M

ACC No: 5254 v EDCONF.N37

Informal work group meeting on health and research
opportunities for the migrant and seasonal farmworker

Migrant Clinicians Network

INFORMAL WORK GROUP MEETING

ON

HEALTH AND RESEARCH OPPORTUNITIES
FOR THE MIGRANT AND SEASONAL
FARMWORKER POPULATION

| GRANT CLI

N

Resource ID#: 3789

Informal work group meeting on health and
research opportunities for the migrant and seasonal
farmworker population

|2 1ARNSES NETWQR K



INFORMAIL. WORK GROUP MEETING
ON
HEALTH AND RESEARCH OPPORTUNITIES
FOR THE MIGRANT AND SEASONAL
FARMWORKER POPULATION

DECEMBER 7, 1992
2512 SOUTH 1-H35, STE. 220
"AUSTIN, TEXAS

HOSTED BY THE
NATIONAL, MIGRANT RESOURCE PROGRAM
AND THE
MIGRANT CLINICIANS NETWORK



National
Advisory Council
. on Migrant Heaith ,

~-Roots
nity
tions

ommu
Organizati

Clinicians
Network

Migrant
SEASONAL

MIGRANT &
FARMWORKERS

Grass-}
C

Helg peaH
ueabiy




61 Aow

0LL0-L¥¥ (Z1S)
¥OLRL XL "unusny
. Zg eyng ‘SEHI Wnos 71T
oy ‘woibold eamosey DB [PUOKDN
AqQ pemdesy

am ‘eiia ooy
woIlold yyreH ol




APPENDIX I



N I I I I I D S I D D S T T T Y ' Tl e

A
e

monograph series

MIGRANT CLINICIANS NETWORK

Migrant Health Status:

Health Probiems

By G. E. Alan Dever, PhD), Mercer University Scheol of Medicine

Executive Summary

he results from this study are significant, shocking,
and convincing. The findings are based upon a sample
of migrant and seasonal farmworkers living and working
inthe US,, yet their demographic patterns, sacioeconomic
conditions, life-style characteristics, and disease categories
reflect agrarian third world conditions rather than those
of the most powerful and affluent nation in the world.
Factors such as poverty, malnutrition, infectious and par-
asitic diseases, poor education, a young population, and
poor housing equate to a highly vulnerable population in
need of resources. Clearly, the migrant population is at
greater risk and suffers more problems than the general
population of the U.S. The results of this research
demonstrate the need for more services, care, and treat-
ment. The need for developing a health policy and research
agenda for migrant farmworkers in this decade is evident.
Since the Migrant Health Act was passed in 1962, mi-
grant health centers have struggled to serve the migrant
and seasonal farmworkers and their families who make up
the backbone of this country’s agricultural work force. The
on-going battle to improve the health status of
farmworkers has not been easy, and is being lost. Current
estimates show that migrant clinics are able to serve less
than twenty percent of this nation’s migrant farmworkers.
Health centers have been handicapped in their efforts to
focus attention on this gap in service by the lack of reliable
data on the health status of the farmworkers they serve.
While some data is available for individual clinics or re-
gions, this information does not give a clear national pic-
ture of the health problems experienced by these workers
and their families.
Now, thanks to the Migrant Clinicians Network in part-
nership with the National Migrant Resource Program, the

Profile of a Population With Complex

first national study of morbidity in the farmworker popu-
Iation gives us solid evidence that their health status is far
below that of the general population. In addition, the find-
ings indicate that migrant farmworkers experience different
problems from those of other populations.

With technical support from the National Migrant
Resource Program, the Migrant Clinicians Network sam-
pled utilization data for this study from four migrant
health centers in the states of Texas (a homebase area for
migrant and seasonal farmworkers), Michigan, and Indi-
ana (non-homebase areas). The program health analysis
examined data from a total of 6,969 medical encounters
during the study period. In addition, community health
data was collected on two control group counties in addi-
tion to the study area in order to test the hypothesis that
Hispanic migrant and seasonal farmworker populations
differ from the Hispanic population per se.

This study focused on farmworkers in the midwestern
migratory stream. Although the data was not cross-
tabulated to track individual workers, data was collected
for workers both in their homebase area in Texas and in the
upstream areas where they work. Access to health care
services tends to be more limited in migrant homebase
areas than in non-homebase areas due to the concentration
in homebase areas of other potential clinic users who com-
pete with farmworkers for access to services. Because the
data indicate that the differences between farmworker
health status and that of the general U.S. population is
more pronounced for workers in their home areas than for
those working upstream, this monograph concentrates
serutiny on data from the homebase study area counties.
However, the final study report presents data from all of
the study area counties, including both homebase and
non-homebase areas.




Comparison with
General Population

Migrant farmworkers have different and more complex
health problems from those of the general population.
Migrant farmworkers suffer more frequently from in-
fectious diseases than the general population.
Farmworkers have more clinic visits for diabetes, med-
ical supervision of infants and children, otitis media,
pregnancy, hypertension, and contact dermatitis and
eczema.

Clinic visits for general medical exams account for only
1.4 percent of all visits to migrant health clinics, 39
percent below the U.S. average.

Demographic analysis of the study area counties indi-
cates that the farmworker population has more young
people and fewer older people than the general U.S.
population.

Multiple Health Problems

Multiple and complex health problems exist among
over 40 percent of all farmworkers who visit migrant
health clinics.

Patients under one year and over 64 years old had the
highest occurrence of multiple health problems.

The diagnostic category “Factors Influencing Health,”
which covers preventive services, produced the most
clinic visits for all migrant workers. This suggests that
migrant health clinics are actively providing health pro-
motion and disease prevention services. In addition,
this may indicate that coordination of complementary
service resources such as WIC may significantly in-
crease access to health care.

Community Health Stalus

As many as 58 percent of ail households in migrant
“homebase” areas are below nationally defined poverty
levels, compared with only 1.4 percent nationally.

Homebase areas have a higher-than-average propor-
tion of households with low median income, low me-
dian home value, and low percent of college graduates.
The overall health of farmworkers in homebase areas is
significantly worse than that of either the general U.S.

population or farmworkers in non-homebase migrant
areas.

Health Status by Age

Clinic visits for ages 1-4 are mostly for infectious and
nutritional health problems. Health problems for ages
5-9 are also primarily infectious, but dental problems
also appear for the first time in this group.

Dental disease is the number one health problem for
patients aged 10-14.

Pregnancy is the most frequent presenting health con-
dition for females aged 15-19; dental disease is number
one for males.

Females age 20-29 visit clinics primarily for pregnancy,
diabetes, common cold, and reproductive problems.
Males visit primarily for contact dermatitis and eczema,
strep throat and scarlet fever, and dental problems.

In the 30-44 age group, two of the top three problems
for both males and females are diabetes and hyperten-
sion,

Nearly half of all clinic visits for men and women in the
45-64 age group are for diabetes, hypertension, or ar-
thropathies.

Among the elderly, over 60 percent of clinic visits by
males and 80 percent by females are for diabetes and
hypertension.

Geography and Demography
The non-homebase study counties have an overall
higher median age than the country as a whale.
The homebase counties have more children under 15
and fewer elderly over 65 than either the U.S. in general
or non-homebase migrant areas.
Per capita income in all study counties except one is
below the U.S, average. Migrant homebase areas show
a 1989 per capita income 50 percent less than the U.S.
level of $13,218.
Over 20 percent of the households in the homebase
study area have incomes of under $7,500; households
with incomes under $7,500 in non-homebase areas
range from 7 percent to 14 percent.

Introduction

Our knowledge of the overall health
status of the farmworkers who use mi-
grant health clinic services is quite lim-
ited. Some health status information is
available for individual clinics; how-
ever, such information does not give a
national picture of the problems en-
countered by farmworkers. A number
of studies to date have filled in pieces
of the migrant health status puzzle.

Literature Review

There are approximately 4.2 million
migrant and seasonal farmworkers in
the United States. This is comparable
in size to the population of Minnesota.
But the health status of the residents of
Minnesota is well documented and un-
derstood. On the other hand, we know
very little about the health status of
migrant and seasonal farmworkers.
These workers represent a highly mo-
bile group. Thus, in order to under-

stand their health status we must rely
on a variely of reporting systems
which do not uniformly collect this in-
formation on migrant farmworkers,
Much of what we do know of the
health status of this population has
been collected independently by indi-
vidual clinics throughout the country,
and has never been aggregated across
migratory streams or across the
farmworker population as a whole.
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A review of the current literature
yields a wide range of opinions regard-
ing the health problems of migrant and
seasonal farmworkers. These opinions
were often elicited from health profes-
sionals who one or more areas of ex-
pertise and, in some cases, knowledge
about a specific geographical area. In
addition, the perception by migrant
workers themselves that they suffer
from non-specific ailments including
backaches, headaches, colds, and
“strong anger” is shared by many
health professionals who serve them.
Data from existing studies would sup-
port this contention. Further, the liter-
ature review found other important
health problems which have been
noted by health professionals. For ex-
ample, added to the above list of con-
cerns, the following were identified as
significant health problems: anemia,
high blood pressure, diabetes, acci-
dents, exposure to pesticides, general
dental problems, heart attack, infec-
tious diseases.

A review of the literature made it
possible to estimate the leading causes
of farmworker death and the principle
reasons given by farmworkers for vis-
iting migrant health centers. In many
instances these problems could also be
categorized by age group. In compar-
ing these random mortality and mor-
bidity studies from the literature with
the results of the actual clinical data as
presented in this and other profes-
sional reports, the morbidity patterns
are frequently similar.

Study Area

Four migrant health centers in three
states were studied for this report. The
four health centers are: Migrant and
Rural Community Health Association
(MARCHA) in Bangor, Michigan; In-
diana Health Centers (IHC) in India-
napolis, Indiana; Hidalgo County
Health Care Corporation (HCHCC) in
Pharr, Texas; and Su Clinica Familiar
(SCF) in Harlingen, Texas. Each center
has unique social, economic, and de-
mographic characteristics. In addition,
two control group counties were se-
lected to facilitate comparison to the
study areas.

The centers fo be sampled were se-
lected by the Migrant Clinicians Net-

work (MCN) and represent two
“homebase” and two “non-homebase”
sites in the Midwestern migratory
stream. All migrant clinic utilization
(encounter) data for the months of June
through August 1986 for the Michigan
centers, July through September 1986
for the Indiana center, and November
1986 through January 1987 for the
Texas centers were collected. A total of
6,969 patient encounters were in-
cluded in the final data analysis. With
assistance from The MITRE Corpora-
tion, MCIN performed an extensive
data analysis to produce a set of tables
illustrating Diagnostic Related Groups
(DRGs) by site, age, and sex. These data
were further evaluated by looking at
the top 20 morbidities by life-cycle and
site location (i.e., homebase vs. non-
homebase). Additionally, co-morbidi-
ties were determined for each age
group for all centers. The results were
used to identify appropriate clinical in-
dicators for evaluation.

This document presents informa-
tion on migrant health status from sev-
eral perspectives. First, the
demographic characteristics of the
study population are discussed. Sec-
ond, data relevant to community-
based health status (i.e., homebase vs.
non-homebase population) are pre-
sented. Next are program health status
findings based on comparisons of
clinic-specific data with findings from
the National Ambulatory Medical
Care Survey. Fourth, co-morbidity pat-
terns in migrant health clinics are ex-
amined. Finally, the development of
clinical indicators is discussed.

Geography

The migrant and seasonal farmwor-
ker population is distributed across al-
most every state in the U.S. California
has the most farmworkers, while
Rhode Island has the least. The states
of Michigan, Indiana, and Texas,
which comprise the study area for this
report, are estimated to have a com-
bined farmworker population of about
575,000 workers, about 13.7 percent of
all farmworkers in the country. These
three states are in the Midwestern mi-
gratory stream, with Indiana and
Michigan located “upstream” (non-
homebase areas) and Texas “down-

stream” (a homebase area). The service
areas of the four major migrant health
centers used in this study encompass a
total of eighteen counties.

The agricultural working season
varies between the three study areas.
Texas has a year-round growing sea-
son, while the season in Indiana and
Michigan is approximately seven
months. Over 50 percent of Hidalgo
county’s population is comprised of
farmworkers; for Cameron and Will-
acy counties the percentages are 17.8
and 39.3, respectively. The analysis of
much of the data in this report is pred-
icated on the assumption that the
Texas sites are homebase areas for mi-
grant and seasonal farmworkers. Sub-
sequent references in this report to
“homebase” and “non-homebase” mi-
grant populations refer to the Texas
and Indiana/Michigan sites respec-
tively.

Demography

Demographic data are almost al-
ways prerequisites for basic commu-
nity  health analysis, since
demographic trends directly influence
health and disease patterns. Accompa-
nying any demographic trend is a pub-
lic and health policy implication
reflective of a healthy public policy.
Thus, a basic analysis of demographic
trends is critical to understanding the
problems encountered by migrant and
seasonal farm workers. Moreover, we
know very little about the demo-
graphic characteristics of these work-
ers.

This demographic analysis related
to migrant and seasonal farmworkers
was conducted from two perspectives:
an ecological analysis of migrant
homebase and non-homebase areas
served by migrant health centers, and
a program analysis of patient data
from the four migrant health centers.

Population Characteristics

In the study area counties, the per-
centage of migrant and seasonal
farmworkers as a percentage of total
county population differs dramatically
among counties, ranging from .23% in
Grant County, Indiana to 51.7% in Hi-
dalgo County, Texas. In fact, for all the
Indiana and Michigan study area
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counties farmworkers make up less
than 9.0%. In contrast, in the homebase
study area (Texas) counties the per-
centages are high—ranging from
17.8% t0 51.7%.

Furthermore, the Hispanic popula-
tion in these study areas has similar
distributional characteristics. Approx-
imately 2% of the Michigan and Indi-
ana population is Hispanic, whereas
for Texas the corresponding number is
27.7%. County-specific data for these
sites are similar to their respective
states, except in the case of Texas, The
study area counties in Texas have more
than 90% Hispanic population. With
the high proportion of migrant work-
ers and the high percentage Hispanic
population in the Texas study area
counties, a contingency analysis indi-
cates that the demographic character-
istics described in this study may be
considered as representative of the
homebase Hispanic migrant and sea-
sonal farmworker,

Age Distribution

The median age of the U.S. popula-
tion in 1989 was 32.7 years, In contrast,
the median ages for the homebase
study counties were 28.1, 27.8, and 27.4
for Cameron, Hidalgo, and Willacy
counties respectively. The median ages
for the Indiana counties were on the
average above that of the U.S., and the
Michigan counties range from 0.2
years above to 2.1 years below the U S,
median.

The proportion of the population
less than 15 years old and the propor-
tion over 65 in a geographical area are
significantly related to disease pat-
terns. The percentage of population in
the U.S. under age 15 is 21.7%. The
homebase counties range from 8.8% to
9.4% above the U.S, proportion. On the
other hand, non-homebase counties
range from 1.4% below to only 2.9%
above the U.S. The percentage of pop-
ulation over age 65 in the U.S. for 1989
was 12.5%. The non-homebase areas
have greater percentages of older citi-
zens while the homebase counties
have a lower percentage than the U.S.

This demographic pattern of a high
proportion of younger people and a
low proportion of older people is typi-
cally associated with infectious disease

cycles. Thus, not knowing the disease
patterns of the homebase study area
counties, we could expect nutritional
problems, infectious diseases, and par-
asitic diseases to dominate and to be
concentrated in the younger age
groups. Additionally, since the pro-
portion of elderly persons is less in the
homebase counties than in the U.S. as
a whole, we could expect less chronic
disease. Specifically, the magnitude of
representative diseases (such as heart
disease, cancer, and diabetes) would
be lower compared to other areas
where the population is significantly
older than the U.S,, and certainly older
than the migrant population. This
clearly suggests that migrant
farmworkers would be dominated by
an infectious disease cycle typical of
third world countries, with an emerg-
ing secondary chronic disease pattern
typical of a population getting older
and more urbanized. This paradox of
many young/few old produces mostly
infectious disease for the rural
farmworker and chronic disease for
the urban migrant worker. A transition
is taking place.

The population distribution of pa-
tients who attended migrant health
clinics for the three homebase study
area counties is compared to the state
and US. distributions. The program-
specific data (obtained from farmwor-
ker clients who visited the migrant
clinics) are contrasted with commu-
nity-based data which were obtained
for the entire population in an area
where migrant centers are located.
Thus, the first data set is program-spe-
cific information, whereas the second
data set is community-based informa-
tion. The pattern in the two data sets is
very similar. However, the age distri-
bution of patients who visit migrant
clinics is quite different when com-
pared to the U.S. age distribution. The
age groups under age 15 make up 30%
of the patient population in the mi-
grant clinics, whereas the correspond-
ing percentage in the U.S. is 20%.
Further, the group over age 65 is
under-represented in the clinic data
compared to U.S. population data.

Population Growth

The population growth of an area is
also a key variable in understanding
the health and disease patterns of a
population. Projected percent change
in population 1989 to 1994 for the
study area sites indicates that most of
the Indiana counties will lose popula-
tion by 1994, while the Michigan and
Texas counties gain population. The
growth rates for these two latter areas
range from 0.3 percent to 11.8 percent.
High growth rates in an area may be
due to a high birth rate and/or a high
immigration level. In addition, high
birth rates reflect a wide-based popu-
lation pyramid and are typical of a
population in a high infectious disease
cycle. The homebase areas in the cur-
rent study fit this pattern.

Economic Characteristics

The relationship between popula-
tion variables and economic character-
istics can further add to an our
understanding of the disease patterns
for a community. In this study, the
homebase areas were clearly economi-
cally disadvantaged when compared
to the U.S. and the non-homebase mi-
grant areas. The per capita income for
the homebase migrant areas is one-half
that of the U.S. and most of the non-
homebase areas. For example, the U.S.
per capita income in 1989 was $13,218,
compared to only $6,087 for Willacy
County, Texas. In the U.S. as a whole
11.9% of all households earned less
than $7,500; this percentage is also typ-
ical of the non-homebase study area
counties. On the other hand, the
homebase counties have nearly twice
as many households earning under
$7,500 as the US. as a whole. Obvi-
ously, the homebase migrant areas are
significantly below the U S. economic
standard. Low per capita incomes and
high percentages of households earn-
ing less than $7,500 characterize the
homebase migrant population in the
study areas as an economically vulner-
able population,

A demographic and economic pro-
file emerges which characterizes
homebase migrant farmworkers, The
profile is typical of a society or culture
in an infectious disease cycle. Further,
the profile suggests that a secondary




chronic disease pattern will emerge as

additional demographic characteris-

tics are examined. The overall profile
may be characterized in the following
manner:

« High proportion of migrant and
seasonal farmworkers as a percent
of total population.

+ Exiremely high percent Hispanic
population.

« Low median age (younger popula-
tion).

» Very high percent of population
under age 15.

+ Percent of population age 65 and
over low but showing minor in-
creases.

+ TFast population growth expected.

» Very low per capita income.

« High percent households earning
under $7,500.

+ Low educational level.

+ An economically disadvantaged
population.

These characteristics define a profile
of a population which is vulnerable
and needs major improvement in the
quality of life. The profile is quite typ-
ical of an infectious disease cycle. In the
next section the community health sta-
tus of migrant areas will be examined.

Community Health Status

This aspect of the analysis provides
information about the health status of
the population in the communities
where migrant and seasonal
farmworkers live. The results are ag-
gregated to describe groups, and it can-
not be inferred that any one individual
within the group would have the com-

bination of problems or characteristics
identified for the entire group. An eco-
logical analysis offers a description of
the community and generates poten-
tial hy potheses as to the reasons for the
problems identified.

Quality of Life

Disease patterns ina population are
linked to quality of life. The homebase
migrant study areas represent a qual-
ity-of-life profile of a population which
faces difficult and complex problems.
Each of the three counties (Cameron,
Hidalgo, and Willacy) is dominated by
household groups which are among
the poorest rural areas in the country.
For example, the percentage of house-
holds designated through cluster anal-
ysis as “Hard Scrabble” * is 58.14%,
28.5%, and 11.0% for Willacy, Hidalgo,
and Cameron counties respectively.
Based ona rank order of forty different
neighborhood designations, Hard
Scrabble ranks 39th—only public assis-
tance neighborhoods rank lower.

In addition, the migrant homebase
study areas are characterized by low
median income, low median home
value, low percent college graduates,
and an overall low quality of life rating,
Generally, their income is half to one-
third that of the U.5. as a whole. For
example, the median income for Hard
Scrabble neighborhoods in Cameron
county is $12,874, compared to the U .S.
value of $24,269. Median home values
for these counties compared to the gen-
eral U.S, show the same pattern. The
percent of college graduates falls well
below the U.S. level. In Cameron

county, for instance, only 6.5% of the
population are college graduates,
while the U.S. percentage is 16.2%
(1989).

Major Diagnostic Groups

There are major differences between
the homebase migrant areas and the
non-homebase areas for the major dis-
ease categories. In Indiana (ten coun-
ties) only two disease categories out of
a possible 230 are significantly above
the U.S. index. Michigan (five coun-
ties) has two disease categories signifi-
cantly different from the U.S. For
instance, Van Buren, QOttawa, and
Berrien counties (Michigan) are higher
for “Newborn and Other Neonates
with Conditions Originating in the
Perinatal Period” by 8%, 4% and 2%
when indexed to the U.S. average. For
Kalamazoo county, Michigan, the
other disease category (“Pregnancy,
Childbirth, and the Puerperium”} is
3% above the US. (Figure 1).

Figure 1 demonstrates some very
basic differences in terms of which dis-
ease patterns dominate. The diseases
which predominate in Willacy county
(2 homebase area) are typical of a
young population, and thus reflect an
infectious disease cycle. On the other
hand, Jay county (a non-homebase
area) is dominated by a disease pattern
typical of an aging population and a
chronic disease cycle. These differ-
ences are notable since throughout this
analysis these patterns persist. Results
of this nature allow planners and pol-
icy makers to develop appropriate pro-

* The term “Hard Scrabble” is an old phrase meaning to scratch a hard living from hard soil, Hard Scrabble neighborhoods represent our poorest rural
areas, from Appalachia to the Ozarks, Mexican border country, and the Dakota Bad Lands. Hard Scrabble leads all other clusters in concentration of
adults with less than eight years of education, and trails all other clusters in concentration of working women.

The other dominant cluster groups identified In this study are defined as follows: 1} “Agri-Business” is gec-centered in the Great Plains and mountain
states, These are, in good part, prosperous ranching, farming, timber, and mining areas. However, the picture is marred by rural poverty—from the
Dakotas to Colorado—where weather-worn old men and a continuing youth exodus testify to hard living; 2) “Heavy Indusiry” is much like “Rank & File,”
nine rungs down on the sociosconomic scales and hard-hit by unemployment. It is chiefly concentrated in the older industrial markets of the northeastern
U.S. quadrant and s very Catholic, with an above-average incidence of Hispanics. These neighborhoods have aged and deteriorated rapidly during the
past decade. There are fewer children and many broken homes; 3) “Hispanic Mix” describes the nation’s Hispanic barrios and Is therefore, chiefly
concentrated in the major markets of the Mid-Atlantic and West. These neighborhoods feature dense, row-house areas conltaining large families with
small children, many headed by single parents. They rank second in percent foreign-born and first in short-term immigrant residents, and are essentially

bilingual neighbarhoods.

Neighborhood clusters are the end result of complex statistical technigques which employ U.S. census data plus many additional types of consumer data
to uncover the fatent structure of these natural social groups. This method enables us to define and locate alf similar communities wherever they may
occur in the U.S., and to assign them o homogeneous clusters. These clusters exhibit vivid, predictable behavior patterns toward products, services,
media, and promotions. Moreover, because all these data can be correlated by cluster and then projected back into kecal marke! configurations, the
marketar can target the neighborhood level and thereby increase leverage, efficiency, or both. Every neighborhood in the nation has been computer-as-
signed to one of forty clusters at the county, zip cods, tract, and block group levels. These “prizm” clusters are produced and copyrightad by Claritas

Corporation.
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MAJOR DIAGNQSTIC GROUPS

DIAGNOSTIC GROUPS: A MIGRANT HOME BASED
AREA VS8. A MIGRANT NON-HOME BASED AREA.

NEWBORN CONDITIONS
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BURNS

EAH,NOSE,AND THROAT
INFECTIOUS/PARASITIC
INJURY AND FOISOGNING
EYE DISEASES
RESPIRATORY
DIGESTIVE DISORDEAS
FEMALE REPROGUCTIVE
MALE REPAODUCTIVE
NERYOUS S8YSTEM
CIRCULATORY

NEOPLASMS

Hl WILLACY COUNTY{homs)
JAY GOUNTY(non-homa)

50 75 100 125 150
PERCENT ABOVE U.S. INDEX

Figure 1

grams which will improve the health
status of the migrant population.

The migrant homebase study areas
present a disease profile which is sig-
nificantly different from the non-
homebase areas and the United States
as a whole, For the state of Texas (the
location of the three homebase study
area counties) there are four disease
categories above the U.S. average.
They are 1) “Newborn and Other Neo-
nates with Conditions;” 2) “Preg-
nancy, Childbirth and Puerperium;” 3)
“Burns;” and 4) “Disorders and Dis-
eases of the Ear, Nose and Throat.” In
contrast to the non-homebase study
areas, the homebase areas have signif-
icantly more problems and problems
of greater magnitude.

All three study area counties have
the following problems which are sig-
nificantly above the U.5.: 1) “Newborn
and Other Neonates with Conditions;”
2) “Pregnancy, Childbirth and Puerpe-
rium;” and 3) “Disorders and Diseases
of the Ear, Nose and Throat.” Addi-
tionally, “Burns;” “Infectious and Par-
asitic Diseases;” and “Disorders and
Diseases of the Respiratory System”
are well above the U.S. average for one
or more of the study area counties.

To determine if the patterns dis-
played in the homebase areas are rep-
resentative of the migrant population

specifically or just of the Hispanic
south Texas population, a conirol
group of counties was identified. The
purpose of identifying the control
group was to compare the health status
of the study area to a control group
area, The control group concept was
introduced to test the hypothesis that
the Hispanic migrant and seasonal
farmworker population differs from
the Hispanic population per se. The
control group was matched on several
social and economic characteristics, ex-
cept that the control group had no mi-
grant population. The control group
counties were selected by matching as
closely as possible the following cri-
teria: 1) >50% Hispanic, 2) >20% of
households with income <%$7,500, 3)
>25% of population <15 years of age,
4) median age range +/ -4 years, and 5)
similar socioeconomic status. Using
the National Planning Data Corpora-
tion on-line data system, we selected
two counties (San Miguel county, New
Mexico and Culberson county, Texas)
which met the criteria but which did
not have a migrant farmworker popu-
lation.

A comparison of two study area
counties (Cameron and Willacy) to the
two control group counties for the
most common diagnostic disease cate-
gories reveals major differences. None

of the disease categories for the control
group counties are significantly above
U.S. rates. On the other hand, five dis-
ease categories for Cameron county
and three categories for Willacy county
are significantly above the U.S. aver-
age (Figure 2). Thus, it can be stated
that the identified problems are spe-
cific to the migrant population.

Community Health Summary

This study focused on farmworkers
in the midwestern migratory stream.
Although the data was not cross-
tabulated to track individual workers,
data was collected for workers both in
their homebase area in Texas and in the
upstream areas where they work. Ac-
cess to health care services tends to be
more limited in migrant homebase
areas than in non-homebase areas due
to the concentration in homebase areas
of other potential clinic users who
compete with farmworkers for access
to services. Because the data indicate
that the differences between farmwor-
ker health status and that of the general
U.S. population is more pronounced
for workers in their home areas than
for those working upstream, this
monograph concentrates scrutiny on
data from the homebase study area
counties. However, the final study re-
port presents data from all of the study
area counties, including both
homebase and non-homebase areas.

The quality of life in these homebase
areas is characterized by low socioeco-
nomic status—some of the poorest
rural areas in the nation, low median
income, low median home value, and
low percent college graduates. The dis-
ease problems in these areas are mostly
infectious and specific to the migrant
population. The major diseases suf-
fered by the migrant population are
conditions in newborns and neonates;
infectious and parasitic diseases;
burns; disorders of the ear, nose and
throat; and injury and peisoning.
These problems are typical of the infec-
tious disease cycle. In addition, the ex-
hibited demographic pattern and the
poor socioeconomic status also under-
score the fact that the migrant popula-
fion is victimized by an infectious
disease cycle. However, as noted ear-
lier, a chronic disease cycle is also




emerging. Chronic disease problems
are also prevalent in the migrant pop-
ulation. Subsequent analysis of the mi-
grant-specific program data will reveal
the emergence of this chronic disease
cycle.

Program Health Status

For the purpose of this study, com-
munity health status analysis of mi-
grant and seasonal farmworkers is
specific to migrant homebase commu-
nities. In contrast, program health sta-
tus analysis is specific to the migrant
workers who visited the surveyed mi-
grant health centers during the study
period.

The program data was compiled
from 6,969 patient counters, and is spe-
cific by diagnosis, age and sex for the
four surveyed migrant health centers.

The twenty most common principal di-
agnoses are detailed for nine age
groups by sex. All diagnoses were
coded according to ICD-9-CM catego-
ries.

One objective of the program health
analysis was to identify potential clin-
ical indicators which wrould be appro-
priate for migrant farmworkers in each
age group, However, the identification
of clinical indicators for some age
groups is more difficult since accumu-
lating a majority of clinic visits will
require the inclusion of more than the
top ten most common reasons for vis-
iting migrant health centers, A large
percentages of visits which are catego-
rized as “Other” would indicate that
significant variation in health prob-
lems is encountered for that age group.

All Ages

Table 1 presents data on all age
groups for males and females. Al-
though this data may have limited use
for the development of clinical indica-
tors, it does demonstrate the overall
major reasons for visiting migrant
health centers. The top three male con-
ditions are: 1) health supervision of in-
fant/child, 2) otitis media, and 3)
diabetes. The top three female condi-
tions are: 1) diabetes, 2) pregnancy,
and 3) health supervision of in-
fant/child. Perusing the list of the top
twenty problems gives no surprises.
Typically, the principal common diag-
noses are dominated by infectious and
chronic disease problems. Addition-
ally, environmental conditions are rep-
resented by such disorders as
dermatitis and respiratory problems.
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Maost Common Principal Diagnoses in Migrant Health Clinic:s,1
Number and Percent, By Sex, All Ages, 1986-87

Rank . 3 Male Female Total
Diaghosis Code # % 4 % " %

1 Diabetes Mellitus 250, 172 6.6 408 9.3 580 8.3
2 | Health Supervision of Infant or Child v20. 227 8.7 245 5.6 472 8.7
3 | Otitis Media, Suppurative and Unspecified 382, 214 8.2 200 4.6 414 5.9
4 | Normal Pregnancy vaa. 0 0.0 396 9.0 396 58
5 | Upper Respiratory Infection, Acute 465, 151 5.8 164 3.8 35 45

6 | Essential Hypertension 401, 121 4.7 177 4.1 298 4.2
7 | Consultation Without Complaint or Sickness V65, 69 27 126 29 195 28

8 | Hard Tissues of Teeth Disease 521. 78 3.0 106 24 184 2.8
9 | Contact Dermatitis and Other Eczema 692, 77 29 80 1.8 157 22
10 | Common Cold 460. 0 0.0 142 3.3 147 241
11 | Conjunctivitis, Acute 372 61 24 81 1.9 142 20
12 | Strep Throal and Scarlet Fever 034. 61 24 64 15 125 1.7
13 | Inflammatory Disease of Cervix, Vagina, or Vuiva 6186, 0 0.0 17 2.6 117 16
14 | Anemia, Unspecified 285, 46 1.8 69 1.5 115 1.6
15 | Viral Infection, Unspecified Site 079. 43 1.7 ] 15 109 1.5
16 Pharyngitis, Acute 462, 47 28 59 1.3 106 1.5
17 Urethra and Urinary Tract Disease 599, 0 0.0 B4 1.9 105 1.5
18 Gastroenteritis and Colitis, Non-Infectious 558, 48 1.9 0 0.0 a9 1.4
19 General Medical Examination V70, 40 1.5 59 13 89 1.4
20 External Ear Disorders 380. 45 1.7 0 0.0 92 1.3
21 Other 956 36.8 1622 37.0 2702 387
TOTAL 2596 100.0 4373 100.0 6969 100.0

1 The migrant health clinics included in this study area are: Migrant and Rural Community Health Association {Michigan}, Indiana Hsalth Centers
(indiana}, Hidalgo County Health Care Corporation {Texas), and Su Clinica Familiar (Texas).

2 Rank is based on total patients (6,969), all ages. A value of 0.0 indicates the item was not ranked in the top 20.
3 Diagnostic classifications are based on the ICD-9-CM categories.

Figure 3 displays the top ten diagnoses
for all ages (male and female) visiting
migrant health clinics.

Age Group <1 (Infant)

Six of the top twenty diagnoses for
this age group are “V” codes, or health
maintenance visits. This suggests that
prevention is a major component in the
migrant health centers for this age
group. In fact, almost 50% of all visits
for this age group are for health main-
tenance. “Health Supervision of the In-
fant” (Code V20) accounts for 29.3% of
all visits. Visits related to an infectious
disease process account for 27.4% of all
visits. Other principal reasons for ¢clinic
visits are nutritional (4.5%) and diges-
tive and respiratory problems; the

Table 1

“Other” category accounts for 9.3% of
all visits. The top five diagnoses ac-
count for approximately 656% of all vis-
its to migrant health centers for males,
females and total population under
age one. The top five reasons for visit-
ing migrant health centers for age <1
(male, female, total) are: 1) health
maintenance, 2} active upper respira-
tory infection, 3) consultation without
complaint or sickness, 4) otitis media,
and 5) single birth (newborn visit). The
development of clinical indicators for
this infant migrant population should
focus on these conditions (represent-
ing 65% of all visits) as potential for
measuring outcomes. '

Age Group 1-4 (Pediatric)

The pattern of visits for this age
group is similar to that of the <1 age
group. Specifically, the dominant rea-
son for a visit is health supervision
(20.7%). The second most common rea-
son for a visit is otitis media (17.0%).
This age group had about a 5% in-
crease in otitis media compared to the
age group <l. As with the age group
<1, the dominant disease pattern is in-
fectious and nutritional. For instance,
reviewing the top ten reasons for visit-
ing migrant health clinics, four are in-
fectious, two are nutritional, and two
are preventive visits, This pattern is
typical of the infectious disease cycle.
The “Other” category accounted for
18.6% of clinic visits. Since the top five

=
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visits dominate (57.1% of all visits) for
this age group, they should become the
major diagnoses to measure and thus,
develop clinical indicators for the mi-
grant health data system.

Age Group 5-8 (Pediatric)

This age group also has health su-
pervision and otitis media as the top
two reasons for visiting the migrant
health clinics. However, for this group
otitis media ranks first. The distribu-
tien of the top ten diagnoses is not
dominated by any one category as was
seen in the previous age groups. For
example, only 36.7% of all visits are
accounted for in the top five condi-
tions, about half the value of the previ-
ous two age groups. The addition of
the top ten visits results in 52.4% of all
clinic visits. At this age group we begin
to see the appearance of dermatologi-
cal and parasitic problems. However,
as with the two previous age groups,
the infectious disease cycle still domi-
nates. For this age group, 26.2% of all
visits are categorized as “Other.”

Age Group 10-14 (Pediatric)
The distribution of the twenty most
common principal diagnoses for this
age group represents a rather diffuse
situation. The range from the most
common problem to the least common

problem is only 4.6%. Further, the
range for the top five problems is only
1,1%. This narrow range presents some
difficulty in selecting pertinent clinical
indicators. The fact that four or five
conditions do not dominate this age
group further exacerbates the issue of
selecting appropriate clinical indica-
tors. Of all age groups studied in this
report, this age group is by far the most
difficult for which to chose outcome
measures,

Of the 6,969 visits (all age groups),
this age group represents only 6.1%.
The “Other” category represents 39.0%
of all diagnoses. The number one con-
dition for this age group is dental prob-
lems, with a percentage almost twice as
high in the male population. This is the
first time dental disease appears and it
is the number one problem for males.
For females the number one problem is
acute conjunctivitis, This age group
visits clinics very seldom for health
maintenance visits—only 4.6% of all
visits, Contact dermatitis is the second
most common problem for both males
and females. The top twenty problems
may be readily grouped into the fol-
lowing conditions: 1) infectious dis-
eases, 2) respiratory problems, and 3)
work-related conditions {such as con-
tact dermatitis, parasitic disease,
sprains and strains, and injury). This is

the first age group where we begin to
see an abundance of conditions which
could be associated with typical mi-
grant working conditions. The prob-
lems encountered by this pediatric
group are very typical of the infectious
disease cycle.

The comparison of the top ten diag-
noses for the four age groups that have
been discussed thus far is depicted in
Figure 4. Clearly, the latter group (age
10-14) does not exhibit a pattern, which
suggests the clinical indicators would
be defined based on the magnitude of
visits for the first three or four condi-
tions. Possibly the groups 1-4, 5-9, and
10-14, which represent the pediatric
population, could be considered as a
single group for purposes of defining
clinical indicators. This wili be dis-
cussed later.

Age Group 15-19 (Adolescent)

Some significant changes begin to
occur for this age group in the distribu-
tion of the most common principal di-
agnoses. Normal pregnancy becomes
the number one reason for visiting a
migrant health clinic, representing
16.5% of all visits for females. Dental
disease begins to increase in import-
ance as a reason for visiting migrant
health centers for both males and fe-
males, and represents 6.3% of all visits.
A troubling trend begins to emerge for
females at this age group: diabetes is
the third most common reason for vis-
iting the clinics (4.6%). Males in this
age group did not have any visits for
diabetes. Another interesting and im-
portant trend is that six diagnostic
codes are of the “V” type, indicating
health maintenance visits. This sug-
gests that at this age group prevention
and/or health maintenance is very
much a part of the protocol at migrant
clinics. Common to other age groups
and representing the infectious disease
cycle, there are seven diagnostic codes
which are indicative of an infectious
etiology.

This age group (15-19) represents
8.6% of all visits in the surveyed mi-
grant health centers. The top twenty
problems represent 53% of all visits,
which means approximately 47% are
categorized as “Other.” This is the larg-
est “Other” group of any of the age
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groups investigated. This suggests that
significant variation in health prob-
lems is encountered. The top five prob-
lems—normal pregnancy, dental
disease, cold, diabetes, and dermati-
tis—represent 28.5% of all clinic visits
for this age group. Certainly for fe-
males, clinical indicators must be re-
flective of pregnancy, diabetes, and
infectious disease. On the other hand,
for males, dental disease, dermatitis,
and infectious disease problems must
be considered as the major indicators
for this age group. The first two diag-
noses, dental disease and dermatitis,
represent 16.5% of the visits. Addition-
ally, these and other diagnoses experi-
enced by the males in this age group
are quite typical of a poor working
environment. Examples of these prob-
lems include dermatitis, respiratory in-

Figure 4

fections, and other respiratory prob-
lems.

Age Group 20-29 (Adult)

This age group (both males and fe-
males) is the second most frequent user
of migrant health clinics (18.0%); for
females only it is the most frequent
user (14.0%). For females the major di-
agnoses are 1) pregnancy, 2) diabetes,
3) cold, 4) cervix, vagina and vulva
inflammatory disease, and 5} special
exams. These five problems represent
48.6% of all problems. The five most
common principal diagnoses for males
are 1) dermatitis, 2) strep throat/scar-
Iet fever, 3) dental disease, 4)
dermatophytosis, and 5) urethra and
urinary tract disease. These five prob-
lems account for 23.4% of all clinic vis-
its. Based on the analysis of this data,

the development of clinical indicators
for females should be straightforward;
for males clinical indicator definitions
seem to be less clear.

A shift in disease patterns occurs at
this age. The infectious disease cycle
typical for the ages under 20 is now
being replaced by chronic and envi-
ronmentally related problems. The
male visits are quite typical of environ-
mental problems and the females ex-
perience problems related to the
chronic disease cycle. The concentra-
tion of problems occurs among the top
five for women, but for males the con-
centration is much less. Further, very
few males in this age group visit clin-
ics. They represent only 4.0% of total
visits.
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Age Group 30-44 (Adult)

At this age group chronic diseases
dominate the top five problems. Spe-
cifically, diabetes, hypertension, and
back problems are chronic problems
exhibited by males and females. Re-
spectively for males and females, these
chronic problems represent 16.9% and
18.8% of all visits for this age group.
Also, for the first time arthropathies
appear as a problem in the top twenty
diagnoses. The other major set of prob-
lems which dominate this age group
are environmental (for instance, back
problems, contact dermatitis and other
eczema, respiratory problems, and ex-
ternal ear disorders). Interestingly, in-
fectious diseases still represent a
significant problem (common cold,
upper respiratory infection, and viral
infections). Thus, although this age
group is dominated by chronic disease

problems, infectious and environmen-
tal problems are still significant. The
focus of development for clinical indi-
cators for this age group should be di-
rected toward two major areas: 1)
chronic disease problems, which are
represented in both sexes, and 2) for
females, pregnancy (perinatal condi-
tions). As noted in the 10-14 age group
and as well for this age group, the dis-
tributional patterns of the top twenty
diagnoses are quite diffuse. Therefore,
defining outcome measurements in
terms of clinical indicators becomes
somewhat more difficult.

Age Group 45-64 (Adult)

The conditions or problems experi-
enced by this age group are clearly
chronic and related to the aging of the
population. The top five problems rep-
resent 50% of all visits and are domi-

nated by diabetes, hypertension, ar-
thropathies, and soft tissue disease.
This pattern is very typical for females,
while some minor variances exist for
males. Forinstance, back problems and
dermatitis are among the top five diag-
noses; these are environmental or
work-related problems. The second
top five problems are, however, domi-
nated by environmentally-related con-
ditions for both males and females. The
proportion of visits is significantly less,
but nevertheless a shift occurrs from
the top five chronic disease diagnoses.
The bottom ten problems are domi-
nated by infectious codes and a few
typical lifestyle categories (i.e., obesity,
dental, and mental disorders). This age
group represents approximately 15%
of all visits to migrant health clinics.
Two problems dominate the top ten
principal diagnoses for this age group;
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thus, outcome measurement would be
most appropriate for the principal di-
agnoses of diabetes and hypertension.
Although other problems are pre-
sented, their magnitude does not dic-
tate the development of a
comprehensive set of clinical indica-
tors. However, indicators representing
broad categories such as infectious or
environmental might be appropriate
to develop. Figure 5 compares the last
four age groups analyzed. The domi-
nance of problems in the top five cate-
gories is best portrayed by the age
group 45-64.

Age Group >64 (Geriatric)

This age group represents only 1.5%
of all visits to migrant health centers.
Of the 6,969 visits were made to four
migrant health centers during the
study period, only 107 visits were
made by individuals age 65 and over.
Overwhelmingly, diabetes and hyper-
tensiort accounted for the major prob-
lems (70%). Since the numbers are so
small for problems represented by the
18 other categories, the discussion of
such would be of little statistical value
due to significant variation. However,
the development of outcome measures
should pose very little difficulty be-
cause the two major problems repre-
sent 70% of all problems. Therefore,
this age group presents the most clear
direction for outcome measurement.

Program Health Summary

Program health status data must
serve as our major source for the devel-
opment of clinical indicators by life
cycle. The analysis of the data by the
nine age groups has revealed signifi-
cant variations in disease patterns (i.e.,
reasons for visiting migrant health
clinics) which can be used as a major
input to the identification of appropri-
ate areas for measuring outcome. For
those age groups where the problems
concentrate in the top five categories,
the development of clinical indicators
to measure outcome should be rela-
tively straightforward. Thus, in this
analysis the age groups <1, 1-4, 5-9,
15-19, 20-29, 45-64, and over 64 are typ-
ical of this pattern (i.e., where the top
five diagnoses make up a major por-
tion of all visits). The two potentially

most difficult groups for which to de-
velop clinical indicators, based on this
analysis, would be the 5-9 and 30-44
age groups. In any event, the develop-
ment of clinical indicators in migrant
health centers must incorporate the re-
sults of the program health status anal-
ysis.

Migrant Clinics and the
National Ambulatory Medical
Care Survey

Another perspective to evaluate in
order to understand the health status
of migrants is the relationship of mi-
grant-specific data (obtained from
1986-87 survey of four migrant centers)
to the National Ambulatory Medical
Care Survey data (NAMCS, 1985),
which is sample survey data represent-
ing ambulatory care in the U.S.

The age distribution of the popula-
tions visiting these settings is quite dif-
ferent. For males and females under
age 15 there is a 2-to-1 ratio of visits for
migrant workers compared to the
NAMCS population. Thus, migrant
clinics see twice as many children
under age 15 than do ambulatory care
settingsin the U.S, as a whole. The only
other group where migrant clinics see
more patients than the ambulatory
care setting is females aged 15-44.
Probably the most significant differ-
ence occurs at the 65 and over age
group. Only 0.8% (males) and 0.7 % (fe-
males) of total visits are represented by
this age group in the migrant clinics,
whereas the respective percentages for
the national ambulatory care setting
are 8.0% and 12.5%.

These age distribution characteris-
tics agree with the previous commu-
nity health status analysis, where
migrant health clinic visits are domi-
nated by younger age groups and the
elderly are sparsely represented. Fur-
ther, the typical demographic profile
of the homebase migrant worker is one
of a much younger population and one
in which the elderly population is
under-represented compared to the
U.S. population. The predominance of
visits to migrant clinics by younger
ages and to U.S. ambulatory care set-
tings by older ages is striking,.

The male/female ratio of visits for
migrant farmworkers visiting migrant

health clinics for the age groups <1,1-4,
5-9 and >64 are almost equal to one.
Females in the age groups 15-19, 20-29,
and 30-44 outnumber males dramati-
cally in their use of services. Also, fe-
males in the 45-64 age group visit 1.5
times more frequently than males. The
highest use of services by age group for
males is the 1-4 and 45-64; for females
the highest use is in the 20-29 and 30-44
age groups. This use pattern is similar
to that found in the NAMCS data. The
age groups with the lowest use of
healih services are >64 and <l for
males, and >64, <1, and 10-14 for fe-
males.

Principal Diagnoses—Migrant
Health Clinics vs. NAMCS

The top twenty most common prin-
cipal diagnoses in migrant health clin-
ics were compared with the NAMCS
data. Of the top twenty diagnoses in
migrant health clinics, only eight were
represented in NAMCS data. Thus,
visits related to twelve diagnoses in
migrant health clinics did not appear
as visits in the NAMCS data. Typical
diagnoses not appearing in the
NAMCS data were infectious (cold,
acute conjunctivitis, strep throat/scar-
let fever, and viral infections), nutri-
tional (anemias, gastroenteritis, and
non-infectious colitis), and occupa-
tional (contact dermatitis and eczema).

The eight diagnoses which did ap-
pear as visits in both clinical settings
were substantially different. Seven of
the eight principal diagnoses for visit-
ing health centers were dramatically
higher in the migrant health clinics.
Thus, diabetes (the number one reason
for visiting a migrant center) was 338%
above the U.S. average (where the U.S.
was set to equal 0). Other principal
diagnoses which were significantly
above the U.S. were health supervision
of infant or child (151% above), ofitis
media (138% above), normal preg-
nancy (49% above), acute upper respi-
ratory infection (97% above), and
dermatitis (150%). Additionally, visits
related to hypertension were 4% above
the U.S. average (Figure 6).

Analyzing the principal reasons for
vigiting health clinics does not provide
a measure of the prevalence or inci-
dence of a disease. Clearly, the denom-
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inator is not the population at risk, but
is the total number of visits made by
the population during the specified pe-
riod. Thus, for any one principal diag-
noses there is a proportional morbidity
ratio (i.e.,, what percent of total clinic
visits is made for each specific diagno-
sis or morbidity to the clinic?). Such a
ratio does not give true risk, since the
population at risk for each event is un-
known. However, the ratio does tell us
the relative ranking of each type of visit
based on total visits, and can be com-
pared to similar ratios in other settings.

The utilization differences between
clinics could be confounded by the un-
derlying characteristics of the popula-
tion, and may not be indicative of
significant differences between the
two groups. The analysis in the com-
munity section of this report under-
scored the major demographic
differences between the migrant popu-
lation and the general U.S. population.
Understanding these differences al-
Iows us to make some general state-
ments about this comparison of
migrant-specific data and the NAMCS
data,

In summary, utilization rates by
principal diagnosis show significant
variations  between  migrant
farmworkers and the general popula-
tion. Farmworkers do visit clinics more

frequently (well above the U.S. popu-
lation) for eight conditions, and they
visit for infectious, nutritional and oc-
cupational reasons which do not even
rank in the top twenty conditions for
the general U.S. population.
Farmworkers do have different prob-
lems; farmworker visits exceed the vis-
its by the general population for many
common principal diagnoses. There-
fore, these results are important to the
overall understanding and interpreta-
tion of migrant-specific problems.

Co-Morbidity Patterns

This report has for the first time doc-
umented the prevalence of co-morbid-
ities among farmworkers who visit
migrant health clinics. The prevalence
of co-morbidity at the time of death for
the general population has been re-
searched extensively. For example, R.
A, Israel reported that more than one
cause of death was reported in 35% of
deaths in 1917; the percent increased to
60% in 1955 and to 73% in 1979. Using
National Health Interview Survey
data, Rice and LaPlante about 1.4
chronic conditions reported in 1969-71
and about 1.6 in 1979-81 for each per-
son 65 years of age and older who had
limited activity. Recently, an Advance
Data report indicated that 48.8% of the

population over 60 years of age had
more than one morbidity. In fact, 25.9%
of the population had two or more,
14.6% had three or more, and 6.0% had
four or more co-morbidities. The na-
ture of co-morbidity problems for age
groups under than age 60 is not docu-
mented. Therefore, the co-morbidity
patterns revealed in the migrant popu-
lation cannot be compared to national
data for ages under 60 years. However,
the frequency of co-morbidity patterns
for migrant farmworkers above and
below 60 years of age will convey in-
formation about their degree of illness.

Over forty percent (43.9%) of all
farmworkers who visited migrant
health clinics had more than one mor-
bidity. The percentage of males with
more than one morbidity is 40.6%; for
females the percentage is 45.8%. The
age groups with the highest percent-
age of co-morbidities are the <1, 1-4,
and >64 groups. The respective co-
morbidity averages are 2.3,2.0,and 1.9.
The average number of co-morbidities
for all age groups was 1.7. The co-mor-
bidity patterns for males and females
are similar to the total pattern. Thus,
for males and females the three age
groups with the highest percentages of
co-morbidities are <1, 14, and >64. The
respective percentages for males are
63.0, 54.8, and 50.0; for females the re-
spective age group percentages are
61.2,53.6,and 59.2. The male age group
with the fewest co-morbidities is 15-19
and the corresponding female age
group is 10-14.

Of the 6,969 migrant patients who
visited the clinics, 3,057 had more than
one morbidity, producing 5,066 addi-
tional morbidities. Generally, the ini-
tial morbidity category also produced
the largest number of co-morbidities.
For example, “Diseases of the Respira-
tory System” ranked number two for
initial morbidity seen at the migrant
clinic while the presenting co-morbid-
ity was also coded as “Diseases of the
Respiratory System.” Apparently, one
respiratory problem produced a sec-
ond one or a third. It would not be
unusual to see initial and subsequent
morbidities group within a system cat-
egory. On the other hand, several vari-
ations did occur. For instance,
infectious and parasitic diseases, the
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fifth most commeon initial morbidity
for the total migrant population, pro-
duced a rank of ten for infectious and
parasitic diseases as the co-morbidity.
The number one ranking co-morbidity
for farmworkers who had an initial
ICD code of “Infecticus and Parasitic
Disease” was “Diseases of the Respira-
tory System.” Another example would
be “Endocrine, Nutritional and Meta-
bolic Disease and Immunity Disor-
ders.” This category ranked fourth as
the initial morbidity, but the number
one ranking co-morbidity for this code
was “Diseases of the Circulatory Sys-
tem.”

The co-morbidity patterns observed
in this migrant population suggest a
most vulnerable group, with signifi-
cant co-morbidities that have the abil-
ity to produce substantial disability.

QOur only basis for comparison to na-
tional data is for those over age 60; for
this age group the farmworker popu-
lation has comparable problems and
numbers of co-morbidities. The analy-
sis of the other age groups shows that
a significant number have co-morbidi-
ties, ranging from approximately 30%
to 60% of the population in each age
group. Possibly the delay in seeking
care, unavailability of care, lack of ac-
cess to care, potentially appalling
working conditions, lack of perceived
illness, transitory nature of farm work,
and need to work at all costs in order
to survive are critical reasons for the
poor health status of the migrant pop-
ulation. Whatever the reason for not
visiting the health clinics, the out-
comes are clear—multiple morbidities
representing a population with poor

health status that may need signifi-
cantly greater care and more treatment
due to the delay in receiving initial
care. Of course, primary prevention
will have the most benefit and, as
noted previously, this is practiced
when and where feasible.

Clinical Indicators

Several approaches must be consid-
ered in the development of clinical in-
dicators for migrant health centers. In
this report, the demographic analysis,
community health status information,
migrant program-specific data, com-
parisons of data to national surveys,
and patterns of co-morbidity have all
enhanced our understanding of mi-
grant health problems and have un-
derscored the need to develop
outcome measures specific to migrant

Clinical Indicator Recommendations for Migrant Health Centers
by Age Group and Life Cycle
Target Condition’ <1 14 5-9 10-14 | 15-19 | 20-29 ;| 30-44 | 45-64 >64
Anemia v e
Otitis Media v 4 V4
Gastroenteritis/Colitis v W4
Well Baby Care (Supervision) v W4 v
Immunizations v v
Upper Respiratory Infection v 4
Strep Throat v V4 e v 4
Parasitic Disease w4 v
Dermatitis/Eczema v v v v e v
Pregnancy v v v
Diabetes v v v v ./
Female Reproductive Problems w4 v 4
Hypertension v v v
Arthropathies v v
Infections (Conjunctivitis, URI, Strep, v v v v v v 4 v
Scarlet Fever, Viral, Cold, Otitis Media)
Respiratory v
Digestive v
TOTAL BY AGE GROUP (LIFE CYCLE)2 7 8 5 5 6 6 B 5 6
! Target conditions which represent approximately 40% to 70% of all diagnoses in migrant health clinics. Additionally, the conditions represent the
majority of high risk problems as defined in the community health status assessment.
Number of clinical indicators by life cycle is: Perinatal (7), Pediatric (10), Adolescent (6), Adult (8}, Geriatric (6).

Table 2
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NUMBER(CLINICAL INDICATORS)

CLINICAL INDICATOR RECOMMENDATIONS BY
AGE GROUP FOR MIGRANT HEALTH CENTERS.

o1 1-4 &-9 10-14 16-18

AGE GROUPS

2Q-28 a0-44 45-84 64

health centers. The measurement of
outcome must be defined by a set of
clinical indicators which are com-
prehensive and responsive, and yetdo
not burden those who must collect the
information. Each previous section of
this report suggested recommenda-
tions. The intent of this section on clin-
ical indicators is to further develop and
refine our understanding of the basic
clinical problems encountered by mi-
grant farmworkers, and to determine
which clinical problems (i.e., most
common principal diagnoses) warrant
the development of clinical indicators.
A literature review of major medical
problems encountered by the migrant
population was completed to determine
the most frequently occurring diagno-
ses. Of the four top ranking problems in
the literature, three were also among the
top problems as determined by this
study. In an attempt to group the prob-
lems noted in the literature, the health
field concept was utilized as a frame-
work. Lifestyle, environment, health
care delivery system, and biology be-
came categories into which medical
problems were classified.

Criteria for Selecling
Clintcal Indicators

The review of the literature on clin-
Ical indicators revealed 32 criteria

Figure 7

which may be important to the selec-
tion of clinical indicators (see Gloass-
ary of Terms). Using all of these criteria
(some of which overlapped in mean-
ing), a matrix was designed to illustr-
ate the frequency or number of times
the criterion was mentioned in the lit-
erature as being important to the selec-
tion of a clinical indicator, As a result
of this analysis, 32 criteria were
grouped into five general categories: I)
Epidemiology, II) Intervention, IIi)
Data, IV) Management Criteria, and V)
Diagnostic Criteria.

Using the detailed analysis reported
in this study, a list of specific outcomes
by age groups and life cycles are rec-
ommended as candidates for develop-
ment of clinical indicators (Table 2).
The framework outlined above for de-
tailing the criteria for developing clin-
ical indicators and the analysis in this
report was used to generate the prob-
lem lists exhibited in Table 2. These
problem lists of most common princi-
pal diagnoses are appropriate for the
development of clinical indicators for
migrant health clinics. Further evi-
dence of what measurements should
be collected is demonstrated by the
dominance of problems occurring in
the top five, tenuor twenty diagnoses by
age group. Figure 7 provides the dom-
inance statistics for the nine age
groups, Overall, 47% of all problems

occur in the top ten principal diagnoses
(i.e., the principal reason for visiting
the health center). The age-specific
analysis clearly demonstrates that all
but three age groups experience the
majority of the problems in the top ten
principal diagnoses. Three age groups
which do not meet this criterion are the
10-14, 15-19, and 30-44 age groups.
Two of these three age groups, 10-14
and 15-19, represent about 14% of all
visits to migrant health clinics. The
third group (30-44) represents a sub-
stantial portion of the visits (16.8%). In
this latter case, one recommendation
would be to consider the problems rep-
resented in the top 20 diagnoses since
this encompasses 61% of the principal
diagnoses for the 30-44 age group.
The overall recommendation is to
have the Migrant Clinicians Network
evaluate the lists in the accompanying
tables, refine the list, and propose spe-
cific indicators which would be accept-
able to migrant health centers for
collection. Many times, it is not the
criteria which are so important or the
detailed list of problems which is so
critical; what may be the most import-
ant issue to the development of clinical
indicators would be time availability,
cost of collection, acceptability of the
concept of cutcome measurement,
availability of computer technology,
size of the migrant health clinic, and
clinic staffing. Additionally, migratory
patterns make it necessary to collect
data longitudinally rather than over a
single point in time. As can be de-
duced, there is the potential for myriad
problems which must be acknowl-
edged and addressed before beginning
the implementation of any such data
collection efforts related to outcome
measurement and clinical indicators.
Given the facts presented in the
analysis of this study and the criteria
analysis for the selection of clinical in-
dicators, it is therefore suggested these
conditions should be targets for the
development of clinical indicators and
outcome measurement. However, as
noted, the issues concerning statistics
may not be as important as the practi-
cality of the implementation. Accord-
ingly, a dovetailing of these two factors
must occur. -
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Glossary of Terms

Ability to Report Data ai Centers: Are all migrant health centers
able to correctly record the data?

Acceptable to Clinician: Is the procedure or intervention easily
utilized by the clinician?

Accuracy: The degree to which a measurement represents the
true value of the condition being measured.

Benefits: Does the intervention positively impact the condi-
tion?

Characterizes Al Migrant Health Centers: Is the condition or
disease found to exist at all migrant health centers?

Common Technigue: Is there standard agreement on the inter-
vention or treatment of the condition?

Consistency in Coding Data: Will the health centers use the same
code for a condition or disease? The ICM-9-CM coding scheme
allows different codes for the same condition.

Cost: Is the cost of the intervention, performance of the test,
and recording of results low or within the health center budget?

Data Availability: Will the data collection and extraction be
disruptive to the health center?

Ease of Diagnosis: Is the disease well defined and easy to
diagnose in both field and clinic settings?

Effectiveness of Intervention: The extent to which a specific
intervention does what it is intended to do for a defined popula-
tion.

Efficiency: Is the effective maneuver being made available to
those who could benefit from it with optimal use of resources?

Epidemiology: A field of study concerned with the observation
and description of the occurrence, distribution, size, and progres-
sion of health and causes of disease and death in a population,

Etiologic Evidence: Is there proof for the cause or origin of the
disease or condition?

Functional Impact: Does the disease cause significant impact on
the function of patient?

Impact of Care: Is the natural history of the disease or condition
sensitive to the quantity or quality of care received by the patient?

Incidence: Are there a significant number of new cases of the
condition or disease each year?

Lead-Time Bins: Survival can appear to be lengthened when
screening advances the time of diagnosis, lengthening the time

between diagnosis and death without any true prolongation of
life.

Legality/Liability: Has permission been granted to use patient
information from health centers?

Length-Time Bias: Screening sometimes produces a dispropor-
tionate number of slowly progressing diseases while missing
aggressive cases which are present in the population for only a
short time... a missed window of opportunity.

Life Cycles, Consistent With: Can the disease or condition be
sorted according to age, sex, and race?

Management Criteria: Medical management of the condition
should be well-defined in at least one of the following processes:
prevention, diagnosis, treatment, or rehabilitation.

Number of Encounters Per ICD-9-CM: Ability to code patient
encounters by Diagnostic Related Groups.

Particular to Upstream Migrant Health Centers: Is the condition
or disease only present in the upstream migrant health centers?

Predictive Value: In screening and diagnostic tests, the proba-
bility that a person with a positive or negative test is a true
positive or true negative. The predictive value is determined by
the sensitivity and specificity of the test, and by the prevalence of
the condition.

Prevalence: Is a large proportion of the population affected by
the condition or disease? Rates should be high enough to permit
the collection of adequate data from a limited population sample.
Prevalence rate refers to the number of people who have a disease
at a particular time (a snapshot or cross-section).

Reliability: Will the test or intervention obtain the same result
when repeated?

Risks: Are the hazards to the patient and clinician outweighed
by the benefits of a particular intervention?

Sensitivity: Does the examination or test pick up the condition
every time (i.e., correctly test “positive”)?

Simplicity of Intervention: Does the intervention or test require
simple measures or elaborate, time-consuming ones?

Specificity: Does the examination or test correctly identify non-
diseased individuals (i.e., correctly test “negative”}?

Validity: The degree to which a measurement measures what
it purports to measure.

Copyright © 1991 by National Migrant Resource Program, Inc., Austin, Texas.
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I. SURVEY HIGHLIGHTS

A. Demographic

1. MIGRANT POPULATION

Dominant age groups are 15-24 (24.5%) and 25-44 (31.7%). Only 0.9% of the
population is > 64.

83.5% of migrant workers are Hispanic and 11,7% are Black,
Predominantly male workers (62.9%).
The majority of migrant workers (55.4%) are single.

67.9% of migrant workers have 6 years or less education. This includes 17.1%
with no formal education.

Over % of migrants only stay in the area for 3-4 months, 28.6% stay more than
6 months. .

Migrants move usually 2-3 times per year (46.1%). Some move more than 6
times per year, while 17.6% do not move.

52.8% of migrants make <$5,000 per year, while percent making less than
$8,000 is 81.7%.

Most migrants (60.8%) live in a trailer.

31.5% of all migrants live rent free; however, 55.2% do pay rent.

2. BLACX POPULATION

Dominant age groups are 15-24 (18.0%) and 25-44 (27.5%). Further, age > 64
represents 8.3% - for migrants,this was 0.9%.

The majority of Blacks in the survey (55.6%) are female. Males dominate the age
group 0-4 (16.5% male vs. 10.6% female). Females dominate the age group > 64
(10.3% female vs. only 5.6% male).
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Most Blacks in the survey (48.1%) are single. However, the widowed, divorced,
and separated percentages are greater than the migrant population.

Blacks in the survey show 12.0% with no formal education and 30.9% have 6
years or less education. Further, 39.5% have a high school or more education.

Only 55.4% of the surveyed population were employed. The remainder were
retired (19.6%) and unemployed (18.4%). Notably, 11.7% were unemployed

‘because of health problems and lack of child care.

47.8% of the Black population own their own home, and, interestingly, 18.9%
have free rent.

32.9% of the Black population earns < 35,000 per year, while those making less
than $8,000 is 50.8%. However, 3.5% make above $35,000 per year.

B. Access and Availability of Health Care

1. MIGRANT POPULATION

Migrants obtained health care from a health department or migrant center 42.6%
of the time and the Hospital ER 15.1%. They used a doctor’s office 28.5% of the
time.

During the past year, 44.3% did not visit a health professional. However, some
(5.5%) made >4 visits.

Only 14.2% of the last visits to a professional were for prevention. Most (56.8%)
visited because of an illness.

50.9% accessed health care via a friend’s car or truck; further, 42.6% used their
own car or truck to seek health care.

A majority of the migrants (53.4%) are > 30 minutes away from health care.

29.6% and 46.5% of the migrants have never visited a doctor or dentist. Further,
21.8% said it had been >2 years since they went to see a doctor.

The three main reasons for not seeking health care are: cost (54.2%), unable to
speak English (16.7%), and access (14.3%).



» An alarming 65.7% of the migrants do not have insurance. Their main source of
coverage is Medicaid and other government assistance.

2. BLACK POPULATION

» The majority of Blacks (70.1%) obtain health care at a doctor’s office. The health
department clinic provides 19.2% of health care for Blacks.

» During the past 12 months, 47.3% did not contact a health professional.
However, 16.5% made >4 visits.

= 8.6% of all visits are for prevention, The majority (44.3%) are for illness.

» Transportation to health care was by own car/truck (53.9%) or a friend’s car/truck
(36.0%). The remainder used 2 bus, taxi, ambulance, or walked.

x 79.1% are within 15 minutes of health care. Only 12.2% are 30 or more minutes
away from 2 health care facility.

e 15.5% of the Black population have never visited a health professional. Further,
27.2% have not been to a doctor for more than 2 years.

= The major reason for not seeking health care is cost (79.0%).

= Insurance coverage is primarily provided by their place of work (33.3%).
However, 11.8% have no insurance and 42.7% have some form of government
assistance (Medicare, Medicaid, or other).

C, Lifestyle and Health Habits
1. MIGRANT POPULATION
= 34.7% of the migrant population smoke. Further, 53.0% have never smoked.

» The majority of migrants (55.6%) said they never drank alcohol. However,
21.1% drink more than 2-3 times per week.

® Seat belts are always used 26.0% of the time, while 38.0% said they never use a
seat belt.



2. BLACKX POPULATION

s 20.7% of the Black population surveyed smoke. Further, 66.4% have never
smoked.

= The majority of the Blacks surveyed (67.2%) said they never drank alcohol. On
the other hand, only 12.1% have more than 2-3 drinks a week.

= Blacks always use seat belts 33.1% of the time, while 22.7% said they never use
a seat belt.

‘ D. Health Education

1. MIGRANT POPULATION

» £7.0% were very interested in health education, only 18.9% said they were not
interested.

®» The top five subjects which migrants were most interested in learning about are:
AIDS, Drug and Alcohol Abuse Prevention, Care of Babies, Work Safety, and
Sexually Transmitted Diseases. They were least interested in Immunizations,
Sanitation, and Juvenile Delinquency. '

s The locations most preferred for conducting health education sessions ranged from
the Health Department to the Migrant camp. The church was the least preferred.

2. BLACK POPULATION

x 76.5% were very interested in health education and only 8.4% were not interested.

‘ s Like the migrants, the Black population were most interested in learning more
about AIDS. The other categories in the top five are: Cancer Prevention and
Exams, High Blood Pressure, Drug and Alcohol Abuse Prevention, and Sexually
Transmitted Diseases. They were least interested in Immunizations, Prenatal

Care, and Pesticide Safety.

= Blacks preferred the health department also as the best location for health
education meetings.
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E. Medical Conditions
1. MIGRANT POPULATION

s Overwhelmingly, Dental Problems ranked as the number one problem for all ages,
ages 0-19 and 45-64, and for age group 20-44, it ranked second.

m The top three medical conditions are: dental problems; back, neck, leg, and
shoulder problems; and muscle spasms for all ages, ages 20-44, and 45-64. For
the 0-19 age group, they ranked rashes as number two and allergy as number

three,

2. BLACK POPULATION

= The top three medical conditions for all ages were sinus problems, dental
problems, and hypertension. Age group 0-19 experienced asthma and allergy as
the first and third ranking problems. For age groups 20-44 and 45-64, back, neck,
leg, or shoulder pains ranked third. For the age group > 64, arthritis ranked
nuntber one.

E. Medical Symptoms/Problems
1. MIGRANT POPULATION
= The top three ranking medical symptoms for all age groups and the specific age
groups 0-19 and 45-64 were: Headache, Difficulty Seeing, and General Body
Pains. However, the number two problem for age group 20-44 was injury.

= The lowest ranking medical symptoms ranged from Diarrhea, Heart Palpitation,
Excessive Urination, and Difficulty Hearing and Sleeping.

2. BLACK POPULATION

= The top three ranking medical symptoms for all age groups were headache,
difficulty seeing, and stiffness in joints. For age group 0-19, Diarrhea ranked
second; for age group 20-44, anxiety/nervousness ranked second.

= The fewest medical symptoms recorded were difficulty hearing, excessive

urination, and diarthea for all age groups. Specific age groups recorded injury,
poor appetite, and difficulty sleeping as their least common problems.
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G. Female Health

1. MIGRANT POPULATION

» 17.1% of the migrant women have never had a pap smear, and for an additional
10.0%, it has been more than five years since their last pap smear.

« 26.1% of the migrant women have never has a breast examination.

» An alarming 48.3% of migrant women have never performed a Breast Self
Examination.

2. BLACK POPULATION

» Most of the Black women (91.2%) have had a pap smear in the last five years.
However, 8.9% never or it has been longer than five years since last pap smear.

« Most of the Black women (92.2%) have had a breast examination.

» Approximately 73.0% have performed a breast self examination in the last 12
months. 19.2% have never performed a breast self examination.

G. Environment
1. MIGRANT POPULATION
= Houses used septic tanks (61.9%).
» Primary water source from well or water.

2.0% of homes had no running water or electricity.

49.6% of homes had rats, roaches, etc.

Garbage, refuse, junk observed near homes (27.2%).

41.3% of buildings structuraily unsound.

At least ¥4 of buildings needed paint, window repair, screens, and interior repair.




2. BLACK POPULATION

Majority homes (92.1%) used ﬁublic sewer,

Primary water source from city or county water system.
All homes had running water and electricity.

53.6% of homes had rats, roaches, etc.

Garbage, refuse, junk observed near homes (17.2%).

19,6% of the homes needed repair.
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HIV Infection, Syphilis, and Tuberculosis Screening
Among Migrant Farm Workers — Florida, 1992

An estimated 2.7-4.0 million persons in the United States are classified as migrant
and seasonal farm warkers {1). Despite a high prevalence of tuberculosis (TB) and
other conditions among migrant workers {2-4 ), approximataly 13% have access to or
receive care at federally funded migrant health clinics {5). During February-March
1992, to assess the prevalence of selected health conditions among migrant farm
waorkers, the Florida Department of Health and Rehabilitative Sarvices (FDHRS) con-
ducted a voluntary screening for human immunodeficiency virus (HIV)-1 infection,
syphilis, and TB among workers living in 14 migrant camps in Immokales, Florida.
This report summarizes the results of the screening and describes disease-prevention
efforts developed by FDHRS for migrant workers.

The period February 1-March 31 was chosen for screening because Florida's per-
ishable crops are in season and tha number of migrant workers peaks. Qutreach
workers went door-to-door in the camps encouraging workers aged 216 years to en-
roll, and leaflets encouraging enrollment were posted in the camps several days
before the screening began. Screening was conducted during evening hours. Partici-
pants received pretest HIV counseling and signed an informed consent form for
testing for HiV-1 antibady (enzyme immunoassay with confirmatory Western blot or
immunofluorescent assay), syphilis, and TB infection {Mantoux testing with 5 tubercu-

lin units of purified protein derivative). In addition, participants completed an .

interviewer-administered questionnaire assessing their work, lifestyle, and medical
history, Participants were asked to return within 48-72 hours for a skin test reading,
serologic test results, and posttest HIV counseling.

Tuberculin skin tests {TSTs) were considered positive if the induration was 210 mm
for HIV-1-seronegative persons and 2§ mm for HIV-1-seropositive persons. Any posi-
tive skin test reading in this screening was attributed to infection with Mycobacteriuvm
tuberculosis becausa 1) bacille Calmette-Guérin {BCG) vaccination is usually given as
a childhood vaccination in all native countries of migrant farm workers and TST reac-
tivity to BCG wanes over time and 2) vaccinated persons included in this screening
were in a group at high risk for TB.

Of an estimated 518 persons 216 years of age residing in the 14 migrant camps, 310
(60%) participated in the screening. Participants were predominantly male {247 [80%]),
Hispanic (165 [53%]} or black non-Hispanic {130 [42%]), and foreign-born {Haiti [93
(30%)], Mexico [83 (279)], and Gualemala [44 (14%)].

Twenty-six {B%) had reactive serologic tests for syphilis {STS); 15 (5%} were HIV-1~
antibody seropositive {four of the 15 had reactive tests for both HiV-1 and syphilis).
Persons born in the United States {11%) were more likely than those who were for-
eign-barn {3%) to have positive HIV-1 tests {relative risk [RR]=3.6; 95% confidence
interval [Cl]=1.4-9.7) and reactive STS (RR=2.0; 95% Cl=1.0-4.2). Of the 267 workers
whose TSTs were read, 118 (44%) were positive, including four who were also HiV-1-
antibody seropositive. TST positivity was similar among U.S.-born and foreign-born
warkers (RR=0,9; 95% C1=0.6-1.3).

Workers with reactive STS were referred for treastment; of tha 26 who had a reactive
STS, one person had primary syphilis; six, secondary syphilis; four, early latent syphi-

Migrant Farm Workers — Continued

lis; and five, late latent syphilis. Five had been previously treated for syphilis, and five
were unavailable for examination.

Those with positive test results for TB or HIV-1 infection were referred for further
evaluation. Thirteen of the 15 parsons who wara HIV-1 seropositive had newly diag-
nosed. infections. Of the 118 participants with positive TSTs, 55 (47%) returned for
chest radiographs and sputum collection. lsoniazid preventive therapy was initiated
for 18 persons with latent tuberculous infection; in addition, active TB was diagnosed
in one person and treatmant was initiated. When necessary, ongoing care was ar-
ranged by referring warkers to migrant health centsrs in other locations.

Analysis of questionnaire data {controlled for birthplace [i.e., U.S.-barn versus
foreign-born)) indicated that use of crack cocaine was associated with positive STS
{RR=4.1; 95% Cl=1.3-12.6). Risk factors associated with HIV-1-antibody seropositivity
inciuded having more than two sex partners during the last 6 months (RR=3.8; 85%
C1=1.3-11.1), a prior history of syphilis (RR=3.8; 95% CI=1.2-11.7), and among men,
having ever paid for sex (RR=2.8; Cl=0.9-9.0). Injecting-drug use (IDU) and homosex-
ual behavior were rarely reported, regardless of HIV-1-infection status; of those who
ware HIV-1 positive, none reported IDU, one male reported homosexual behavior, and
ona famale reported bisexual bahavior. Forty-seven percent of the participants had
nevar used a condom,

Reparted by: N Frass, J Polkowksi, MD, Coliier Public Health Unit; R Farmer, DO, R Akin, Collier
Health Svcs; MJ Bankowksi, PhD, M Neumen, PhD, Naplss Community Hospital; V Negron,
N Feintuch, MA, R Cremo, J Wroten, J Witte, MD, RS Hopkins, MD, State Epiderniologist, Florida
Dept of Health and Rehabilitative Sves. A Landay, PhD, Rush-Prasbyterian-St. Luke's Madical
Canter, Chicago. Clinical Research Br and Program Operations Br, Div of Sexually Transmitted
Diseases and HIV Prevention, and Clinicsl Rasearch Br, Div of Tuberculosis Efimination, National
Csnter for Pravention Svcs; Epidemiclogy Br, Div of HIV/AIDS, National Center for infectious
Disgases, COC,

Editorial Note: When compared with migrant-worker populations in other areas of the
United States, workers in the southeastarn United States are more likely to live away
from their families while doing farm work (64%), to live in poverty (73%), and to lack
documentation of legal residence status {256%} (6 )—factors that can impede their ac-
cess to medical care. The findings in this report document high prevalences of
syphilis, HIV-1 infection, and TB among migrant workers in this region of Florida. The
8% prevalence of positive STS among persons in this survey was higher than the 0.8%
reported in a national serologic survey {7). Moreover, the HIV-1 seroprevalence of 5%
was higher than the 3.5% reported in populations of Bel'e Glade, another Florida agri-
cultural community, and the 2.6% reported for farm workers in North Carolina (4,8).

The high TST reactivity among workers in this survey is consistent with previous
reports {9 ). Because test results were available within 72 hours, most workers in this
screaning returned to receive their test results; however, many workers relocated and
did not return for follow-up with chest radiographs and sputum tests, which were
scheduled several weeks later. In addition, some workers who tested positive but who
did not have symptoms {(e.g., coughing} did not believe a positive TST indicated TB.
Waorkers were given letters with test results to present to health centers in other loca-
tions.

The FDHRS survey identified a substantial number of migrant farm workers with
unrecognized and untreated preventable diseases. In particular, treatment and coun-
saling of these persons could prevent transmission of STDs to their sex partners and,
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for TB, to thase with whom they live and travel, Although the precise magnitude of TB
among migrant workers is not known, different studies have detected high preva-
lences of asymptomatic tuberculous infection and clinical TB among these
populations; the risk for TB among migrant workers has been estimated as six times
greater than in the total U.S. population (70 }. The Advisory Council for the Elimination
of Tuberculosis recently offered recommendations for the prevention and control of
TB among migrant workers (10 ). :

The screening to detect HIV-1 infection, syphilis, and TB amang migrant workers in
Imraokalee underscores the need for public health professionals who are trained to
respond to health-care needs within the migrant-worker population. The FDHRS used
data from this screening to develop crosstraining for public health workers on STDs,
including HIV infection, and TB and is conducting other assessments of the prevalence
of communicable diseases among migrant farm workers in Florida.
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