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HIV in the migrant and 
seasonal farmworker 
population: Oral conditions as 
early indicators of infection
Abstract
Migrant and seasonal farmworkers are an underserved population with 

a myriad of health challenges. Mobility, isolation from family, lack of edu-

cation, and cultural barriers are just some of the issues placing them at 

increased risk for HIV infection. Because they are often unaware of their 

HIV status and have limited access to care, diagnosis is often later in the 

disease process than that of the average infected individual. Some of the 

earliest signs of HIV infection manifest in the oral cavity, which makes 

dental professionals frontline practitioners for possible diagnosis, refer-

ral for treatment, and educational strategies. Dental hygienists must be 

knowledgeable of and able to recognize these oral manifestations as well 

as equipped with appropriate educational materials as they work collab-

oratively with other health-care providers. Implications for policy devel-

opment are warranted to aid in serving this difficult-to-reach population.

Educational objectives
At the conclusion of this course, participants will be able to:

1. Describe the migrant and seasonal farmworker (MSFW) population 

serving the US

2. Explain the population’s vulnerability to HIV infection

3. Describe HIV-related oral lesions that may suggest HIV infection

4. Discuss appropriate HIV education and intervention strategies to 

utilize with the MSFW population 
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Introduction
Rural United States is home to the bulk of 

our country’s agricultural industry. Farms 

both large and small are vital in the deliv-

ery of fruits, vegetables, and grains to our 

dining room tables. Equally as vital to the 

farms across the country is the migrant 

and seasonal farmworker (MSFW) work-

force. Though invisible to most of us, they 

are key players in cultivating and har-

vesting various crops in an efficient and 

timely manner.1 Their mobility, among 

other access barriers, makes them a dif-

ficult-to-reach population.1-3 Health-

care providers must be educated about 

and sensitive to the unique and complex 

needs of MSFWs for the delivery of opti-

mal health services.

Migrant and seasonal farmwork-

ers are an underserved group for which 

few research findings exist. Mostly from 

Mexico, MSFWs have a median income of 

$7,500–$10,000 per year, resulting in 61% 

living below the federal poverty level. Ages 

range from 13 to the 60s, with the aver-

age age at 32 to 33 and a median educa-

tion level equivalent to the sixth grade. 

Most are male, single or married, but pri-

marily unaccompanied by a spouse. Fifty 

percent are undocumented, and most are 

uninsured.2-5

MSFWs suffer disproportionate rates of 

several chronic diseases such as diabetes, 

hypertension, sexually transmitted infec-

tions, and dental conditions.2-9 Comorbid-

ity factors are often present in the daily 

lives of MSFWs due to the nature of their 

work and living conditions: exposure 

to pesticides manifesting in respiratory 

and skin diseases; nutritional deficien-

cies from food insecurity; unsanitary and 

unsafe working conditions that may lead 

to injuries; and poor living conditions that 

contribute to weakening of the immune 

system and transmission of communi-

cable diseases such as HIV.6

Accessing health care is difficult for this 

population.2-10 Barriers include cost, lan-

guage, transportation, health-care clinic 

hours, and knowledge of available service 

locations. A study of migrant health cen-

ters across the country revealed that 52% 

of the clinics were not open evenings, and 

only 13.6% were open on Saturday or Sun-

day.11 Leaving the fields early for a medical 

or dental appointment can mean missing 

several hours of pay, which could translate 

to not providing the basic life necessities 

for the following week. 2 Those who have 

families are relied upon to either provide 

for daily needs, if accompanied by spouses 

and children, or to send money home to 

family members who remain in Mexico. 

Absence from the fields could also be cited 

as reason for termination, making most 

farmworkers very reluctant to miss work 

for health-care appointments, providing 

they even know where to seek health ser-

vices in the first place. These barriers and 

others result in health care that is spo-

radic at best for most of the population, 

which primarily seeks care only for acute 

health conditions.

As with general health, MSFWs suffer 

disproportionate rates of dental disease, 

compared to the general population.9-14 

Now 20 years old, the 2000 landmark oral 

health report written by former Surgeon 

General Dr. David Satcher refers to oral 

diseases affecting vulnerable groups such 

as MSFWs as “a silent epidemic.”15 Sev-

eral studies have demonstrated that oral 

health is one of the top health concerns 

for MSFWs, yet there are few oral health 

resources available for migrant popula-

tions, and the same barriers exist as for 

obtaining general health care. Oral health 

data is scarce, but it is widely recognized 

by public health researchers that dental 

care is typically sought sporadically and 

primarily for acute dental needs.

MSFWs and HIV infection
Though few HIV seroprevalence studies 

have been conducted on the population, 

estimates are that 2.6%–13% of MSFWs 

are infected with HIV.6,16-18 Infection rates 

are believed to be 10 times higher than the 

US national average.18,19 Many issues con-

tribute to MSFWs’ vulnerability to HIV 

infection: lack of understanding of HIV 

transmission and prevention strategies; 

attitudes and beliefs that may not support 

safer sex; and discomfort talking about 

sex.2,19-22 Other HIV risk factors include 

the mobile lifestyle, low acculturation, 

cultural beliefs about sexual behavior, iso-

lation from family, food insecurity, high 

rates of alcohol use, low rates of condom 

use, increased prevalence of other sexually 

transmitted infections, and use of syringes 

to inject antibiotics and vitamins.16,18-26 Sex 

outside of the marriage relationship is an 

accepted practice among the population, 

in addition to their unwillingness to use 

condoms during sex.16,17,19,20,23-25,27

Acculturation, defined as assimilation 

to a different culture—typically the dom-

inant one—has been suggested as a fac-

tor for predicting HIV risk as well, but 

both in the positive and negative sense.20 

Less acculturated migrant males may 

exhibit protective behaviors such as sex-

ual modesty and fewer sexual partners 

and encounters, yet be at higher risk due 

to machismo characteristics (male domi-

nance and power), little sexual education, 

and sexual silence. On the other hand, the 

higher acculturated may espouse pro-

tective values of individuality, empow-

erment, insistence on use of protection, 

and a lower prevalence of machismo char-

acteristics, but they are more sexually 

liberated and experience an increased 

number of sexual partners and behaviors 

and exposure to a society more condoning 

of substance use and sex.25 The traditional 

gender role of machismo or “male pride” 

that is often prevalent in the MSFW pop-

ulation should not always be considered 

a negative characteristic, however. When 

characterized within the cultural context 

of strength and protection of the family, 

this attribute can be an asset in intimate 

relationships.20

MSFWs may be reluctant to have an 

HIV test for a variety of reasons.23,28,29 

The health-care access barriers stated 

previously apply, but oftentimes it may 

simply be due to confusion about HIV 

transmission; therefore, they do not per-

ceive themselves to be at risk.28,29 Lack of 

documentation and the fear of being dis-

covered and reported, as well as fear of 

stigmatization upon diagnosis, can also 

contribute to a lack of testing.22 This delay 

in testing results in HIV-positive diagno-

ses being made later in the course of the 

disease with lower CD4 counts, poorer 

clinical outcomes/lower quality of life, and 

greater opportunity to infect others in the 

meantime.30 Testing is often prompted by 

clinical manifestations of AIDS.28,29

In the early 1980s, when the United 

States was first learning about HIV/AIDS, 
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the manifestation of oral lesions played a 

key role in identifying HIV-positive indi-

viduals.31-34 Markers of immune dysregula-

tion become evident in the oral cavity and 

are some of the first clinical signs of HIV 

infection.35,36 Oral candidiasis and hairy 

leukoplakia are two of the earliest oppor-

tunistic infections among HIV-positive 

patients (figures 1–3).31-34 While relatively 

common among the very old and the very 

young, candidiasis is not a common con-

dition affecting young, otherwise healthy 

individuals. Likewise, hairy leukoplakia 

is almost never encountered in those who 

are immunocompetent, and it was one of 

the early indicators of HIV infection in 

the beginning of the US epidemic. Addi-

tional oral lesions experienced later by 

HIV-positive patients include herpes sim-

plex lesions, aphthous ulcers (aphthous 

major), condyloma acuminatum, Kaposi’s 

sarcoma, and squamous cell carcinoma 

(figures 4 and 5).36,37

In the general population, combina-

tion antiretroviral therapy (cART) has 

greatly reduced the prevalence of oral 

lesions as early manifestations of oppor-

tunistic infections in HIV-infected indi-

viduals. Early diagnoses and initiation of 

cART has resulted in a 30% reduction in 

HIV-associated oral lesions.36,38,39 Because 

MSFWs are typically diagnosed later in 

the disease course than in the general 

population, oral lesions can still serve as 

an early indicator of HIV infection and 

rationale for suggesting testing. Recog-

nition of the early appearing lesions as 

well as those that follow later can alert the 

provider to the possibility of HIV infec-

tion and the need for appropriate referral 

and/or testing. Both medical and dental 

health-care providers serving the popu-

lation should be cognizant of increased 

HIV prevalence in the population, their 

delayed diagnoses, and what to look for 

in these patients.

Earliest HIV-related oral lesions
The astute dental hygienist, performing a 

thorough intra- and extraoral exam dur-

ing patient assessment can be on the front 

line of diagnosis of HIV infection among 

MSFWs. Even in the very earliest stage 

of infection, many individuals develop 

persistent lymphadenopathy, which can 

be detected during the extraoral exam.36

Candidiasis, a fungal infection, is the 

most common manifestation of HIV infec-

tion intraorally and often the presenting 

sign that can lead to initial diagnosis.36 

Though several species of Candida may 

be present in the oral cavity, the most 

common in candidiasis is Candida albi-

cans. During immunosuppression, the 

organism can flourish and create a clini-

cal infection manifested as one of four 

types: pseudomembranous candidiasis, 

erythematous candidiasis, hyperplastic 

candidiasis, and angular cheilitis.

The first two comprise most cases. As 

illustrated in Figure 1, diagnosis of the 

pseudomembranous form is often obvi-

ous from clinical presentation: superfi-

cial white plaques occurring anywhere 

throughout the oral cavity which, when 

wiped with gauze, release from the epi-

thelium, leaving a red, raw base that may 

be painful. Most pseudomembranous 

candidiasis, however, is asymptomatic. 

Firmly wiping the lesion with gauze and 

determining if it wipes off are critical 

in diagnosis, as there are many white 

lesions that may be included in the dif-

ferential diagnosis.

Erythematous candidiasis presents as 

a diffuse redness, often affecting the pal-

atal mucosa in HIV-infected individuals 

(figure 2). As with the pseudomembra-

nous form, it may or may not be symptom-

atic; symptoms present as a tenderness or 

burning sensation. Confirmation can be 

obtained by cytologic smear or biopsy for 

both types, and treatment with antifungal 

medications results in resolution. Severity 

and rate of recurrence are based on level 

of immunosuppression and other contrib-

uting factors such as smoking, nutritional 

status, and comorbidities.36

First described as an HIV-related oral 

lesion in 1984, oral hairy leukoplakia 

(OHL) is also one of the earliest symptoms 

of HIV infection. This particular form of 

leukoplakia is considered an opportunis-

tic infection, related to the presence of 

Epstein-Barr virus.33,36 Though it has been 

seen in transplant patients, it is rarely seen 

in immunocompetent individuals and is 

strongly suggestive of HIV infection.

Clinically, OHL presents as asymptom-

atic, white mucosal plaques that do not 

rub off. They are most commonly on the 

lateral tongue, appearing as bilateral, ver-

tical, corrugated white lines (figure 3) or 

simple plaquelike lesions.31-37 In severe 

immunosuppression, the lesions may 

extend onto the dorsum of the tongue and 

affect a much larger surface area. Rarely, 

other mucosal areas may be involved. 

In patients with diagnosed HIV infec-

tion, clinical features are sufficient for 

a presumptive diagnosis and no treat-

ment is required. A more atypical, unilat-

eral, plaquelike lesion, as seen in Figure 

6, can make clinical diagnosis problem-

atic, as many lesions must be included in 
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FIGURE 1: Acute pseudomembranous candidiasis in 
an HIV-positive patient

FIGURE 3: Oral hairy leukoplakia

FIGURE 2: Erythematous candidiasis in an HIV-
positive patient
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the differential diagnosis, such as fric-

tional hyperkeratosis, idiopathic leuko-

plakia, and lichen planus.33 MSFWs are 

unlikely to acquire further testing for 

definitive diagnosis of such a harmless-

appearing, asymptomatic lesion, making 

professional collaboration for HIV testing 

vitally important.

It is important to note that in a study 

eliciting dentists’ views about offering 

rapid HIV testing in their offices, only two 

of 208 participants reported specifically 

assessing patients for oral lesions or symp-

toms that were indicative of HIV infec-

tion.40 Dentists and hygienists alike may 

need refresher courses on 

oral lesions of all stages of 

HIV infection, including 

those of AIDS, as well as 

a concerted effort toward 

assessing for HIV-related 

oral lesions, especially 

in high-risk populations 

such as MSFWs.

Education and 
intervention
It is imperative that HIV 

education and interven-

tions for MSFWs be cul-

turally appropriate for 

best efficacy and compli-

ance.20,41 Many cultural beliefs and prac-

tices, different views of health and illness, 

adherence to traditional practices, and 

reliance on folk healers can significantly 

affect how they receive and implement 

health education and promotion efforts 

delivered in general and oral health set-

tings.2 Curanderismo, a general term for a 

folk healing system, can be a very signifi-

cant influence on health practices, pro-

voking resistance to recommendations of 

Western medicine practitioners.42 Though 

some of the concepts may seem ridiculous 

to those of us educated in conventional US 

medical and dental training programs, 

culturally competent health-care provid-

ers should show respect for these concepts 

and, if not harmful, perhaps even weave 

them into accepted current practices. As 

a result, practitioners may observe better 

patient compliance to recommendations 

and treatment.43

The Promotora de salud (promoter of 

health), also called a community health 

worker or lay health advisor, is a member 

of the local community, “one of them” so 

to speak, who is trained in health educa-

tion and promotion techniques. Previous 

research has demonstrated their effec-

tiveness in reaching the population with 

health messages, as MSFWs tend to lis-

ten to and respect these important mem-

bers of the health-care team.2,22,44 They 

often use the fotonovela (figure 7), which 

is similar to a comic book format with 

multiple pictures, to relay health informa-

tion.25,45,46 Storytelling is ingrained in Latin 

culture; therefore, fotonovelas have been 

a successful means for relaying health 

education messages.46 Theatrical presen-

tations are often used, as well as “chat” 

groups called charlas.46,47 They may reach 

more farmworkers than written materi-

als, due to low literacy levels.

The National Center for Farmworker 

Health (NCFH) recently produced an HIV 

prevention toolkit for unaccompanied 

male farmworkers.48 Traveling without 

their female partners increases vulner-

ability to high-risk behaviors and HIV 

infection. The complexities surrounding 

the population call for a combination 

of educational methods for delivering 

HIV education messages and preventive 

interventions. 

The lack of diversity among dentists 

and dental hygienists can be a barrier to 

understanding and serving the MSFW 

population. Most US dental hygienists are 

white females of middle to upper socio-

economic status, who are employed in 

private dental practices.49 Hispanic den-

tal hygienists are grossly underrepre-

sented in the dental hygiene workforce, 

as are those with experience working 

with vulnerable populations in public 

health settings. Expanding the diversity 

of the dental hygiene workforce can be a 

first step in reaching populations such as 

MSFWs. It is incumbent upon those serv-

ing this population to educate themselves 

about the complex characteristics of the 

population, in order to become familiar 

with best evidence-based educational and 

treatment strategies to better implement 

them into the dental visit.
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FIGURE 5: Kaposi’s sarcoma in an HIV-positive 
patient

FIGURE 6: Hairy leukoplakia in an HIV-positive 
patient

FIGURE 7: HIV fotonovela examples in both English and Spanish

FIGURE 4: Aphthous ulcer (major) in an HIV-positive 
patient
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Best promising practices
As dental professionals become more 

involved in the interdisciplinary care of 

patients, screening for chronic illnesses 

must become routine practice in various 

dental settings. The oral-systemic link 

is well documented in the medical and 

dental literature, validating testing for 

conditions such as diabetes by dental pro-

fessionals.50 The entire health-care team 

can play a role in the delivery of HIV inter-

vention as HIV testing should be avail-

able by both medical and dental providers 

in an interdisciplinary approach to care. 

Though safe and reliable rapid tests are 

available for use by dental professionals, 

very few dentists provide this service in 

dental offices.40

Fortunately, MSFWs primarily access 

health care at migrant/community health 

centers. This can be a perfect opportunity 

for provider collaboration in diagnosis 

and treatment of HIV-infected individu-

als as these health centers often contain 

both medical and dental services in the 

same facility. The fact that MSFWs tend 

to access both general and oral health 

care primarily for acute illness places 

increased responsibility on both med-

ical and dental providers to be able to 

diagnose at whatever point the patients 

access the health-care system. They must 

be both cognizant of signs and symptoms 

of HIV infection and prepared to test, to 

decrease delayed diagnosis that is so com-

mon in the population. If symptoms are 

not identified as those of HIV infection 

during a medical appointment, perhaps 

the oral manifestations will be identified 

during a dental visit to prompt testing, 

and vice versa.

The theory of syndemics is the hypoth-

esis that there are linked health problems 

involving two or more aff lictions inter-

acting synergistically and contributing 

to excess burden of disease in a popu-

lation.51,52 Epidemiological research has 

clarified two key points that are evident 

in the field of migrant health: 1) Health 

issues tend to cluster among those in posi-

tions of structural vulnerability, and 2) 

this patterning of disease is significantly 

influenced by upstream determinants.51

To prevent syndemics, one must seek to 

prevent or control not only each affliction, 

but also the forces/determinants that tie 

those aff lictions together. These forces 

are multiple for farmworkers and their 

families; therefore, syndemic principles 

apply well in the context of risk for and 

treatment of HIV infection within the 

population. For example, food insecurity, 

experienced by many MSFWs, has been 

associated with increased HIV transmis-

sion risk as well as a treatment barrier.53

The substance abuse, violence, and 

AIDS (SAVA) syndemic would apply as 

well. These three conditions dispropor-

tionately afflict those living in poverty in 

the US. Substance abuse, intimate part-

ner violence, as well as HIV/AIDS are all 

at increased levels in the MSFW popula-

tion, most of which live in poverty.52 This 

concept of syndemics further demon-

strates the importance of, and complex-

ity associated with, identifying signs of 

and diagnosing HIV infection, as multiple 

comorbidities and vulnerabilities affect 

diagnosis and treatment.

Once diagnosed, appropriate treat-

ment presents an additional set of chal-

lenges for the population. They may be 

diagnosed at one community health cen-

ter, but migration to follow agricultural 

opportunities requires seeking treatment 

at a different community health center. 

In the interim, there is an increased risk 

of transmission to others, increased 

potential for syndemic effects, and in 

the event they are able to gain access 

to cART medications (cost will be a sig-

nificant barrier), effects of the drugs can 

be hindered by poor virologic response. 

This may be due to food insecurity or 

other issues associated with syndemic 

vulnerabilities.53

Community-based organizations have 

been found to be more effective in reach-

ing these at-risk groups because of their 

greater numbers of bilingual staff, volun-

teers, and culturally sensitive approaches 

to service delivery.25 Social workers and/

or community health workers can often 

assist with upstream issues and barriers 

that produce syndemic effects. All health-

care providers should be knowledgeable 

about the issues MSFWs face, and the 

idiosyncrasies associated with provid-

ing them with comprehensive, culturally 

appropriate health services.

Conclusion
As outlined in this course, vulnerabili-

ties of MSFWs appear to present a never-

ending set of barriers to health care. 

Prompt diagnosis and services for those 

infected with HIV is imperative for posi-

tive long-term outcomes as well as for 

general public health implications in dis-

ease transmission. Identification of oral 

lesions can be the first clinical sign of HIV 

infection in MSFWs; therefore, collabora-

tion among all members of the health-care 

team is necessary for the adequate deliv-

ery of health services to this difficult-to-

reach population.

Clinicians cannot be expected to tackle 

alone all the complexities and vulnerabili-

ties their patients face. But they can col-

laborate with public health professionals, 

policy makers, advocacy representatives, 

members of the vulnerable population 

itself, and others—both within and 

beyond their clinical settings—to advo-

cate for structural and political changes 

that can benefit their patients, the com-

munities their patients belong to, and soci-

ety as a whole. With syndemic disease 

concepts in mind, members of the MSFW 

population are most likely to benefit from 

HIV prevention and education efforts 

when these efforts are supported at the 

community level, provided continuously 

over time, with additional needs within 

the community also being addressed.25,54

As the American economy relies on 

MSFW labor, public policy decision-mak-

ers must ensure that MSFWs are identi-

fied as a priority population in need of 

health care and supportive services so 

that adequate funding is appropriated 

for necessary care.
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1. Migrant and seasonal farmworkers in the US 
are primarily from:

A. Guatemala

B. Jamaica

C. Mexico

D. South America

2. All of the following are typical characteristics 
of MSFWs except:

A. Male

B. Uninsured

C. Low education level

D. Documented

3. All of the following place MSFWs at increased 
risk for HIV infection except:

A. Mobility

B. Alcohol abuse

C. Cultural barriers

D. Adequate access to health care

4. The risk for HIV infection for MSFWs is 
estimated to be:

A. 10 times higher than the 
US national average

B. Twice has high as the US national average

C. Five times higher than the 
US national average

D. The same as the US national average

5. All of the following are chronic diseases from 
which MSFWs suffer disproportionate rates 
except:

A. Diabetes

B. Hypertension

C. Dental conditions

D. Obesity

6. For MSFWs, cost, language barriers, 
transportation, and limited hours of service 
are all contributors to:

A. Lack of access to health care

B. Lack of opportunities for agricultural work

C. Poor housing conditions

D. Social isolation

7. The process of assimilating to a different 
culture, typically the dominant culture of the 
area, is termed:

A. Termination

B. Acculturation

C. Cultural competence

D. Transnationalism

8. “Machismo” or “male pride” that can be a 
significant aspect of Hispanic culture:

A. Is always a negative characteristic

B. Only refers to male dominance and power

C. Can be characterized within the 
cultural context of strength and 
protection of the family

D. Is always a positive characteristic

9. MSFWs may be reluctant to test for HIV 
infection due to all of the following except:

A. Documentation status

B. Perceived lack of risk

C. Fear of stigmatization

D. Increased HIV education

10. During the early 1980s, what played a key 
role as markers of immune suppression in 
identifying HIV-positive individuals?

A. Oral lesions

B. Wasting syndrome

C. Kaposi’s sarcoma of the skin

D. Chronic diarrhea

11. HIV-related oral lesions have been greatly 
reduced in the diagnosed, general HIV 
population by the introduction of:

A. Antibiotics

B. Combination antiretroviral therapy

C. Immunosuppressive drugs

D. General antiviral therapies

12. The most common early appearing oral 
lesions in HIV-infected individuals are:

A. Pseudomembranous candidiasis, 
hyperplastic candidiasis, 
and herpes simplex

B. Angular cheilitis, oral hairy leukoplakia, 
and squamous cell carcinoma

C. Pseudomembranous candidiasis, 
erythematous candidiasis, and 
oral hairy leukoplakia

D. Pseudomembranous candidiasis, 
erythematous candidiasis, 
and aphthous ulcers

13. All of the following are among the many oral 
manifestations of HIV infection and/or AIDS 
except:

A. Major aphthous stomatitis

B. Kaposi’s sarcoma

C. Condyloma acuminatum

D. Irritation fibroma

14. The most important phase of the dental 
hygiene process of care for detecting signs 
of HIV infection is:

A. Assessment

B. Treatment

C. Evaluation

D. Documentation

15. Since introduction of effective therapies 
for use with HIV-infected individuals, HIV-
related oral lesions have been reduced by 
approximately:

A. 10%

B. 30%

C. 75%

D. 90%

16. A critical diagnostic procedure to achieve 
a clinical diagnosis of pseudomembranous 
candidiasis involves:

A. Clinical diascopy

B. An acetic acid test

C. Wiping the lesion with gauze to remove 
the pseudomembranous white layer

D. Testing for a positive Nikolsky sign
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17. Oral hairy leukoplakia most commonly 
presents:

A. On the lateral tongue

B. On the buccal mucosa

C. In the oropharynx

D. On the attached gingiva

18. Identification of a white plaque on the lateral 
tongue, suggestive of HIV infection, should 
include all of the following in the differential 
diagnosis except:

A. Frictional hyperkeratosis

B. Leukoplakia

C. Lichen planus

D. Intraoral herpes simplex

19. One of the most important aspects of 
HIV education materials for the MSFW 
population is that they are:

A. At 12th grade readability level

B. Culturally appropriate

C. In color

D. Available only at health-care facilities

20. The dental hygiene workforce may not be 
adequately prepared to treat vulnerable 
populations such as MSFWs. This is due to:

A. Lack of motivation

B. Deficiencies in clinical skills

C. Lack of diversity in the dental 
hygiene workforce

D. An overabundance of licensed hygienists

21. A member of a local community/population 
who is trained in health education and 
promotion techniques utilized for MSFWs 
and other vulnerable populations may be 
called by all of the following titles except:

A. Clinical outreach worker

B. Promotora de salud

C. Community health worker

D. Lay health advisor

22. The reluctance of MSFWs to be tested for 
HIV can result in:

A. Diagnosis at later disease stage 
and lower CD4 counts

B. Poorer clinical outcomes/
lower quality of life

C. Both A and B

D. There is no significant result 
from a reluctance to test.

23. Which of the following educational 
materials/interventions in a dental office 
waiting area would have the best potential 
for comprehension by an MSFW?

A. A typewritten fact sheet in Spanish

B. A comic/picture book type resource with a 
story in Spanish about a dental condition 
experienced by a Mexican individual

C. Patient education in English provided by 
the receptionist after the dental visit

D. Spanish brochures written at 
a 12th grade reading level

24. The theory that linked health problems 
involving two or more afflictions interact 
synergistically and contribute to an excess 
burden of disease in a population is termed:

A. Syndemics

B. Epidemiology

C. Pandemic

D. Web of causation

25. Research has demonstrated the 
effectiveness of the community health 
worker in reaching MSFWs and other 
vulnerable populations due to:

A. The level of knowledge of the 
community health worker

B. The respect and trust that results 
from health messaging coming from a 
respected member of the population

C. Their presence at a clinical facility

D. No formal training of community 
health workers

26. A comic book format for relaying health 
messages to Hispanic populations is called 
a:

A. Charla

B. Brochure

C. Fotonovela

D. Module

27. Low literacy levels require creative types of 
health messaging such as:

A. Theatrical presentations

B. “Chat” groups or charlas

C. Storytelling through fotonovelas

D. All of the above

28. MSFWs primarily access dental and medical 
care at:

A. Private dental and medical offices

B. Community health centers

C. Medical and dental schools

D. None of the above

29. Community-based organizations have been 
found to be the most effective in reaching 
at-risk groups such as MSFWs for all of the 
following reasons except:

A. Most private practices have 
sliding fee scales to accommodate 
low-income populations.

B. Community health centers have 
greater numbers of bilingual staff.

C. Community-based organizations 
have more volunteers.

D. Community-based organizations 
utilize culturally sensitive 
approaches to health care.

30. HIV testing for MSFWs:

A. Should be provided by medical personnel

B. Is not appropriate for the dental setting

C. Should be available by both 
medical and dental providers

D. Is not a part of interdisciplinary care
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