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Tattooing practices in the migrant Latino farmworker

population: risk for blood-borne disease

Tattoos raise several medical concerns, including the
potential for spreading blood-borne infection. Infection
control measures typically used by professional tattooists
include changing gloves between clients, hand and skin
cleansing, and sterilization or single-use equipment (e.g.
needles, tattoo guns, and ink supplies),1 however, such
behavior is highly operator-dependent. The lack of aseptic
technique in amateur tattoos results in greater risk of
exposure to blood-borne diseases, including hepatitis B,
hepatitis C, HIV, syphilis, and others.1–6 While the preva-
lence of amateur tattoos is unknown, the number of viru-
lent community-acquired pathogen outbreaks (e.g.
methicillin-resistant staphylococcus infection) associated
with amateur or unlicensed tattooists or to poor adher-
ence to aseptic tattooing techniques is increasing.1

Migrant Latino farmworkers are one group of particular
concern for the spread of blood-borne infection. Farmworkers
live away from their home communities and families in
crowded conditions that are conducive to the spread of
infectious disease.7 Traditional beliefs about self-medication
involving reuse and sharing of injection needles adds to the
potential risks of spreading contagion in this population.8,9

We conducted an observational analysis of migrant Latino
farmworkers to assess the prevalence and type (i.e. amateur)
of tattooing in this immigrant population.

During the 2005 agricultural season, 304 farmworkers
residing in 45 camps in nine North Carolina counties
were interviewed. A standard set of 10 digital images was
made of each farmworker and reviewed by a single
research assistant to assess the frequency and type of tat-
toos in this population. Amateur tattoos were defined by
the presence of a single blue-black color and broad lines
with indistinct borders (Fig. 1). Professional tattoos were
identified by their use of multiple colors, fine lines and
details, and sharp, distinct borders.10

In our study, participant age ranged from 18 to 45 years.
Years of education varied from 1 to 12. Participants
originated from many Mexican states (Fig. 2). Tattoos were
identified in 19 (6%) of the participants. Three workers (1%)
hadonlyprofessional tattoos, 13others hadonlyamateur tat-
toos (4.3%, Fig. 1), and three workers (1%) had both types.
Farmworkers with tattoos had no distinguishing personal
characteristics (Table 1).

We found that 1 in 15 migrant Latino farmworkers has
a tattoo. More importantly, over 1 in 20 migrant farm-
workers has an amateur tattoo, representing 84% of
those with tattoos. Tattooing, especially when performed
by unlicensed artists, risks spread of blood-borne infec-
tious disease.1 This transmission risk is complicated by
the cultural practice common in Latino farmworkers of
lay person medicinal injections. The associated needle
sticks may result in transmission of blood-borne illnesses
(i.e. HIV and hepatitis B) at relatively high rates among
Latino farmworkers.8,9 In a study of needle sharing, many
migrant farmworkers were initially found to have limited
knowledge of the infectious risks related to needle sharing.
However this behavior was found to be modified or comple-
tely abandoned after proper education.9

The common practices of amateur tattooing and other
formsof lay injections in themigrant farmworkerpopulation,
especially with theadditional riskofneedle sharing, represent

Figure 1 Amateur tattoo. Amateur tattoos are generally simple
in appearance, without complex colors or design features. The
lines within amateur tattoos tend to be thicker and less distinct
than lines in professional tattoos

International Journal of Dermatology 2009, 48, 1397–1403 ª 2009 The International Society of Dermatology

Correspondence1400



a public health concern. This risk behavior can be reduced by
education and is therefore a good target for mitigating trans-
mission risks. Clinicians treating migrant farmworkers,
health educators and health outreach workers can educate
farmworkers about the dangersof thispractice, with emphasis
placed on the potential for the unintentional infections of

others, including spouses who remain in the community of
origin. Farmworkers with amateur tattoos should be screened
for infectiousdiseases.
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Eosinophilic cellulitis caused by adenocarcinoma of

the lung

The pathogenesis of Wells’ syndrome (eosinophilic cellulitis)
is unknown, but it is considered to be a hypersensitivity
reaction to a variety of triggers, such as insect bites, parasitic
and viral infections, medications, and lymphoproliferative
disorders. Only a small number of nonhematologic malig-
nancies, including bronchogenic and anal squamous cell
carcinoma (SCC), nasopharyngeal carcinoma, and colonic
adenocarcinoma, have been noted in patients with Wells’
syndrome.1–4 The association of Wells’ syndrome with
adenocarcinomaof the lung hasnotbeen reportedpreviously.

A60-year-old man,a smokerof40packetsof cigarettesper
year with a chronic cough, was referred to the Dermatology
Department with a 2-year history of widespread pruritic
urticarial lesions involving the trunk and extremities (Fig. 1).
Skinbiopsyshowedeosinophilsandnumerous ‘‘flame’’figures
(granular eosinophilic deposits) surrounded by histiocytes,
consistent with eosinophilic cellulitis (Fig. 2). There was no
peripheral blood eosinophilia. Chest X-ray revealed a nodule
in the right mid zone. A diagnosis of bronchoalveolar adeno-
carcinoma was made following right middle lobectomy. Four
days postoperatively, the cutaneous eruption cleared sponta-
neously. The eruption recurred 3 months later, and cytologic
examinationofanaspiratefromanewlyenlargedretroauricular
lymphnodeshowedmetastaticadenocarcinoma.

Wells’ syndrome was first described in 1971 by George
C. Wells as ‘‘recurrent granulomatous dermatitis with
eosinophilia’’, and was termed ‘‘eosinophilic cellulitis’’ in
1979 by Wells and Smith.5 Wells suggested that the disorder
was a hypersensitivity reaction to a precipitating event, such
as an arthropod bite. The syndrome has a variable clinical
presentation which can include annular plaques, urticaria,
edema, vesicles, papules or nodules, or a cellulitis-like
appearance. The clinical features may vary with the location
of infiltrates within the dermis.5

Immunofluorescence staining of skin biopsy specimens
reveals that the deposition of eosinophil granule major basic
protein corresponds to the flame figures, and therefore

eosinophils may be involved in the pathogenesis of this
syndrome. Early flame figures are associated with eosinophils;
established lesions have few or no intact eosinophils, suggest-
ing that eosinophil degranulation is part of the pathogenic
process.6 Increased proportions of T cells and high levels of
interleukin-5 (IL-5), found in some patients, suggest that
activated T cells may induce eosinophilia and promote
subsequent eosinophilhoming to the skin.7

Figure 1 Urticarial eruption of the trunk. The eruption also
involved the extremities
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