.

To measure weight (lb) and height (in) in the MICASA

study, a Seca 703 physician scale with attached stadiometer

(SECA, Chino, CA) was used. In the other two studies,

weight (kg) was measured using an EatSmart Precision Digital

Bathroom Scale (Health Tools, LLC., Wyckoff, NJ). Standing

height (cm) was measured with a Seca 213 mobile stadiometer

(SECA, Chino, CA). BMI was calculated as weight in kg

divided by height in meters squared (kg/m2). Obesity status

was defined as BMI ≥30 kg/m2 (30). Participants categorized as

underweight (BMI <18.5 kg/m2; n= 2) were excluded from the

obesity variable (therefore not included in any analysis involving

this variable).

Waist circumference (cm) was measured against the skin at

the natural waist with aMedline Disposable Paper TapeMeasure

(Medline Industries, Inc., Lathrop, CA) in PASOS Pilot and with

a Gulick II tape measure, Model 67020 (Country Technology

Inc., Gays Mills, WI) in MICASA and PASOS RCT. Waist

circumference values >40 inches (for males) or >35 inches (for

females) were categorized as elevated (31).

Blood pressure (mm Hg) was measured with an automated

device that employs standardized Doppler procedures; systolic

and diastolic blood pressure measures were taken in duplicate
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and the values were averaged. High blood pressure was defined

as systolic blood pressure ≥130mm Hg or diastolic blood

pressure≥80mm Hg (32).

Total cholesterol (mg/dL) was assessed using the Cholestech

LDX R© System (Cholestech Corporation, Hayward, CA). High

total cholesterol was defined as ≥200 mg/dL (33).

Statistical analysis

All MICASA data were analyzed considering the study

sampling design (26), i.e., including census blocks as clusters,

and census tracts as strata. PASOS RCT data was also analyzed

considering its cluster sampling design, by including the ranches

as clusters in all analyses.

Descriptive statistics to characterize the study sample and

health outcomes consisted of frequency distributions with

standard errors for categorical data, and means and standard

errors for continuous data. We used standard errors to

calculate 95% confidence intervals (CI) for visual comparison

among samples.

This analysis was focused on quantifying the total

association of the study exposures (i.e., sociodemographic

or socioeconomic factors) with study outcomes, without

considering other more proximal variables potentially in the

causal path, such as dietary intake (34). Thus, unadjusted

and adjusted logistic regression models were used to identify

the sociodemographic/socioeconomic factors associated with

each outcome. Sociodemographic/socioeconomic factors

associated with a health outcome at p<0.20 were included in the

multivariate (adjusted) model, to determine their independent

association with that specific outcome. Unadjusted odds ratios

(OR) and adjusted odds ratios (AOR) were estimated, along

with their corresponding 95% CI.

An available case analysis approach was followed, i.e., no

imputation of missing data was done. All hypothesis testing

was two-sided, using a 5% level of significance. All data were

analyzed using SAS version 9.4 (SAS Institute, Inc., Cary, NC).

Results

The MICASA cohort consisted of 843 participants enrolled

at baseline; 640 of them completed the first follow up

assessment and 453 completed the ancillary study (when clinical

measurements were taken). The MICASA sample for this

analysis included n = 452 participants who completed both

assessments. In total, 254 farmworkers were enrolled in the

PASOS Pilot; after excluding participants who were not eligible

at baseline (i.e., who had diabetes, determined as fasting blood

sugar values ≥126 mg/dL), the analytic sample for the PASOS

Pilot study was n = 248. A total of 615 farmworkers were

enrolled in the PASOS RCT trial, but 15 of them were deemed

TABLE 1 Sociodemographic characteristics of Latino farmworkers in

California (n = 1,300)a.

MICASA

(n = 452)

PASOS

Pilot

(n = 248)

PASOS

RCT

(n = 600)

n (%)

Age, y [Mean (SE)] 40.9 (1.1) 32.3 (0.5) 33.9 (0.5)

Sex

Male 185 (40.9) 69 (27.8) 315 (52.8)

Female 267 (59.1) 179 (72.2) 282 (47.2)

Education

No school 26 (5.8) 6 (2.5) 27 (4.5)

Primary education or less 267 (59.2) 124 (51.9) 279 (46.7)

More than primary 158 (35.0) 109 (45.6) 292 (48.8)

education

Income, USD

≤$10,000 54 (12.6) 52 (21.8) U

$10,001–$20,000 128 (30.0) 86 (36.1) U

$20,001–$30,000 134 (31.4) 62 (26.1) U

>$30,000 111 (26.0) 38 (16.0) U

Marital status

Married/Living together 427 (94.5) 190 (76.9) 399 (66.8)

Single/Divorced/Widow 25 (5.5) 57 (23.1) 198 (33.1)

Primary language

Spanish – 218 (87.9) 449 (74.8)

Indigenous – 29 (11.7) 133 (22.2)

Other – 1 (0.4) 18 (3.0)

Country of birth

US 13 (2.9) 1 (0.4) 1 (0.2)

Mexico 303 (67.0) 246 (99.2) 580 (96.7)

Central America 136 (30.1) 1 (0.4) 19 (3.2)

Years in the US [Mean (SE)] 18.2 (0.7) 11.4 (0.4) U

an (%) are presented, unless otherwise indicated.

–Indicates that variable was not measured in that study.

U Indicates that data for that variable was not available for this analysis.

MICASA, Mexican Immigration to California: Agricultural Safety and Acculturation

study; RCT, randomized controlled trial; SE, Standard Error; USD, US dollars.

not eligible due to diabetes at baseline (i.e., HbA1c values ≥

6.5%). Thus, n= 600 participants were retained for this analysis.

Adding up the three samples resulted in 1,300 participants.

Sociodemographic characteristics of the three samples are

described in Table 1. Briefly, participants were relatively young,

in particular in the PASOS Pilot and PASOS RCT studies,

mostly married, with low education levels. Most participants

were immigrants from Mexico, and the majority of PASOS

Pilot and PASOS RCT participants reported Spanish as their

primary language, while some participants (12–22%) indicated

an Indigenous language (primary language was not assessed

in MICASA).
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TABLE 2 Clinical indicators and health outcomes in Latino farmworkers in California (n = 1,300).

MICASA (n = 452) PASOS Pilot (n = 248) PASOS RCT (n = 600)

Mean (95% CI)

Body mass index, kg/m2 31.3 (30.7, 31.9) 28.0 (27.5, 28.5) 28.4 (27.9, 28.8)

Waist circumference, cm 97.0 (95.8, 98.1) 88.8 (87.5, 90.1) 90.8 (89.9, 91.7)

Systolic blood pressure, mm Hg 127.4 (125.5, 129.3) – 120.2 (118.2, 122.2)

Diastolic blood pressure, mm Hg 73.6 (72.7, 74.6) – 76.9 (75.8, 78.0)

Total cholesterol, mg/dL – 173.6 (167.7, 179.5) 174.6 (170.0, 179.1)

Percent (95% CI)

Weight status

Underweight 0.2 (−0.2, 0.7) 0 (N/A) 0.2 (−0.2, 0.5)

Normal weight 8.2 (5.7, 10.8) 27.4 (21.9, 33.0) 22.3 (19.4, 25.2)

Overweight 37.2 (33.2, 41.1) 39.5 (33.4, 45.6) 48.3 (45.0, 51.7)

Obesity class 1 35.2 (31.6, 38.8) 28.2 (22.6, 33.8) 21.2 (17.7, 24.6)

Obesity class 2 12.7 (9.5, 15.9) 4.8 (2.2, 7.5) 6.2 (4.4, 7.9)

Obesity class 3 6.5 (4.4, 8.5) 0 (N/A) 1.8 (0.9, 2.7)

Blood pressure status

Normal 36.4 (32.1, 40.6) – 45.2 (38.3, 52.1)

Elevated 18.2 (14.8, 21.5) – 12.8 (9.5, 16.2)

Hypertension stage 1 30.2 (25.4, 34.9) – 37.0 (33.2, 40.8)

Hypertension stage 2 15.3 (11.5, 19.1) – 5.0 (3.5, 6.5)

Study outcomes

Obesity 54.5 (49.3, 59.6) 33.1 (27.2, 38.9) 29.2 (25.1, 33.3)

Elevated waist circumference 54.0 (48.3, 59.7) 38.3 (32.2, 44.4) 29.4 (25.0, 33.8)

High blood pressure 45.5 (39.9, 51.0) – 42.0 (37.1, 46.9)

High total cholesterol – 25.8 (20.3, 31.3) 23.7 (18.7, 28.7)

MICASA, Mexican Immigration to California: Agricultural Safety and Acculturation study; RCT, randomized controlled trial; CI, Confidence Interval.

–Indicates that variable was not measured in that study.

Table 2 shows the clinical data available for each study.

Mean BMI values in the three samples were between 28.0 and

31.3 kg/m2, which fall in the overweight or obesity category.

Mean waist circumference ranged from 88.8 to 97.0 cm across

the samples. Mean systolic blood pressure was higher in the

MICASA compared to the PASOS RCT participants (127.4 vs.

120.2 mmHg); mean diastolic blood pressure ranged from 73.6

to 76.9 mmHg. Mean total cholesterol values ranged from 174 to

175 mg/dL.

Prevalence of obesity ranged from 29.2% in the PASOS

RCT to 54.5% in the MICASA sample (Figure 1). Elevated waist

circumference was observed in 29.4–54.0% of participants across

samples. High blood pressure was detected in 42.0–45.5% of

participants. The proportion of participants with high total

cholesterol ranged from 23.7 to 25.8%.

Tables 3–6 show estimates of the association (odds

ratios) and 95% CI based on unadjusted (individual

sociodemographic/socioeconomic factors) and adjusted

analyses (including factors associated with each outcome in

unadjusted analysis) for each health outcome in each sample.

For obesity (Table 3), females in the MICASA study had 63%

higher odds of having obesity than males, after adjusting for all

other sociodemographic variables associated with this outcome

(p= 0.015). PASOS RCT participants who were single, divorced

or widowed had 35% reduced odds of obesity vs. those that were

married or living together (p = 0.025). Also, each additional

year in age was associated with a 3 and 7% increased odds of

obesity among PASOS Pilot (p = 0.002) and PASOS RCT (p =

0.033) participants, respectively. In the two samples for which

years living in the US was analyzed, every additional year in

the US was associated with 3 and 6% higher odds of obesity in

MICASA (p= 0.047) and PASOS Pilot (p= 0.036), respectively.

For waist circumference (Table 4), after adjustment as

described above, females had more than two-, three-, and six-

fold higher odds of having elevated waist circumference than

males, in the PASOS Pilot (p = 0.008), MICASA (p < 0.0001),

and PASOS RCT (p < 0.0001), respectively. Every additional

year in age was associated with a 5% (MICASA, p = 0.001;
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FIGURE 1

Health outcomes in Latino farmworkers in California (n = 1,300). Percent of participants with obesity, elevated waist circumference, high blood

pressure and high total cholesterol in each sample. MICASA data is represented by black bars, PASOS Pilot data is represented by dark gray bars,

and PASOS RCT data is represented by light gray bars. Bars represent 95% confidence intervals. Empty spaces indicate that an outcome was not

measured in that sample (i.e., blood pressure in PASOS Pilot and total cholesterol in MICASA).

TABLE 3 Unadjusted and adjusted associations between sociodemographic exposures and obesity among Latino farmworkers in California.

MICASA PASOS pilot PASOS RCT

OR (95% CI) AORa (95% CI) OR (95% CI) AORa (95% CI) OR (95% CI) AORa (95% CI)

Age, y 1.02 (1.00, 1.04) 1.01 (0.98, 1.03) 1.10 (1.06, 1.15) 1.07 (1.03, 1.12) 1.04 (1.01, 1.06) 1.03 (1.00, 1.05)

Sexb

Female 1.38 (0.95, 2.01) 1.63 (1.10, 2.41) 0.98 (0.55, 1.77) § 1.74 (0.97, 3.13) 1.59 (0.92, 2.74)

Educationc

>Primary education 0.78 (0.49, 1.24) § 1.03 (0.60, 1.78) § 0.57 (0.38, 0.85) 0.69 (0.46, 1.05)

Income, USDd

$10,001–$20,000 1.05 (0.47, 2.34) § 0.71 (0.34, 1.48) §

$20,001–$30,000 1.24 (0.68, 2.27) § 0.89 (0.41, 1.92) §

>$30,000 0.96 (0.49, 1.88) § 1.13 (0.48, 2.68) §

Marital statuse

Single/Divorced/Widow 0.76 (0.31, 1.86) § 0.73 (0.38, 1.41) § 0.65 (0.45, 0.93) 0.65 (0.45, 0.94)

Years in the US 1.03 (1.00, 1.06) 1.03 (1.00, 1.07) 1.12 (1.07, 1.17) 1.06 (1.00, 1.13)

aAdjusted for all other sociodemographic variables associated with the outcome at p < 0.20 in unadjusted analyses. Significant associations (p < 0.05) are indicated in bold text.
bReference: Male.
cReference: Less than primary education.
dReference:≤$10,000.
eReference: Married/Living together.

§Variable not included in adjusted model because unadjusted association was not significant at the p < 0.20 level.

AOR, Adjusted Odds Ratio; CI, Confidence Interval; MICASA, Mexican Immigration to California: Agricultural Safety and Acculturation study; OR, Odds Ratio; RCT, randomized

controlled trial; USD, US dollars.

Frontiers in PublicHealth 06 frontiersin.org

https://doi.org/10.3389/fpubh.2022.1024083
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org


Matias et al. 10.3389/fpubh.2022.1024083

TABLE 4 Unadjusted and adjusted associations between sociodemographic exposures and elevated waist circumference among Latino

farmworkers in California.

MICASA PASOS pilot PASOS RCT

OR (95% CI) AORa (95% CI) OR (95% CI) AORa (95% CI) OR (95% CI) AORa (95% CI)

Age, y 1.05 (1.03, 1.07) 1.05 (1.02, 1.07) 1.10 (1.06, 1.15) 1.09 (1.04, 1.14) 1.06 (1.02, 1.09) 1.05 (1.02, 1.09)

Sexb

Female 2.75 (2.02, 3.73) 3.73 (2.52, 5.50) 2.91 (1.53, 5.54) 2.49 (1.27, 4.90) 6.61 (4.50, 9.73) 6.63 (4.73, 9.28)

Educationc

>Primary education 0.74 (0.51, 1.09) 0.79 (0.55, 1.13) 0.84 (0.50, 1.42) § 0.57 (0.38, 0.86) 0.80 (0.51, 1.24)

Income, USDd

$10,001–$20,000 1.05 (0.55, 2.01) § 0.66 (0.32, 1.34) §

$20,001–$30,000 1.13 (0.68, 1.89) § 1.12 (0.53, 2.36) §

>$30,000 1.02 (0.60, 1.71) § 0.71 (0.30, 1.69) §

Marital statuse

Single/Divorced/ Widow 2.28 (0.98, 5.35) 1.46 (0.65, 3.31) 0.49 (0.26, 0.95) 0.63 (0.31, 1.30) 0.62 (0.42, 0.90) 0.53 (0.35, 0.80)

Years in the US 1.03 (1.00, 1.06) 1.02 (0.99, 1.06) 1.09 (1.04, 1.14) 1.02 (0.96, 1.08)

aAdjusted for all other sociodemographic variables associated with the outcome at p < 0.20 in unadjusted analyses. Significant associations (p < 0.05) are indicated in bold text.
bReference: Male.
cReference: Less than primary education.
dReference:≤$10,000.
eReference: Married/Living together.

§Variable not included in adjusted model because unadjusted association was not significant at the p<0.20 level.

AOR, Adjusted Odds Ratio; CI, Confidence Interval; MICASA, Mexican Immigration to California: Agricultural Safety and Acculturation study; OR, Odds Ratio; RCT, randomized

controlled trial; USD, US dollars.

TABLE 5 Unadjusted and adjusted associations between sociodemographic exposures and high blood pressure among Latino farmworkers in

California.

MICASA PASOS RCT

OR (95% CI) AORa (95% CI) OR (95% CI) AORa (95% CI)

Age, y 1.06 (1.04, 1.08) 1.05 (1.03, 1.07) 1.04 (1.01, 1.06) 1.05 (1.02, 1.08)

Sexb

Female 0.40 (0.29, 0.55) 0.45 (0.32, 0.65) 0.31 (0.22, 0.44) 0.26 (0.17, 0.40)

Educationc

>Primary education 0.86 (0.59, 1.23) § 0.96 (0.69, 1.33) §

Income, USDd

$10,001–$20,000 1.49 (0.71, 3.07) §

$20,001–$30,000 1.41 (0.70, 2.86) §

>$30,000 1.20 (0.60, 2.38) §

Marital statuse

Single/Divorced/ Widow 0.79 (0.39, 1.59) § 0.89 (0.63, 1.25) §

Years in the US 1.05 (1.03, 1.07) 1.01 (0.99, 1.04)

aAdjusted for all other sociodemographic variables associated with the outcome at p < 0.20 in unadjusted analyses. Significant associations (p < 0.05) are indicated in bold text.
bReference: Male.
cReference: Less than primary education.
dReference:≤$10,000.
eReference: Married/Living together.

§Variable not included in adjusted model because unadjusted association was not significant at the p<0.20 level.

AOR, Adjusted Odds Ratio; CI, Confidence Interval; MICASA, Mexican Immigration to California: Agricultural Safety and Acculturation study; OR, Odds Ratio; RCT, randomized

controlled trial; USD, US dollars.

PASOS RCT, p = 0.005) and 9% increased odds (PASOS Pilot, p

< 0.001) of elevated waist circumference. A negative association

was found with being single, divorced or widowed (compared

to being married or living together) in the PASOS RCT (47%

reduced odds, p= 0.006), but not in the MICASA (p= 0.353) or

PASOS Pilot (p= 0.632) samples.
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TABLE 6 Unadjusted and adjusted associations between sociodemographic exposures and high cholesterol among Latino farmworkers in California.

PASOS pilot PASOS RCT

OR (95% CI) AORa (95% CI) OR (95% CI) AORa (95% CI)

Age, y 0.96 (0.93, 1.00) 0.98 (0.92, 1.05) 1.05 (1.03, 1.07) 1.05 (1.04, 1.07)

Sexb

Female 0.08 (0.04, 0.16) 0.08 (0.04, 0.17) 0.45 (0.30, 0.67) 0.40 (0.26, 0.61)

Educationc

>Primary education 2.36 (1.31, 4.28) 1.97 (0.91, 4.24) 0.95 (0.68, 1.32) §

Income, USDd

$10,001–$20,000 0.37 (0.17, 0.80) 0.24 (0.09, 0.64)

$20,001–$30,000 0.47 (0.21, 1.06) 0.31 (0.11, 0.87)

>$30,000 0.74 (0.31, 1.79) 0.67 (0.22, 2.11)

Marital statuse

Single/Divorced/ Widow 1.06 (0.54, 2.07) § 1.12 (0.61, 2.06) §

Years in the US 0.97 (0.92, 1.02) 1.02 (0.94, 1.11)

aAdjusted for all other sociodemographic variables associated with the outcome at p < 0.20 in unadjusted analyses. Significant associations (p < 0.05) are indicated in bold text.
bReference: Male.
cReference: Less than primary education.
dReference:≤$10,000.
eReference: Married/Living together.

§Variable not included in adjusted model because unadjusted association was not significant at the p<0.20 level.

AOR, Adjusted Odds Ratio; CI, Confidence Interval; MICASA, Mexican Immigration to California: Agricultural Safety and Acculturation study; OR, Odds Ratio; USD, US dollars.

Blood pressure and cholesterol weremeasured in two studies

only (Table 5). In adjusted analyses, females had 55 and 74%

reduced odds of having high blood pressure compared to

males in the MICASA (p < 0.0001) and PASOS RCT (p <

0.0001) samples, respectively. In addition, every additional year

in age was associated with 5% higher odds of high blood

pressure in both MICASA (p < 0.001) and PASOS RCT

(p= 0.001).

For cholesterol (Table 6), adjusted analyses revealed that

females had 60 and 92% reduced odds of having high total

cholesterol, compared to males, in the PASOS RCT (p <

0.0001) and PASOS Pilot (p = 0.001), respectively. Participants

with household incomes between $10,001–$20,000 USD and

$20,001–$30,000 USD had 76 and 69% reduced odds of

high total cholesterol (respectively) vs. those whose household

income was below $10,000 USD in the PASOS Pilot (p= 0.019).

Every additional year in age was associated with 5% increased

odds of high total cholesterol in the PASOS RCT (p < 0.0001),

while age was not significantly associated with high cholesterol

in the PASOS Pilot (p= 0.587).

Discussion

Findings from this study confirm the high chronic

disease burden previously reported in the farmworker

population. In a representative sample of farmworker

households in Mendota, California, 55% had obesity, 54%

had elevated waist circumference, and 46% had high blood

pressure. In the other two samples of farmworkers that

excluded certain medical conditions (i.e., diabetes, and

class 3 obesity), 29–33% of farmworkers had obesity, 29–

38% had elevated waist circumference, 24–26% had high

total cholesterol, depending on the sample, and 42% had

high blood pressure (in one study). The PASOS Pilot and

PASOS RCT samples likely represented a healthier group

among farmworkers, and possibly among Latinos and the

overall US population, due to the exclusion of the health

conditions stated above, and the inclusion criterion of having

health insurance.

Obesity

Because the MICASA study included a population-based

sample of farmworkers, comparison of estimates from this

cohort with those from the broader Latino and overall US

population is more suitable. The obesity prevalence observed

in the MICASA cohort (55%) was higher than the 2009–2010

age-adjusted prevalence among all US adults (36%) (35) and the

2007–2010 age-adjusted prevalence among Mexican-Americans

(35% in males and 44% in females) (36), a comparable group

for the predominantly Mexican-born farmworker population

in California. For severe obesity (class 3), the prevalence

in the MICASA sample (6.5%) was comparable to the

age-adjusted prevalence (6.4%) for all US adults in 2009–

2010 (37). Thus, farmworkers may carry a higher burden
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of obesity-related medical needs than other populations in

the US.

Comparing to other Latino farmworker populations, the

obesity prevalence in MICASA was higher than that in the only

representative survey of agricultural workers in California (38%

among females and 29% among males), conducted about 10

years earlier (38), and those reported for Latino farmworkers

in Michigan from clinical examinations collected in 2002–2004

(40%) (39) and in Oregon from clinical medical records in

2004–2012 (23%) (40). These comparisons suggest geographic

variations and a potentially rising prevalence of obesity among

farmworker populations, althoughmore research in population-

based samples is needed to confirm these trends.

Sociodemographic predictors of obesity in the studied

samples included age, sex, marital status, and years in the

US, although statistical significance was not consistent across

samples. Nevertheless, the increased risk of obesity among

MICASA females vs. males was consistent with previous findings

in farmworkers in California (38) and Michigan (39), and in

the overall Latino population in the US (41). Interestingly,

this association was not significant in the other two samples

including likely healthier farmworkers with health insurance.

This finding suggests that future intervention efforts aimed

at promoting metabolic health may need to focus on female

farmworkers, in particular, in the context of limited access to

health care. Age was positively associated with obesity in the

PASOS Pilot and PASOS RCT samples (but not in the MICASA

study), with each additional year in age resulting in 3–7% higher

odds of obesity. This association has been previously reported

in a large sample of Latino vineyard and winery farmworkers

in Oregon, where those aged 45–64 had 85% increased odds of

having obesity compared to farmworkers who were 18–44 years

old (40).

A trend toward a negative association with being single,

divorced or widowed was consistently present in all three

samples, but it only reached significance in the PASOS RCT

sample, likely due to the small numbers of farmworkers in that

category in the other two samples. This association is consistent

with findings from the farmworker study in Oregon, where male

and female farmworkers who were married or living together

had higher odds of obesity (OR = 1.72, 95% CI: 1.35, 2.21, and

OR= 1.57, 95% CI: 1.05, 2.37, respectively) (40).

The association between acculturation and poorer dietary

and health related behaviors has been previously established for

Mexican Americans (42) and Latinos in general (43–46). In this

study, we used years living in the US as a proxy for acculturation

and found that each additional year in the US was associated

with 3 or 6% increased risk of obesity in the two studies that

assessed it. Our results are consistent with those observed among

other Latino farmworkers in Oregon, where living in the US

for longer (i.e., 10 y or more) was associated with higher odds

of obesity for male (OR = 2.08, 95% CI: 1.57–2.76) and female

farmworkers (OR = 1.81, 95% CI: 1.07–3.06) (40). This finding

suggests that even among farmworkers, a very low acculturated

population, small changes in acculturation, such as an extra year

in the US, carry a negative, modest but significant, effect on

health outcomes. However, the lack of association with the other

health outcomes studied here, discussed below, highlights the

need for further research in this area.

Elevated waist circumference

The measurement of waist circumference is recommended

as an independent and complementary measure to BMI to better

evaluate or manage the cardiometabolic risk associated with

increased adiposity (47). In this analysis, 54% of farmworkers in

the MICASA sample had elevated waist circumference, similar

to the prevalence of abdominal obesity (54.5%, based on the

same definition) in the overall US population in 2011–2012 (48),

and close to the prevalence of central obesity (57.0%) in the

overall Hispanic adult population in 2013–2014, even though

the latter outcome was measured differently, i.e., using sagittal

abdominal diameter (41).

Similar to what we observed for obesity, significant

predictors of elevated waist circumference included age, sex,

and marital status. However, the association between years

in the US and overall obesity did not translate into a link

with elevated waist circumference, suggesting that changes in

body composition other than central adiposity may partially

explain the association with obesity in this population. Further,

in contrast to the inconsistent association between sex and

obesity across the samples, a striking finding of this study

is the consistent and strong association of elevated waist

circumference with female sex. This is concerning given the

reported association of this outcome with chronic conditions

like diabetes (49), hypertension (50) and liver disease (51),

and with all-cause, cardiovascular, and cancer mortality (52).

Since increasing parity has been associated with greater waist

circumference in females (53, 54), considering this variable in

future studies with female farmworkers would be relevant.

High blood pressure

High blood pressure or hypertension is a major risk factor

for cardiovascular disease (55), the leading cause of death in

the US (56). Of particular concern was the high prevalence we

observed in this study (42.0–45.5%, depending on the sample).

These estimates were much higher than the prevalence of

hypertension found in the general Latino population around the

same time period (∼26%) (57, 58) and that previously reported

among farmworkers (22, 38). However, in those studies, the

definition of hypertension was based on previous guidelines, i.e.,

higher cut-offs for SBP and DBP, which may partially account

for the discrepancy in estimates. Further, the Moore et al. study
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in farmworkers defined hypertension based on self-reported

diagnosis, which likely underestimated the actual prevalence in

that sample since <1 in 3 participants had health insurance

(22). Despite these limitations in the ability to compare across

studies, the finding that close to half of farmworkers in the

studied samples had blood pressure readings consistent with

hypertension represents a significant public health problem.

Similarly to the obesity-related outcomes (22), increasing

age was linked to a 5% increase per year in odds of high blood

pressure in both samples where this outcome was assessed.

This association with age was also found in the HCHS/SOL

(58), and among Latino vineyard and winery farmworkers in

Oregon (40). However, we did not detect an association with

time living in the US, as was found in the Oregon study, where

living in the United States for ≥10 years was associated with

higher odds of hypertension in males (OR = 1.89, 95% CI:

1.36–2.65) (40). In contrast to our findings on obesity and waist

circumference, female farmworkers had significantly lower odds

of having high blood pressure than did males. This sex difference

in the prevalence of hypertension has been well-established in

the overall population (59). The lower hypertension prevalence

among females is evident until middle age or menopause,

and may relate to differences in vascular physiology (60), the

immune system response to hypertension (61), and/or sex

hormones (62), among other potential mechanisms.

High total cholesterol

The proportions of farmworkers with high total cholesterol

(24 and 26%, depending on the sample) were lower than

that reported for Hispanic males (46.2%) and females (43.4%)

in 2012 (63), and were comparable to the prevalence of

hypercholesteremia (total cholesterol ≥200 mg/dL) reported

among farmworkers in Oregon (21.6%) (40). This outcome was

assessed only in the two samples that excluded other medical

conditions and required health insurance, which may represent

a healthier group in general. Similarity with the estimate from

the Oregon study may relate to potential higher access to health

care in that population, as study data was obtained frommedical

records. Blood cholesterol was also assessed in the California-

wide survey of agricultural workers conducted in 1999, but

the determination of high cholesterol was based on a higher

cut-off (>240 mg/dL) (20), limiting comparability of findings.

Future surveys assessing cholesterol or other lipid markers of

cardiovascular health (e.g., low-density lipoproteins or LDL) in

the general, mostly uninsured, farmworker population could

provide insight into the actual CVD risk in this population.

The present study identified sex, age, and income

as potentially important sociodemographic/-economic

determinants of high total cholesterol among Latino

farmworkers. The association with sex was consistent,

with females having significantly lower odds than males in both

samples. This difference is in agreement with findings from the

Villarejo et al. study, despite differences in outcome definition

(20). In addition, each additional year in age was associated with

5% increased odds of high total cholesterol in the PASOS RCT,

which is consistent with findings among Latino farmworkers

in Oregon, where older farmworkers (45–64 y) showed higher

odds of hypercholesterolemia compared to those 18–44 y (OR=

2.53, 95% CI: 1.96, 3.28 for males and OR = 3.77, 95% CI: 2.07,

6.86 for females) (40). Finally, higher income was associated

with lower odds of high cholesterol in the PASOS Pilot sample;

the non-significant result in the highest income category

(>$30,000) was likely due to the small number of participants (n

= 38). Although blood cholesterol level is not a direct reflection

of the amount of cholesterol in the diet, it is influenced by the

mix of fats and carbohydrates consumed; these, in combination

with a low intake of fiber and polyunsaturated fatty acids

(PUFA) can increase risk of coronary heart disease (64). Among

the barriers for a healthy diet among adults, lower income

has been consistently associated with lower consumption of

fruits and vegetables (65), which are good sources of fiber,

while economic subsidies have increased consumption (66, 67).

Moreover, fast-food restaurants and energy-dense foods are

more available in lower-income and minority neighborhoods

across the US (68), which likely increases consumption due to

cheaper prices, compared to healthier food options. Thus, this

study finding provides a glimpse of the positive health effects

that increasing farmworker wages and improving availability of

fresh produce in underserved neighborhoods may have.

Farmworker households may face multiple, interacting

barriers to achieving optimal health and wellbeing. Living in

poverty, as many farmworkers do, is a major barrier to healthy

food access, as it forces one to make difficult choices between

meeting other basic needs such as housing costs or medical care

and food. Language and low education are barriers to accessing

medical care, as individuals with limited English proficiency

in California are less likely to have access to preventative care

(69). Although most farmworkers speak Spanish, there is a

small proportion who speak different indigenous languages (3),

making the language barrier a hard one to address.While we had

information on primary language for two of the study samples,

lack of enough variation prevented us from any further analysis.

This highlights the need for research to expand its reach to

include this subgroup.

This study has several limitations, such as the inclusion

of a limited number of sociodemographic and socioeconomic

exposures, or SDoH. Future studies would benefit from

including other important factors for this population, such

as access to health care and migration patterns. Another

limitation was the use of cross-sectional data, which limited

our ability to address directional causality in the association

between exposures and outcomes. In addition, assessment of

blood pressure, although in duplicate, was done in a single

visit, and thus did not constitute a medical determination of
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hypertension, which requires repeat measurements over time

showing elevated blood pressure. Also, while this study included

samples from three different studies with farmworkers, because

each study had a different study design, we were unable to

carry out a pooled analysis. Finally, although this study included

three samples from different regions in California, one of

which was representative of the farmworker population in one

region, the study population is not a representative sample of

all Latino farmworkers in the state, in particular because of

the inclusion and exclusion criteria used in two of the study

samples. Therefore, findings may not be generalizable to other

farmworker populations. These limitations point to the need

for a comprehensive statewide survey study to estimate current

chronic disease burden among farmworkers and identify SDoH

to guide evidence-based policy changes.

Nevertheless, the study findings contribute to understanding

the role of more distal determinants of the chronic disease

burden in this immigrant, underserved, low-income population,

and support the refocusing of public health and clinical efforts

in agricultural areas to work at multiple levels to address

prevention and treatment for these chronic conditions in

farmworkers. One interesting approach is the Food as Medicine

interventions, such as provision of medically tailored meals,

food pharmacies and produce prescriptions. These interventions

have reduced BMI (70) and blood pressure (71, 72) in clinical

patients. Expansion of these interventions to reach farmworkers,

regardless of immigration or health insurance status, may need

creative strategies, e.g., collaboration with Promotoras.

Furthermore, increasing access to affordable health care

and expansion of eligibility for safety-net programs (i.e.,

Supplemental Nutrition Assistance Program (SNAP), called

CalFresh in California) are policy changes that could protect

or improve farmworkers’ health. However, immigration

status has been documented as a major barrier to SNAP

participation (73), and anti-immigrant policy (i.e., the 2019

changes to public charge determination) has led to a decline

in Medicaid enrollment among immigrants (74). Thus, any

efforts to expand participation in publicly funded programs

in the farmworker population would be more successful

if implemented in collaboration with community-based

organizations already serving this population to address fear,

distrust, and language barriers.

In summary, the study findings highlight the elevated risk of

chronic health conditions in Latino farmworkers, in particular

for obesity, and among farmworkers who may lack access

to health care, which represents a large proportion of this

population. Recent studies of farmworker health using current

guidelines are lacking, which limited our ability to compare

the current study findings for the other health outcomes.

Still, differences in chronic health risks by sex were observed,

with differing patterns depending on the outcome, suggesting

that clinical and public health responses might need to be

sex-specific. Further research is needed to disentangle the

effects of longer residence/acculturation on chronic health

outcomes among farmworkers, which may vary by sex (40).

Finally, the study findings supported the potentially positive

impact of higher income on reducing one chronic health

condition, high total cholesterol, likely through improved access

to healthy foods.

Data availability statement

The original contributions presented in the study are

included in the article/supplementary material, further inquiries

can be directed to the corresponding author.

Ethics statement

The studies involving human participants were

reviewed and approved by the Institutional Review Board

of the University of California, Davis. The participants

provided their written informed consent to participate in

this study.

Author contributions

SM conceived the research question, conducted the

statistical analysis, and wrote the manuscript. CF contributed

to interpretation of results and manuscript writing. AG-L

supported data analysis and manuscript writing. MS was

the principal investigator of the three studies included in

this secondary data analysis, and critically reviewed the

manuscript. All authors read and approve the manuscript

before submission.

Funding

Funding for the MICASA was provided by the National

Institute for Occupational Safety and Health of the National

Institutes of Health (Grant numbers 2U500H007550 and

R01OH009293) and a grant from the California Endowment.

The PASOS SALUDABLES Pilot Study was supported by a

grant from Reiter Affiliated Companies, Oxnard, California,

and the UC Davis Western Center for Agricultural Health

and Safety (Grant number CDC-NIOSH U54 OH007550).

The PASOS RCT study was supported by the National

Institute of Diabetes and Digestive and Kidney Diseases of the

National Institutes of Health (Grant number R18DK096429)

and the UC Davis Western Center for Agricultural Health

and Safety (Grant number CDC-NIOSH U54 OH007550).

Publication made possible in part by support from the Berkeley

Research Impact Initiative (BRII) sponsored by the UC Berkeley

Library.

Frontiers in PublicHealth 11 frontiersin.org

https://doi.org/10.3389/fpubh.2022.1024083
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org


Matias et al. 10.3389/fpubh.2022.1024083

Acknowledgments

The authors are grateful to Maria Marois (UC Davis) for

her contribution to the MICASA study, and Gloria Andrade,

Ana Cervantes, Alex Cervantes, and Giselle Garcia, theMICASA

local field staff for their support implementing the study;

Dianne Mitchell (UC Davis) for her contribution to the

PASOS SALUDABLES Pilot Study; Heather Riden, Heejung

Bang, Melissa Borelli, and Nancy Keim (UC Davis), for their

contributions to the PASOS RCT study; Teresa Andrews (UC

Davis) for her contribution in the development and adaptation

of the PASOS SALUDABLES curriculum; Yissel Barajas, Ana

Martinez, Priscila Cisneros and Jose Gutierrez (Reiter Affiliated

Companies) for their support with the implementation of the

PASOS Pilot and/or PASOS RCT studies; and Aditya Dwivedi

(UC Berkeley) for his support with literature review.

Conflict of interest

The authors declare that the research was conducted in the

absence of any commercial or financial relationships that could

be construed as a potential conflict of interest.

Publisher’s note

All claims expressed in this article are solely those

of the authors and do not necessarily represent those

of their affiliated organizations, or those of the publisher,

the editors and the reviewers. Any product that may be

evaluated in this article, or claim that may be made by

its manufacturer, is not guaranteed or endorsed by the

publisher.

References

1. Martin PL, Hooker B, Akhtar M, Stockton M. How many workers
are employed in California agriculture? California Agric. (2017) 71:30–4.
doi: 10.3733/ca.2016a0011

2. California Department of Food and Agriculture. California Agricultural
Production Statistics. (2022). Availableonline at: https://www.cdfa.ca.gov/statistics/
(accessed July 20, 2022).

3. Ornelas I, FungW, Gabbard S, Carroll D.California Findings from the National
Agricultural Workers Survey (NAWS) 2015–2019: A Demographic and Employment
Profile of California Farmworkers (Research Report No. 15.) Rockville, MD: JBS
International (2022).

4. Ornelas I, Fung W, Gabbard S, Carroll D. Findings from the National
Agricultural Workers Survey (NAWS) 2017–2018: A Demographic and Employment
Profile of United States Farmworkers. (2021). Research Report No. 14.
JBS International.

5. Coleman-Jensen A, Rabbitt MP, Gregory CA, Singh A. Household Food
Security in the United States in 2019 (Report No.: ERR-275) US Department of
Agriculture, Economic Research Service (2020).

6. Quandt SA, Shoaf JI, Tapia J, Hernández-Pelletier M, Clark HM, Arcury
TA. Experiences of latino immigrant families in North Carolina help explain
elevated levels of food insecurity and hunger. J Nutr. (2006) 136:2638–44.
doi: 10.1093/jn/136.10.2638

7. Wirth C, Strochlic R, Getz C. Hunger in the Fields: Food Insecurity
Among farmworkers in Fresno County. Davis, CA: California Institute for Rural
Studies (2007).

8. Kresge L, Eastman C. Increasing Food Security among Agricultural Workers in
California’s Salinas Valley. Davis, CA: California Institute for Rural Studies (2010).

9. Hill BG,Moloney AG,Mize T, Himelick T, Guest JL. Prevalence and predictors
of food insecurity in migrant farmworkers in Georgia. Am J Public Health. (2011)
101:831–3. doi: 10.2105/AJPH.2010.199703

10. Moreno G,Morales LS, IsiordiaM, de Jaimes FN, Tseng CH, Noguera C, et al.
Latinos with diabetes and food insecurity in an agricultural community.Med Care.
(2015) 53:423–9. doi: 10.1097/MLR.0000000000000348

11. Ip EH, Saldana S, Arcury TA, Grzywacz JG, Trejo G, Quandt SA. Profiles
of food security for US farmworker households and factors related to dynamic of
change. Am J Public Health. (2015) 105:e42–7. doi: 10.2105/AJPH.2015.302752

12. Wadsworth G, Rittenhouse T, Cain S. Assessing and addressing farm worker
food security. California Institute Rural Stud. (2016) 1–61.

13. Seligman HK, Bindman AB, Vittinghoff E, Kanaya AM, Kushel
MB. Food insecurity is associated with diabetes mellitus: results from the
national health examination and nutrition examination survey (NHANES)
1999–2002. J Gen Intern Med. (2007) 22:1018–23. doi: 10.1007/s11606-007-
0192-6

14. Seligman HK, Laraia BA, Kushel MB. Food insecurity is associated with
chronic disease among low-income NHANES participants. J Nutr. (2010) 140:304–
10. doi: 10.3945/jn.109.112573

15. Nagata JM, Palar K, Gooding HC, Garber AK, Bibbins-Domingo K, Weiser
SD. Food insecurity and chronic disease in US young adults: findings from the
national longitudinal study of adolescent to adult health. J Gen Intern Med. (2019)
34:2756–62. doi: 10.1007/s11606-019-05317-8

16. Hernandez DC, Reesor LM, Murillo R. Food insecurity and adult
overweight/obesity: Gender and race/ethnic disparities.Appetite. (2017) 117:373–8.
doi: 10.1016/j.appet.2017.07.010

17. Smith TM, Colón-Ramos U, Pinard CA, Yaroch AL. Household food
insecurity as a determinant of overweight and obesity among low-incomeHispanic
subgroups: data from the 2011–2012 California Health Interview Survey. Appetite.
(2016) 97:37–42. doi: 10.1016/j.appet.2015.11.009

18. Pan L, Sherry B, Njai R, Blanck HM. Food insecurity is associated with
obesity among US adults in 12 states. J Acad Nutr Diet. (2012) 112:1403–9.
doi: 10.1016/j.jand.2012.06.011

19. Townsend MS, Peerson J, Love B, Achterberg C, Murphy SP. Food
insecurity is positively related to overweight in women. J Nutr. (2001) 131:1738–45.
doi: 10.1093/jn/131.6.1738

20. Villarejo D, Lighthall D,WilliamsD, Souter A,Mines R, Bade B, et al. Suffering
in Silence: A Report on the Health of California’s Agricultural Workers. Davis, CA:
The California Endowment, California Institute for Rural Studies (2000).

21. Flegal KM, Carroll MD, Ogden CL, Johnson CL. Prevalence and
trends in obesity among US adults, 1999–2000. JAMA. (2002) 288:1723–7.
doi: 10.1001/jama.288.14.1723

22.Moore KL,Mercado J, Hill J, Katz SC. Disparities in health insurance coverage
and health status among farmworkers, Sonoma County, California, 2013–2014.
Prev Chronic Dis. (2016) 13:E45. doi: 10.5888/pcd13.150519

23. Hoerster KD, Mayer JA, Gabbard S, Kronick RG, Roesch SC, Malcarne VL,
et al. Impact of individual-, environmental-, and policy-level factors on health
care utilization among US farmworkers. Am J Public Health. (2011) 101:685–92.
doi: 10.2105/AJPH.2009.190892

24. Braveman P, Gottlieb L. The social determinants of health: it’s time
to consider the causes of the causes. Public Health Rep. (2014) 129:19–31.
doi: 10.1177/00333549141291S206

25. Tyson DM, Arriola NB, Medina-Ramirez P, Ðào LU, Smith CAS, Livingston
T. “You Have to Control It However You Can”: type 2 diabetes management in a
hispanic farmworker community in rural Florida. Hum Organ. (2019) 78:205–17.
doi: 10.17730/0018-7259.78.3.205

26. Stoecklin-Marois MT, Henessy-Burt TE, Schenker MB. Engaging a hard-
to-reach population in research: sampling and recruitment of hired farm

Frontiers in PublicHealth 12 frontiersin.org

https://doi.org/10.3389/fpubh.2022.1024083
https://doi.org/10.3733/ca.2016a0011
https://www.cdfa.ca.gov/statistics/
https://doi.org/10.1093/jn/136.10.2638
https://doi.org/10.2105/AJPH.2010.199703
https://doi.org/10.1097/MLR.0000000000000348
https://doi.org/10.2105/AJPH.2015.302752
https://doi.org/10.1007/s11606-007-0192-6
https://doi.org/10.3945/jn.109.112573
https://doi.org/10.1007/s11606-019-05317-8
https://doi.org/10.1016/j.appet.2017.07.010
https://doi.org/10.1016/j.appet.2015.11.009
https://doi.org/10.1016/j.jand.2012.06.011
https://doi.org/10.1093/jn/131.6.1738
https://doi.org/10.1001/jama.288.14.1723
https://doi.org/10.5888/pcd13.150519
https://doi.org/10.2105/AJPH.2009.190892
https://doi.org/10.1177/00333549141291S206
https://doi.org/10.17730/0018-7259.78.3.205
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org


Matias et al. 10.3389/fpubh.2022.1024083

workers in the MICASA study. J Agric Saf Health. (2011) 17:291–302.
doi: 10.13031/2013.39803

27. Mitchell DC, Andrews T, Schenker MB. Pasos Saludables: a pilot randomized
intervention study to reduce obesity in an immigrant farmworker population. J
Occup Environ Med. (2015) 57:1039–46. doi: 10.1097/JOM.0000000000000535

28. Borelli MR Riden HE, Bang H, Schenker MB. Protocol for a cluster
randomized controlled trial to study the effectiveness of an obesity and diabetes
intervention (PASOS) in an immigrant farmworker population. BMC Public
Health. (2018) 18:849. doi: 10.1186/s12889-018-5560-0

29. Matias SL Riden HE, Lee DS, Bang H, Schenker MB. Effectiveness of a
worksite lifestyle intervention to reduce BMI among farmworkers in California:
a cluster randomised controlled trial. Public Health Nutr. (2022) 25:2651–9.
doi: 10.1017/S136898002200129X

30. Hales CM, Carroll MD, Fryar CD, Ogden CL. Prevalence of Obesity and
Severe Obesity Among Adults: United States, 2017–2018 (NCHS Data Brief, No.
360). Hyattsville, MD: National Center for Health Statistics (2020).

31. North American Association for the Study of Obesity, National Heart,
Lung, Blood Institute, NHLBI Obesity Education Initiative. The Practical Guide:
Identification, Evaluation, and Treatment of overWeight and Obesity in Adults.
Bethesda, MD: National Institutes of Health, National Heart, Lung, and Blood
Institute, NHLBI Obesity Education Initiative, North American Association for the
Study of Obesity (2000).

32. Whelton PK, Carey RM, Aronow WS, Casey
DE, Collins KJ, Dennison Himmelfarb C, et al. 2017
ACC/AHA/AAPA/ABC/ACPM/AGS/APhA/ASH/ASPC/NMA/PCNA guideline
for the prevention, detection, evaluation, and management of high blood
pressure in adults: a report of the American college of cardiology/American heart
association task force on clinical practice guidelines. J Am Coll Cardiol. (2018)
71:e127–248. doi: 10.1161/HYP.0000000000000076

33. Birtcher KK, Ballantyne CM.Measurement of cholesterol. Circulation. (2004)
110:e296–7. doi: 10.1161/01.CIR.0000141564.89465.4E

34. Agler R, De Boeck P. On the interpretation and use of mediation: multiple
perspectives on mediation analysis [conceptual analysis]. Front Psychol. (2017)
8:1984. doi: 10.3389/fpsyg.2017.01984

35. Ogden CL, Carroll MD, Kit BK, Flegal KM. Prevalence of obesity in the
United States, 2009–2010. NCHS Data Brief. (2012) 312:1–8.

36. May AL, Freedman D, Sherry B, Blanck HM. Obesity-United States, 1999–
2010.MMWR Suppl. (2013) 62:120–8.

37. Fryar CD, Carroll MD, Ogden CL. Prevalence of Overweight, Obesity, and
Severe Obesity Among Children and Adolescents Aged 2–19 Years: United States,
1963–1965 Through 2015–2016 (Pamphlet or Booklet). NCHS Health E-
stats (2018).

38. Villarejo D, McCurdy SA, Bade B, Samuels S, Lighthall D, Williams D.
The health of California’s immigrant hired farmworkers. Am J Ind Med. (2010)
53:387–97. doi: 10.1002/ajim.20796

39. Castañeda SF, Rosenbaum RP, Holscher JT, Madanat H,
Talavera GA. Cardiovascular disease risk factors among latino
migrant and seasonal farmworkers. J Agromedicine. (2015) 20:95–104.
doi: 10.1080/1059924X.2015.1010060

40. López-Cevallos DF, Escutia G, González-Peña Y, Garside LI. Cardiovascular
disease risk factors among latino farmworkers in oregon. Ann Epidemiol. (2019)
40:8–12.e1. doi: 10.1016/j.annepidem.2019.10.002

41. Forrest KYZ, Leeds MJ, Ufelle AC. Epidemiology of obesity in the hispanic
adult population in the United States. Fam Commun Health. (2017) 40:291–7.
doi: 10.1097/FCH.0000000000000160

42. Batis C, Hernandez-Barrera L, Barquera S, Rivera JA, Popkin BM. Food
acculturation drives dietary differences among Mexicans, Mexican Americans,
and Non-Hispanic whites. J Nutr. (2011) 141:1898–906. doi: 10.3945/jn.111.14
1473

43. Pérez-Escamilla R. Dietary quality among Latinos: is acculturation making us
sick? J Am Diet Assoc. (2009) 109:988–91. doi: 10.1016/j.jada.2009.03.014

44. van Rompay MI, McKeown NM, Castaneda-Sceppa C, Falcón LM, Ordovás
JM, Tucker KL. Acculturation and sociocultural influences on dietary intake and
health status among Puerto Rican adults inMassachusetts. J Acad Nutr Diet. (2012)
112:64–74. doi: 10.1016/j.jada.2011.08.049

45.Mainous AG, Diaz VA, GeeseyME. Acculturation and healthy lifestyle among
latinos with diabetes. Ann Family Med. (2008) 6:131–7. doi: 10.1370/afm.814

46. Ayala GX, Baquero B, Klinger S. A systematic review of the
relationship between acculturation and diet among latinos in the united
states: implications for future research. J Am Diet Assoc. (2008) 108:1330–44.
doi: 10.1016/j.jada.2008.05.009

47. Ross R, Neeland IJ, Yamashita S, Shai I, Seidell J, Magni P, et al. Waist
circumference as a vital sign in clinical practice: a consensus statement from the
IAS and ICCR working group on visceral obesity. Nat Rev Endocrinol. (2020)
16:177–89. doi: 10.1038/s41574-019-0310-7

48. Liu B, Du Y, Wu Y, Snetselaar LG, Wallace RB, Bao W. Trends in obesity
and adiposity measures by race or ethnicity among adults in the United States
2011-18: population based study. BMJ. (2021) 372:n365. doi: 10.1136/bm
j.n365

49. Nair N, Vittinghoff E, Pletcher MJ, Oelsner EC, Allen NB, Ndumele CE,
et al. Associations of body mass index and waist circumference in young adulthood
with later life incident diabetes. J Clin Endocrinol Metab. (2021) 106:e5011–20.
doi: 10.1210/clinem/dgab551

50. Cheng C, Sun JY, Zhou Y, Xie QY, Wang LY, Kong XQ, et al. High waist
circumference is a risk factor for hypertension in normal-weight or overweight
individuals with normal metabolic profiles. J Clin Hypertens. (2022) 24:908–17.
doi: 10.1111/jch.14528

51. Danielsson O, Nissinen MJ, Jula A, Salomaa V, Männistö S, Lundqvist
A, et al. Waist and hip circumference are independently associated with the
risk of liver disease in population-based studies. Liver Int. (2021) 41:2903–13.
doi: 10.1111/liv.15053

52. Zhang C, Rexrode KM, van Dam RM Li TY, Hu FB. Abdominal
obesity and the risk of all-cause, cardiovascular, and cancer mortality:
sixteen years of follow-up in US women. Circulation. (2008) 117:1658–67.
doi: 10.1161/CIRCULATIONAHA.107.739714

53. Stevens J, Katz EG, Huxley RR. Associations between gender, age and waist
circumference. Eur J Clin Nutr. (2010) 64:6–15. doi: 10.1038/ejcn.2009.101

54. Mansour AA, Ajeel NA. Parity is associated with increased waist
circumference and other anthropometric indices of obesity. Eat Weight Disord.
(2009) 14:e50–5. doi: 10.1007/BF03327800

55. Chobanian AV, Bakris GL, Black HR, Cushman WC, Green
LA, Izzo JL, et al. Seventh report of the joint national committee on
prevention, detection, evaluation, and treatment of high blood pressure.
Hypertension. (2003) 42:1206–52. doi: 10.1161/01.HYP.0000107251.49
515.c2

56. Centers for Disease Control and Prevention. Heart Disease Facts. (2022).
Available online at: https://www.cdc.gov/heartdisease/facts.htm (accessed July 15,
2022).

57. Yoon SS, Burt V, Louis T, Carroll MD. Hypertension Among Adults in the
United States, 2009–2010 (NCHS Data Brief, No. 107) Hyattsville, MD: National
Center for Health Statistics (2012).

58. Sorlie PD, Allison MA, Avilés-Santa ML, Cai J, Daviglus ML, Howard AG,
et al. Prevalence of hypertension, awareness, treatment, and control in the Hispanic
community health study/study of latinos. Am J Hypertens. (2014) 27:793–800.
doi: 10.1093/ajh/hpu003

59. Ramirez LA, Sullivan JC. Sex Differences in hypertension: where we
have been and where we are going. Am J Hypertens. (2018) 31:1247–54.
doi: 10.1093/ajh/hpy148

60. Ji H, Kim A, Ebinger JE, Niiranen TJ, Claggett BL, Bairey Merz CN, et al. Sex
differences in blood pressure trajectories over the life course. JAMA Cardiol. (2020)
5:19–26. doi: 10.1001/jamacardio.2019.5306

61. Gillis EE, Sullivan JC. Sex differences in hypertension: recent advances.
Hypertension. (2016) 68:1322–7. doi: 10.1161/HYPERTENSIONAHA.116.06602

62. Reckelhoff JF. Androgens and blood pressure control: sex
differences and mechanisms. Mayo Clin Proc. (2019) 94:536–43.
doi: 10.1016/j.mayocp.2018.11.016

63. Mozaffarian D, Benjamin EJ, Go AS, Arnett DK, Blaha MJ, Cushman
M, et al. Heart disease and stroke statistics-−2015 update: a report
from the American Heart Association. Circulation. (2015) 131:e29–322.
doi: 10.1161/cir.0000000000000152

64. Kratz M. Dietary cholesterol, atherosclerosis and coronary heart disease.
Handb Exp Pharmacol. (2005) 195–213. doi: 10.1007/3-540-27661-0_6

65. Kamphuis CB, Giskes K, de Bruijn GJ, Wendel-Vos W, Brug
J, van Lenthe FJ. Environmental determinants of fruit and vegetable
consumption among adults: a systematic review. Br J Nutr. (2006) 96:
620–35. doi: 10.1079/BJN20061896

66. Andreyeva T, Luedicke J. Incentivizing fruit and vegetable purchases among
participants in the special supplemental nutrition program for women, infants, and
children. Public Health Nutr. (2015) 18:33–41. doi: 10.1017/S1368980014000512

67. Hanbury MM, Gomez-Camacho R, Kaiser L, Sadeghi B. de la Torre A.
Purchases made with a fruit and vegetable voucher in a rural Mexican-heritage
community. J Commun Health. (2017) 42:942–8. doi: 10.1007/s10900-017-0338-3

Frontiers in PublicHealth 13 frontiersin.org

https://doi.org/10.3389/fpubh.2022.1024083
https://doi.org/10.13031/2013.39803
https://doi.org/10.1097/JOM.0000000000000535
https://doi.org/10.1186/s12889-018-5560-0
https://doi.org/10.1017/S136898002200129X
https://doi.org/10.1161/HYP.0000000000000076
https://doi.org/10.1161/01.CIR.0000141564.89465.4E
https://doi.org/10.3389/fpsyg.2017.01984
https://doi.org/10.1002/ajim.20796
https://doi.org/10.1080/1059924X.2015.1010060
https://doi.org/10.1016/j.annepidem.2019.10.002
https://doi.org/10.1097/FCH.0000000000000160
https://doi.org/10.3945/jn.111.141473
https://doi.org/10.1016/j.jada.2009.03.014
https://doi.org/10.1016/j.jada.2011.08.049
https://doi.org/10.1370/afm.814
https://doi.org/10.1016/j.jada.2008.05.009
https://doi.org/10.1038/s41574-019-0310-7
https://doi.org/10.1136/bmj.n365
https://doi.org/10.1210/clinem/dgab551
https://doi.org/10.1111/jch.14528
https://doi.org/10.1111/liv.15053
https://doi.org/10.1161/CIRCULATIONAHA.107.739714
https://doi.org/10.1038/ejcn.2009.101
https://doi.org/10.1007/BF03327800
https://doi.org/10.1161/01.HYP.0000107251.49515.c2
https://www.cdc.gov/heartdisease/facts.htm
https://doi.org/10.1093/ajh/hpu003
https://doi.org/10.1093/ajh/hpy148
https://doi.org/10.1001/jamacardio.2019.5306
https://doi.org/10.1161/HYPERTENSIONAHA.116.06602
https://doi.org/10.1016/j.mayocp.2018.11.016
https://doi.org/10.1161/cir.0000000000000152
https://doi.org/10.1007/3-540-27661-0_6
https://doi.org/10.1079/BJN20061896
https://doi.org/10.1017/S1368980014000512
https://doi.org/10.1007/s10900-017-0338-3
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org


Matias et al. 10.3389/fpubh.2022.1024083

68. Larson NI, Story MT. Nelson MC. Neighborhood environments: disparities
in access to healthy foods in the US. Am J Prev Med. (2009) 36:74–81.
doi: 10.1016/j.amepre.2008.09.025

69. Gulati RK, Hur K. Association between limited english proficiency and
healthcare access and utilization in California. J Immigr Minor Health. (2022)
24:95–101. doi: 10.1007/s10903-021-01224-5

70. Cavanagh M, Jurkowski J, Bozlak C, Hastings J, Klein A. Veggie Rx: an
outcome evaluation of a healthy food incentive programme. Public Health Nutr.
(2017) 20:2636–41. doi: 10.1017/S1368980016002081

71. Cook M, Ward R, Newman T, Berney S, Slagel N, Bussey-Jones J, et al. Food
security and clinical outcomes of the 2017 Georgia fruit and vegetable prescription

program. J Nutr Educ Behav. (2021) 53:770–8. doi: 10.1016/j.jneb.2021.
06.010

72. Emmert-Aronson B, Grill KB, Trivedi Z, Markle EA. Chen S. Group
medical visits 20: the open source wellness behavioral pharmacy model. J Altern
Complement Med. (2019) 25:1026–34. doi: 10.1089/acm.2019.0079

73. Medel-Herrero A, Leigh JP. Changing SNAP-participation trends among
farmworker households in the U.S., and 2003–2012. J Immigr Minor Health. (2018)
20:507–16. doi: 10.1007/s10903-017-0600-x

74. Tolbert J, Artiga S, Pham O. Impact of Shifting Immigration Policy on
Medicaid eNrollment and Utilization of Care Among Health Center Patients. San
Francisco: Henry J. Kaiser Family Foundation (2019). p. 500.

Frontiers in PublicHealth 14 frontiersin.org

https://doi.org/10.3389/fpubh.2022.1024083
https://doi.org/10.1016/j.amepre.2008.09.025
https://doi.org/10.1007/s10903-021-01224-5
https://doi.org/10.1017/S1368980016002081
https://doi.org/10.1016/j.jneb.2021.06.010
https://doi.org/10.1089/acm.2019.0079
https://doi.org/10.1007/s10903-017-0600-x
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org

	Chronic disease burden among Latino farmworkers in California
	Introduction
	Methods
	Study design
	Study settings
	Participant eligibility
	Data collection
	Study outcomes
	Statistical analysis

	Results
	Discussion
	Obesity
	Elevated waist circumference
	High blood pressure
	High total cholesterol

	Data availability statement
	Ethics statement
	Author contributions
	Funding
	Acknowledgments
	Conflict of interest
	Publisher's note
	References




