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It is known that Florida school employees known as Migrant Advocates facilitate or broker MSF health care access for
migrant and seasonal farmworker (MSF) families, but it is not known how states without a Migrant Education Program might
also broker MSF health care access. To address this, present study examines the role of school employees in brokering health
care access to immigrant Mexican and Indigenous Guatemalan MSF families in Connecticut. Informed by prior work, inter-
views (n = 12) with parents and elementary school employees showed that (1) a vast array of non-Migrant Advocate school
employees, mostly Latinx women, directly brokered physical and psychosocial MSF' health care access, often through devel-
oping deep social relationships and (2) barriers to brokerage included language inaccessibility, school employee gaps in
knowledge of MSF health care needs, and transportation and related structural issues. Importantly, the school’s location near
MSF homes is an important contributor to the success of the school’s brokerage efforts. Findings offer insight into how a

school health broker model might be implemented, and advance understandings of MSF health and health care access.
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Introduction

Migrant and seasonal farmworkers (MSFs) are people
who work on farms or in agriculture, typically planting and
harvesting crops—they may move for work with the crop
cycle (migrant) or remain stationery and work on the farm
during the crop season (seasonal). As understood by the con-
cept of structural vulnerability (Hernandez-Rosete Martinez
et al., 2005), MSFs are vulnerable to oppression due to their
multiple minoritized social positions within the United
States and global structures, which often result in poor health
outcomes (Arnold et al., 2021; Bade, 2004; Campbell-
Montalvo & Castafieda, 2019; Holmes, 2013; Quandt &
Arnold, 2020).

However, researchers have identified one way that such
minoritized peoples are supported in their access to
resources: facilitation or “brokerage” by a third party (Burt,
2005; Lopez-Sanders, 2017). A recent study in Florida K—12
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schools found that a group of predominantly Mexican
women school employees known as Migrant Advocates bro-
kered access to health care for Indigenous and non-Indige-
nous Mexican MSFs (Campbell-Montalvo & Castafieda,
2019). Migrant Advocates were trusted, easily accessible,
and seen frequently by families, often going above and
beyond their official duties to facilitate MSF families’ access
to health care by providing interpretation, translation, and
transportation. This brokerage was made possible by the
state’s federally supported Migrant Education Program
(MEP), which provided financial and other assistance to
specifically aid these students through Title I Part C of the
Every Student Succeeds Act. These findings introduce the
possibility of a novel mechanism to address MSF health in
the form of a school health broker model. Yet, across the
United States, public K—12 schools vary in their systems of
key personnel (e.g., nurses, Migrant Advocates, social work-
ers, paraprofessionals) available to support MSF families.
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In the conversation about the role of schools in MSF
health care brokerage, it is not clear how schools without an
MEDP, such as those in Connecticut, meet MSF children’s
health needs (i.e., reported physical and psychosocial ail-
ments or health conditions) and health care access (i.¢., abil-
ity to use “personal health services to achieve the best health
outcomes”; Millman, 1993, p. 4). To address this, the present
study centers on how key personnel in a Connecticut school
understand the health needs and broker health care access of
MSF families and their children. The current investigation,
including the recruitment of school employees providing
resources akin to health care access brokerage, is informed
by Campbell-Montalvo and Castafieda (2019). The present
inquiry also highlights the experiences of Indigenous
Guatemalan families, adding to previous research.

Structural Vulnerability and Brokerage: Migration
Health Risks and Access to Health Care

Marginalized social positionings and structural vulner-
ability of MSF children and families affect their health
outcomes and hinder their access to health care (Hernandez-
Rosete Martinez et al., 2005). Researchers have shown that
unequal social and economic policies, poor working condi-
tions, and low wages increase MSF families’ physical and
psychosocial health risks. Specifically, farmwork-related
structural factors lead to exposure to environmental hazards
affecting physical health, including pesticides and heat, and
an increased risk of being overweight and obese (Quandt &
Arnold, 2020). Moreover, MSFs in the United States are at
higher risk of diabetes due to higher health markers in
weight, blood pressure, dental health, and cholesterol, as
compared with non-MSFs (Bade, 2004; National Center
for Farmworker Health, 2017). MSFs also report increased
levels of chronic pain (Holmes, 2013) and hearing loss
(Masterson et al., 2017).

Farmwork-related structural factors also spur psychoso-
cial hazards such as discrimination, financial impoverish-
ment, food insecurity, and interpersonal violence (Quandt &
Arnold, 2020), and children engaging in farmwork are not
excluded from experiencing hazards (Arnold et al., 2021).
Additional vulnerabilities for MSFs include a lack of trans-
portation, linguistic barriers, immigration status, lack of
insurance, as well as lack of familiarity with the U.S. health
system (Campbell, 2016; Campbell-Montalvo & Castafieda,
2019; Castaieda, 2010). These intersect to affect psychoso-
cial health wherein farmworkers report higher rates of ail-
ments such as depression (Limon et al., 2018). Additionally,
at school, MSF students often encounter negative reactions
of others to their identity and community memberships (i.e.,
xenophobia), which affects their development and can lead
to psychological trauma (Saldafia et al., 2021; Villarreal
Sosa, 2019).

Many of the same structural influences putting farm-
workers at increased physical and psychosocial health risk
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also present barriers to their access of services that could
improve these conditions. MSFs’ access to public assistance
for food, shelter, and medical health resources is affected by
citizenship and other policies (i.e., U.S. Department of
Homeland Security, 2018). In comparison with non-MSFs,
MSF families, including those in Connecticut, access
Medicaid and Children’s Health Insurance Program services
at a lower rate (Oropesa et al., 2015; Vargas & Ybarra, 2016;
Yun et al., 2013). National ideologies discount these struc-
tural risks as well as the structural obstacles to accessing
supports that protect health, instead attributing health and
health outcomes to individual responsibility, and family
health to the responsibility of mothers (Galvez, 2019).

The ethnic, migratory, and racial characteristics of farm-
workers are relevant to understanding their structural vul-
nerability. Eighty-three percent of MSFs are of Latinx origin,
and 75% are immigrants (Hernandez & Gabbard, 2018).
Latinx children display emotional changes following the
passage of anti-immigrant policies, including fear and
depression (Rubio-Hernandez & Ayoén, 2016). According to
the U.S. Department of Agriculture (2016), about half of
farmworkers are unauthorized, which brings health risks.
There are also barriers to health care service provision for
immigrants (Viladrich, 2021), especially those who are
undocumented, including not knowing the rights that indi-
viduals have when accessing care, privacy concerns, and not
trusting that systems will be responsive to their needs
(Valdovinos et al., 2021). Though it is not known how many
Indigenous Latinx MSF people live in Connecticut, one mil-
lion Indigenous Latinx people reside in the United States
(McGuire & Georges, 2003). Indigenous MSFs are margin-
alized on multiple ethnic, racial, and national axes (Casanova,
2012; Casanova et al., 2016; Zudiga et al., 2014), with worse
markers of health than those who are not Indigenous (Bade,
2004; Holmes, 2013; National Center for Farmworker
Health, 2017). Movement of Indigenous Central Americans
into the United States has been thrust into the spotlight in the
recent years as parents sought reunification with their chil-
dren as they were separated at the U.S.—Mexico border (i.e.,
Schmidt, 2018). These movements have been spurred by
multiple push and pull factors, including the 1960 to 1996
Guatemalan civil war, during which the wounds of 500 years
of violence against Indigenous people were reopened, result-
ing in immense individual and group trauma; afterward
political corruption, organized crime—related homicides, and
threats to environmental sovereignty in Indigenous areas
were rampant (Villarreal Sosa & Lesniewski, 2020).
Historically, Mexicans have come to the United States to try
to escape inequality and secure better economic opportuni-
ties (Campbell, 2016). At the same time as these pressures
encourage movement into the United States, anti-immigrant
discourses, as well as those regarding the fertility of Mexican
women, shape interactions between MSF families and edu-
cators, medical personnel, and others who affect their access
to resources (Galvez, 2011).



Within this context, key school personnel may bridge or
“broker” gaps in access to health care services (Burt, 2005;
Campbell-Montalvo & Castaneda, 2019; Lopez-Sanders,
2017). Previous research has examined brokering in educa-
tional contexts, focusing on “child language brokering,”
wherein children facilitate communication between parents
and teachers (Garcia-Sanchez et al., 2011; Garcia-Sanchez &
Orellana, 2006). Scholarship has also examined child lan-
guage brokering in health care settings when it comes to con-
flict resolution and children protecting their families from
misperceptions of health care providers (Garcia-Sanchez,
2014). Yet, prior work has also shown that school employees
often Latinize students as only Latinx and not Indigenous,
resulting in an under counting of Indigenous Latinx people
and the languages they speak, contributing to brokerage activ-
ities not being available in Indigenous languages (Almasalkhi,
2021; Baquedano-Lopez, 2019; Baquedano-Lépez & Borge
Janetti, 2017; Campbell-Montalvo, 2020a, 2020b, 2021;
Campbell-Montalvo & Castaieda, 2019; Campbell-Montalvo
& Pfister, 2021; Choén et al., 2021; Saldafa et al., 2021).

In the intersecting body of research on health care, bro-
kerage, and education, actors such as school social workers
often challenge power structures and become social change
agents in the process of mediating MSF students’ physical,
cultural, and psychological transformations (Villarreal Sosa,
2019; Villarreal Sosa et al., 2021). They often provide men-
tal health services when students are dealing with trauma
(Villarreal Sosa, 2019). Other actors, such as health advi-
sors, also provide crucial services, such as the home-deliv-
ery of knowledge of pesticide dangers for children whose
families engage in farmwork (Quandt & Arnold, 2020). The
aforementioned Migrant Advocates take students to eye
appointments, provide transportation for specialist visits,
perform translation at doctor’s appointments, and discuss
reputable clinics with families (Campbell-Montalvo &
Castaiieda, 2019). Indeed, a range of community resource
persons provide parenting support to families with a migra-
tion background (Vindevogel & Van Wolvelaer, 2021).

Our present study builds on this corpus of scholarship,
particularly Campbell-Montalvo and Castafieda (2019), by
locating schools as a site at which powerful nodes, or link-
ages of social connections between people, affecting the
health of MSF families operate. Specifically, our inquiry is
driven by the research question:

Research Question: In what ways do employees in a
Connecticut school serving MSF families bridge the
gap between health needs and health care access for
MSF children and families?

In alignment with our focus on structural vulnerability,
we frame our work within the Whole School, Whole
Community, Whole Child Model. The Whole Child Model
conceptualizes schools as intersections of individuals,
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families, educators, and the local community important to a
child’s overall well-being (Centers for Disease Control and
Prevention, 2015). It has 10 components focusing on access
to food, health education, social and emotional climate,
health services, psychological services, employee wellness,
family engagement, and more (Centers for Disease Control
and Prevention, 2015). This model offers a site of analysis
at the nexus of these structures enabling a focus that can
inform policy change affecting health care access.

Method
Research Site

Nearly 20,000 MSF adults live in the Connecticut River
Valley region (State of Connecticut, n.d.), yet there is no
verifiable data on how they and their children are served by
local schools. In Connecticut, unlike as required by man-
dates in states with MEPs, students’ migrant status is not
identified during school registration (Connecticut State
Department of Education, personal communication,
October 2, 2017). Duke (2011) suggests that most
Connecticut MSFs are from Latin America or the West
Indies, though changing migration routes and economic
shifts have influenced the current demographic composi-
tions of migrants as well as the types of crops in which they
work. MSFs in Connecticut have commonly worked in
shade and broadleaf tobacco, fruit trees, or in nurseries
throughout the state (State of Connecticut, n.d.).

To inform on the applicability of previous research and
understand how health care access brokerage might be
occurring in a state without a MEP, data for this study were
collected from one elementary school in Eastern
Connecticut that we refer to using the anonym “Nippawus.”
Nippawus is located near farms known to employ MSFs.
Table 1 summarizes school, district, and state students’
characteristics with respect to percentages of selected
racial and ethnic groups and students classified as “English
Language Learners” (Connecticut State Department of
Education, 2020). Nippawus is demographically similar to
its district but serves a larger percentage of “English
Language Learners.” Many children from migrant families
attending Nippawus are from Guatemala and speak K’iche’,
not English, and often not Spanish.

Outside of the predominantly monolingual English-speaking
teacher workforce, most staff (i.e., the principal, administrative
assistants, the nurse, social workers) at Nippawus speak both
English and Spanish. Written communication to families is sent
home from the school in English and Spanish. Some class-
rooms use bilingual programming. Additional Spanish—English
bilingual employees provide services uncommonly offered in
other schools, such as through the school’s state and federally
grant-funded Family Resource Center (FRC) or in the capacity
of a Family Liaison. There is no known Indigenous language-
speaking employee at Nippawus.



TABLE 1

Student Characteristics at School, District, and State Levels, 2017-2018 (Connecticut State Department of Education, 2020)

N % American % English
School Students® % White % Latinx % Black % Asian Indian Language Learners
Nippawus Elementary 300 14 77 4 b b 36
School District 3,300 23 70 3 1 b 26
State of Connecticut 535,000 54 25 13 5 <1 7

*Rounded to nearest hundred. *Data have been suppressed to ensure student confidentiality.

Participants and Recruitment

This study is scaffolded on first author Campbell-
Montalvo’s previous multisited and multimethod elementary
school ethnography (Campbell, 2016; Campbell-Montalvo,
2020a, 2020b, 2021; Campbell-Montalvo & Castafieda,
2019; Campbell-Montalvo & Pfister, 2021; Saldafia et al.,
2021). The previous study included a total of 46 interviews
(17 with school employees such as Migrant Advocates and
23 with parents, including MSF parents), a focus group with
Migrant Advocates (n = 7), ~150 home visits with MSF
families, and additional classroom and school observations
including at events serving MSF families specifically and
generally (~100). Though more Guatemalan MSFs are now
being served in the area, at the time of the earlier study, most
MSF students served in Florida were Indigenous and non-
Indigenous Mexicans.

Given that Connecticut has no Migrant Advocates, in the
current study we sought to identify school personnel (e.g.,
the social worker, the school nurse, FRC staff members, etc.)
who might perform similar roles as Migrant Advocates. To
understand the parental perspective of this inquiry, we
recruited MSF parents who accessed resources provided by
the school from these school employees. A total of 12 inter-
viewees were recruited: six were MSF parents and six were
key school personnel. Given that the study mobilized preex-
isting theory and sought to determine applicability of find-
ings from previous research in a new context, six parent and
six personnel interviews had the information power needed
(Malterud et al., 2016). In addition, this sample size is able
inform on some of the health needs experienced by the popu-
lation of interest as part of the more exploratory part of the
study, given that a complete description of all aspects of
health needs was not the goal (Malterud et al., 2016).
Participants and their selected characteristics are listed in
Table 2. Notably, all but one of the participants—the people
existing in the care roles sampled—are Latinx women, coin-
ciding with Campbell-Montalvo and Castaneda (2019),
which found that Latinx women school employees members
and Latinx mothers frequently took on the provision of care
discussed here. In both the Florida and Connecticut research,
while relevant school employees were Latinx, their race and

nationality were somewhat dissimilar to those of the stu-
dents they served.

To facilitate recruitment and provide background infor-
mation for interviews, over the course of 2 days per week for
2 months during the 2018-2019 school year, members of the
research team spent time at the research site (i.e., spending
time in school office, attending parent classes and events
such as a Mother’s Day Breakfast with MSF participants at
the FRC). Participants were selected based on how they
matched the inclusion and exclusion criteria in the study.
Inclusion criteria included the following: (1) MSF parents
speaking English and/or Spanish with at least one child
enrolled at the school and (2) school personnel speaking
English and/or Spanish who work directly with MSF stu-
dents. Exclusion criteria included participants younger than
18 years old. The study protocol was approved by the
University of Connecticut Institutional Review Board.

Data Collection and Analysis

Themes from previous research informed the data collec-
tion and analytical methods employed in the present study.
For example, Campbell-Montalvo and Castafieda (2019)
found that MSF families encountered barriers to health care
access, but key school personnel (Migrant Advocates) inter-
acted with families consistently, providing important, cultur-
ally relevant knowledge about how to access health care
(though Advocates faced their own barriers in health care
brokerage). For the present study, data were gathered using
semistructured interview protocols adapted from Campbell-
Montalvo and Castafieda (2019) that focused on MSF health
needs, MSF health care access, school employee health care
brokerage, and obstacles to brokerage. Parent interview
guides were created in Spanish and English, and school per-
sonnel guides were created in English. The complete guides
are provided in Appendices A to C.

Interviews were conducted during the 2018-2019 school
year, and each participant was interviewed one time.
Interviews with parents were conducted by a member of
the research team who identifies as Chicana and is fluent in
Spanish and English. The interview often comprised
parents’ sole in-depth interaction with the research team.



TABLE 2
Selected Participant Characteristics

Group Pseudonym Status Race/ethnicity Language

Parents Adriana Aunt of one child Indigenous Guatemalan K’iche’, Spanish
Daniela Mother of two children Mexican Spanish, English
Elizabeth Mother of two children Mexican Spanish, English
Maria Mother of one child Mexican Spanish
Nina Mother of three children Mexican Spanish, English
Yesenia Mother of three children Mexican Spanish

School Julia Social worker White English, Spanish, Portuguese

employees Lucia Nurse Mexican Spanish, English

Mark Principal White English, Spanish
Rocio FRC staff member Puerto Rican Spanish, English
Sara Administrative assistant Puerto Rican Spanish, English
Ynes FRC staff member Panamanian Spanish, English

Note. FRC = Family Resource Center.

Interviews with school employees were conducted by a
White woman member of the research team. Most school
employees had had more in-depth interactions with
research team members prior to the interview, particularly
given that the interactions were a necessary starting point
to understand the site and locate participants.

The interviews lasted 45 to 60 minutes and were con-
ducted in English or Spanish in the school conference room
or privately in employee offices. The interviews were robust
dialogues in which probing questions were used to prompt
thick descriptions as needed—enabling the elicitation of
more information out of a smaller sample (Malterud et al.,
2016). Informed consent from participants was documented
and all interviews were audio-recorded and transcribed
verbatim.

Data were analyzed in their original language, with trans-
lations provided by the authors in the footnotes. Based on
the study’s research question, previous scholarship, and after
the researchers reviewed the transcripts, a codebook was
developed to code the interviews with subthemes relating to
specific health care needs, methods of brokerage, and barri-
ers to brokerage. Thematic analysis (Braun & Clarke, 2006)
was then used to identify subthemes and to compare school
personnel and parent views on how employees brokered
MSF students’ health needs and health care access.

Findings

Interview data showed that MSF students attend
Nippawus, but employees offered varying estimates regard-
ing how many MSF students attend the school. Mark' (a
White principal) estimated that 10% to 15% of students’
families were MSF, while Lucia (a Mexican nurse) estimated
25%, and Sara (a Puerto Rican administrative assistant)
30%. Mark noted that 10% to 15% of students from the

current school year were newly arriving immigrants, with
most coming from Guatemala, and many were Indigenous
K’iche’ speakers. Interviewees explained that chain migra-
tion and church connections facilitated job searches for
incoming migrant families and encouraged a continued
movement of people to the area.

Three major themes emerged from participant interviews
regarding health needs and health care access brokerage.
These were structurally influenced and included (1) physical
health needs and their brokerage, (2) psychosocial health
needs and their brokerage, and (3) barriers to brokerage.

Physical Health Needs: Immunization, Vision, and Dental

The first group of health needs relates to MSF families’
physical health needs, with these needs and access to ser-
vices to treat them being affected by structural vulnerability.
These needs include the necessity to meet school require-
ments associated with immunizations as well as general
physical health needs, including those such as dental and
vision care.

Like students across the United States, students at
Nippawus must meet immunization requirements to enroll in
school—a need embedded in a more general necessity of
health care access. Federal, district, and school policies state
that children without immunizations are not permitted to
attend school. Schools are required to keep track of whether
students have fulfilled these requirements, and Nippawus
must annually report the percentages to the Connecticut
State Department of Public Health (2020). Lucia shared that
Nippawus often struggles with immunization fulfillment
rates in part due to Guatemalan families not being familiar
with such a requirement: “They are accepted into [a
Guatemalan] school without evidence of a physical, without
confirmation of immunizations.” For families seeking to
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enroll their children who have received immunizations, many
lack previous health records but still must provide these
records to fulfill the health requirements. Sara observed that
the school has “had students that didn’t start the [school] year
[on time] because they weren’t immunized.” Immunizations
are such a critical need for MSF children and families access-
ing school and school resources that Sara suggested later in
the interview, “I don’t know if we have the resources to do it,
but if we can do an immunization clinic, I think it would be
very good.”

There were also vision and dental needs. For instance,
Lucia reported how Guatemalan students tended to have
more issues with vision:

They are finding that a large percent of students from Central
America, . . . Their vision is impacted because there’s less protection
from the sun . . . oftentimes [they] require eye glassware or
corrective lenses. . . . Where they’re living, closer to the equator, [it
puts them at increased risk] . . . Vision is a chronic issue.

Lucia also identified dental issues as another critical health
concern among Guatemalan MSF students. She discussed
the condition of one of the students’ mouths:

I had a little child bump his lip last week. I wanted to make sure
dentition was intact. He lifted up his lip and [his teeth] were black
from the front [of his mouth] to the back. I’ve seen a few [black
teeth] in the back in the past but [these were] black from the get-go.

Brokering Access to Physical Health Resources. School
employees brokered families’ access to health care addressing
physical health concerns through a range of actions. These
included talking directly with clinics to make sure immuniza-
tion requirements were being met, providing follow-up and
support for families to remember and attend appointments and
follow medical advice, providing health education opportuni-
ties, offering translation and interpretation at appointments,
providing health education opportunities, offering transporta-
tion and accompaniment to appointments, making deep rela-
tionships, offering vision screening and eyeglasses, connecting
families with dental clinics and providing information about
how to access low-cost services or arranging free services at
school, partnering with local organizations, and utilizing
exemptions for immunization requirements. Importantly, these
brokerage actions, including those aimed at prevention, often
went beyond the provision of information, and instead com-
prised the work of connecting people with services directly.

For instance, school staff brokered access to immuniza-
tions and general health care by connecting families and
resources by speaking directly with medical professionals
regarding obtaining immunizations and specific treatments
needed for students as well as by providing follow-up and
appointment reminders. Lucia explained,

Oftentimes, . . . they’re registering the child and [the clinic’s medical
assistant will] call and ask if the parents provided me with a copy of

their immunizations. . . . [In another example, I tell the clinic,]
“That’s why we facilitated the appointment, confirming treatment
for the child with scabies.” [Another example is] we’ve made an
appointment for so-and-so, the medical assistant would call me,
she’ll say, “This person has missed two appointments. Do you have
a way of reaching out?” . . . [So I’ll call home to see] if the student
went to the appointment or if the family member has gone and
gotten their next Hepatitis B [shot]. . .. [T also tell them,] “Remember,
you have the appointment” or “I happen to have noted that you had
an appointment. How’d that go? I haven’t seen the paperwork.”

In addition, Lucia and the FRC offered a range of health
education opportunities. Lucia taught issues related to repro-
duction to all students, noting that for

reproductive care, once a year, I speak to the fourth-grade girls.
Basically, about the changes that will be or have been occurring in
their bodies . . . a male teacher or staff member that is really
wonderful [gives the talk to the boys].

The FRC additionally provided family resources on repro-
ductive education. Lucia also provided general health educa-
tion to parents. For example, when students go home from
school sick due to vomiting, she often calls the parents and
instructs, “Remember, handwashing, number one. Wash the
[door] handles.” The FRC similarly supported general health
care education through programming such as teaching fami-
lies about care for injuries.

Likewise, school employees provided transportation and
went to medical appointments with families as needed, often
forming deep relationships with them. Transportation, trans-
lation, and interpretation are provided officially through
school or when Rocio, Ynes (a Panamanian FRC staff mem-
ber), and the Family Liaison give rides and attend appoint-
ments with families outside of their work hours. For example,
Ynes accompanied a mother to prenatal visits, built a rela-
tionship with her, and took her to the hospital when she was
in labor. As Ynes showed, these visits were crucial when it
came time for delivery:

T have a mother . . . who had a baby. . . . She called me in labor and
was afraid. I went to the hospital. Luckily, I had been going with her
to the prenatal appointments and the doctor knew me. When I got
there, they allowed me to stay until she had the baby.

Employees discussed the deep relationships they formed
with families. Ynes recalled how one of the migrant mothers
refers to her as tia-abuela (great aunt) because she had pro-
vided support to the woman’s now adult children as they
made their way through the public schools. Ynes also talked
about how she had been working with another parent for
years and had become a godmother to her child, “We never
baptized her through the Catholic Church, but we presented
her in the church. She still says I’'m the godmother. She calls
me for anything.”

To address vision and dental needs, school employees
worked with parents and collaborated with local organiza-
tions. For instance, Lucia worked with the Lions Club (an



international nonprofit service organization) to provide free
vision screening to low-income children. Lucia explained,
“We’ve gotten authorization for the Lions Club to screen our
children, hopefully next year, for vision” and to collect used
eyeglasses at the school library. In another example, Lucia
discussed providing guidance to the parents of a second
grader who needed vision screening. She explained to the
parents how they could go about seeing an optician and
obtaining eyeglasses with Husky Health, Connecticut’s
Medicaid and Children’s Health Insurance Program. Lucia
recalled telling the parents:

“This is what you need to do. [Your daughter] needs to go see a
doctor.” . . . At that time, I ended up referring them to the local clinic
and they were able to get eyeglasses with the help of the Lions Club.
She got glasses within a month’s time.

The FRC also helped with vision (and hearing screenings).
Regarding dental care, school employees brokered access to
health care by directing students with dental issues to ser-
vices at the local clinic that has a partnership with the town.
However, Lucia shared, “Students’ families are restricted or
limited by availability at the local clinic. It has a dental
department, but it is [cost prohibitive].” Sara explained how
she helps families sign up for additional dental services,

In the beginning of the year, we give a package from [the local
clinic] and we have two times per school year that a van comes that
gives service to the students that have Husky [Health]. They get a
cleaning and checkup.

Mark added, “Sometimes they’ll just bring all the equipment
in, and we’ll empty a room and give them a space. They’ll
run the dental clinic there.”

When immunization medical needs could not be
addressed, school employees facilitated enrollment of
undocumented families’ children without required health
documentation if they were in the process of addressing the
immunization. This provided the children with access to the
food and resources made available at school. Lucia and Ynes
reported that many MSF families lived in shared houses with
other families, relatives, and acquaintances, which the State
of Connecticut defines as homeless. While children from
homeless families are permitted to enroll in school without
meeting the school health requirements, Lucia extends this
exemption to undocumented students in families living in
their own dwellings. Lucia marked them as fulfilling the
requirements, and shared her rationale for doing so: “If they
are not [fulfilling the requirements], technically, they should
not be allowed to come to school. . . . Do I do that? Are you
kidding? We’ve got a guarantee of food here. Why would I
do that?” Instead, Lucia, together with Ynes, Rocio, and the
Family Liaison permit the students’ enrollment while they
are “in the process of a catch-up schedule” or working on
fulfilling the school health requirements.

Trauma and Psychosocial Health: Domestic Violence,
Discrimination, and Language and Schooling Differences

The second group of health needs relates to MSF fami-
lies’ psychosocial health, a more prominent concern in par-
ent interviews than physical health. As is the case in
understanding physical health, psychosocial health needs
and health care access must be contextualized to the struc-
tural violence and legacy of historical trauma as well as eco-
nomic inequality encouraging emigration (i.e., Campbell,
2016; Obinna, 2021). Psychosocial health needs include the
need for care related to trauma caused by violence, discrimi-
nation, and language and schooling differences. Both school
employees and parents clearly connected mental health risks
to violence-related trauma, offering specific examples of
how they were manifested at school (i.e., anxiety, attention
issues, fears of being disliked). Similar connections were
made to the trauma effects of bullying, assault, language dif-
ferences, and a lack of familiarity with formal schooling
opportunities.

Participants reported psychological trauma-related needs
due to interpersonal violence. For instance, Mark com-
mented that domestic violence was a problem faced by local
families: “There’s been more domestic violence here in this
school . . . students suffer from trauma, and you can see it
based on their behaviors.” Lucia similarly emphasized that
many children at school suffer from posttraumatic stress dis-
order, “There is not a child in this school who is not high
risk.” She believed that Guatemalan MSF children had
increased risk exposure of family violence or alcoholism.
Daniela, a Mexican mother of two children, connected the
domestic violence experienced in her household with effects
on her children’s mental health. She shared that her elder
daughter suffered from anxiety attacks, had difficulty keep-
ing attention on her schoolwork, and was worried that peo-
ple at school “would not like her anymore.” Daniela shared,

Mi hija la mayor si tenia un poco de problemas de comportamiento.
Si viene de—sufrimos un poquito de violencia doméstica, y ella
como que tiene estos ataques de ansiedad. Y aqui en esta escuela le
dio mucho eso. Lo que pasa que ella cuando pierde como la atencion,
como que dice, “Ya no me van a querer.” Ella siente que ya no la van
a querer, ella reacciona asi. Pero me ayudaron mucho en esta
escuela. . . . Yo puse mucho de mi parte para ayudarle.

Along with trauma stemming from violence, an addi-
tional mental health concern related to trauma shared by
most parents originated in how MSF children were treated
by peers because they were Latinx and/or immigrant.
Though Elizabeth, a Mexican mother of two, felt that dis-
crimination was not a problem and reported that her children
loved school, the remaining five parents had extensive com-
ments on the matter. For instance, Nina, a Mexican mother
of three children, talked about her children being bullied at
school as a common occurrence:
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[Mis nifios] han tenido un poquito de problemas con el bullying en
todos lados, pero es por . . . maybe es las noticias o todo lo que esta
pasando. Como que a la gente mexicana o la gente latina los tiran
mas. Yo lo veo normal porque en todos lados hay—en el trabajo, en
la escuela, en todos lados.’

Yesenia, a Mexican mother with three children, talked about
her first-grader constantly being physically assaulted by
another girl, also a first-grader, on the school bus. Her
daughter was frequently told that she needed to go back to
her country and that she was not going to amount to anything
because she was not born here:

Siempre la trataban mal, siempre le decian que se regresara a su
pais, cosas asi, feas. Tuvo bastantes problemas en el autobts porque
una nifia siempre la rasgufiaba, la desgrefiaba, le pegaba, le decia
bastantes palabras malas, que ella nunca iba a llegar a ser nadie en
esta vida porque ella no habia nacido aqui y ella si habia nacido y
podria ser presidenta de la nacion.*

Yesenia continued that talking to the other girl’s mother did
not help, and Yesenia was unable to speak to the bus driver
directly because she did not speak English and the driver did
not speak Spanish.

Participants also reported trauma needs relating to the mis-
treatment of children who spoke Spanish or K’iche’, with many
in the latter group not having experience in formal educational
settings. For instance, Yesenia shared how her youngest daugh-
ter, who spoke Spanish, had many difficulties when she entered
first grade a few years ago. Yesenia’s daughter cried every day
for 4 weeks because she could not understand anyone at school:

Cuando mi hija llegd de seis afios que solo entrd a primero, ella
sabia leer y todo, pero solamente en espaiiol. . . . Ella hubo un
tiempo donde unas cuatro semanas donde ella lloraba todos los dias
para ir a la escuela porque se le hacia dificil entender a los demas.’

Likewise, Julia noted that Indigenous Guatemalan K’iche’-
speaking students experienced stress, describing a situation
when a student was put in a bilingual Spanish-English pro-
gram and felt like “an outcast” in class because he spoke
K’iche’.

At the same time, Mark and Julia discussed how many
Guatemalan students dealt with these language issues while
also trying to learn how to deal with formal schooling, which
could trigger mental health issues. As children acclimated to
new routines and surroundings, they experienced feelings of
discomfort and stress. For instance, Julia described a student
for whom she was asked to support, “He had never gone to
school in Guatemala, so he went into second grade, . . .
because of his age that’s where they placed him.” Confirming
the issue being common, Mark shared,

I think the biggest struggle is students with interrupted formal
education that are coming . . . Many of the families from Guatemala
especially . . . have said that [they did not have access to schooling
in their homeland] because the school is either far away—they

couldn’t get there, or they didn’t have money to pay school fees. All
those challenges.

Brokering Access to Psychosocial Health Resources.
School employees brokered services for psychosocial health
needs by working with parents, providing counseling, dis-
cussions with classmates to improve climate and receptivity
to at-risk students, resources (i.e., trilingual books), and
psychosocial health education and skill-building. Like bro-
kerage for physical health needs, brokerage for psychoso-
cial health needs included multipronged approaches from
a range of school employees, including teachers, social
workers, FRC staff, the Family Liaison, as well as other
organizations.

In terms of brokerage of psychosocial health needs related
to trauma, school employees and parents discussed how they
worked together to address problems. For instance, Yesenia,
whose daughter experienced harassment on the school bus,
talked to the teachers who then conversed with the bus driver
so they could monitor the children’s behavior on the bus and
intervene when needed. With the school staff’s help, the sit-
uation got better.

As well, in the case of Yesenia’s other daughter, who
cried for weeks because she could not understand anyone,
the school psychologist and social worker provided assis-
tance and conversed with the mother in Spanish. Yesenia
shared that her daughter received emotional support to over-
come the stress related to communication in a new language
and environment:

Con la ayuda de la trabajadora social y con la ayuda del psicologo
avanzd y se quedo en primer grado. Fue mucha ayuda la que me dio
la escuela. El psicologo [ . . . ] hablaba el espafiol y el inglés bastante,
él me ayudaba bastante.®

Similarly, on behalf of the K’iche’-speaking student who
felt like an outcast, the teacher offered assistance and
expressed interest in the student’s educational experience as
well as his emotional state and encouraged other students to
include him. Julia offered support and, along with the teacher,
met with the student’s mother. Julia explained how she
assessed the needs of such families, “I gather a social history.
I ask mom what brought them here, how they got here, what
resources they had in Guatemala.” Julia referred this family
to the Family Liaison who was able to procure trilingual
books (K’iche, Spanish, and English) to help the boy begin
his studies. These collaborated efforts improved the situation
and reduced the burden of stress for the student.

In addition to these counseling and psychological ser-
vices available at school, preventative and educational
resources are offered. In her capacity as a school social
worker, Julia offered social skills programming, the objec-
tive of which was to teach students mindfulness, stress cop-
ing strategies, and how to understand feelings. Additionally,
the FRC organized various educational workshops or



lectures for parents and/or students relating to psychosocial
health education, including resources on self-care. The FRC
collaborated with agencies from the county to provide
classes on child development and parenting, programs for
children from birth to age 3, workshops on family well-
being and healthy cooking skills, and activities on “why is it
important to spend time with your child.” Rocio explained,

We always base activities around developmental [stages and issues]
and [supporting] family engagement. . . . Being there for your child,
how important it is. We try to always wrap it around the family.

She continued, “Tomorrow we have a program that is going
to finish, [it was] 4 weeks of cooking healthy. . . . I always
offer pizza for dinner like tonight.” Adriana, an aunt of one
child, is part of a playgroup organized by FRC. Such work-
shops, Adriana explains, are also an opportunity for parents
to meet each other, socialize, and share ideas about parent-
ing. Adriana said she had positive experience with the group,
remarking, “Me la he pasado bien.”’

Barriers to Brokerage

While school employees helped families access care that
they would otherwise likely be unable to obtain, there were
obstacles to brokerage. These included a lack of language
accommodation for K’iche’ speakers at school, a likely gap
between families’ needs and school employee knowledge of
those needs, and the same structural influences that resulted
in the health needs and obstacles to accessing health care in
the first place. These barriers provide insight as to how bro-
kerage might be improved.

There is not a K’iche’-speaking personnel member at
school, affecting brokerage efforts with this especially vul-
nerable group. The interviewed school personnel were all
aware that the school served K’iche’ families, though that
knowledge did not always extend to others in the district.
Lucia explained, “Folks always assume that our children
[and parents] are Spanish-speaking—that is the large minor-
ity, but in all actuality, they don’t speak Spanish. They speak
K’iche’.” When dealing with the language barrier with
K’iche’-speaking families at school, administrators said that
they try to either have other families and friends come in
who can interpret for them or they use Google’s translator
website. Lucia’s experience illustrates the language barrier
that K’iche’ speakers face when accessing health care and
how she used pictographs to connect:

That has been tough. Aside from speaking slowly, oftentimes
parents will bring in someone who is Spanish-K’iche’ bilingual. I
spoke to a parent recently. . . . I offered them information in Spanish,
they declined it. I provided them with . . . a picture board . . . through
gestures or demonstration, for head lice.

To help address accessibility for MSF families, Sara expressed
the need for a “community resource guide” tailored to local
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needs and resources. She added that it should be available in
English, Spanish, and K’iche’ since most of the school’s exist-
ing pamphlets and handouts were in Spanish and English only.
She also noted that identification practices during intake in
which the school employees could determine which families
might benefit from resources provided to MSF families could
be helpful.

While families and school staff reported putting forth
good effort at communication and meeting MSF children’s
needs, data suggested there may be a gap between families’
needs and school employees’ awareness of families’ needs.
MSF families could lack knowledge about the resources
available to them through the school or how and to whom
they could address their needs to access such resources. For
school personnel to connect families to resources, they had
to know what families’ needs were, but the aforementioned
linguistic inaccessibility for Indigenous families showed
linguistically accessible interactions were uncommon.
Mark highlighted additional reasons, such family reticence
in interacting with government entities, for this gap:

That’s why I love our FRC, because the team there is working hard
to make parents feel comfortable coming in to school and sharing
what their needs are. We do have a lot of resources that are at our
disposal, but if we don’t know what specific families’ needs are, it’s
hard to serve them. Like I said, bridging that gap between families
that may be a little fearful about government systems [and us is
important]. If we can bridge that gap, families feel comfortable
coming here, feel comfortable to share their needs.

MSF families were often structurally vulnerable in sev-
eral ways, such as needing to exercise the aforementioned
fear of surveillance, being undocumented, and having low
income—these intertwined vulnerabilities both affected
their health needs and access to brokerage. Some families
feared that their employer or the state might monitor them
through their efforts to obtain medical care, which could
lead to deportation. Lucia commented, “Sadly . . . our fami-
lies live in fear of the possibility of being reported for just
showing up for an appointment. . . .” Similarly, Mark
recounted cases of parents being under surveillance: “T’ve
seen parents that are undocumented that are wearing those
incarceration ankle bracelets. . . . There also have been kids’
parents being sent back to their home country.” In addition,
being undocumented encouraged parents to engage in field-
work, which is often low-paying, because, as Ynes said,
“Some farms are known not to check their workers’ legal
status.” As a result, families often could not afford a phone
and therefore did not have a working or local number. They
sometimes provided the school phone numbers of relatives
or friends as a contact method, which may further hinder
communication and complicate brokerage. Rocio described
related barriers to health care access:

Transportation is always big because you got to get places. That
transportation for them is not available . . . it’s tough. I would say
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money, that’s a struggle. I’'m sure for everyone, especially if they’re
coming here and then not having . . . that support.

Reaching medical sites for an appointment or coming to
school from work during the day could be difficult or impos-
sible for parents. Many families lived in close proximity to
the school and could walk there for various programs. To
take advantage of the school’s proximity in addressing MSF
health needs, Mark suggested, “I think if each school had a
school-based health center, that would be amazing and offer
whatever other resources that we could share.”

Discussion

In sum, this research showed how school employees with-
out an MEP bridge the gap between MSF family health needs
and health care access, corroborating and advancing research
on MSF health, MSF health care access, and school health bro-
ker models. Specifically, the school health broker model found
in Florida exists in Connecticut even though the state lacks the
Title I Part C funds supporting an MEP (Campbell-Montalvo
& Castaneda, 2019). This work offers insight to support immi-
grant youth and families in schools, particularly in areas with-
out an MEP or in underresearched areas with MSF families.

A first specific major contribution of this work is that it
showed that a range of non—Migrant Advocate school employ-
ees, mostly Latinx women, brokered physical and psychoso-
cial health care access in ways that were more pronounced
and direct than in Florida. For instance, this study shows that
a variety of Nippawus’ school employees, from a nurse to a
social worker to an administrative assistant to FRC staff,
played a crucial role in brokering health care access to fami-
lies. This brokerage included efforts addressing psychosocial
health care needs arising from domestic and interpersonal vio-
lence situations, similar to previous research (Campbell-
Montalvo & Castafieda, 2019). The finding that such a broad
range of school employees worked together and prioritized
families’ well-being and offered a multipronged approach to
supporting families that connected them to medical offices
and community organizations extends previous work that
focused on specific sets of employees (i.e., Campbell-
Montalvo & Castaiieda’s [2019] focus on Migrant Advocates;
Villarreal Sosa’s [2019] focus on school social workers).
Likewise, that school employee brokerage occurred through
direct communication, deep connections, and relationships
with local clinics is more pronounced here than in earlier
research—specifically, the present study showed a more direct
provision of care (i.e., dental services at school) and provider
communication than that provided in Florida (Campbell-
Montalvo & Castafieda, 2019). Through highlighting the deep
social relationships staff had with families, this study also rep-
licates that of Viladrich (2021) in which effective health care
access brokers were ones that shared a language with, were
willing to develop relationships with, and who generally cared
about the people they were serving. It also speaks to previous

10

work highlighting the role of Latinx women school employ-
ees and especially mothers in the provision of care in school-
ing contexts (e.g., Gallo & Link, 2015).

Second, this study furthered research on barriers to broker-
age, particularly as it highlighted the importance of linguistic
accessibility and other factors in school employee gaps in
knowledge of MSF health care needs, as well as highlighted
the importance of the physical location of the school as close to
MSF homes in helping those families with the barrier of lack-
ing transportation to access school resources. Specifically, the
barriers to brokerage identified here add nuance and extend
Campbell-Montalvo and Castafieda’s (2019) previous work by
identifying a gap between families’ needs and school employ-
ees’ awareness of families’ needs as additional obstacles. It is
likely that the gap between families’ needs and school
employee knowledge is more pronounced than shown here,
given that only parents accessing school resources were inter-
viewed. The language inaccessibility affecting brokerage, even
when many employees were aware of Indigenous Latinx stu-
dents, showed that school knowledge of families’ languages is
important but must be supported by policy and resources to
back up access. However, it was not clear the extent to which
district officials are aware of this language diversity and need,
and given documented issues with accurately recoding student
home languages, it is unlikely that school records reflect this
language need (Campbell-Montalvo, 2020b). Further, there
were no existing procedures to systematically identify migrant
students during registration, and doing so could help the school
be more aware of the students who could benefit from the doc-
umented brokerage. In addition, the impact of lacking trans-
portation on accessing medical appointments is a barrier to
brokerage documented here as well as in previous literature for
many migrant families (Campbell, 2016; Campbell-Montalvo
& Castafieda, 2019). In this case, the location of the school
close to many families’ homes helped families access health
care brokerage at school (even if they could not always access
places farther away), highlighting the ecology of the site as
relevant to the facilitation of brokerage.

In terms of potential broader impacts, the present findings,
along with the implications of Campbell-Montalvo and
Castafieda (2019), support efforts to extend school health bro-
ker programs. Focusing such interventions on areas with MSFs
and others facing structural vulnerability could potentially sig-
nificantly affect health and health care access for vulnerable
peoples. While states vary on the specific ages at which chil-
dren start attending school (5-8 years), and the age through
which they are required to attend (16—18), attending school is
compulsory in the United States (Education Commission of the
States, 2010). This means that a school health broker model
could offer provision of health needs and health care brokerage
at a location nearly all children will access. Nesting a school
health broker program within the Whole School, Whole
Community, Whole Child Model could be a promising way to
help school personnel acknowledge the social factors that affect
children’s overall well-being and support their brokerage.



In considering the deployment of a school health broker
model, the findings of this work and its predecessor provide
insight that can be used to build a model of practices relating
to identifying students to serve and increasing capacity to
community with MSF families. For instance, like the
required screening questions asked in states with MEPs
(Campbell-Montalvo & Castafieda, 2019), protocols could
be enacted to support the identification of MSF children to
promote the provision of services to meet their health needs
and well-being. This is especially needed given that MSFs
can be a difficult population to reach due to their migratory
patterns and possible unauthorized residence in this country.
Furthermore, this research shows that coordinated ways of
communicating and sharing ideas between school staff and
parents is crucial in the school health broker model. Not
meeting MSF students and families’ language needs would
be detrimental in a national school health broker program.
At Nippawus, improvements to meet language needs could
include creating school information in the K’iche’ language,
having parent nights with K’iche’ speakers, and/or hiring a
full-time K’iche’-speaking school employee.

Regarding of limitations and future research, a limitation
of this work includes that it excluded participants not speak-
ing English or Spanish, meaning that we were not able to
capture the experiences of Indigenous Guatemalan parents
who also did not speak Spanish or English. This limitation
must be considered when interpreting this work, given that
much of the reporting about Indigenous Guatemalan stu-
dents’ experiences comes from personnel experiences.
Future research should gather data directly with Indigenous
Guatemalans, investigate how the present findings of bro-
kerage by a vast array of employees who establish deep rela-
tionships with the community and medical professionals
might exist in other settings, as well as study the effects of a
broker model intervention in schools.

Appendix A
Preguntas para padres migrantes

1. Cuéntame que condicion fisica de salud (salud
cronica, dental, vision, etc.) tiene usted y sus hijos.
(De qué manera estan relacionados con su trabajo
como trabajadores agricolas?

2. (/Qué tipo de atencion médica esta proporcionada del
personal de la escuela (e.g., enfermera atienda sinto-
mas, trabajador social haciendo asesoria, atencion
médica general) para los estudiantes migrantes?
(Quién le presta esta atencion médica (psicologo esco-
lar, trabajador social, enfermera escolar, etc.)? ;Hablan
con usted? ;En el idioma que usted entiende? ;Si pro-
cede, como maneja la barrera del idioma cuando ocurre
entre su familia y empleados de la escuela?

3. ¢Cdmo se involucra el personal escolar y los padres
para facilitar la atencion médica a los nifios y las

10.

11.

12.

13.

14.

15.
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familias migrantes (acompafiamiento a la clinica,
referencias, prestacion de traducciones, prestacion
de transporte, ctc.)? [Be generous with probing
questions—This is a key question.]

(Para los nifios con un riesgo de salud identificado
como el asma, la diabetes o las alergias a los alimen-
tos: (Como puede trabajar con los empleados de la
escuela para controlar la enfermedad de la manera
mas efectiva?

. (Qué tan conforme esta con preguntas o inquietudes

de los empleados de la escuela?

(Qué tipo de atencion preventiva (control anual,
inmunizaciones, resfriados/gripe, alergias estaciona-
les, etc.) estan accesibles para usted? ;| Donde obtiene
estos servicios?

(Hay asesoramiento, psicoldgica (salud mental), ser-
vicios sociales para las familias migrantes?

(Sabe si sus hijos han tenido las pruebas médicas en
la escuela (e.g., pruebas de vision, test auditivo,
etc.)? Cuéntame sobre los programas (que prom-
ueven la salud y el bienestar o solo en general) que
son solamente para los estudiantes migrantes en su
escuela o en el distrito escolar.

(Qué informacion le gustaria recibir en legacion con
la salud de su hijo en la escuela?

(Qué tipo de informacion es proporcionada a los
estudiantes y sus familias por los empleados de la
escuela o distrito escolar sobre los programas de
atencion médica, recursos, o beneficios del estado
que estan disponibles en la escuela, comunidad y
gobierno? ;Como esta informacion esta proporcio-
nada? ;Como es distribuida la informacion (e.g., fol-
letos, correo electronico, llamadas telefonicas,
cartas/notas para la casa, pagina web, etc.)?

(Qué barreras tiene su familia para recibir atencion
médica para sus hijos?

(Qué tan bien atiende la escuela a todas las necesi-
dades de su hijo/a, incluso sus necesidades de aten-
cion meédica?

(Como podria la escuela servirles mejor a usted y a
sus hijos sobre la salud? ;Qué sugerencias tiene
usted para el personal escolar y los padres de como
pueden trabajar juntos para atender las necesidades
de salud de los nifios migrantes?

Pensando en las necesidades de salud generales de su
hijo/a, {como es que la escuela las ha satisfecho?
(Hay algo que le gustaria agregar sobre la salud de su
familia y el rol de la escuela en eso?

Appendix B

Questions for Migrant Parents/Households

. Tell me what physical health conditions (chronic

health, dental, vision, etc.) you and your children
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10.

11.

12.

13.

14.

15.

face. In what ways are these related to your work as
migrant farmworkers?

What sort of care is provided by school personnel
(e.g., nurse attending to symptoms, social worker
providing counseling, general health care) for MSF
students? Who provides this care (school psycholo-
gist, social worker, school nurse, etc.)? Do they
speak with you? In a language you understand? How
do you cope when a language barrier is present
between you and school employees?

. How do school personnel facilitate access to health

care for MSF children and families (accompaniment
to clinic, referrals, providing translations, providing
transportation, etc.)? [Be generous with probing
questions—This is a key question.]

. For children with an identified health risk, such as

asthma, diabetes, or food allergies: How do you work
with school employees to most effectively manage
the condition?

. What is your comfort level with asking about health

conditions or concerns of school employees?

. What types of preventative care (annual checks,

immunizations, colds/flu, seasonal allergies, etc.)
are accessible to you? Where do you obtain these
services?

Are there counseling (mental health), psychological,
and social services for MSF families?

. Do you know if your children have received testing

in school (e.g., vision tests, hearing tests, etc.)? Tell
me about any programs (that promote health and
well-being or just general programs) just for MSF
students at your school or in the school district.
What information would you like to receive related
to your child’s health from school?

What kind of information is provided to students and
their families by school employees or the school dis-
trict about the types of health care programs,
resources, or state benefits available at the school,
community, and state? How is this information pro-
vided (e.g., pamphlets, emails, phone calls, notes
home, websites, etc.)?

What are barriers for the children in your family in
receiving health care?

How well does the school meet the total needs of
your child, including their health care needs?

How could the school better meet you and your chil-
dren’s health needs? What suggestions do you have
for how school personnel and parents can work
together to address MSF children’s health care
needs?

Thinking about your child’s overall health needs,
how has the school met them?

Is there anything you would like to add regarding
your family’s health and the school’s role in that?

10.

11.

Appendix C

Questions for School Personnel

. Tell me what you know about the physical health

condition (chronic health, dental, vision, injury, etc.)
for migrant and seasonal farmworker (MSF) students
and their parents. What are some common health
concerns faced by children/their family related to
their family’s work as migrant farmworkers?

. What sort of care is provided by school personnel

(e.g., nurse attending to symptoms, social worker
providing counseling, general health care) for MSF
students? Who provides it? What support is provided
by the school for these personnel? Is there special
training provided to best serve MSF families? How
do you cope when a language barrier is present
between you and families?

How do school personnel get involved in facilitat-
ing access to health care for MSF children and fam-
ilies (accompaniment to clinic, referrals, providing
translations, providing transportation, etc.)? How
does this differ for those who are not MSF? Are
there any federal or state monies available for this?
[Be generous with probing questions—This is a
key question.]

For children with an identified health risk, such as
asthma, diabetes, or food allergies: How are you able
to work with parents to manage the condition? Does
this vary for MSF families?

What do you believe MSF parents’ comfort level is
with asking about health conditions or concerns of
school employees?

What is your knowledge about the types of preventa-
tive care (annual checks, immunizations, colds/flu,
seasonal allergies, etc.) accessible to MSF students and
their parents? Where do they obtain these services?

. Are there counseling (mental health), psychological,

and social services for MSF families?

Have issues related to family violence (e.g., domes-
tic violence) been raised by MSF families that you
work with? If so, how did you respond to their needs
and/or questions?

. What testing do children receive in school (e.g., vision

tests, hearing tests, fluoride rinses, etc.)? What free or
reduced meals are available for students and what is
the qualification for those? Tell me about any pro-
grams (health related or not) just for MSF students at
your school or in the school district. For all students?
What additional information do you think schools
should or could provide families related to students’
health?

What kind of information is provided to students and
families by school employees or the district about
health care programs, resources, or state benefits



available in the school, community, and state? How
is this information provided (pamphlets, emails,
phone calls, notes, websites, etc.)?

12. What are barriers for MSF children in receiving
health care? What special circumstances do they
face? How does this differ for children in general?

13. What are the biggest struggles that you face in serv-
ing MSF students? Regarding health?

14. What suggestions do you have for how school per-
sonnel and parents can work together to address
MSF children’s health care needs?

15. When there is a school response addressing health
care, what is the perception of parents for the
response they received? What worked? What did not
work?

16. What are the main ways in which your answers to the
above items differ for MSF children in comparison
with children who are not from MSF families?
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This research was supported by the Collaboratory for School
and Child Heath at the University of Connecticut and El Instituto:
Institute of Latina/o, Caribbean, and Latin American Studies at
the University of Connecticut. A statement of data availability is
located at https://www.openicpsr.org/openicpst/project/155923/
version/V1/view

1. Names are pseudonyms for participant anonymity.

2. My older daughter did have some problems with behavior.
It comes from—we’ve suffered from domestic violence a bit, and
she seems to have these anxiety attacks. And here at school she
experienced lots of them. What happens is that when she does not
get attention, she says, “They’re not going to like me anymore.”
She feels that no one will like her anymore, that’s how she reacts.
But they helped me a lot at this school. . . . I put a lot of effort on
my part to help her.

3. [My children] have had a little bit of problems with bullying
everywhere, but maybe it’s because of the news or everything that’s
happening. It seems that Mexican people or Latinos get attacked
more. | see it as normal because it’s everywhere—at work, at
school, everywhere.

4. She was always told that she should go back to her country—
things like this, nasty. She had many problems on the bus because
one girl always scratched her, disheveled her, beat her up, she was
telling her a lot of bad words: that she [her daughter] was not going
to become anything or anybody in this life because she wasn’t born
in this country, but that she [the bully] could become the president
of the nation.

5. When my daughter arrived, she was only 6 and entered the
first grade. She knew how to read and everything else, but only in
Spanish. . . . There was a time when she was crying every day for
about 4 weeks because she had to go to school where it was dif-
ficult for her to understand others.

6. With the help of the social worker and with the help of the
psychologist, she improved and stayed in the first grade. The school
gave me a lot of support. The psychologist . . . spoke Spanish and
English well, he helped me a lot.

7.1 have had a good experience/time.
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