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Abstract: This study examines the systemic challenges to accessing culturally and linguisti-
cally responsive mental health care among farmers and limited English proficient (LEP)
agricultural workers in Hawai‘i, with a focus on the role of federally qualified health centers
(FQHCs) in addressing these access barriers and service gaps. Using geospatial analysis,
document reviews, and interviews with FQHC personnel, this study explored potential
gaps in services tailored for agricultural communities. Key findings reveal a misalignment
between FQHC locations and farming regions, limited culturally responsive programs, and
barriers such as stigma and language accessibility. Recommendations include expanding
mobile clinics, integrating cultural practices, and enhancing language support to address
the special needs of Hawai'i’s diverse farming populations. This study underscores the need
for systemic innovation to ensure mental health accessibility and support for the well-being
of essential agricultural workers.

Key words: Farmers, mental health, behavioral health, equity, limited English proficient,
FQHC.

Farmers, ranchers, and agricultural workers play a vital role in society but face
a range of mental and behavioral health challenges that are well-documented
globally."** These include long working hours, physical isolation, economic volatility,
limited access to health care, and exposure to environmental hazards.! These factors
contribute to elevated rates of stress, anxiety, depression, and even suicide in farming
populations.>* Research from multiple countries has found that farmers are at higher
risk of mental health issues than the general population, partly due to the unpredict-
able nature of their livelihood, chronic financial stress, and cultural attitudes that
discourage help-seeking.>* In Hawai‘i, these baseline stressors are further intensified
by geographic isolation, linguistic and cultural diversity, and a shrinking agricultural
workforce.** Hawai‘i offers an opportunity to examine mental health services designed
for its unique population, with its ethnically and linguistically diverse agricultural
workforce and deep-rooted cultural and historical ties to the land.** Challenges associ-
ated with this complexity are intensified by the dual realities of a shrinking agricultural
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workforce and Hawai‘{’s increasing dependence on imported food to meet the needs of
its population.>® Addressing these issues is critical not only for the well-being of farm-
ers, but also for the long-term sustainability of Hawai‘i’s food security and agricultural
industry.

To effectively address these interconnected challenges, it is essential to understand
the broader mental health landscape in Hawai‘i and evaluate how existing support
systems—primarily federally qualified health centers (FQHCs)—are positioned to meet
the needs of its agricultural community.” While FQHCs are the primary safety-net
providers for uninsured and underserved populations, they are not the only entities
offering behavioral health services.” Some Community Mental Health Centers operated
by the Hawai'i State Department of Health provide services in select areas, though their
reach is more limited and primarily geared toward individuals with serious mental
illness.” Additionally, a small number of private clinics, nonprofit organizations, and
faith-based health initiatives serve rural communities, but these are unevenly distributed
and often inaccessible due to cost, transportation, or language barriers.” Given these
limitations, FQHCs remain the most accessible and culturally responsive resource for
many agricultural workers.” Therefore, this paper begins with an analysis of Hawai’s
mental health landscape as it relates to the behavioral health needs of farmers. This is
followed by an overview of their special challenges and evaluates the role of FQHCs in
meeting need by examining their current capabilities and opportunities for improve-
ment, with particular attention to the cultural, linguistic, and ethnic diversity within
Hawaif’s farming community.

Literature review. Understanding current health care gaps in Hawai’i requires
acknowledging the historical and systemic factors that have profoundly shaped health
care access and outcomes in the region. The overthrow of the Hawaiian monarchy in
1893 and subsequent annexation in 1898 marked a pivotal shift that forced the inte-
gration of Western health care frameworks while marginalizing Indigenous practices.®
Traditional Native Hawaiian approaches to health, which emphasized a holistic balance
of mental, physical, and spiritual being, were systematically devalued and displaced.’ By
the late 19th century, the Native Hawaiian population had experienced a devastating
decline from an estimated 683,200 in 1778 (at the time of first European contact) to
approximately 29,336 by 1900, due to colonial-imposed diseases and inadequate access
to medical care.!” This historical trauma has perpetuated health care access issues,
contributing to disproportionately poor health outcomes that continue to affect Native
Hawaiian communities today.!

These historical injustices have contributed to persistent mental health inequities
among ethnic groups in Hawai‘i, with Native Hawaiians and Pacific Islanders (NHPIs)
bearing a disproportionate burden relative to the White population.'®'"'? This is also
particularly evident in the distribution of Hawai‘i's Medicaid beneficiaries, where NHPIs
account for 34.7%, compared with 29.7% for Whites and 28.5% for Asians." These gaps
are striking, considering that NHPIs constitute only about 10.3% of Hawai‘i’s general
population, while Asians make up 37.3% and Whites 25.2%."* With regard to outpatient
mental health service utilization among Medicaid beneficiaries in Hawai‘i, 27.5% of
White beneficiaries accessed services, compared with 19.9% of Asian beneficiaries and
just 17.0% of NHPI beneficiaries."”* These rates suggest a mismatch between service
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use and both population proportions and presumed need."”® These statistics reflect
not only differences in health care access but also deeper gaps that continue to shape
health outcomes in Hawai‘i.

The barriers to mental health care access in Hawai‘i are multifaceted, encompassing
both cultural and linguistic challenges that particularly affect underserved popula-
tions.'>'¢ According to the U.S. Census Bureau American Community Survey (2018-
2022), approximately 25.9% of Hawai‘i residents aged five and older speak a language
other than English at home, and about 42.9% of these individuals report speaking
English less than “very well”'”!® This figure does not capture the full multilingual
complexity of many households, but suggests a substantial portion of the population
may face challenges navigating an English-dominant health care system. Hawai‘i's LEP
population varies significantly across racial groups.'® Asian Americans have the highest
LEP rates, with Vietnamese (43.1%), Korean (22.1%), and Filipino (19.4%) populations
showing the greatest need for language-accessible services."® Among Pacific Islander
groups, LEP rates are generally lower, though still significant; Micronesians have a rate
of 33.2%, Tongans 15.1%, and Native Hawaiians the lowest at 2.1%.'® The most com-
mon non-English languages include Ilocano, Tagalog, Japanese, Chinese, Korean, and
Vietnamese, reflecting the strong presence of Asian and Pacific Islander communities
in the state.'®" This linguistic diversity is particularly relevant in agricultural settings,
where many workers are immigrants or descendants of immigrants from these groups."
Understanding the ethnic and linguistic composition of Hawai‘i is essential for evaluat-
ing outreach efforts, mental health services, and culturally appropriate programming
targeted at agricultural communities.'>"> Cultural attitudes and beliefs further shape
help-seeking behaviors, with many NHPI individuals favoring traditional healing prac-
tices over clinical interventions.'"'"® Stigma remains particularly pervasive among Native
Hawaiian and Filipino communities, where mental illness is often viewed as a personal
failure rather than a treatable condition.* Among Filipinos, the impact of this stigma
is stark, with 75% reporting they have never accessed mental health care, a reluctance
deeply rooted in colonial mentality and cultural beliefs about mental illness.? This trend
extends to the broader Asian American community in Hawaii. According to the U.S.
Census Bureau, as of July 2024, Asian Americans constitute approximately 37.3% of
Hawaii’s population, while White individuals make up about 25.2%."* However, data
from the Adult Mental Health Division (AMHD) for 2021 reveals a disproportionate
utilization of mental health services: 36% of service users were White, whereas only
25% were Asian American.”! Native Hawaiian and Pacific Islander individuals make
up 10.3% of Hawai'i’s population but account for 28% of AMHD consumers.” This
discrepancy indicates underrepresentation of Asian Americans in mental health service
utilization relative to their population size, underscoring the need for culturally and
linguistically sensitive outreach and services to address potential barriers within this
community.

Within Hawai'T’s agricultural communities, these general health care barriers inter-
sect with challenges specific to farming life.** The cultural and structural realities of
agricultural work create distinct mental health challenges, as farmers often prioritize
values such as autonomy and resilience, viewing mental health struggles as incompat-
ible with these ideals. > Financial distress serves as one of the primary contributors to
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mental health issues among farmers, with declining commodity prices, rising opera-
tional costs, and volatile market conditions placing immense economic pressure on
agricultural workers.® These stressors are compounded by environmental uncertainties,
including unpredictable weather patterns and climate-related risks, which threaten
both yields and livelihoods. Recent research reveals the extent of this crisis, with 34%
of Hawai‘{’s farmers reporting depressive symptoms and 8% experiencing suicidal ide-
ation.*” For comparison, only 10.7% of adults in Hawai‘i’s general population report
frequent mental distress, and 4.2% of working adults report suicidal ideation.?* These
numbers underscore the elevated mental health burden faced by farmers in the state.

The context for these challenges lies in the significant transformation of Hawai‘i’s
agricultural industry over the past three decades. The sector has shifted dramatically,
becoming predominantly small-scale, with 66.4% of farms operating on just one to
nine acres.” This transformation has been accompanied by a substantial decline in
agricultural output, with inflation-adjusted production decreasing by 72.9% between
1980 and 2019, primarily due to the collapse of the once-dominant sugar and pineapple
industries.® Despite these advances, significant challenges remain in improving health
care access in Hawai‘i, particularly for limited English-proficient individuals and agri-
cultural workers.”>?%?” Historical conditions shaped by the plantation-era agricultural
system contributed to long-standing social and geographic barriers that still affect health
today.”” Native Hawaiian, Pacific Islander, and Filipino communities often face more
difficulty accessing and using health services than the White population in Hawai‘i.”

In response to complex challenges in health care, both on the mainland and in Hawai'‘i,
FQHC:s have emerged as crucial providers of comprehensive, accessible health care for
underserved populations.”* These centers in Hawai‘i have demonstrated significant
growth in service provision, with a 23% increase in behavioral health visits per 1,000
population from 2012 to 2019, though utilization rates for NHPIs have remained below
the state average.” Federally qualified health centers serve a vital role in addressing
health care accessibility,* with over 91% of their patients nationally living below 200%
of the federal poverty line and 63% identifying as members of racial or ethnic minority
groups.”? Community health centers (CHCs) and FQHCs in Hawai'i play a critical role
in reaching underserved populations, including those with limited English proficiency
and limited economic resources.”* While only about 10% of Hawai‘i’s general popu-
lation lives below the federal poverty line, approximately 50% of patients served by
CHCs and FQHC:s live at or below 100% of the federal poverty level.” This highlights
the essential safety-net function of these centers in addressing health care access gaps.
According to data from the Hawai‘i Primary Care Association (2024) and the Uniform
Data System (Health Resources and Services Administration, 2025), Hawai‘i has 14
FQHC:s operating over 70 service sites, collectively serving between 150,000 and 170,000
patients annually.*** Their integrated approach to health care delivery includes not
only primary care and mental health services, but also culturally responsive programs
designed to address the specific needs of diverse communities.****

The effectiveness of FQHCs in serving agricultural communities has been enhanced
by innovative service delivery models that address the challenges faced by farmers and
agricultural workers. Mobile health clinics, telehealth programs, and flexible sched-
uling help overcome barriers related to geographic isolation and demanding work
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schedules.’**” Furthermore, FQHCs integrate patient voices through governing boards
with local representation, ensuring services remain culturally sensitive and relevant to
community needs.*! This approach has proven particularly valuable in addressing the
complex intersections of cultural, linguistic, and geographic barriers that often prevent
agricultural workers from accessing necessary health care services.

Despite these advances, significant challenges remain in improving health care
access in Hawai‘i, particularly for agricultural workers and limited English-proficient
individuals. Historical conditions shaped by the plantation-era agricultural system
contributed to long-standing social and geographic barriers that still affect health
today. Compared with the White population in Hawai‘i, NHPI and Filipino communi-
ties often face more difficulty accessing and using health services?” While FQHCs are
well-positioned to serve these populations through adaptable and culturally responsive
care models, further research and targeted interventions are needed to fully address
the complex mental health needs of Hawai'i’s diverse communities. The path forward
requires continued innovation in health care delivery, stronger integration of cultural
practices, and sustained commitment to addressing the systemic barriers that perpetu-
ate health accessibility in the state.

Research questions. Research on the intersection of linguistic diversity, agricultural
work, and mental health service delivery remains sparse, particularly in Hawai‘i, though
recent efforts such as the Farm and Ranch Stress Assistance Network (FRSAN)—Hawai‘i
State Plan have begun to address these gaps.*® While studies on FQHCs tend to focus
on urban or broadly underserved populations, they often neglect the challenges faced
by rural farming communities. Existing evaluations emphasize quantitative metrics,
overlooking critical contextual factors such as cultural stigma, and historical and geo-
graphic factors.?*

Hawai‘{’s plantation history has shaped the current health conditions of immigrant
and Native Hawaiian communities, contributing to reduced access to care and poorer
well-being relative to the White population, due in part to geographic isolation and
socioeconomic factors.* Understanding these dynamics, along with assessing FQHCs’
capacity to provide culturally and linguistically tailored care, is essential for advancing
mental health equity in the state. This paper investigates the role of FQHCs in address-
ing mental health accessibility among linguistically diverse farmworkers in Hawaii,
guided by the following research questions:

1. How does the geographic distribution of FQHCs align with the locations of farm-
ing communities and where farmers live in Hawai‘i?

2. What mental health services do FQHCs in Hawai‘i provide specifically for farm
culture and/or linguistically diverse farmers, and how are these services adapted
to their specific needs?

By addressing these questions, this study seeks to identify service gaps, evaluate the
alignment of FQHC resources with farming populations, and offer actionable recom-
mendations to enhance the accessibility and effectiveness of mental health care for
underserved agricultural workers in Hawai'i.
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Methods

This study employed a convergent mixed methods design, integrating geospatial anal-
ysis, document review of FQHC websites and annual reports, and semi-structured
interviews with FQHC personnel. Geospatial data were analyzed using ArcGIS Online*
to visualize and assess the alignment between FQHC locations and farming popula-
tions. Document reviews established the baseline for service provision and outreach
practices across Hawai‘i's 14 FQHCs. These findings were triangulated with qualitative
data from interviews.

To guide the theoretical and conceptual framing, we used the social determinants
of health (SDOH) framework, recognizing how place-based, cultural, and linguistic
factors affect access to mental health services in agricultural communities.*

Interviews, although brief (5-10 minutes), were semi-structured and designed to
elicit information about culturally and linguistically adapted services. While some
questions were close-ended for clarity, they were followed by open-ended probes and
email exchanges to deepen understanding. We acknowledge the brevity as a limitation
due to FQHC staff availability, but data were adequate for thematic saturation.

We conducted a thematic analysis, identifying key themes such as: (1) misalignment
of FQHCs with farming areas, (2) gaps in culturally responsive mental health services,
and (3) language accessibility challenges. Data were coded inductively using manual
coding, with categories refined iteratively.

The study adhered to ethical standards and received IRB approval from the Uni-
versity of Hawai‘i at Manoa’s Institutional Review Board (Protocol #2024-00841). All
participants provided informed consent prior to the interviews.

Geospatial analysis. ArcGIS Online was used to conduct a geospatial analysis of
health centers and agricultural areas in Hawai‘i, incorporating multiple datasets into
detailed map layers. Federally qualified health centers* were categorized as primary
centers or satellite facilities, with location data retrieved from the Health Resources
and Services Administration.** Primary centers were marked as diamonds, and satellite
facilities were represented as triangles. To contextualize health care access for farming
communities, farming occupation data by ZIP Code Tabulation Area (ZCTA) was
derived from the American Community Survey (ACS) 5-year estimates.* The variable
used to define farming populations was C24050: Industry by Occupation for the Civil-
ian Population (Agriculture, Forestry, Fishing and Hunting category), which includes
individuals employed in crop production, animal production, and support activities
for agriculture.*” These data were pictured by means of larger circles indicating higher
concentrations of farming-related employment. Additionally, cropland data from the
2020 Hawai‘i Statewide Agricultural Land Use Baseline were incorporated, with active
cropland areas shown as grey polygons.*®

The datasets were processed and symbolized in ArcGIS Online for clarity and
interpretability. Distinct sizes and shapes provided a cohesive visual representation of
the spatial relationships between health care facilities and agricultural activity across
Hawai‘{’s counties.
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Review of publicly available F*QHC information. A total of 14 FQHCs across the
four Hawai‘i counties (Honolulu, Kaua‘i, Hawai‘i, and Maui) were identified, and their
publicly available websites, documents, and reports were examined. These materials
included annual reports, patient satisfaction surveys, intake forms, needs assessments,
program flyers, and informational handbooks. Annual reports and needs assessments
were analyzed to determine the scope of services offered, such as mental health pro-
grams, interpreter availability, and culturally tailored care initiatives.

Program flyers and outreach materials were systematically reviewed using a quali-
tative content analysis approach. Materials were categorized and coded according to
predefined themes such as farm-specific mental health efforts, health education, and
culturally or linguistically tailored outreach strategies. These findings were used to
inform the development of interview questions and clarify service patterns across
FQHCs. Patient satisfaction surveys provided information on how FQHCs address
accessibility and service delivery for linguistically diverse and farming populations.
Intake forms and handbooks were evaluated to assess whether FQHCs specifically
identified and accommodated agricultural workers, including details on employment
status, language needs, and cultural preferences. This document review established a
general understanding of the services and outreach efforts in place, serving as a foun-
dation for the design of semi-structured interview.

Semi-structured interviews with FQHC personnel. Semi-structured interviews
with FQHC personnel were conducted to evaluate mental and behavioral health service
provision for linguistically diverse farmers in Hawai‘i. Using purposive sampling, we
contacted all 14 FQHCs in the state through cold calls to identify appropriate behavioral
health staff. Once contact was established, semi-structured interviews were conducted
via telephone, averaging five to ten minutes per session. In cases where initial phone
communication was limited or respondents needed additional time to verify details,
follow-up questions were sent via email to clarify and supplement the responses. Inter-
views were conducted using an interview guide designed to collect both categorical
(yes/no) and narrative responses. The yes/no format provided systematic assessment
across key service domains (e.g., intake procedures, translator availability, cultural
competency measures), enabling standardized comparability across centers while
maximizing efficiency within time constraints. Each closed-ended question included
optional prompts for elaboration, with participants frequently providing contextual
details beyond their binary responses.

Interviews were audio-noted during the interview and synthesized into analytic
memos. Data were analyzed using a rapid qualitative analysis approach, which involved
summarizing interview responses into a matrix organized by key domains (e.g., service
availability, cultural responsiveness, translation).*” Each interview was reviewed by two
team members to ensure consistency in thematic categorization. Thematic categories
were refined iteratively across cases. While the COREQ checklist will guide future

*For this study, the counties of Hawai‘i were distilled into four: Hawai‘i County, Honolulu County,
Maui County (including Moloka‘i, Lana‘i, and Kahoolawe), and Kaua‘i County (including Ni‘ihau);
with Kalawao County functionally included under Maui County for simplicity and alignment with
service and population analysis.
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reporting, this study employed structured summaries and manual content analysis
to ensure rigor.*® Findings were triangulated with document reviews (intake forms,
informational materials, organizational reports) to strengthen reliability. Follow-up
questions were sent via email to gather additional details and clarify information when
needed. While response depth varied across FQHCs, the data collected were sufficient
to identify meaningful trends in service provision, accessibility gaps, and potential
opportunities for improving behavioral health support for linguistically diverse farm-
ing communities in Hawai‘i.

Participants were asked targeted questions about the availability of mental health
services, language accessibility, and cultural responsiveness, particularly for LEP clients
and farmers. Key questions included:

» Do you have services specifically for farmers?
» Do your intake forms ask about clients’ status as farmers, agricultural workers,
or migrant workers?

Language accessibility was explored with inquiries such as:

+ Do you provide translators or other methods for serving non-English-speaking
clients?

+ Do your intake forms ask if clients need a translator?

o Are translators readily available?

While FQHCs are required by federal law to provide language access services for
patients with limited English proficiency, these questions aimed to assess how transla-
tion services were implemented in practice—specifically the availability of professional
interpreters, consistency of service delivery, and challenges related to less commonly
spoken languages.

Cultural responsiveness was assessed with questions such as:

» Do you have services specifically for culturally diverse populations? If yes, which
cultures and services?

Additional questions addressed potential challenges and staff preparedness:

o What challenges exist in engaging farmers with mental health services?
o What cultural responsiveness training is provided to staff?

These interviews aimed to identify service gaps, highlight best practices, and uncover
opportunities to enhance the mental health care available to farmers in Hawai‘i. Insights
from these discussions contributed to a more comprehensive understanding of current
practices and areas for improvement.

Follow-up questions via email served to clarify, verify, or complete responses that
were incomplete or tentative during the interviews. For example, some participants were
unsure about specific data (e.g., the number of non-English-speaking clients served)
or wanted to confirm details with colleagues before responding. The email format also
allowed participants to reply at their convenience and often resulted in more thought-
ful, detailed answers. These questions included:
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» Do you have services specifically for farmers?

o Ifyes, do you know how many (guesstimate) are served per month?

» Do your intake forms ask about your clients’ status as farmers, agricultural work-
ers, or migrant workers?

« Do you provide translators or other methods for serving non-English-speaking
clients?

o How many (guesstimate) non-English-speaking clients seek services each month?

» Do your intake forms ask if they need a translator?

o Are translators readily available?

» Do you have services specifically for culturally diverse populations?

« If yes, which cultures? Which services?

While not all FQHCs were able to provide complete answers to these questions, the
responses collected were sufficient to identify trends in gaps and opportunities.

Results

Geospatial analysis of FQHCs and agricultural areas. The geospatial analysis revealed
that FQHCs in Hawai‘i are predominantly concentrated in urban and suburban popu-
lation centers across the major islands. While this distribution supports access in densely
populated regions, it leaves significant service gaps for rural farming communities,
particularly in the northern and eastern parts of the islands. These rural areas, often
located far from primary health care hubs, face geographic isolation that limits access
to mental and behavioral health services.

For example, on the island of O‘ahu, most FQHCs are in the southern and central
regions, while farming communities in the northern and eastern rural zones have limited
nearby services. Similarly, the island of Hawai‘i (also known as the Big Island) shows a
clustering of health centers in western urban areas, with large agricultural regions in the
east and south underserved. On the islands of Maui, Kaua‘i, and Lana‘i, health centers
tend to be situated in central towns, leaving outer rural zones with reduced access.

To provide further context, estimated driving distances from remote agricultural
areas to the nearest FQHC highlight significant access barriers. Estimated driving times
from agricultural areas to the nearest FQHCs were obtained using Google Maps, based
on commonly used routes and average traffic conditions. On the island of Hawai'i,
farmers in southern districts such as Ka'ai often face commutes of over 60-75 minutes
to reach health centers in Hilo or Kona. Similarly, on the island of O’ahu, agricultural
communities in the northern region typically require 40-50 minutes of travel to reach
urban-based FQHCs. On the islands of Maui and Kaua’i, rural farming areas may
be 30-45 minutes away from the nearest FQHC, with limited public transportation
options exacerbating the challenges imposed by distance. These distances underscore
the geographic misalignment between FQHC locations and farming communities,
posing a significant barrier to timely and consistent access to mental and behavioral
health services for these communities.

Integrated findings from document review and interviews. Table 1 provides a
summary display of the interview findings, highlighting key challenges and areas for
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Figure 1. Map of Honolulu County displaying FQHCs, cropland, and farming
occupations.

Primary FQHCs

*

Other FQHCs

A

Farming, Fishing, and Forestry
Occupations

Total Workers in Farming, Fishing, and
Forestry Occupations

‘ >246
® -
o
.

120

60
<0

Agricultural Land Use HI 2020

Figure 2. Map of Hawaii County displaying FQHCs, cropland, and farming occupations.
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Figure 3. Map of Maui County displaying FQHCs, cropland, and farming occupations.
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Figure 4. Map of Kauai County displaying FQHCs, cropland, and farming occupations.

improvement in meeting the mental health needs of farmers and linguistically diverse
populations (LEPs) in Hawai‘i. Among Hawai'is 14 FQHCs, only two centers (14%)
reported offering services specifically tailored to farmers. One center had previously
operated a farmer outreach program but discontinued it due to resource limitations.
A staff member reflected, “We used to have a farmer-specific program, but it’s no longer



*SI9LIIRQ [BINI[ND
pue [ed1)SIS0] 2WODISA0
03 swrerdoid yoearno pue
sorurp 9fiqowr juawajduy

‘sanIuNWwod Jururey

110ddns 03 swrer8oxd
JueAd(ar AJernyno dopasg

“A3o7ouyd9)

UOTJe[SUBI} oSN pue

s1301daayur reuorssajord
Jo Ay[iqereae aseaouy

“A[yU2)SISUOD

ejep euoniednodo 39700

*SIOLLIEq OTWA)SAS 0) aNp
saguaqreyd yireay [eyuaw ySIy
A[oyeuonzodoidstp aoej s1ouwre]

‘SIouLIe] 10]
SUOTIUIAIIUT )€Y [eJUU
paJore} A[[eanind jo 3ouasqy

‘Koearxd

Gurstwroxduwon ‘siayaxdiayur
[BULIOJUT UO 3DURI[AI-I2AQ0)

"SI9IUID

[Te sso1oe eyep Jeuoriednooo

“LTEMBE] UT SIIULD) Y[ PIyIeny) A[[e1opag 1 Jo £9AINS & WoIj Ble(],

"SANNOLYIP
ssa00e pue ‘uoryefost oryderSoad
ewdns apnour sIdLLIRq Jofe]y
‘suorjejdepe
21NN WLIEJ PN[OXS TWO[IWO]
se yons saonoerd oyrads
A[remymo apnput swerdord

'§§900¢€ JU)SISUOdUL MOwMZNLmHNE

pue ‘ysruedg ‘ouedoq] ‘Soredey,
ur papraoid sad1AISS UOTIR[SURI],

"snje3s ernynoride

$S900VY (8=U) 9%/S
Uone|os] (L=U) %05
ewidng (01=4) %IZ

(5 =u) %9¢

(TT1=U) %6L

2J0N

sIoLLIeg

sweidor

paIo[rey],
Aremym)

j10ddng
agenSue

SIoULIR]

Sunyoely,

0} SUIIOJ 9ZIpIepuelS  JO SuD[OeI) OIJRWUDISAS PIIWIT /SUTULIR] JNOQE S SULIO} a¥eIU] (g=t) %1¢ SULIO, 9YeIU]
‘suorjeziuedio [eimimoriSe ‘swerdoxd *SJUTRIISTOD 30INO0SI
yim Surzouyred 4q oy1ads-1ourIe] a[qeure)sns 0} aNp PINUNUOISIP SEM U0 SIITATIG
swrerSoid puedxa pue aA1ADY pue JUI)SISUOD JO Yor] ‘sTouLIe] 0} parofre) sweidord (z=u) %H1 oywadg-rourre]
santunjroddQ sden sSurpury aSeyuadadg L108918)

«(PT=N) SHOIAYAS HLTVAH TVIOIAVHI I
INVAZTIE ATIVINLINO ANV DIJIDAdS-HINI VA NI SHLLINNILIOddO ANV ‘SdVD ‘Sqdraavd

I 2IqEL



Project MUSE (2025-09-25 21:45 GMT)

[128.171.207.199]

172 Mental health equity for Hawai‘i farmers

active. Without dedicated outreach, it's hard to engage this population.” Another center
emphasized trust-building as a central approach to serving farmers, but acknowledged
the absence of structured mental health programs for this group. As one staff mem-
ber noted, “Farmers have unique stressors—financial pressures, isolation, and physical
demands—but we lack the resources to address them directly”

Twenty-one percent of FQHCs (n=3) tracked clients’ farming or agricultural worker
status in their intake forms. One center highlighted the importance of this step, explain-
ing, “By asking about farming status, we can at least acknowledge this community exists,
but we need more follow-up support.” This limited systematic identification of farmers
makes it challenging to design and deliver tailored services.

Translation services were available at most centers, with 11 of 14 centers (79%) offer-
ing support in languages such as Tagalog, Ilocano, Spanish, and Marshallese. However,
the availability of these services varied, and some centers relied on family members
to assist with translation. While this may suggest that not all FQHCs provide profes-
sional language access services, such findings are likely attributable to limitations in
data collection or methodology rather than widespread noncompliance with federal
requirements mandating language access for patients with limited English proficiency.
One staft member described the challenges: “We rely on family members to assist during
appointments, which often compromises privacy and trust” Additionally, some centers
noted difficulties providing support for less commonly spoken languages, with one staff
member explaining, “We struggle to find consistent resources for languages like Mar-
shallese.” Thirty-six percent of FQHCs offered culturally tailored programs for groups
such as Native Hawaiians, Filipinos, Chuukese, and Marshallese, often incorporating
practices such as lomilomi (massage) and 1dau lapaau (herbal medicine). However,
none of these programs targeted farmers specifically. One staff member suggested, “Our
Native Hawaiian healing practices create trust and engagement, but we haven't extended
these to agricultural workers yet.”

All centers acknowledged significant challenges in reaching farmers with mental
health services. Stigma, geographic isolation, and logistical barriers were common
issues. One staff member explained, “Farmers often see mental health care as a weakness.
Outreach needs to be sensitive and non-threatening” Another highlighted the need for
mobile clinics to overcome these barriers, stating, “Many farmers can’t afford to leave
their fields for appointments, so mobile clinics could be a solution.”

Some centers identified opportunities to improve their services for farmers. Sugges-
tions included revitalizing farmer-specific programs, expanding mobile health clinics,
and forming partnerships with agricultural organizations. One participant emphasized
the potential of collaboration, noting, “Partnering with farmer cooperatives could help
us reach this underserved group more effectively.” These insights underscore both the
existing gaps and the potential strategies for enhancing mental health care for Hawai'i’s
farming communities.

To further contextualize the findings in Table 1, Table 2 offers a descriptive analysis of
each FQHC’s service area, language access provisions, and culturally tailored programs.
This table highlights the variation in service capacity across the 14 FQHCs, showing
that while many centers provide basic language support, only a few offer culturally
grounded care. Notably, FQHCs serving rural regions (where many agricultural work-
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ers reside) tend to have fewer dedicated programs for LEP populations or culturally
specific mental health services. This reinforces the interview findings and points to the
need for more consistent and targeted service delivery models across the state.

Discussion

This study highlights the continuing challenges related to health care access for rural
and linguistically diverse farming communities in Hawai‘i, including geographic dis-
tance, limited language services, and the need for more culturally tailored mental health
programs. While many of these issues have been recognized in earlier literature, this
study contributes new empirical detail on how these gaps persist at the level of feder-
ally qualified health centers (FQHCs) and where opportunities exist for more targeted
service delivery.>’

The geospatial analysis reveals a fundamental misalignment between FQHC loca-
tions and agricultural communities that reflects broader gaps in health care access for
rural and farming communities. While FQHCs have been successfully established in
urban and suburban areas, their placement tends to follow overall population density
rather than the distribution of agricultural activity, resulting in significant geographic
barriers to care for rural farming communities.*” These spatial barriers are particularly
evident in regions like the North Shore of O‘ahu, agricultural areas of Maui such as
Kula and Pa‘ia, and remote farming communities in Hawaii County. These findings
echo historical patterns of health care infrastructure development that have tradition-
ally prioritized urban centers over rural communities, perpetuating access gaps that
disproportionately disfavor agricultural workers.*** To address these distance-related
challenges, service delivery approaches such as mobile clinics and telehealth should be
considered to improve reach and responsiveness.”

The limited availability of mental health programs that intentionally engage with
the agricultural community—reported by only two centers (14%) of FQHCs—suggests
a need to better tailor services. While farmer-specific interventions remain limited,
the distinctive stressors of agricultural life (e.g., financial instability, weather-related
uncertainty, and cultural norms around self-reliance) call for targeted adaptations.
Programs like AgriSafe’s 3.5-hour training for health professionals aim to build pro-
vider awareness of the farming context and improve rapport with agricultural clients,
demonstrating how existing services can be refined to better serve this population.*
The discontinuation of existing farmer outreach programs due to resource constraints
further highlights the vulnerability of specialized services and the need for sustainable
funding models. This scenario is especially problematic in Hawai‘i’s context, where the
agricultural sector’s transformation over recent decades has created additional stressors
for farming communities already struggling with mental health challenges.*>¢

Language accessibility emerges as a critical factor in mental health service delivery,
with implications extending beyond simple translation services. While 11 FQHCs
(79%) offer some form of language support, the reliance on informal interpreters and
family members compromises privacy and may deter individuals from seeking mental
health care.” This challenge is particularly acute for LEP agricultural workers, who may
face compounded barriers when seeking mental health support. The situation reflects
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broader systemic issues in health care delivery for LEPs and highlights the need for
more robust language access programs that consider both technical translation needs
and cultural nuances in mental health care.”

Cultural responsiveness in mental health service delivery presents another significant
challenge. While only five FQHCs (36%) offer culturally tailored programs, these initia-
tives may often miss the specific cultural context of farming communities. This gap is
particularly significant in Hawai‘i, where agricultural work is deeply intertwined with
cultural identity and traditional practices.>** The absence of programs that integrate
understanding of farming culture with cultural responsiveness represents an opportunity
to create more effective and accessible mental health services for agricultural workers.

The study’s findings regarding stigma and cultural barriers to mental health care
access align with broader research on challenges faced by agricultural communities in
accessing and using health care.”® The perception of mental health challenges as personal
failures rather than treatable conditions remains particularly prevalent among farmers,
reflecting deeply embedded cultural values around self-reliance and resilience.'** This
cultural context requires specialized approaches that acknowledge and address these
beliefs while providing accessible and acceptable forms of support.

The integration of traditional healing practices, such as lomilomi and la‘au lapa‘au, in
some FQHCs demonstrates potential pathways for culturally responsive care. However,
the lack of systematic integration of these practices with conventional mental health
services, particularly for farming communities, represents a significant gap in service
delivery.®>* This disconnect highlights the need for innovative approaches that bridge
traditional healing practices with contemporary mental health care while acknowledg-
ing the cultural context of agricultural work.

Recommendations for FQHCs. The challenges identified in this study point to
several critical areas for improvement in mental health service delivery for farmers
and LEP populations in Hawai‘i. First, FQHCs must develop sustainable models for
farmer-specific outreach and mental health programs that can withstand resource
constraints and shifting funding landscapes. The discontinuation of previous farmer-
outreach programs due to limited resources highlights the urgency of creating robust
and adaptable service models.*® Innovative delivery methods, such as mobile clinics
and telehealth, have demonstrated promise in removing logistical barriers for remote
agricultural communities and should be prioritized.*”*®

Second, language access services require significant enhancement, moving beyond
basic translation to create culturally and linguistically appropriate mental health care.
This includes developing professional interpretation services trained in mental health
terminology and cultural responsiveness, as well as increasing the availability of bilin-
gual mental health providers. Current reliance on informal interpreters, such as family
members, compromises privacy and effectiveness, highlighting the need for systemic
improvements.***

Third, cultural responsiveness training for health care providers should be expanded
to include specific understanding of farming culture and the stressors faced by agri-
cultural workers. Farmers often prioritize values of autonomy and resilience, viewing
mental health struggles as personal failures, which requires providers to deliver care
with cultural sensitivity.*>*® Integrating traditional healing practices such as lomilomi
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and la‘au lapa‘au into contemporary mental health approaches offers additional oppor-
tunities to create culturally responsive services.®

Finally, geographic access barriers must be addressed through strategic placement of
new facilities and the expansion of mobile services to underserved agricultural areas.
Rural farming regions, such as the North Shore of O‘ahu and parts of Maui and Hawai'‘i
counties, are currently underserved, leaving farming communities without accessible
mental health care.*** Innovative service delivery models, such as mobile clinics and
telehealth platforms, can help bridge these gaps by bringing services directly to remote
communities.””*®

While the recommendations offered—such as expanding mobile clinics, enhanc-
ing language support, and integrating cultural practices—are grounded in provider
perspectives and existing service gaps, their effectiveness and relevance would benefit
from validation through future research that centers patient and community voices.
Exploring farmers’ own experiences and preferences is critical to understanding mental
health needs and selecting or adapting interventions that are both feasible and impactful.
Therefore, these proposals should be seen as starting points for deeper, community-
informed engagement rather than definitive solutions.

Limitations and future research. While this study provides valuable insights into
the mental health service landscape for farmers and LEP populations in Hawai'i, several
methodological and contextual limitations warrant consideration. The reliance on FQHC
annual reports and interviews presents inherent data constraints, as these sources may
not fully capture the nuanced realities of service delivery or the lived experiences of
agricultural workers seeking mental health care. The relatively small sample size of 14
FQHC:s, while representing all centers in Hawai‘i, limits the generalizability of findings
to other geographic contexts or health care systems. Additionally, the study’s focus on
formal health care institutions may overlook informal support networks and traditional
healing practices that play crucial roles in farming communities.

The geospatial analysis, while illuminating spatial relationships between FQHCs and
agricultural areas, was constrained by the static nature of the data, which may not reflect
seasonal variations in farming activities or temporary worker populations. Furthermore,
the study’s timing during a period of significant agricultural transition in Hawai‘i may
not capture the full spectrum of challenges faced by farming communities adapting to
changing economic and environmental conditions. Methodological limitations include
potential response bias in FQHC interviews, as staff members may have presented opti-
mistic assessments of their services and capabilities. The absence of direct input from
farmers and LEP agricultural workers in the study design and data collection phases
represents a significant limitation in understanding their perspectives and needs. To
strengthen qualitative rigor, future iterations of this work will incorporate consolidated
criteria for reporting qualitative research (COREQ) standards and extend interviews to
include farmers’ perspectives.* Additionally, the study’s cross-sectional design prevents
analysis of how mental health service needs and delivery patterns may evolve over time,
particularly in response to changing agricultural conditions and health care policies.

These limitations point to several promising directions for future research. First,
longitudinal studies examining the effectiveness of mental health interventions
specifically designed for farming communities could provide valuable insights into
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sustainable service models. Such research should employ mixed-methods approaches
that combine quantitative outcome measures with qualitative exploration of farmers’
experiences and preferences. Future investigations would benefit from employing a
Culturally-Based Community Connections for Resilience (CCCR) framework, which
emphasizes community engagement and cultural responsiveness in advocating for a
collaborative and integrated response to addressing the mental and behavioral health
challenges of essential workers, including farmers.”” This approach is engaging farm-
ers, LEP populations, farmer associations, and health care providers as co-developers,
ensuring that any research/evaluation questions and prevention strategies reflect com-
munity priorities and cultural perspectives. Participatory action research methods
are particularly valuable in identifying and evaluating innovative, community-driven
solutions to mental health service gaps.*®
Future research and evaluation priorities should include:

1. Examination of informal support networks and traditional healing practices
within farming communities, exploring how these systems interact with formal
health care services;

2. Investigation of the effectiveness of mobile health clinics and telehealth initiatives
specifically designed for agricultural workers;

3. Analysis of how language access services could be optimized for mental health
care delivery in agricultural settings;

4. Assessment of the impact of cultural responsiveness training programs on mental
health service utilization and outcomes; and

5. Exploration of sustainable funding models for farmer-specific mental health
programs.

Additionally, comparative studies examining mental health service delivery models
across different agricultural regions could provide valuable insights into best practices
and scalable solutions. Such research should consider the historical, cultural, and
economic contexts that shape mental health needs and service delivery in different
farming communities.

The broader implications of this research extend beyond Hawaiis agricultural
sector. Farmers represent essential workers whose mental health and well-being have
direct implications for food security, economic stability, and community resilience. As
climate change, market pressures, and technological transitions continue to reshape
agricultural work, understanding and addressing the mental health needs of farming
communities becomes increasingly critical. Future research must also consider the
evolving nature of agricultural work and its implications for mental health service
delivery. This includes examining how technological changes, environmental pressures,
and shifting agricultural practices affect farmers’ mental health needs and help-seeking
behaviors. Research should explore innovative service delivery models that can adapt
to these changing conditions while remaining culturally responsive and accessible.

Ultimately, advancing mental health equity for agricultural workers requires sus-
tained commitment to research that bridges academic inquiry with community needs
and practical solutions. By addressing current methodological limitations and pursuing
comprehensive research agendas, future studies can contribute to the development of
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more effective, culturally responsive, and sustainable mental health services for farm-
ing communities. This work is essential not only for enhancing individual well-being,
but also for strengthening the resilience of agricultural communities and ensuring the
sustainability of food systems for future generations.
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