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Dedicated to all the people, young and old, who are living the day-to-day struggle in the Central Valley.
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Introduction

It is my first day recruiting participants in Kern County for my research on valley fever, an environmental disease caused by fungus that plagues the Central Valley of California.1 I am at an outdoor flea market, surrounded by the loud sound of a corrido, a poetic ballad accompanied by a pronounced accordion arrangement and soloist, which is popular among the romantics in the high deserts of Northern Mexico and the old Southwest. The air hangs heavy with the spicy smell of grilled chili peppers and red meat from a taco truck nearby. In contrast to the rain showers that fell the evening before, this morning is bright, clear, and quickly warming up to 80 degrees Fahrenheit. My recruitment booth consists of a multicolored Mexican blanket laid over a table. Pieces of free candy are scattered on top next to a green box that is holding up the sign saying: “Se busca personas con fiebre del valle” (looking for people with valley fever). Two folding chairs sit neatly tucked beneath the table. I stand in the wide and busy dirt path, just in front of my display, and ask people passing by if they have had valley fever. Some shake their heads. Others shout back, “Ni lo mande dios!” “Y no la quiero!” “Gracias a dios no!” (May God not even send it! / And I don’t want it! / Thank God, no!). These are popular phrases in the Spanish language that confirm they neither had valley fever nor desired it and that, somehow, divine intervention had saved them from contagion by the deadly and painful disease.

The Centers for Disease Control and Prevention (CDC, n.d.) reports that valley fever is caused by exposure to Coccidioides immitis (cocci), a soil fungus that grows in arid lands in the Southwest of the United States and Northern Mexico. While corridos are part of the cultural environment, the cocci fungus frequently germinates in the natural environment of the Central Valley, including in the Madera, Fresno, Tulare, Kings, and Kern Counties of California. More recently, the coastal Counties of San Luis Obispo and Los Angeles have reported cases of valley fever (California Department of Public Health 2014; Johnson 2017). Cocci causes an infectious disease known as coccidioidomycosis when dirt germinating the fungus is dispersed into the air due to a strong gust of wind or excavation (C. Smith et al. 1961; Kloos 1973). Moving the dust allows the fungi spores to become airborne. Just one breath of the spores can cause the painful illness commonly referred to as valley fever.

The disease is not contagious, but it is burdensome. Forty percent of confirmed cases are thought to develop symptoms, including rashes, body aches, fatigue, fever, and chest pains that on average last for sixty days. More severe symptoms include disseminated infections in the joints, the spinal cord, and the brain, which require aggressive and timely medical interventions (CDC, n.d.). Some infections require a lifetime of treatment. Annually, an estimated twenty thousand people suffer from valley fever in the states of Utah, Nevada, New Mexico, Arizona, and California. Many more cases are undiagnosed and remain uncounted, which is likely to increase the number of related deaths (Y. Huang et al. 2012). California is responsible for approximately 30 percent of the nation’s reported cases, some six thousand diagnoses per year, and has the highest number of valley fever–related deaths. There were 3,089 deaths from the disease recorded during an eighteen-year period—an estimated 170 annual fatalities in the state (Y. Huang et al. 2012). The regional concentration of the disease is often attributed to the natural environment, its temperatures and levels of rainfall that affect the growth of the fungus, and the winds that can dangerously circulate the toxic fungus spores in the air (CDC, n.d.). While climate variation may affect the fungus growth differently, there are remarkable sociological patterns of infection: people who work outdoors, people incarcerated inside, and people with compromised immunities are among the most vulnerable populations likely to develop symptoms and die from valley fever.

Marilou was one of the few people that morning who nodded and stopped to investigate why I was asking about this disease. She knew about valley fever because her sister Beatrice suffers from it continuously. After hearing about who I am and my research interests in the disease and farmworkers, Marilou agreed to an interview. Her sister Beatrice was diagnosed with valley fever over a decade ago and was dealing with a recent reoccurring infection that made her drowsy and incapable of doing the daily routines that most people can manage before heading out to work or school. Beatrice initially developed the illness while living in the unincorporated rural community of Lamont, a small town characterized by Main Street storefronts, Latinx vendors, and Highway 184 running past the welcome sign that reads, “Growing to Feed the World.” The city population, however, has not been growing but rather declining over the past fifteen years (U.S. Census Bureau 2023). Beatrice moved closer to the city of Bakersfield after her diagnosis because she needed to take care of her father who was then ninety-eight years old. Beatrice used whatever strength she had left to ensure that her father was fed and watched over. But, beyond caring for her father’s life, she was ready for her own death. Marilou explains:


Sometimes [Beatrice] feels bad and she stops taking her medicine because she says that the medicine costs too much. And then she says, “Well if I cannot live without medicine oh well.” I tell her, “No. Do not talk like that! You know that you need your medicines. That you can do this, you can overcome this. You can do this because you do not have children to support any longer because they are working for themselves. . . . The problem is that you do not want to. Do not be a coward I tell her [original emphasis]. Order your medicines.” And she says . . . “I will do it today that I have my father to take care of because my father needs me. But the day that my father leaves us, there is a chance that I will leave behind him.”



Beatrice does not wish to follow the advice that health professionals give for a path to recovery because her obligations and disposition toward recovering contrast with the recommended treatments. The high cost of medicine and her own financial struggles make her think that it would be better for her family if she just died. When Beatrice fell sick with valley fever, she felt responsible for having acquired this disease. Seeking medical help at the onset of her symptoms resulted in a misdiagnosis. After enduring a week of continuous pain, she landed in the emergency room as someone without health insurance due to working only as seasonal labor. Without insurance, it took weeks for her to acquire the prescribed drugs. The delay contributed to the advancement and spread of the disease. Beatrice was then forced to undergo surgeries. When more invasive surgeries were recommended, she traveled to Mexico for the suggested removal of a piece of her lung at a hospital in the town where she grew up. When she reentered the United States fully recovered, Beatrice fell sick again with similar symptoms. She paid for new prescription drugs with family contributions and was told that she would need to continue taking medicine for the rest of her life. Undergoing years of constant medical observations and expensive treatments make it seem that healing might not be worth the burden that it has placed on her and her family.

Lingering in Marilou’s cry of “Do not be a coward” are resonances of the mutual support these sisters have provided for each other as they struggled to survive in the face of a seemingly unlivable destiny as young Oaxacan immigrants. They crossed dangerous international borders, raised families, endured the backbreaking conditions of agricultural labor, and made do with poverty-level wages while supporting binational families. For Marilou, the slow and highly unsuccessful recovery by Beatrice would be only the latest in a long line of staggering challenges. For Beatrice, however, whether life is worth living or not after caring for her father is an open question. In the volatile lives of farm laborers, valley fever threatens the family pledges to help and protect each other and to share the costs and burdens of immigration and low wages. Leaving it up to individuals to solve the problems caused by the large structures, systems, medical establishment, and economy combined might make dying seem like the better option for someone like Beatrice.

That same morning, Ronnie also stopped by my display table. He was wearing a wide-brimmed brown hat that made him look especially tall and confident. He was among the many Black residents shopping that day. While Ronnie did not read Spanish, the free candy caught his attention. He grabbed a fun-size Snickers chocolate bar from the table, unwrapped it, and, just before placing it in his mouth, asked me what I was selling. I explained my role as a graduate student and my goal of recruiting participants for my research study about valley fever. Ronnie was all too familiar with the dangers of this disease. He pointedly listed the symptoms as he peered over my shoulder into the dry patches of dirt surrounding us, as if to warn me that I could be the next victim. He described the rashes that manifested over the trunk of the body, the unstoppable high fevers that lasted days on end, the feeling of being worn down, and the profuse coughing. Ronnie delineated in detail how these symptoms advanced, sometimes taking over the bones and joints of people, other times claiming their lives. He stipulated that valley fever is virtually everywhere, even if we could not see it. Ronnie explained that he knew many people who had caught valley fever. He told me about the fate of one friend who was locked behind bars when he died:


I knew a buddy, he’s a buddy that died of valley fever. He was in the penitentiary. I heard him on the phone, talked with him on the phone, saying he had valley fever. . . . Well, being incarcerated you have no, no hope really because their doctors’ systems is tough. They don’t treat you as you should be treated. They treat you less than who you are. They should be giving you respect as a human being, instead they treat you like scum and they create things to happen. You know my boy, he tells the police that he was, ahh, he was feeling bad in his body and they wouldn’t see him. He died a few days later. And so, in there there’s no hope unless you have it for yourself.



Although the administrators of the prison never confirmed that his friend died from the complications of valley fever, for Ronnie, that correlation was possible because he knew the health care system in the prison to be inadequate and unresponsive. Ronnie believes that the lack of urgency in caring for the health of a prisoner cost him a good friend. If there were alternative treatment paths, his friend was not given those options. Without the right to medical care and the dignity of health, prison walls can weigh heavily on one’s moral capacity for self-preservation. For some prisoners, valley fever can seem to warrant an inescapable death.

Marilou’s and Ronnie’s stories are about people they love who lost hope of recovering from a disease, not just because of the illness itself but also because the available prescriptions and medical interventions were fatally inadequate or even unobtainable. Other participants, whom I interviewed in this study, also revealed that few of them depended on conventional health resources at all, neither emergency nor clinical—precisely because those that were available were also difficult to access. Red tape, differential processes for insurance, clinics that far exceed their maximum capacity of patients, and demoralizing practices, including medical racism, language discrimination, and criminalization, push farmworkers and prisoners away from preventive and immediate health care. This is a finding consistent with other studies (CURB, n.d.; Burciaga 2003; Bade 2004; Welch 2005; Van Ryn et al. 2011; Hester 2013; Holmes 2013; Ku and Jewers 2013; Horton 2016; Ansell 2017; Ferry 2021). Unfortunately, the diagnostics, medications, and development of hoped-for vaccines remain the central concerns of the biomedical and public health approaches to valley fever and command the primary attention of nurses, physicians, epidemiologists, and biotechnicians (Levine et al. 1970; McIntosh 1981). The disparate health impacts of valley fever among people like Ronnie’s friend and Marilou’s sister reveal that one root of the problem is not just health communication and health care inequality but also the knowledge regimes that focus on individual susceptibility and responses to diseases as the heart of the problem, rather than on the socioecology facing vulnerable groups.



The logic that treats people with health problems as problems was applied in 2015 when prison officials adopted a two-pronged strategy for rectifying valley fever outbreaks in prisons. The California Department of Corrections and Rehabilitation (CDCR) spent over $5 million to transfer “African-Americans, people of Filipino descent, Inuits, and persons with diabetes, HIV, or an immunocompromised state” out of endemic prisons (Plata v. Brown Jr. 2013). They did so by setting an arbitrary threshold of acceptable levels of valley fever among prisoners, one that reflected the already alarmingly high incident rates of the disease in the surrounding communities, which are both populated primarily by Latinx low-wage-earning farmworkers and replete with cumulative pollution burdens. The Department of Corrections claimed that the epidemic did not stem from the CDCR’s much criticized environmental and health practices, especially the failure to prevent exposure in a timely manner by paving dirt lots, installing air filters, and providing adequate and urgent health care. Instead, the CDCR attributed the growing incidences of valley fever to the alleged biological susceptibility of African Americans and other racialized groups with preexisting medical conditions (Moore 2013). As a result, the stereotypes that persist are of Black people, Pacific Islanders, and Indigenous people as racially homogeneous and vulnerable populations, whose health issues stem from genetic problems, or of a population of undeserving “criminals” who threaten to exhaust public resources. The case of sheriff deputies in Orange County who acted with deliberate indifference to a female prisoner’s pregnant condition by stopping at a Starbucks for coffee on the way to the hospital is a recent example of a culture of indifference to human suffering. The officers’ dalliance at Starbucks contributed to the woman’s miscarriage, which she did not provoke or desire (Saavedra 2022; Quinones v. County of Orange 2021). Biomedical regimes lead to the argument that systematic changes such as transferring the problematic individuals to other institutions will secure adequate medical care, but they rarely resolve the complex conditions that make people sick.

The racial disparities of valley fever are sobering. Black and Latinx people comprise just 40 percent of the general population in endemic areas of California, but they account for over 60 percent of the cases reported (Hector et al. 2011). Black people and Pacific Islanders are more likely than white people to develop severe symptoms (Cox and Magee 2004; Y. Huang et al. 2012; Hector et al. 2011; Mohney 2013). Native Americans experience the greatest mortality rate, even though they represent less than 3 percent of the population (Hector et al. 2011). Of the total valley fever hospitalizations from 2000 to 2011, the government medical insurance programs covered 61 percent of cases through Medi-Cal, Medicare, and county indigent health programs, which suggests that those who have government-subsidized health care often rely more on emergency services and less on a primary care physician to identify and treat symptoms (Sondermeyer et al. 2013).

Racial health disparities reflect what the medical anthropologist Paul Farmer (2004) and physician David Ansell (2017) describe as structural violence. Historical policies and practices, such as zoning ordinances, racial covenants, blockbusting, and redlining, which segregate risks and resources along race, class, and gender, also generate differential pathways for accessing diagnostic and therapeutic tools for treatment (Lipsitz 2024). The designs of urban and rural neighborhoods, which draw from ecological resources to prioritize economic opportunities, lay the foundation for the social inequalities that produce racial disparities in health and wealth. This study on valley fever further elucidates that unequal health burdens are explainable, in part, through how public health care and medical science advances a search for the causes, consequences, and potential cures of the disease. Although access to health care is crucial for alleviating any undue burden from the ongoing policies and practices that cause racial disparities in health, the biomedical approach deliberately ignores the perspectives and opinions of members of the most vulnerable groups to contract and die from valley fever, treating their knowledge about the socioecological dimensions of the disease as ill informed, illogical, and illegitimate.

This book aims to interrupt the narrow biomedical path that remains unquestioned. I draw from medical anthropologists, sociologists, geographers, critical race scholars, and epidemiologists to begin a conversation that will illuminate how the differential rates of valley fever among farmworkers and people who are incarcerated are preventable. Claims about genetic susceptibility to disease have historically served to justify segregation and to distract the public from the unequal and discriminatory social conditions affecting people’s health (Roberts 2011). When medical experts focus exclusively on advancing biomedical research, they conceal how scientific claims about racial categories are based on societal assumptions and fictitious stories about race genetics rather than scientific evidence (Roberts 2011). They ignore how place matters in determining life expectancy and death gaps (Lipsitz 2024; Ansell 2017). This absolves corporations and state governments from the high costs they would have to incur to remediate the conditions that are injuring the health of people, especially those from racialized groups experiencing poverty, pollution, and the threat of incarceration (Roberts 2011; Briggs and Mantini-Briggs 2002). Relying on biological explanations can lead to treating the symptoms of illness without addressing the social conditions that are causing unequal health outcomes (Briggs and Mantini-Briggs 2002). The differential rates of illness, which provoke speculation about racial genetic and behavioral propensities, should also lead to an analysis of the social and environmental drivers causing disparities in health.

Understanding the social and environmental conditions of life is a central focus of the social determinants of health approach. In her timely book, The Social Determinants of Health, Kathryn S. Ratcliff (2017) employs the public health phrase of “looking upstream” to identify the drivers that are making people sick. The social determinants of health or the conditions of life can account for over 50 percent of the nation’s health profile, making social interventions one of the most important factors for lowering the rates of disease. By asking what the social causes of differential health outcomes are, Ratcliff allows for examining multiple sites of power and situated knowledge. Through a social justice and human rights perspective, Ratcliff evidences how laypeople’s experiences with illness are downplayed both by the faulty reporting systems required of federal and state governments that overlook cumulative health burdens and by the private corporations’ unwillingness to respond to affected residents’ grievances. Often, real-life scenarios are not testable in laboratories, transferable to statistical data, or even treatable. Laypeople’s knowledge, however, can encompass where social and environmental conditions are located and how these might operate in causing health disparities.

The social epidemiologist Nancy Krieger (2011) shows how a wide range of policies, practices, and processes influence people’s health. Krieger’s ecosocial theory posits that the manifestation of illness is not simply the physiological deterioration of the body but also the body’s exposure to social and ecological inequality. The body absorbs the effects from the social, political, and economic conditions in which everyday life unfolds that create disparities in “physiology, behavior, and genetic expression” (936). The reaction of the body to social inequality influences the “development, regulation, growth, and death of the biological systems, organs, and cells” (936). Racism is central to a spectrum of social processes and interactions that lead to injurious social and environmental contexts, such as residential segregation, medical racism, language discrimination, criminalization, and deportability (Lipsitz 2011). Racialized bodies undergo significant physiological deterioration, declined defenses, and elevated levels of stress, while the wealth, health, and medical knowledge of privileged groups is subsidized because of this unequal socioecology (Ansell 2017; Krieger 2011; Gee-Payne and Sturges 2004).

Policing and the threat of incarceration or deportation are extensions of the environmental racism that gives shape to the conditions of life. Hazardous labor and unsafe housing, combined with poverty, make life and health precarious. Valley fever is not an amalgam of individual and isolated choices that happen to unfold in the Central Valley but rather evidence of a linked fate among people living in racialized places. It is part of a broader story of intergenerational inequality and the cumulative consequences of environmental injustice. The term “cumulative vulnerabilities,” used in this book, emerges out of the search for an intersectional humanities and social science lens for perceiving what shapes, and how one is contracting and recovering from valley fever. The term draws attention to the combined environmental, social, and health threats facing farmworkers and incarcerated people over the life course of individuals and generations. Just as the health of individuals is shaped by their medical histories, the collective vulnerabilities of racialized groups stem from their long history of displacement and dispossession, housing insecurity and inadequate health care, and exposure to incarceration in prisons and to sources of pollution.

Drawing on ecosocial approach, which illuminates the policies, practices, and processes shaping the conditions of life in a valley fever endemic county, this book turns to the testimonies of valley fever patients, their families and friends, and community activists and organizers. It builds a conversation with the vulnerable groups and their relations who share a search for answers to ongoing environmental health problems. Immigration policies, exploitative farming and labor practices, red tape in the public health care system, and the excessive siting of waste facilities in rural Latinx communities along with prison infrastructures replete with racial segregation all make lives vulnerable. The accumulation of social and political problems produces differential paths to illness, health care, and healing (Krieger 2002).

The concept of cumulative vulnerabilities differs from the public health term “cumulative disadvantages,” which focuses both on how people’s social and class status interact with their specific physical and biological characteristics over their life course and on how this nexus might lead to differential health outcomes along race, gender, and age (Shuey and Wilson 2008; McDonough et al. 2015). Criminologists have similarly applied cumulative disadvantages to account for people’s experiences with the criminal justice system from policing and prosecution to the courts (Kurlychek and Johnson 2019). The cumulative vulnerabilities lens that I employ, in contrast, shifts the focus away from individuals and toward the social and environmental conditions giving and taking life. The term aligns more closely with research by scholars who spatialize health risks by investigating the cumulative social, environmental, and health vulnerabilities. Ganlin Huang and Jonathan London (2012) map various pollution sites, multiple social vulnerabilities, such as social economic status and age, as well as different indicators of life loss, such as low-weight births and asthma rates, to explain the greater concentration of risks to human life in racialized communities. The cumulative environmental, social, and health vulnerability indicators identify the census boundaries or zip codes with the greatest need for social and environmental interventions. The conditions of life that are shaping health risks, however, are only part of the story. As Ratcliff’s (2017) work reveals, the past and present social relationships give shape to the conditions that make health precarious.


Methods

Over the course of ten consecutive months of field research, I came to draw upon a broad range of methods to understand how farmworkers and people who are incarcerated contract and recover from valley fever. I used a qualitative case study approach that included interviews, field research, a mode of ethnography that Joao Costa Vargas (2008) calls “observant participation,” spatial data, and archival research. I also engaged in extensive traveling to and from sites, sometimes driving on the road with the activists and advocates and accompanying them to examine, document, witness, or recall a meaningful event that occurred on the road. Each methodological process enabled me to identify partial information, such that the variation of individual experiences among interviewees, the social and environmental conditions of the present, and the long fetch of history shaping where valley fever occurs became pieces of a larger puzzle.

I came to the field site with conventional qualitative methods to carry out and answer my research question about farmworkers and prisoners contracting and recovering from valley fever. Initially, I recruited the farmworker participants at the swap meet, where the grounds’ manager welcomed my project because I might serve as a source of information for people with questions about the disease. I agreed to provide support for anyone who asked. Some interviews unfolded at that location, but I also made phone calls to others I met at the outdoor market and later interviewed them in their homes. In three cases, the participants recommended interviewing a friend, coworker, or neighbor who was also a farmworker who had contracted valley fever. After they signed consent and confidentiality forms, I asked the participants questions about their experience of contracting and recovering from valley fever. These interviews lasted from thirty to ninety minutes, and participants were compensated for their time. In the process of conducting these interviews, I realized that the initial phase of my study raised concerns that could not be easily answered using conventional research methods. For example, in the interviews, participants narrated their struggle with pesticide drift, health care at community clinics, air pollution, and the lack of public and private safety nets. These data compelled me to consider what was happening on a larger scale. Early interviews reminded me of a question that Buck Owens and Dwight Yoakam with accordion accompanist Flaco Jimenez pose in singing the lyrics to the famous song “Streets of Bakersfield.” They ask, “How many of you who sit and judge me, have walked the streets of Bakersfield?” I needed to know what was happening on the streets of the city and the rural towns that participants now called home and where some were incarcerated. Just as importantly, I needed to understand how they came to connect the social and environmental issues facing them to valley fever. Yet, this place-specific inquiry could not be confined to the juridical geographic boundaries of Bakersfield. Instead, I had to engage in a movement-based geography, to trace the relentless movements between and among places that formed the determinate contours of valley fever infection and attempts at recovery. The swap meet was a point of entry into thinking about what connects people to the broader social and ecological dynamism taking place in Kern County. Attending to movement, in the sense of both social movements and physical, gave me a clearer understanding of what was at stake in my research.

Moving beyond the swap meet put me on the road and in dialogue with environmental justice (EJ) activists, prison advocates, and prison abolitionists. I engaged in what Barbara Tomlinson and George Lipsitz (2019) describe as “accompaniment”: “a disposition, a sensibility, and a pattern of behavior” in research that rests on “making connections with others, finding common ground, and uniting around the concerns, interests, and ideas of the people with the greatest need for profound social change” (23–24). Of the three components of accompaniment described by Tomlinson and Lipsitz, my work most closely aligns with the third, “the metaphor of accompaniment as the movement of a community of travelers walking down a road together” (24). But, rather than walking, we were riding in cars down the backroads together. The various trips I took in crossing Kern County and the greater Central Valley brought forth a shared “watchfulness, attentiveness, and solidarity” in the wake of the violation of agriculture and oil fracking regulations, the concentration of carceral facilities in the region, the health risks to farmworkers in the fields, and the overpolicing but underprotection experienced by the most vulnerable populations. They mobilize “around deriving and creating meaning from the facts in the particular” (Sze 2007, 64). Activists not only have a passion for social justice and sharp critiques of injustice but also can generate a more detailed awareness of how decisions and strategies create injustices, as well as ways of knowing or finding out that could generate accountability.

I showed up to every meeting and event that I was invited to attend. I drew from the network that I was forming to recruit more participants, which meant that I was recruiting farmworkers at a local tax preparation office and through personal references. Unless they gave me permission to use their identity, the interviewees’ identities are protected in this study with fictitious names. In summary, interviews took place in the Committee for a Better Arvin (CBA) headquarters, the office of an undisclosed environmental organization in Kern County, over the phone, in participants’ homes, at the public library, in a car or a bus, at coffee shops, and at the recruitment table that I set up at a local swap meet.

To connect with prison abolitionists and prisoner advocates from across the state of California, I called friends from my undergraduate institution California State University, Fresno, and family in a grassroots organization to ask about their encounters with the issue of valley fever. I applied a snowball sampling method, made phone calls, and set up one-on-one meetings. Heeding the call to understand valley fever through a methodology that captures accompaniment, I went behind the wheel of my own car going on exploratory drives to grasp the lay of the land around the city of Bakersfield.

One site of particular importance for my study was Union Street in Bakersfield, where faith-based ministries lined up near shabby motels and dive bars in predominantly Black and Latino neighborhoods. That was on the east side of town. In this way, I engaged in the ethnographic data-gathering tool referred to as transect (Pelto 2016, 76–77). Transect describes observational walks to study the lay of the land, to tap into local knowledge, and to recognize how practices, problems, and opportunities can be discovered. But, beyond learning through observation, I was also searching for a way to learn from returning citizens and prisoner advocates. After making a connection via the phone, I partook in a prayer service at a Pentecostal ministry that I refer to in this study as the “Crossroads Ministries,” nationally known to serve people who are incarcerated, people who were formerly incarcerated, and family members who have been affected by the carceral system. The ministry location provides drug counseling and treatment, prayer sessions, and housing intervention programs inside and outside of prisons in Kern County. When I arrived, my name was projected over an enormous television screen in the auditorium in bold letters, and I was announced as a college student doing research on valley fever. The members invited me to volunteer in their free breakfast program that began at seven in the morning at a member’s kitchen on the weekend. In this way, I formed part of a new but strangely familiar community during my stay in Bakersfield. Many of the members could have been my aunts and uncles; many were bilingual, Chicano, and the children of Mexican immigrant farmworkers just like myself. I joined members of Crossroads Ministries on Saturday mornings in cooking up burritos, sandwiches, or pancakes and then serving free breakfasts to residents congregating at the Martin Luther King Jr. Park.

We caravanned from the kitchen to the park, on the single-wide and busy road connecting both sites. We set up the table and served warm food to people we understood were living in austere circumstances, many of them informally housed in nearby shelters, in apartments, or at the public park. Warm coffee in Styrofoam cups helped start conversations with the family members of people employed by the carceral system, with others who had been violently injured by the local police, and with formerly incarcerated people and valley fever survivors.

Participating in the free breakfast program of the Crossroads Ministries solidified for me the importance of accompaniment. The drive to the park was short and preparation for the event itself was well rehearsed. But the conversations that took place while cooking and later waiting at the park were spontaneous, interactive, and improvised. Unexpected people showed up with new stories to tell. The status of the table—which sometimes required removal of used needles, alcohol bottles, broken glass, or trash—sparked new perspectives about drug addiction and the role of police. In these moments of ambiguity, the social, political, and economic realms became visibly influential in shaping people’s health. But so, too, did the collective struggle to provide support and aid amid the daily crisis we had all known in some way or another.

I attended meetings of various EJ organizations where discussions revolved around projects and where weekly reports were delivered. Community residents spoke with me at length about their concerns during a six-hour bus ride to Oakland as we prepared to join a statewide protest demanding action on climate change. Attending a court hearing on pesticide regulations and participating in a community meeting on pesticide exposure heightened my attentiveness to the role of pollution in damaging the health of schoolchildren and residents of pesticide affected areas. Activist-led “Toxic-Tours”—two in Kern County and one in Fresno County—enabled me to visit sites where pollution was particularly egregious. My work as a quasi–grant writer for one of the environmental organizations exposed me to their past achievements and ongoing problems and provided a front-row seat for viewing their interactions and their collaborations with government officials and representatives of other EJ groups.

To supplement my field research with secondary sources, I drew data from mapping sources, including the Department of Environmental Health and Hazards Assessment’s CalEnviroScreen website, the U.S. Census Bureau’s online archives, a city map from Bakersfield’s geographic information system office, and a community development plan map from the city of Lamont. These resources provide data about environmental inequality in Kern County and graphic representations of social, economic, and infrastructural conditions in incorporated and unincorporated zones. Published county reports delineated the paradoxical pairing of voluminous local agricultural production with food insecurity. Archival research revealed extensive evidence of previous public health research on valley fever in the Kern County Public Library in Bakersfield and the California State Archives Library in Sacramento. Primary source documents from litigation presented me with extensive data from federal court reports, testimony, appeals, and judicial orders regarding state prisons and the issues of valley fever and the adequacy and inadequacy of health care.



Organization of Chapters

This book contextualizes the social and environmental conditions shaping health in low-income communities and communities of color in the urban and rural areas of Kern County. It highlights their mutual support and collective strategies to build healthier places of belonging and living. Chapter 1 provides a county profile that centralizes pollution, poverty, and prisons, reflecting what Rose Braz and Craig Gilmore (2006) find in their research, and which I abbreviate as the 3p’s. Chapter 2 focuses on the Latinx and immigrant farmworkers who contract and recover from valley fever, specifically their stories of entering a system of treatment. It sheds light on their experience with the health authorities who construct their patients’ health observations, lived experiences, and competency as inferior and inadequate to biomedicine. In Chapter 3, former prisoners of color describe how they came to know about the disease and the strategies of care they devised to deal with its effects during and after their incarceration. A prisoner-centered model of health care prompts cellmates to become diagnosticians and caretakers of fellow inmates. Chapter 4 draws on the experiences of activists and workers during health emergencies more broadly, while discussing the binaries they encounter and how these contrast with their own frames about environmental health.

Chapter 5 dives into the long fetch of history shaping the racialization of farm labor and farmworker health. This includes the public criminalization tactics, policing, immigration and labor policies, the public health system, and the placement of cumulative environmental hazards. Finally, Chapter 6 shifts the focus to coalitions of care and the strategies to democratize medicine. Drawing from two lesser-known community health clinics in the 1970s—the National Farmworkers Health Group (NFHG) during the farm labor movement and the People’s Free Medical Clinic during the Black freedom struggle—this chapter offers a glance at models of communities building medical autonomy. Both clinics connected the health of individuals to broader social relationships and ecological health. This chapter raises questions about the current U.S. health care models tailored for rather than formulated with and by the people doing farm labor and returning home from prison. Valley fever’s broader connections across social, environmental, and health systems, as described by workers, former prisoners, activists, and abolitionists, offer alternative accountability models and epistemic shifts for understanding a disease that extends beyond the individual body and into the socioecology.



Concluding Remarks

In the book The House on Mango Street by Sandra Cisneros, Esperanza Cordera recounts her Aunt Lupe’s dying wish for her to keep writing. The memories of her as a once sophisticated and strong Chicana athlete contrast with the now immovable body suffering from an unknown disease. Esperanza captures her aunt’s struggle to survive despite the telling conditions of a home with strong odors, piles of dishes and unwashed clothes, and tin cans rather than glasses for water. Nieces not nurses accompany Lupe in her final moments. The family, not the pharmacy, treats the symptoms extending beyond the physical and into the social body. In her innocence, Esperanza wisely professes, “I think diseases have no eyes. They pick with a dizzy finger anyone, just anyone.” In a system that individualizes illness, Lupe is left to face disease and death with her own insufficient resources. This is an all too familiar struggle for people of color today. The culmination of social and environmental struggles can feel insurmountable when facing disease and illness. Esperanza reminds us that, although diseases might not search out their next victims on their own, the collection of policies leaving Lupe to rely only on her own strength is identifiable and capable of being changed. The processes causing differential pathways to care for people facing disease and near death are preventable.

Many studies about the health implications of environmental injustice have underscored the role of the human decisions that subsidize wealth and private institutions; these exact hidden health costs on people and communities that are taken advantage of (Auyero and Swistun 2009; Bullard and Wright 2009; Klinenberg 2002). While these studies show the social relationships and social structures that facilitate racial health inequalities in different places, many have entered these conversations through the event of a natural disaster or environmental violence (Perkins 2012). Yet more prevalent than sudden environmental disruption and chaos are the collective, cumulative and continuing social conditions that harm health and shorten lives. Conversely, studies that focus solely on medical knowledge in relation to people’s perceived racial identities rarely capture the complexity of environmental violence on people’s health. Many have missed the connections between the systems that imprison and punish and the processes that burden communities with environmental injustice and poor health. This book brings these conversations together through the stories told by farmworkers, former prisoners, activists, and abolitionists. Their stories represent a small segment of the collective knowledge of vulnerable groups who have forged an understanding of valley fever from repeated denials of timely and adequate medical attention, continuous exposure to pollutants, ongoing looming threats of poverty, and the punitive roles of prison and immigration policies. These stories contrast markedly with the more dominant narrative that assumes racial disparities in health outcomes are due to alleged genetic differences and dysfunctional individual behaviors. Such dominant ways of presenting racial health disparities erroneously presume that redistributing illness equally across groups would more or less resolve the injuries. Yet, shifting the burdens of illness absolves the industries and their political allies both from paying the costs of reducing the risks and from taking resources from where they are most needed. It arbitrarily paints the picture both that the disease is natural and inevitable and that health systems are just and equitable.

At the heart of the book is the argument that farmworkers and former prisoners and advocates for their well-being have expert knowledge about the causes and consequences of and the potential cures for valley fever. They speak as firsthand witnesses to their daily exposure to poverty, prisons, and pollution as threats to their health and to the repeated denials of timely and adequate medical treatment. The environmental and social challenges forged by anti-racist activists in the twentieth century are retained in the ongoing critical resistance to evolving circumstances in the Central Valley today. These unconventional alternative archives of knowledge go a long way toward identifying the specific social and ecological relationships creating harm to people who are incarcerated and to people who live in rural areas, many of whom are farmworkers in highly endemic counties.




	1. Portions of this introduction previously appeared in Sarah M. Rios (2022). “Movement as Methodology: Finding the Right Tools for Doing Equity-Oriented Research,” Latino Studies 20:390–407, Springer Nature.









Chapter 1 Social and Climate Heat in Epidemic County

The fracking tour was prepared for labor union organizers, sindicatos from the Bay Area, and led by Latino/a EJ activists and residents from the Central Valley. Three large vans and five cars filled with participants drove through what they described as ground zero of California’s oil industry, Kern County. The convoy proceeded, and I rode shotgun in the last vehicle with our driver, Mr. G. We did not always visit fracking sites. Before this toxic tour of Kern County, I toured one former illegal dumping ground in Calwa and, before that, homes in Tombstone Territory. Before Tombstone, it was the city of Parlier and, before that, a harvest field somewhere I cannot remember. Each time, the situation got worse. I often wondered if I would drift back to these sites or if the sites would catch up to me, causing a strange and undefinable illness later in my lifetime.

Mr. G is an elder activist who is well respected in the statewide EJ movement. He was previously a labor union organizer during the farmworker strikes in the Coachella Valley during the 1960s and 1970s (see Paiz 2023). He now trains EJ activists using the strategies he learned years before. As the fleet parked across the street from an almond orchard, Mr. G kept his eyes on the rearview mirror. He suspected the white truck he saw in it was following us. We were somewhere near Wasco.

The group gathered around a small patch of dirt at the edge of the road across from the orchard. Our eyes were watching the tip of a lean pipe, approximately fifty feet tall, searching for a flame that appeared to be no bigger than the size of a fingernail. Up close the flare would have been as tall as me, Mr. G explained. Oil rigging and extraction made the soil look bare and dry.

Companies rely on gas flaring during oil extraction both to manage the release into the open air of toxic gases trapped underground and to reduce the danger of an accidental ignition. The process is regulated. The San Joaquin Valley Air Pollution Control District sets the rules for the equipment needed to monitor the pollution that comes from flaring, the frequency of gas burned, and the maximum allowable volume of particulate matter, volatile organic compounds, carbon monoxide, and many other airborne pollutants. Although flaring significantly reduces the volume of harmful gases released into the air, it also poses problems for nearby residents who are exposed to pollutants from this industrial practice while working, attending school, and even sleeping at home.

The fracking site we visited was one of the many wells cloistered in agricultural fields. As we gathered, the EJ activists described how residents call them to report suspicious circumstances, such the smell of a gas leak, a visible oil spill, and vehicle movement at night near wastewater ponds or injection wells. The activists gather the reports and then call on a regulatory agency to inspect the site. The regulators called do not always have the authority to respond. It takes time to investigate which agency does. The delay can take weeks for authorities to sort out when to send someone to do an inspection, conduct tests, analyze samples, and submit a report. Someone comments that these delays give companies just enough time to patch things up. The exact health impacts of the combined oil and agricultural activities were difficult to confirm, but we all understood that they are bad.

Our last stop was Sequoia Elementary School in Shafter where a fracking well operates just behind the school gates. Mr. G examined the rearview mirror with more frequency as we drove through the county roads leading to our destination. I asked if we were being followed. He replied with a story. When Mr. G was a labor union organizer, he often drove onto private farm roads to recruit workers to join campaigns in support of better wages, binding contracts, and restrictions on the application of pesticides. Suspecting his intentions, growers would stop his vehicle midway through a field. Mr. G responded by saying that he was a contractor searching for his labor cohort. The growers directed him to call his supervisor from a pay phone and warned him to stay off the private roads. Mr. G dodged the police similarly. He convinced police officers patrolling the fields that he was a farmworker, just looking for a way out. We all laughed. It was one of the few times when being a campesino could get someone out of trouble.

I knew Mr. G was about to confront the driver of the white truck following us when he bolted out of the parked car. I clumsily followed. “Can I help you with something? What do you need? Why are you following us?” Mr. G yelled boldly. The man in the white truck responded, “Why are you following me? I am not following you.” My face flushed red in anger and disbelief. One sindicato followed behind Mr. G closely. Three more guys in black skinny jeans came running in from the group congregated in front of the school. They had a few more exchanges. Then, we walked away. The man in the white truck pulled out his cell phone to video record our backs us as we left, then he proceeded to capture the license plate number on Mr. G’s car. This representative of an oil company was not going to do anything, Mr. G noted, because he had no authority. The tour took place on public streets. Someone made a joke. If you needed to rent a truck, it was not going to be white because oil companies had rented them all out. They chuckled, and I laughed with them.

The fracking tour evidenced the tip of the iceberg of the contentious relationship between extractive industries and the physical (dis)placement of Chicanx and Latinx bodies. Mr. G’s experiences highlighted where, in some instances, Chicanx and Latinx are treated as automatically “out of place,” while in other circumstances they are seen as “naturally belonging.” But when Mr. G turns this dominant narrative on its head, he squarely asserts his right to belong. Organizers like Mr. G understand that, for one’s survival in these backroads, knowing how to navigate the social and ecological junctures that give meaning to racialized bodies and placemaking is essential.

Mr. G and many community-based organizers in Kern County have mastered the multiple articulations of race and space. They deploy what W.E.B. Du Bois ([1903] 1968) described as a double consciousness, a sight that enables an understanding of how one is perceived by people with power and an attendant vision dislodging those perceptions with one’s own version of self. They also develop a critique of racialized spaces, assess their effects, and unground the statuses imposed upon them as docile working bodies, a practice that Chicana feminist literary writers have identified as formative of a collective identity (see Mary Pat Brady’s 2002 discussion on Chicana authors, Extinct Lands, Temporal Geographies: Chicana Literature and the Urgency of Space). Challenging the articulated spatial and racial frames of police, farmers, and oil company representatives enables community-based organizers to create spaces of insubordination (Tomlinson and Lipsitz 2019). They map the terrains of power but pave new pathways for negotiating them.

This chapter aims to make these paths more visible through the construction of a profile of Kern County. I draw from the moments created while accompanying three activists who shaped my research journey: Valentina, Justicio, and Consuelo. Focusing on these individuals enables me to make meaning from what I felt, heard, saw, and experienced over the ten consecutive months of research in Kern County. I joined these activists in extensive traveling to and from different sites, sometimes driving on the road and accompanying them to examine, document, witness, or recall a meaningful event that occurred. The places and spaces described in our conversations during our travels on toxic tours and while attending various meetings and public hearings evidence a socioecology in which social and environmental injuries lead people to forge transformative tools for social change.

A profile of Kern County illustrates how racial and spatial subordination converge. It sheds light on how the racialization of labor, health, and the politics of land use as a resource can construct valley fever outcomes. These cumulative impacts of subordination lead to both new placemaking strategies grounded in collective organizing and the emergence of new knowledge systems designed to combat environmental injustice, predatory policing, economic exploitation, poverty, and immigrant surveillance and criminalization. In this process, the activists generate new ideas and practices for health justice. They create insubordinate spaces (Tomlinson and Lipsitz 2019).

When valley fever strikes, the spatial meanings of “exposure” and “recovery” apply to more than just the places where occupations have excessive health risks, where neighborhoods are in proximity to toxicity, and where isolated medical institutions conduct tests and provide treatments and therapeutic interventions. Valley fever leaves its mark on the “back roads” and “side roads” that people take to avoid surveillance, in the carceral clinics and general hospitals, at work and in-between homes, in short, in all the places that have long been configured by the powerful articulations of racial relations. Diseases like valley fever illuminate the rural and urban underscapes, the hidden and submerged spaces, where possible interventions are artificially constrained by systems that dole out second-class resources to populations demeaned as “undeserving” or “illegal.”

Valentina, Justicio, and Consuelo narrate how they navigate these challenges by formulating transformative strategies and developing new knowledge systems that create community-based collaborations that I believe can be adopted and applied by public health institutions. Organizers generate complex, collective, interconnected, and transformative possibilities for health rather than settling for isolated and individualized solutions. While revealing damning and detrimental denials of dignity, this profile of Kern County also sheds light on how activists think the unthinkable and create integrated, collaborative, and connected spaces in which new possibilities emerge.

As they work at racial and spatial crossroads in Kern County, Valentina, Justicio, and Consuelo identify three essential elements in the larger pattern that undermine health, which I abbreviate as the 3p’s, as noted in the Introduction. The 3p’s determine the interlocking and overlapping logic, mechanisms, and structures that construct valley fever outcomes. Max Liboiron (2021) describes this kind of pattern as the product of the logic (brain), mechanisms (hands and teeth), and structures (heart and bones) of the body of colonialism, which perpetuates its own reproduction across generations. The critical optic forged in response to the 3p’s is the antidote to this assembly. It offers a framework for understanding how, in the absence of health and in the pervasive presence of environmental racism, inequality, and criminalization, isolating diseases as a simple matter of the biology of individuals unproductively narrows responses to them. The intersecting, overlapping, and systematic oppressive conditions and the logic that motivates and implements them are systemic and structural entities that require multiscale cures.

Valentina, Justicio, and Consuelo show us through their work in EJ how the articulations about hazards and responses to them reflect a belief about the necessity for protecting people and places in ways that polluting and carceral industries simply cannot. The activist-led geographies that emerge break free from isolating and individualizing the risks that make the social and environmental causes of illness indiscernible. They build a path toward connecting cumulative vulnerabilities and making visible how their combined impacts generate the need for more just and fair possibilities that prioritize healthy social ecologies.


For a Breath of Fresh Air 

Kern County is characteristically an arid valley, mostly stripped of its native vegetation by the extractive and agricultural industries that produce food and energy for the wider world beyond it. Industrial farming and oil and gas extraction produce commodities for national and global consumption, while locally they generate pollution. No one understood the pollution effects of the agricultural industry better than Valentina (known as Tina for short), whom I met at a nonprofit organization in Delano. She came from a lineage of mobilized Filipino aunts and uncles who became extraordinary advocates for their families, neighbors, and coworkers. Other relatives were active members of the farmworkers’ movement in Delano. Her relative participated in campaigning for the passage of the California Pesticide Drift Exposure Response Act (SB 391) of 2005, which not only sets funding aside for paying the medical bills of victims of pesticide drift exposure but also protects the dignity of the victims of pesticide accidents through improving communication and planning with first responders. Better communication enables first responders to treat the victims of pesticide drift disasters in a timelier and more accurate way. Tina’s family history of fighting for labor rights combined with environmental activism has trained her to become an expert on the many health risks that farmworkers and other rural residents encounter from the combination of pesticides and dust.

Our first meeting was at the organization’s office in Delano, the most northern city in Kern County. I sat facing a whiteboard in a dark empty room while she presented the top five pesticides applied in the county. Tina was preparing for a meeting with the agriculture commissioner. I was her first audience member with whom she would practice presenting her research. She wrote down a long list of the common pesticides applied in Kern County and elaborated on the quantity in millions of pounds applied annually, their equivalent in weight to school buses, and the health impacts they have for anyone exposed to them. In 2011, the farmers in the county saturated their fields with over twenty-eight million pounds of pesticides (28,160,997 lb., to be exact). Tina was working on explaining the need for a buffer zone against pesticides near schools. She emphasized the historic lack of communication between farmers and neighboring families, and how this impeded first responders’ ability to identify the exact pesticide that drifted and treat it adequately. It also led to an undercount of exposed residents.

Pausing from her presentation, Tina asked me if I had heard of pesticide accidents occurring. I nodded my head. I wanted to tell her about growing up in the Salinas Valley and how taking a breath of fresh air during school recess was impossible when growers were fertilizing their crops. But, instead, I referenced Jill Lindsey Harrison’s (2011) book Pesticide Drift and the Pursuit of Environmental Justice. Tina proceeded to explain recent occurrences in Tulare and Kern Counties. She detailed the horrors of exposure combined with the inadequacies of first responders to the calls for help for crying babies and children who were physically ill from exposure, the anguish of parents who were frantic about the health of their children because of accidents, and the indifference of police officers, firefighting personnel, and EMT and hospital personnel to their prolonged suffering. I would later learn more about pesticide accidents during a subsequent trip to San Francisco to a hearing at the state supreme court and from other interviews that I conducted, as well as from the sociologist Tracy Perkins’s (2014) published interview with the renowned activist Teresa De Anda, who recounted the herculean challenges posed by pesticide drift.

A pesticide accident in Earlimart (Tulare County) on September 13, 1999, was especially crushing for Tina because her friends and relatives were directly impacted. Hundreds of residents were exposed. Some were shuttled into a school where they were forced to strip naked and line up for decontamination. The fire department hosed down everyone with cold water. First responders were not informed about which pesticide had drifted, Tina explained, and the chemicals in this case became reactive when in contact with water. She described how some residents drove themselves to a hospital on their own at the first signs of acute illness. They waited long hours for admission, were not provided with any treatment, and were not informed about which pesticide had drifted. They were discharged wearing the same clothes they wore when they came in for treatment and were sent back to the same homes they left where they became ill. Even when many people were arriving at the same hospital with similar symptoms, the clinicians made no intervention related to the place of contamination. Other accounts of pesticide accidents in Kern County from Tracy Perkins’s interview with Teresa De Anda included officials barricading residents from exiting the site where an accident had occurred, making parents who called 911 dispatchers for help wait on the phone for forty-five minutes for the next steps of what to do, and intimidating individuals who raised concerns at related meetings. Many residents and their children developed asthma after the accident. Tina was now working with the residents of Earlimart and other small rural communities to mobilize against pesticide use.

Tina explained that pesticides applied over decades remain in the local drinking water. Traces of nitrate, arsenic, and the pesticide dibromochloropropane (DBCP) are regularly found in groundwater wells in Earlimart, Delano, and McFarland (see the Sustainable Groundwater Management Act Annual Report 2022). She referenced a recent study in which researchers determined that pesticides damage the cerebral nervous system, a finding consistent with the growing rate of autism and learning disabilities among Latino/a school-age children in the Central Valley (see Californians for Pesticide Reform 2014). Despite peer-validated research about the risks of pesticides to people’s health, Tina noted that agribusinesses continue to use millions of pounds of pesticides each year with no adjustments to applications near schools. Tina insists, “We are not against farmers,” but “We are against pesticides.”

According to the California Pesticide Regulation report, Kern County ranks as the county with the second most pesticides applied in California, exceeded only by Fresno County and followed closely by neighboring Tulare County. Over thirty million pounds of pesticides (30,109,635 lb.) were applied in Kern County in 2019. Pesticides and dust in the air exacerbate the already existing PM10 (particulate matter 2.5–10 microns) and PM2.5 (particulate matter less than 2.5 microns) pollution coming from the various industries in Kern County, particularly waste processing sites, chemical production plants, truck and automobile traffic, and oil processing facilities, among others. Particle pollution is measured as the sum of all dry and/or liquid matter suspended in the air either through direct release from a source or formed out of a chemical reaction in the atmosphere (Airnow, n.d.). Kern County ranks number one in annual particulate matter (PM2.5) in the United States (American Lung Association, n.d.). Pesticides also contribute to “bad” ground-level ozone, which comes from a chemical reaction of volatile organic compounds (VOCs) and nitrogen oxide (NOx) (EPA, n.d.d.). Kern County ranks as the fourth most ground-level ozone polluted county in the state (American Lung Association, n.d.a.). It follows behind the much more populated counties of San Bernardino, Riverside, and Los Angeles. According to the Environmental Protection Agency (EPA), the health consequences of particle pollution include “irritation of the eyes, nose, and throat, coughing, chest tightness and shortness of breath, reduced lung function, irregular heartbeat, asthma attacks, heart attacks, and premature death in people with heart or lung disease” (Airnow, n.d.). Both particle pollution and ground-level ozone have devastating effects on respiratory and cardiovascular health, especially for people with preexisting medical conditions, for young children, the elderly, and outdoor workers.

In Kern County, the rate of emergency department visits for asthma complications among children 0–5 and 6–17 years of age far outpaces the rate of similar visits in the rest of the state (California Department of Public Health, n.d.b.). Young children may need more frequent hospital visits and specialized medical services overall, but the higher rates also indicate the likelihood of unmet health needs and difficulty accessing appropriate pediatric care, as was seen during the COVID-19 pandemic (McMorrow et al. 2020). Kern County’s air pollution problems stem from multiple industrial and traffic operations, which, together, stack the odds against good health, especially for the youngest and most health-compromised residents, affecting everyone.

Tina believes that environmental conditions in the area are responsible for her daughter contracting valley fever at age six. Tina planned to drive us out to Earlimart to examine where she believes her daughter was exposed to the cocci fungus. During our drive on a narrow road that curled along almond and grape orchards, Tina stopped the car several times to identify important changes in agricultural technology. She distinguished between old grape vineyards and newer ones: “You can see that the newer ones have a V-shape post so that the vines grow up. The grapes fall with gravity. This is less work for farmworkers, and it protects workers from the sun. . . . This one [the old vineyard], notice how they’re just rows [the leaves grow along a wire]. The workers must get beneath the leaves to get the grapes, and they have no shade.” Then we passed a dairy farm with cows standing together beneath a large fan hanging over a stall. We drove by an almond orchard where several brown mounds near a metal shed stood as tall as a two-story building. “Notice that big pile right over there,” Tina called out, “those are all almonds. Imagine how many hours people had to work just to make one of those mountains!” Veering off the entrance to Earlimart, we stopped to take a picture of the welcome sign that read, “Earlimart, population 8,537, elevation 282 feet.” We were now officially in Tulare County. The ten-minute ride from Delano to Earlimart resembled much of what rural Kern County looks like: miles of agricultural production followed by the emergence of a small town. It also made clear that, despite new technologies, farming remains no less labor intensive, strenuous, and hazardous.

We pulled up to the house where Tina grew up and got out of the car to observe two vast fields aligned next to the quiet street. Across the intersection on our left were fields of almond trees flourishing with white flowers. In front of us was an endless view of vineyards that were sprouting leaf buds along rows of wire. Between the street and the fields was a narrow dirt path that farmers used to turn their tractors around into the next row. Tina pointed out where a neighbor, friend, and relative once lived who was diagnosed with cancer, identifying nearly every house on the street. This street was symbolic of the institutional strength of the agricultural industry, where farmers use every inch of land for production even when that means families nearby are exposed to the dangers of dust and chemicals.

Tina strongly believes that her daughter was exposed to valley fever while playing in the front yard of their house in Earlimart. The moving tractors operate just across the street, and there are few barriers protecting residents against the encroaching dust from the fields. Tina informed me that when these fields are doused with fertilizers, fumigants, and other chemicals, the residents shut their windows in hopes of reducing the amount of chemicals they would be breathing in.

Tina pointed to how air pollution has compelled the local public schools to participate in the Air Quality Flag Program, which alerts students about air quality by raising a color-coded flag. A green flag means that the air is “good,” yellow is “moderate,” orange is “unhealthy for sensitive groups,” red is “unhealthy,” and purple is “very unhealthy.” Monitoring the Air Quality Index guides teachers, coaches, after-school educators, and parents in their decision-making regarding the risks of having children play, exercise, and learn outside. Kern County had 103 days of “unhealthy air pollution” in 2020 (Wilson 2020). When Tina’s daughter was recovering from valley fever, the air quality was a deciding factor in whether her daily activities would take place indoors or outdoors. Restricting her participation outdoors, even during family functions on the weekends, was necessary to protect their daughter’s health and ensure her recovery, but “it was like she was being punished, while polluters kept doing their business as usual.” Tina attempted to protect her daughter’s recovery by remaining vigilant about the quality of the air. Both the elevated levels of ozone and particle pollution combined to make breathing outside hazardous, and it can also lead to restricting the physical movement of residents, a condition that is especially harmful to children.

Tina and I often sat together at community-led meetings. She sometimes informed me through whispers or written notes about what was meant by a particular comment. She identified for me the people who formed part of the EJ movement and their various achievements. Some of the organizers I came to know well formed part of the CBA. Arvin is located at the southernmost part of Kern County, with a population of approximately nineteen thousand residents; over 95 percent identify as Latino/Hispanic on the 2020 U.S. census. The late president of CBA, Sal Partida, found ways to support my research by making connections for me to other organizers and to farmworkers who had caught valley fever.

As I learned more about CBA’s past work, it became clear that collaboration with other EJ activists in Kern County was necessary to develop an alternative infrastructure to the state air monitors and reports, which did not fully capture the ways in which Arvin residents experienced air pollution. For example, the Community Recycling and Resource Center facility was known to release extremely foul odors resembling rotten eggs, a noxious gas classified as hydrogen sulfide. But the California Air Resource Board’s air monitor was located ten miles away from this site. The tragic deaths of the young and undocumented Ramirez brothers working at the waste facility in 2011 propelled CBA to activate the Bucket Brigade, a citizen science initiative designed to collect air quality data. The health consequences of breathing hydrogen sulfide include nausea, headaches, eye irritation, and coughing, even the loss of smell and permanent damage to the eyes; it also can provoke instantaneous death (U.S. Department of Labor, n.d.). Using a specialized kit consisting of a sterilized bucket, a plastic bag, goggles, and vacuum tubes, CBA volunteers engaged in air sampling near the waste facility. They kept a health log about what they saw, what they smelled, and how they felt. The air samples were mailed overnight to a special lab for analysis.

In a Valley Public Radio article explaining the Bucket Brigade, Partida describes his frustration with “experts” who express their underlying mistrust of the CBA volunteers and their methods. Partida states, “The air district is questioning the validity of the bucket. They say, ‘how do I know that you didn’t get that bad air contaminated somehow. Or how do I know that you’re qualified to take that sample? Or that you did take the sample where you said you took the sample and not somewhere else.’ They’re always questioning it” (Moore 2012). The regulators did not acknowledge that the Bucket Brigade method adopted by CBA was previously evaluated and accepted for accuracy by the EPA (n.d.b.) fifteen years earlier in 1996 (Louisiana Bucket Brigade 2023).  Critics also did not acknowledge that Partida was an aerospace engineer for NASA at the Vandenberg Space Force Base in Lompoc before retiring and starting his own accounting business and cofounding CBA. Partida’s training and expertise clearly equipped him with the kinds of tools and qualifications needed. The tools that Partida and members of CBA mastered in their collaborative work and that were missing in the regulators’ approaches included a collective capacity to monitor air pollution with local knowledge.

The lab results from CBA’s Bucket Brigade method revealed that the Community Recycling and Resource Center facility had four times the level of hydrogen sulfide than the level the Office of Environmental Health Hazard Assessment sets as safe for acute exposure to the gas and eighteen times higher than the level set for chronic exposure (Moore 2012). The stark differences between regulatory agents’ reported findings and those gathered by CBA members encouraged EJ activists in Kern County to partner with organizers from Imperial County who had experienced similar disregard of their local observations. They launched the Identifying Violations Affecting Neighbors Kern (IVAN Kern) website. IVAN Kern provides real-time air monitoring reports (IVAN Kern, n.d.). It draws data from community-placed air monitoring systems around Kern County, some of which are in residents’ backyards. IVAN Kern also permits anyone to submit reports of noxious gas leaks, oil spills, and even suspicious explosions. Its website contains a log of all the calls made by residents about these kinds of events, documenting multiple issues and environmental threats across the county and around the clock, despite official reports of declining air pollution. Due to pressure from CBA activists, the Community Recycling and Resource Center facility closed permanently in 2013. It was replaced with the Recology Blossom Valley Organics composting site two years later. CBA organizers and Partida were instrumental in negotiating the plans for and permits given to Recology. They established the parameters of the community’s relationship with the composting site that would be set for generations to come.



Hot Geographies (Heat, Health, and Farm Labor)

Air pollution can feel especially unpleasant during the warmer months in Kern County. The summer temperatures rise to 90 degrees Fahrenheit or higher as early as May. In 2010, there were twenty-seven days of at least 100 degrees Fahrenheit between May and October in Bakersfield. In 2020, there were forty-nine days reported reaching 100 degrees Fahrenheit (Extreme Weather Watch, n.d.). These rising temperatures occur in the context of hotter than average temperatures for the entire state in twelve of the past sixteen years, resulting in what is characterized accurately as a climate emergency (Edwards and Margolis 2021).



The rising heat has special implications for the social and physical geography of Kern County because the largest employment sectors are farming, fishing, and forestry, making up approximately 14 percent of the total labor force (Bureau of Labor Statistics, n.d.). During the time of my research, signs warning of the dangers of heat were posted on billboard advertisements across the county. A poster of a farmworker sitting under a canopy and drinking from a paper cup read “agua, sombra, descanso” (water, shade, rest). The message encouraged workers to drink water, find shade, and take rests to mitigate the heat. It was part of the “beat the heat” bilingual campaign paid for by the state government’s Division of Occupational Safety and Health, better known as Cal/OSHA. This image provoked flashbacks to the summer of 2007, when I was working for the Migrant Education program in Fresno County. That summer, I felt the symptoms of heat illness as I was recruiting migrant farm working parents in the fields to sign up for educational and health services for their children.  At that time, I was gathered in conversation under the sun with farmworkers when my vision began to blur and my stomach became uneasy. I awkwardly recused myself from the vibrant discussion and headed toward the parked car where my coworker waited with the AC on full blast. As I attempted to measure my distance to safety, the image of the car faded into a cloudy white and then a white screen. Blinded by the sun, I felt my way into the car confessing to my coworker that I was unwell. That summer, the beat-the-heat campaign was in its second year. There was much critique of its shortcomings among farmworkers. Seeing the billboards on Kern County roads signaled to me the perpetuation of suffering that climate conditions produce for outdoor workers.

Heat stroke and other heat-related illnesses are on the rise for farmworkers. Most heat-related deaths in California have been concentrated in and around Kern County (Edward and Margolis 2021). Heat illness refers to the medical condition when the body is unable to cope with a heat load. Its symptoms include cramps, exhaustion, syncope (loss of consciousness), and stroke (California Department of Industrial Relations, n.d.). The Cal/OSHA safety order, Heat Illness Prevention in Outdoor Places of Employment, requires employers to adopt protective strategies, including shade and drinking water, training all workers to identify the signs of health illness, and allowing workers to take breaks and call emergency medical services when necessary. Yet, despite these mandates, heat-related deaths doubled in the three years after the state of California first adopted the emergency regulations in 2005 (Horton 2016).

The adaptive strategies that Cal/OSHA requires of employers are difficult to meet. Sarah Horton (2016) finds that access to shade and drinking water are constrained by the rigid structure of the industry. For farmworkers, water stations are sometimes too far away to enable taking breaks as needed. When employers provide shade, it is often not enough. Large canopies inadequately block the heat, and some provide too small of a shelter for large cohorts. Many workers are forced to find respite from the sun in the cool dirt under crops and cars. Stopping or slowing down due to the heat might mean a reduction in pay. Although reports indicate that the cases of heat-related illness are declining, the exact number of farmworkers suffering from heat-related illnesses are inadequately recorded and often misclassified or simply not reported. Heat is not always recognized as the cause of illness or death because many of its symptoms overlap with more common illnesses. Additionally, workers’ documentation status can play a role in refusing to seek and receive treatment.

Farmworkers face social as well as climatic heat. Approximately 50 to 75 percent of all California farmworkers are immigrants and hold an undocumented status, though the exact percentage of unauthorized workers is difficult to confirm (University of California Merced Community and Labor Center 2022, n.d.). Contractors put pressure on all farmworkers to meet the demands and deadlines of the companies that employ them (Wadsworth, Courville, and Schenker 2019). One way to pressure workers is to pay by piece rate rather than hourly wages or salaries, which allows contractors to encourage speedups as a precondition for better take-home pay. Being paid by the number of filled buckets, boxes, or baskets forces workers to accelerate their pace to make up for lost time spent driving to distant fields. Workers are also vigilant about vehicles entering fields or following close behind them, in part because Kern County law enforcement has a history of collaborating with federal and state officials, including the FBI and ICE. Approximately eighty thousand immigrants were detained in California under the Secure Communities program between 2008 and 2013 (“Immigration Law” 2014). The program was designed to identify immigrants in jails who are deportable. When an officer made an arrest, the participating jails sent fingerprints to an immigrant database that is accessible to ICE. This program allowed the local law officials to hold detainees for an additional forty-eight hours after their release date to coordinate deportation with ICE officials. This practice raised questions about whether local officers were enforcing federal immigration law.

The Secure Communities program prompted community response. Transparency and Responsibility Using State Tools (TRUST) Act, signed and put into effect in 2014 in California, challenged the federal government’s Secure Communities program because there was “no requirement for a warrant and no established standard of proof, such as reasonable suspicion or probable cause, for issuing an ICE detainer request” (“Immigration Law” 2014). The TRUST Act limited law enforcement from prolonging detention at ICE’s request. At the time of my field research, the Kern County sheriff, Donny Youngblood, came under public scrutiny for allowing ICE officials into the jails and to access arrest records. In protesting against these strategies, farmworkers’ rights organizations banded together and demonstrated in front of the federal ICE office in Bakersfield to remind officials that immigrants are legally protected by the TRUST Act against these backdoor practices (Romero 2014; “Immigration Law” 2014; Chang, Esquivel, and Lau, n.d.). A young EJ activist, whom I call Justicio, or Justice for short, brought to my attention how closely EJ and farmworker rights activists collaborate. On one of our drives, Justice pointed out the location of the ICE facility in Bakersfield and recalled that the protest chants from the people gathered on the outside were eerily echoed by detainees’ drumming on windows on the inside.

Crimmigration policies, the politics and practices that conflate immigration with criminality, can coerce some people into enduring unlawful conditions. This social heat has encouraged some contractors to leverage strategies that evade the vigilance of ICE and Homeland Security Investigation (HSI) police at work (Xia 2018; Horton 2016). ICE and HSI are authorized to conduct random worksite I-9 inspections and deliver civil fines to employers who are knowingly employing unauthorized workers (U.S. Immigration and Customs Enforcement, n.d.) The HSI police investigating worksites can arrest and deport unauthorized workers, including those who are driving to work. Some workers are mistaken and said to “match the description” of a person they are looking for (A. Castillo 2018). Immigration arrests are surging. These agencies purport to pressure employers to meet the federal employment eligibility requirements, but they also encourage contractors to implement clandestine systems (Horton 2016). Approximately 1 percent of all the social security numbers reported for farm labor were numbers that were frequently used by multiple employers in California (Martin, Hooker, and Stockton 2019). Many workers do not claim the benefits associated with using a social security or tax identification number, including workers’ compensation insurance and the various retirement benefits that accrue from paying into a social security account. (For use of unemployment insurance among farmworkers, see Martin, Hooker, and Stockton 2019.) Clandestine systems can further create conflicts of interest when workers need to submit formal complaints about exploitation, threats, sexual harassment, or wage theft, since they will likely face termination for their reports and must confront the uncertainty of securing work without valid credentials. When the harvest has ended, it leaves undocumented employees with few options, forcing many to accept exploitative job offers that are dangerous, underpaid, and uninsured.



Of the many challenges that farmworkers face from social and climatic heat, among the most dangerous is the consolidation of agribusiness. Kern County employs the greatest number of farmworkers in the state, with approximately 150,300 in 2015, during the statewide drought and rising temperatures (Martin, Hooker, and Stockton 2019). Nearly two-thirds of them (approximately ninety-eight thousand) were employed by labor contractors rather than by growers directly. The five-year drought resulted in agribusiness consolidation, with the number of farms decreasing but the average size of farms growing by 10 percent in California (National Agricultural Statistics Service, U.S. Department of Agriculture, n.d.). The growers who managed to stay in production experienced an increase in net cash and a decline in farming expenses (Martin, Hooker, and Stockton 2019). Philip Martin, professor of Agricultural and Resource Economics at the University of California, Davis, explains that industrial farming is heading toward concentration. Martin describes this as the prosperity paradox or the “80–20 rule,” which means that most farms (80 percent) account for the smallest percentage of farm outputs (20 percent), while the largest farms (20 percent), those that manage 1,000 acres or more, produce the vast majority of food and fiber (80 percent) (Martin 2020, 7). The costs to mitigate the impacts of the drought are driving out the smaller growers who could otherwise provide more stable and safe employment opportunities.  They are also more likely to hire year-round farmworkers directly, not through a contractor.

The concentration of large farms moves the industry farther away from providing work with livable wages. According to the National Agricultural Workers Survey (2018), all the farmworkers who participated in the survey and were over eighteen years old worked forty or more hours a week between 2015 and 2016. Male workers reported an average of forty-six hours, while females reported forty hours. Some workers reported fifty-six hours worked per week. All these extra hours worked were paid in overtime wages. The consolidation of farms means that production is physically larger but not longer. More people are needed to harvest the season. Kern County pulls in more farmworkers at a faster rate than most of the state. California’s farmworker population grew in 2019 at a 17 percent increase in employed farmworkers over previous years, and Kern County saw a 25 percent increase (Martin, Hooker, and Stockton 2019). The average annual earnings reported for workers were $9,000 at the minimum wages or about $10 an hour; some earned $12 an hour if they worked 750 hours throughout the year (Martin, Hooker, and Stockton 2019).

The rise in part-time workers contrasts with a national narrative about a shortage of farm labor. While driving through the agricultural fields in Kern County, wooden planks were posted directly in the fields with messages announcing farm work opportunities. This was an unusual sight, because the names of those who owned or leased the land were typically revealed only on a need-to-know basis. News outlets, such as the Los Angeles Times (Lifsher 2012) and the San Diego Union-Tribune (S. Smith 2014), reported the ongoing crisis of shortages of farmworkers despite declining unemployment rates nationally. In 2010, following the Great Recession when unemployment was at its highest, the United Farm Workers of America (UFW) launched its “Take My Job!” campaign. The campaign challenged the racist beliefs that unauthorized workers were “taking American jobs.” The UFW encouraged unemployed Americans to apply for farmwork and provided connecting services for these applicants. That year, the comedian and political commentator, Stephen Colbert, testified before the U.S. congressional subcommittee on his experience as a farmworker for a day. Fast-forward a few years later and the political narrative and the signposts in the fields seemed to signal that most Americans did not want to work in the farms and that growers could not find enough workers to fill the demands of industrial farming even in the postrecession period. The message was not wrong, but it was misleading. Behind that national spotlight on the farmworker shortage, large growers and private contractors were recruiting more exploitable part-time workers than ever before. They have effectively involved the public in an alleged national food security crisis that is otherwise a hidden labor and economic strategy.

One of the main ways large growers are meeting the demand for part-time workers is through the H-2 Agriculture Visa (H-2A) guest worker program. This program’s solicitations are increasing nationally. California is among the top four states with H-2A workers (Rural Migration News 2022). Approximately 32,333 of the 317,000 H-2A guest workers arrived in California in 2021. Kern County sees fewer H-2A farmworkers than coastal counties, but the rate of H-2A workers continues to grow each year. Known as the “guest worker” program, the Department of Labor (DOL) offers the H-2A visa certification, allowing agricultural businesses to recruit seasonal or temporary laborers from foreign countries when U.S. workers are not available. Ninety-three percent of workers in the H-2A program are recruited from Mexico, making Mexican immigrants the primary agricultural labor force in the United States (Rural Migration News 2022).

Private contractors and growers who are certified to bring in guest workers must both reimburse H-2A guest workers in the first week of labor for the costs associated with obtaining the visa and also fund border crossing fees, reasonable transportation costs, lodging, food expenses, and the costs for returning to their home country. If an H-2A worker is fired by the sponsoring contractor or grower, they must exit the country. Despite the bureaucratic protections available to workers, many violations are reported including wage theft, labor abuse, and substandard housing. The number of growers that the DOL certified to recruit H-2A guest workers nearly doubled between 2013 and 2021 across the United States.

The reports of labor abuses resembling debt bondage perpetrated against H-2A workers are growing. According to the DOL’s Wage and Hour Division, which conducts random investigations of the one thousand farm employers investigated every year, nearly two-thirds of them have violated workers’ right to wages. The DOL has ordered farm employers to provide back pay for approximately ten thousand U.S. and H-2A workers each year. In the Blaine Larsen Farms Inc. investigation, the DOL found that the potato grower had denied full wages and overtime pay to over five hundred H-2A visa and domestic workers (U.S. Department of Labor 2022). These crimes accounted for $1.3 million in back pay. Other violations included hiring unlicensed drivers to transport employees. During the COVID-19 pandemic, Larsen Farms further violated Occupational and Safety Health Administration’s temporary labor camp standards by failing to report the outbreak of cases.

Operation Blooming Onion is among the most egregious examples of H-2A visa program violation. The state of Georgia indicted twenty-four growers and contractors who committed abuses against H-2A visa workers. The clandestine group known as the Patricio Transnational Criminal Organization (TCO) fraudulently elicited seventy-one thousand H-2A visas and received thousands of certifications to hire foreign workers from Mexico, Guatemala, and Honduras. But, upon the laborers’ arrival, the Patricio TCO held workers’ identification documents hostage, “requiring them to perform physically demanding work for little or no pay, forcing them to live in crowded, unsanitary, and degrading living conditions, and threatening them with deportation and violence” (United States v. Patricio TCO 2021). One reporter writes that “foreign workers were regularly forced at gunpoint to dig up onions from the ground with their bare hands, for which they were paid a mere 20 cents per bucket” (Lahoud 2021). The California Rural Legal Assistance Foundation reviewed 280 job offers that were used to recruit over twenty-two thousand H-2A visa workers to California. They found that over 60 percent falsely claimed that employers did not have to pay travel time, 51 percent denied workers tenants’ rights, and 46 percent claimed falsely that workers could not receive outside visitors in company housing (D. Bacon 2022). The director of Immigration Law and Policy Research at the Economic Policy Institute agrees that the abuses entail debt bondage and human trafficking, “but since these U.S. work arrangements are being set up abroad, it is difficult to regulate the behavior of recruiters” (D. Bacon 2022). While best practices get debated, the staggering impacts remain.



Labor violations do not just create problematic employment trends; they also generate hidden health challenges. Exploitation, wage theft, and physical and emotional abuse can lead to psychological distress, depression, and vulnerability to disease (Garcia Quijano 2020). These issues are not limited to H-2A workers. Both domestic and immigrant farmworkers, regardless of their authority to work, become vulnerable to a structure of labor that can easily exploit and expose them to dehumanizing conditions, all of which violate the concept of dignified work. 



Geographies of Hope

I met Justice through Mr. G. They are close partners in the EJ movement and share similar visions for their families and friends in Kern County. Justice organizes meetings with state regulators, research scientists, professors, first responders, politicians, residents, and many other stakeholders seeking to hold industries accountable for polluting the environment in Kern County. Justice has witnessed how the logic of regulations, practices, and policies shifts the health burdens to workers, rural residents, and young children who are vulnerable to the industries’ various polluting operations. He plays a key role in the collective mobilization of people to secure resources for social change.

Justice organized several toxic tours while I was conducting research. I accompanied him to a clandestine oil wastewater pit outside of Bakersfield where Justice had been informed of an illegally placed oil waste site. We drove north on Lerdo Highway surrounded by agricultural fields to check it out. As we drove through an abandoned property littered with scrap metals, a jet engine, and mounds of tires, we stopped the car near a pit that was flushing a corrosive orange pool of water and emitting a physically nauseating gas. Our eyes and throats burned from the fumes emanating from the water. We watched how the iridescent orange water flowed downstream from a pump into a second pit and then into a canal. We followed the canal by car as far as we could to the entrance of Camp Hamilton Veterans Park. Stopping at a bridge, we could see that the water was speckled with oil. A white truck blocked the road and our exit soon after we arrived. Two men approached us on foot and asked us about our intentions. Justice responded frankly and confidently. Then, we left unscathed. At that time, we did not identify the end of the flow. But, a few weeks later, Justice informed me that he and others used an aerial drone and found that the water led to a local water district, and, there, it was diluted for irrigating crops.

Neither the oil waste pits nor diluting wastewater for crop production were new practices, although both were highly controversial. The EJ groups that Justice worked with sought to pressure local water boards and elected officials to conduct accurate tests of the safety of using diluted oil wastewater for crops because none were available at that time. The uncertainty of the effects of these practices, particularly to human and ecological health, signaled yet another instance where industries manipulated risks. Selling wastewater to water districts and then to growers reduces everyone’s liability for and accountability to the public’s health, natural ecosystems, and underground aquifers storing future drinking water. It dilutes the public’s understanding of how oil wastewater is processed. No one can really see how the food they eat is grown with oil wastewater.

The extent of the problem is exacerbated by the size of the oil industry. Kern County ranks as the seventh-largest petroleum-producing county in the nation, generating about 11 million barrels of oil and 128 million cubic feet of gas annually (Kern Economic Development Foundation 2021). Oil extraction wells have operated in Kern County for over one hundred years. Dumping oil waste into open agriculture irrigation canals was once a common (albeit illegal) practice (Cart 2015). A more recent illicit practice, which was made illegal in April 2019, includes injecting high-pressure steam and water into wells that can cause accidental above-surface oil spills (known as surface expressions) (see Gross 2022). The Central Valley Regional Water Quality Control Board, charged with regulating pesticides, metals, and other harmful substances in water, investigated where the Kern oil industries processed their waste. In a 2015 report, the Central Valley Regional Water Quality Control Board describes both that more than one-third of the region’s oil wastewater disposal pits operated without permits and that oil companies diverted toxic waters to more than three hundred previously undisclosed waste sites in Kern County (Cart 2015). While lining wastewater pits could prevent the leakage into aquifers of the chemicals used for fracking and oil drilling operations, regional water official Clay Rodgers stated that waste pits are unlikely to be lined because lining is not required (Cart 2015). Rodgers disclosed that oil wastewater in Kern County reached over eighty billion gallons in 2013 (Cart 2015). McKittrick Oil Field located west of Bakersfield, the largest oil field in the county, produces over 4.5 million gallons of wastewater daily. Approximately 11 percent of crops use diluted wastewater today in Kern County (Gross 2022).

The Central Valley Regional Water Quality Control Board came under pressure from legislators, local activists, and scientists in 2015 for allowing oil field wastewater to be used for irrigation (see Gross 2022). The regional water board contracted GSI Environmental as an allegedly unbiased consultant company to study the controversial practice. What the board did not disclose and failed to acknowledge until much later was how GSI Environmental closely aligns itself with the interests of Chevron, ExxonMobil, and Occidental Petroleum (Gross 2022). GSI Environmental’s previous record includes defending the Texaco and Chevron oil companies’ operations in the rainforest of Ecuador. The investigative reporter Liza Gross (2022) reviewed the scientific literature published by GSI Environmental and found that its researchers had regularly accepted “research funds from chemical and fossil fuel industries, and [that it] collaborates on research with scientists who work for these industries.” After their five-year study, GSI Environmental reported that there was “no identifiable increased health risk” from irrigating crops that are meant for human consumption with oil waste. The California Independent Petroleum Association trade group welcomed the news and warned, “When we shut down local oil production, we are also shutting down agriculture” (Gross 2022).

Given the priorities of GSI Environmental, it is no surprise that independent studies find otherwise, that soil health has been devastated chemically, biologically, physically, and nutritionally and that oil wastewater could further contaminate underground water sources and threaten consumers’ health (H. Miller et al. 2020). They find that there are devastating effects on the remaining natural ecosystems. The illicit practices of industry officials and regulators are sobering reminders of how some places form what Devon Peña (2005) describes as antiecologies, or places that create seemingly disconnected problems and where solutions are reduced to site-specific remedies rather than responses to widely observed cumulative ecological destruction.

The communities in rural areas have come to bear the disproportionate burdens of social, labor, and environmental uncertainties. Approximately 40 percent of Kern County’s population lives in disadvantaged unincorporated communities (DUCs)—densely settled places located outside of the city limits that have little to no governmental representation (Flegal et al. 2013; Hernandez 2018; Fernandez-Bou et al. 2021). DUCs are more likely to rely on dirt paths than on paved asphalt or concrete for sidewalks. Exhaust fumes and dirt stirred up by the passage of vehicles and semitrucks go unregulated. Medical and community services are difficult to secure. Drought coupled with divestment exacerbates the existing health burdens. It can also lead to dangerous circumstances that cause pedestrian accidents because there are no crosswalks or stoplights.

The Community Equity Initiative study found 525 “legacy communities,” by which they mean remote and small settlements, places where farmworkers are likely to have settled (Flegal et al. 2013). Many of the residents of these legacy communities rely on underperforming public or private infrastructure systems (Fernandez-Bou et al. 2021). Their population size ranges from five to five thousand residents (Flegal et al. 2013). Another 135 legacy communities have fewer than five residents and were not included in the study. More than one-third of all DUC residents live below the federal poverty line. Approximately 43 percent of the residents in DUCs are nonwhite. While the challenges of DUC residents are experienced differently depending on how race, age, citizenship, income, and gender intersect, there are many similarities in terms of political representation. DUCs offer fewer opportunities to participate in democratic governance in ways that enable voicing the concerns of residents to protect their health, their interests, and their needs for essential services (see London et al. 2018). This can be especially harmful in terms of the sudden or slow impacts of climate change, decisions about reducing state budgets, demanding accurate tests in the face of rising political power among industries, and accessing rights to clean water. While living in remote places can provide a sense of cultural cohesion and opportunities to build meaningful social relationships across generations, the combined social ecological conditions of DUCs can also cause great harm to rural residents, the surrounding ecosystems, and future generations. Residents are exposed to environmental injustices and offered limited democratic participation and representation to ameliorate them.

I met Consuelo (known as Connie) through Justice during a toxic tour in Fresno County. We sat across from each other on a bus ride to Oakland for a climate justice demonstration. Connie is a credentialed scholar activist with a loving personality. She and I met at her home in Bakersfield on several occasions to talk about our work. At that time, her focus was on water access for the residents of a rural town known as Lost Hills. Lost Hills’ population was 1,768 in 2023. Over 97 percent of the residents identified as Latino/Hispanic in the U.S. census of 2020. The median household income is under $40,000. Approximately 27 percent of the children of Lost Hills live below the poverty line, a rate that is 1.5 times greater than the state of California (U.S. Census Bureau 2023). According to Connie, most residents in Lost Hills work for a big agricultural company known as the Wonderful Company. This company is one of the largest, wealthiest, and thirstiest companies producing almonds, pistachios, pomegranates, lemons, and mandarin Cuties, among others. They market their products as loaded with healthful and nutritious benefits. When farm working residents who pick these products need medical attention, however, many cannot count on seeing a physician. Connie’s work experience in the area allowed her to witness how residents who contracted valley fever were forced to use emergency hospital services in the city of Bakersfield (a thirty-minute drive) because the local community clinic was unable to secure a licensed physician for almost two years. Connie noted that this situation exacerbated the adverse effects of valley fever because patients were unable to obtain a diagnosis quickly, efficiently, and affordably. Many farmworkers who rely on company transportation or carpooling must pay an additional fee to neighbors for transportation to the hospital.



Connie’s experiences made her especially wary of the case of East Porterville, a small city located in Tulare County, which bordered the north end of Kern County. East Porterville was among the worst hit communities without water throughout the first year of drought in 2014 (Hernandez 2018). Nearly one thousand people located outside of the city limits of East Porterville were without water (see also Grossi 2017). Access to the city’s clean and treated water system was just one street away, but the elected officials claimed it would be too costly to install the proper pipes for this unincorporated side of the city. When I visited East Porterville, there was a five-hundred-gallon tank parked on a side street from where the affected residents hauled buckets of water for cooking, cleaning, and bathing needs. Trucks were driving through the city hauling beds full of five-gallon jugs. Long lines were visible at the self-purchase water dispensers. Lawns were dried to a crisp and sidewalks were absent. The daily challenges of drought are exacerbated by environmental racism. East Porterville’s residents are not only disproportionately nonwhite and low income, but they also fall in the 85th percentile of pollution burden score of the CalEnviroScreen 2.0 mapping tool. Residents face high particle pollution and groundwater threats, high rates of poverty and unemployment, and linguistic isolation, as well as asthma, low-weight births, and cardiovascular disease. These combined challenges are not isolated issues. They stem from the interconnected, complex, and systematic decisions about incorporation.

Like East Porterville, many other DUCs in Kern County are also faced with environmental racism. Connie described the dire situation in Weedpatch, an unincorporated community with a population of twenty-six hundred residents. Over 93 percent of residents identify as Latino/Hispanic on the census (U.S. Census Bureau 2020). If you drive south of Bakersfield on Highway 184, you might not even know that you pass Weedpatch because there are no major retail stores, banks, or community centers. Despite its lack of physical projection, it has historical prominence. Weedpatch was one of the sites to which the white residents from Oklahoma migrated in droves during the dust bowl in the 1930s Great Depression. They received protection as refugees under the Works Progress Administration with housing, running water, and wooden platforms for tenants. Dorothea Lange famously photographed the site and the determined human resistance to economic and environmental desolation in it. John Steinbeck referenced the Weedpatch Camp in his novel The Grapes of Wrath (1939).

Connie pointed out that a private mobile home community surrounded by lush agricultural fields was now without a drop of potable water from the property’s private well due to the drought. Most of the residents are Mexican immigrant farmworkers and renting. Because this was considered private property, however, there were no secured public funds for drilling a deeper well. This left the low-income community dry and exposed to the most extreme dusty conditions because there was no plumbing, no sidewalks, and no one to represent their needs. Connie reported that the residents had no choice except to spend their wages on bottled water for daily consumption and personal use like bathing and cooking, since no political representative had secured water for them. The cost for water was hefty for residents, costing more than 10 percent of their wages. Connie understood the severity of this private issue as a public concern. With the help of Justice and other community organizers, she collaborated to collect and donate gallons of drinkable water to mitigate the political casualness to poverty, dust, and dried up wells.

The lack of basic infrastructure and services are unfortunately common characteristics in DUCs.

In Lamont, an unincorporated community five miles north of Weedpatch, the residents have long worked to obtain access to basic services. In 2015, I attended the grand unveiling of three potable drinkable water filling stations at Lamont Park (see Camacho 2015). A coalition of community partners secured funding and logistical support to build water stations for the public, mitigating the use of murky and contaminated water offered in former drinking fountains in public spaces. Among the organizers was the Clean Water Center team who supported the effort to help children quench their thirst safely. Additional projects in Lamont were organized with “Parent Partners–Padres Socios” and other residents in the community. Parent Partners Padres Socios secured $2 million in state funding for the Active Transportation Project to build sidewalks. Sidewalks reduce the potential risks of pedestrian accidents, encourage walking and biking to schools and other high-use venues in town, and reduce dust exposure. Approximately half of the town was without sidewalks when the grant was awarded.

In Kern County, the unincorporated areas are places of home building and making for many immigrant and nonimmigrant residents (Hernandez 2018). Yet, home is nestled in places shaped by extreme poverty and acute pollution, often in sites where pesticide drift enters through windows, while arsenic leaks from faucets. Residents of unincorporated communities are not only racially and economically segregated away from resources (Anderson 2008) but also forced to meet criteria for infrastructural development that is otherwise not required of wealthier and whiter communities (Tumpson Molina 2014). DUCs in Kern County and nationally have undergone patterns of exclusion that the sociologist Emily Tumpson Molina attributes to municipal underbounding or “the process by which municipalities draw their boundaries to exclude particular communities from municipal services, typically based on their racial or economic composition” (182). They are places where racial and spatial subordination converge, according to Tumpson Molina, places where the inability to accrue wealth “is cemented for generations to come” (186). In these places, capital accumulation and expansion shape the meanings of race and space. One consequence of underbounding is that poverty and pollution become naturalized and keep profitable operations going.



Environmental Racism of the Carceral State

As I accompanied Tina, Justice, and Connie in this research journey, the carceral state emerged in different ways. Sometimes, crimmigration policies exacerbated labor practices. At other times, cumulative pollution burdens unfolded in places where hyperpolicing occurred. Justice clarified that pollution, policing, and immigration policies work in concert. The same groups of people become targets for subordination. The many arms of the carceral state grip the people who are denied dignity at work, who lack safe and healthy housing, and whose low wages, on the job injuries, and environmentally caused health problems subsidize profitable industries.

Carceral facilities and polluted places are part of the same socioecology. Justice and I revisited the oil wastewater pit on Lerdo Highway to gather further information about a leaking storage well that was visible in between piles of abandoned metal rubbish scattered on the property. We found the well of interest and documented the tank number, and I took a photograph of it. Once we gathered the data, we continued heading east. Justice described that on his trips through these backroads, he often gave rides to people just released from the county jail who were walking to the city of Bakersfield or Oildale, a near nine-mile hike.

We stopped the car at Larry J. Rhoades, Kern Crossroads Youth Facility, less than one mile away from the waste pit. The Kern Crossroads was located on the same block as four additional carceral institutions: Lerdo Minimum Security, Pre-Trial Facility, Maximum-Medium Facility, and the Kern County Sheriff Lerdo jail facility. Unlike the youth facility, these other carceral institutions were guarded with chain-link fences and an entry booth where a police officer checked credentials. The Kern Crossroads building was new and modern, with a welcoming wide glass entrance and a driveway for buses and vehicles to drop off students.

As a youth residential institution, Kern Crossroads holds 120 beds for young men fourteen to eighteen years of age from the local area. The youth facility operates a two-tiered program for youths sentenced to commitment under the Department of Juvenile Justice. But rather than be locked in a DOJ facility with young men as old as twenty-five years of age, detained youths could instead spend either 168-days or 252-days at the Kern Crossroads facility. Kern Crossroads offers a variety of intervention and prevention services, including medical, educational, and vocational. The goal is to provide a full menu of services in hopes of changing the lives of young individuals who are having problems. The institution, however, is not meant to address the social environmental conditions that have denied these young men safe, stable, and healthy lives.

Justice and I drove on the roads around the Kern Crossroads facility and the carceral complex behind it. Our tour demonstrated the links between carceral geographies and environmental pollution. Directly south of the facility is a solar panel farm with gridded photovoltaic power stations that are bolted to the ground, kept free of plant life, and chained up. In front of that are endless rows of vineyards. East from the residential facility are orange fruit orchards. In the same direction but less than one mile away is a concentrated animal feeding operation center where hundreds of cattle and their excretions are penned. To the west of the youth residential facility are four large voluminous pools of wastewater. These various industries rely on the application of pesticides, release hazardous air particle pollution, and threaten the safety of groundwater. The Kern Crossroads facility was quiet, but industries were operating at maximum capacity. The most noticeable aspect of the carceral complex is that north of the cement walls (across a street) sat the lusciously green North Kern Golf Course, a four-mile locus of palm trees that is managed by the County of Kern Parks and Recreation division. Golfers can ignore that they are in the vicinity of hundreds of caged-up men if they just putt northward with their backs to the enormous cement and windowless buildings.

The chances of incarceration are high for rural and nonwhite residents, especially in places where higher concentrations of poverty and pollution are found (Golembeski and Fullilove 2005; Widra and Gomez 2022). Kern County is among the lowest populated counties with high rates of residents being incarcerated. The neighboring and even less populated Kings and Tulare Counties far outpace the rates of incarceration of residents in Kern County, but it is worth noting that the chances of being incarcerated in these less populated areas are much greater than for residents in Fresno, Los Angeles, and Sacramento Counties (Widra and Gomez 2022). Kern County residents are exposed to hypersurveilled systems when crossing county borders for work, school, family gatherings, and religious or recreational activities. Native Americans living in the area, for example, are disproportionately incarcerated and jailed at rates that are five times that of the white and rural populations (Widra and Gomez 2022). Native Americans also serve longer sentences than any other group. Black and Latinx people are overrepresented in county jails and state and federal prisons compared to their population size, a trend that spans throughout the United States. In a focus group study with Black and Latinx youths from the Central Valley, the youths identified policing, poverty, and pollution among the top three threats in their communities (Braz and Gilmore 2006).

While Justice and I could observe where race, policing, and pollution overlap, the population data on this relationship are artificially limited by the lack of access to the reporting systems tracking both demographic and geographic data related to carceral facilities. Few published documents identify the demographics of the detained juveniles and adults, as well as immigrants in private facilities. Less data are available about the quantity, quality, and location of the carceral facilities in Kern County (for exceptions, see the California Sentencing Institute, n.d.; Prison Policy Institute 2020).  These data could importantly demonstrate the ways in which carceral institutions (county, state, federal, and private) are sites of environmental racism (see Bullard 2005), and how these sites fare with regard to the EPA’s policies and rulemaking and regulatory analysis (see Mascarenhas 2021).

Driving through Kern County with Justice, Connie, or Tina revealed that the punitive carceral and detention centers in Kern County are vast and scattered both in urban and rural areas. Most of the rural facilities are placed out of the public’s view because the roads leading to these facilities are not primary transportation arteries of their hosting towns. These rural placed facilities are managed by the state, private contractors, sheriff departments, and local governments. The urban carceral facilities located in the city of Bakersfield hide in plain sight, usually in neighborhoods with high levels of poverty and houselessness. These facilities include transfer sites, transition homes for soon returning citizens, and temporary immigration detention centers. Some facilities are nestled on busy streets, often in neighborhoods with disproportionately nonwhite residents. Because some of these facilities operate under private contracts, they were unmarked or marked only by general signs naming the private contractor. Only by stopping at the site could I notice that the buildings were locked and topped with concertina wire. For the casual observer, these were difficult to distinguish as carceral facilities.

The combined list of rural and urban facilities that I identified while in the field included juvenile detention centers, multicomplex detention holding centers, medium security facilities, deportation facilities, and federal prisons. At the time, sixteen carceral facilities were operating in Kern County. Today, there are nineteen (Prison Policy Institute 2020). Finding demographic, health, and geographic data for all the smaller nonstate, nonfederal, and unmarked operating facilities is extremely difficult, if not downright impossible. There are no known reports of valley fever rates among these carceral facilities, for example.



Thanks to the work of prison abolitionists and community advocates, however, some data are becoming more accessible. Prison abolition studies shed light on how the carceral facilities are also places of environmental racism. The researchers found that the prisons contributed to sewage spills into the groundwater that serviced local communities and prisoners between 1990 and 2015 (CURB, n.d.). People who are incarcerated are also subject to pesticide drifts, chemical waste evaporation from oil well water ponds, ammonia gases from dairies, and dust that contributes to the development and dissemination of valley fever (CURB, n.d.; Abolitionist Law Center 2013; Gilmore 2007; Braz and Gilmore 2006; Cole and Foster 2000; Pardo 1998). Unlike other residents of the region, the people who are incarcerated are stripped of their right to use water. They are restricted to bathing three times a week, and there are limits on their daily flushes of the toilet, even though more gallons of water are consumed for maintenance than for personal use by inmates (Dannenberg 2007). Abolitionist-centered research reveals the complexity of determining the cumulative health impacts of incarceration.

Much more data are needed. I attended an EJ roundtable meeting organized by Justice for the agents from the Office of Environmental Health Hazard Assessment. The agents who arrived presented the mapping tool CalEnviroScreen 2.0, which they were launching as a new and improved version for tracking cumulative health burdens. Activists and regulators discussed how to interpret the data further and their limitations. This informative meeting shed light on how the carceral facilities in Kern County and across the state are not calculated with the CalEnviroScreen mapping tool due to missing information or data. When I used this site on my own, it became evident that carceral facilities showed up as empty white grids on an otherwise dynamic map tracking cumulative pollution burdens. Many versions have emerged since this early meeting in 2015. There have been significant improvements, which include the expanded burdens listed in CalEnviroScreen 4.0. The current version calculates groundwater threats from concentrated animal feeding operations, odor from dairy operations, children’s lead exposure from housing, housing burden, border pollution, and a drinking water contaminant index. Despite these important improvements, this valuable mapping tool remains devoid of the ability to calculate how the cumulative environmental health hazards might affect people who are forced to serve a sentence isolated behind walls for extended periods of time.

Most of the facilities are surrounded by pollution burden scores that range from the 70th to the 90th percentile according to CalEnviroScreen 4.0. This means that fewer than one-third of the census tracts in the state face a far worse cumulative pollution burden than the areas surrounding the prisons in Kern County. Wasco State Prison has a perimeter cumulative pollution burden score in the 90th percentile. The perimeter cumulative pollution burden score, however, does not paint a fair picture. Less evident is how the combination of confinement and the prison health care system affect the impacts of environmental pollution.

The prison industrial complex is well represented in all the places and spaces in Kern County as it is in the greater state of California. It shows up in the form of criminalizing, detaining, surveilling, jailing, bailing, trying, convicting, and sentencing. The great harm caused by the carceral system has taken root in the physical places and spaces, but they also propel violent policing patterns (Davis, n.d.). At a meeting that I attended, local police officers were invited to listen to the grievances of community members who had become unwilling to call them for emergencies due to the great threat of harm they posed. Rather than making the community feel safe, the police officers made residents feel concerned for their safety. Some of the issues raised included the cultural insensitivities of a then majority white police department in a predominantly nonwhite city and the failure of officers to connect with the growing Oaxacan Indigenous population who spoke neither English nor Spanish. Some members recounted how children became pressed into service to speak to the police on behalf of a parent who was a victim of domestic violence. Some referenced that 911 dispatch calls in a time of crisis required waiting on the phone for extended periods because of the lack of Spanish language interpreters, let alone interpreters of Indigenous languages. EJ members were attempting to stave off community disintegration. They sought to connect the concerns of private residents to the responsibilities and behaviors of public safety officers.

The residents’ experiences of being overpoliced and underprotected also occurred in the urban areas of Bakersfield. One prisoner advocate described how Martin Luther King Jr. Park became the site to drop off drug addicts. They called the process an “informal agreement” that keeps roaming drug users off the streets and out of jail. This strategy also reflects the decline in drug rehabilitation programs nationally. Less than one-quarter of the people in prisons and jails access daily drug treatment despite having higher rates of drug addiction than the public (Taxman, Perdoni, and Harrison 2007). Dropping off people with drug addiction at the park purports to allow police officers the ability to better monitor the surrounding neighborhood for returned offenders or gang and drug activities. Yet, stopping and frisking is often a search for technical parole violations, channeling a significant number of the returning inmates back to prisons (Petersilia 2003). Other prisoner advocates described experiences with racial profiling while driving, with excessive violent force from police officers that led to personal injuries and suffering from untreated health conditions while behind bars in county jails or prisons.

Violent policing patterns create a long-term health emergency. Marisela Gomez (2016) argues that violent policing fragments communities because people’s freedom of mobility is jeopardized. Combined with racial discrimination, and unfavorable social conditions, chronic stress can bring about illness (Gee-Payne and Sturges 2004; Gee 2002; Krieger and Sydney 1996). Stress levels are mitigated by how one evaluates situations and attends to one’s physical health (Lazarus and Folkman 1984; McEwen 1998), but this is often dependent on having a reliable support system and the availability of social resources in neighborhoods to access for mitigating those risks, which can be limited due to social control surveillance that strips residents of valuable kinship and social networks (Phillips 2012; Israel et al. 2002; Kretzman and McKnight 1993). When these social and environmental factors are compromised, the body becomes more vulnerable to chronic disease and illness (Gee-Payne and Sturges 2004), potentially leading to conditions that are more likely to cause health problems than genetic and individual behaviors (Ansell 2017). The underreporting of police brutality and police-related deaths nationally suggests the need for a public health initiative that accounts for the injuries caused by local police, data that should be available in every county (Krieger et al. 2015). Police violence manifesting on the streets, in back alleys, and in the private homes of the overpoliced and underprotected neighborhoods is as much a public health matter as an environmental racism problem. Policing shapes the walkability of neighborhoods, the safety of families, and the solidarity of family and social networks.



Conclusion

The roads that Tina, Connie, and Justice walk are, in many ways, new. They pave paths that connect individual problems to public health matters. Their evidence and ideas are challenged at times as uncertain and untrue, and they, in turn, challenge regulators to think more critically about their approaches, regulations, and methods of proof. For them to “make sense” to regulators who are charged with making decisions, activists at times separate and isolate an issue. Yet, their collaborations, the informal conversations we had, and the documentation of the sheer size of the problems they face shed light on a larger and more complex socioecology. Activists both establish clear links across industries that pollute and cast light on how regulatory agencies and their processes connect with the urgent health needs of the most vulnerable residents. They forge new community-based monitoring strategies when data are absent or inconclusive. Activists search for reliable alternative methods for collecting information, working collaboratively and collectively across organizations, partnerships, volunteers, and even regulatory agencies. They accompany people who are vulnerable to the hypersurveillance of the carceral state and acknowledge the disproportionate environmental health burdens they face. The result of these efforts is the formation of a transformative geography that sheds light not just on the existence of cumulative vulnerabilities but also on the collective strategies and tools needed for establishing healthy social ecologies.

It is never just valley fever. The clustering of the 3p’s brings into view how physical geographies are bound up in, rather than simply a backdrop to, the social and environmental processes that shape health. Diseases are materialized and intertwined with the contemporary and historical precedents of what is aptly described as the racialization of people, places, and health. The higher rates of valley fever along racial lines follow the patterns of “human geographies occupied by the colonized, the enslaved, the incarcerated, the disposable” (McKittrick and Woods 2007, 4). These racialized geographies produce an excess of health emergencies that make it difficult to distinguish the culprit(s). The industries that produce hazardous by-products and waste materials omit their impacts and discount how they affect places where many Brown, Black, and other nonwhite people are likely to live their everyday lives. Yet, the people who are subject to these circumstances cannot overlook the glaring evidence. They trace the origins of valley fever and other diseases to sites of resource extraction, agriculture production, fracking, pesticide drift, carceral institutions, and the logic that sustains them.

The nexus of the 3p’s produces great harm, but it also generates a local knowledge system of collective self-defense that is based on descriptions of the interactions unfolding in the home, on the road, in clinics and hospitals, and in neighborhoods (McKittrick and Woods 2007). These circumstances are all too familiar for residents like Tina, Justice, Connie and others who work to achieve more just possibilities and a more dignified way of life. As Mr. G alluded to in his story while behind the wheel, the police in the Central Valley have long had a reputation for dismissing people of color, for mistaking cultural and linguistic differences for defiance, and for physically displacing the poor and people of color through forceful strategies. Restoring both the land and restoring the lost power, agency, and dignity of people living in proximity to toxicity requires re-storing the origins of poverty, pollution, prisons, power, and people. A counter-language and bold forms of activists’ transformative collaborations are needed to reverse their effects.

Drawing on Doreen Massey’s analysis of space, Mary Pat Brady (2002) argues that language can powerfully shape how space is experienced and felt through hierarchical articulations of social relationships that serve the interests of capital. Capitalist ventures produce what Massey describes as “power-geometries,” which are the operationalizing mechanisms of connecting and dividing, including and excluding, empowering and disempowering differently situated groups of people (Werner et al. 2018). Immigrants who do not speak the English language and who are racialized as nonwhite have disproportionately carried out the agricultural industries’ dangerous tasks. Those who work the hardest receive the fewest benefits of agricultural production because of their exclusion from landownership, fair wages, safe living and working conditions, and access to unimpeded travel and communication (Ngai 2004; Walker 2004). Early California prisons contributed to this power-filled articulation as the punitive arm of the state, often deployed in the service of creating a tractable nonwhite workforce and dispossessing immigrants of any acquired land (Gilmore 2007; Ngai 2004; Petersilia 2003). The spatial formations of capital have almost always designated nonwhite and noncitizens—and, particularly, non-English-speaking residents—into statuses deemed displaceable, disposable, and deportable, never quite belonging. The land that immigrant workers tend but do not own, the segregated places in which they dwell, the policing of their travel by law enforcement, and the fugitive places they must commandeer to hold union meetings all testify to the lasting spatial dimensions of their racialized identities.

In these powerful yet uneven articulations of social relationships, the creation of linked fates among some aggrieved groups generates new racial and spatial discourses and practices. As Massey argues, a sense of place is never quite as static as the eye first sees. The sense of place and options within it coexist with a “constellation of social relationships,” where “experiences and understandings are constructed on a far larger scale than what we happen to define for that moment as the place itself” (as cited in Werner et al. 2018, 31). Multiple meanings and diverging social relationships are constantly unfolding because people are never completely bounded by the spatial confinements created by the dominant articulations of capital (Werner et al. 2018).

Labor union organizers work with EJ organizers in search of new possibilities that promote, protect, and prolong dignity and life. They collectively pose creative spatial and social critiques that generate possibilities for living with health.  They find ways to manage the materialized inequalities facing them, albeit at varying and always precarious levels of success. They narrate their struggles for survival to reveal transformative systems of knowledge and new cartographies that challenge the dominant place-bound models of health. The creative space they establish, wedged between their denigrated status as “criminals” or “illegals” and their insistence on the sacredness of human life, is often not understood by public health agencies and officials. Yet, it is this space that provides the most feasible, effective, and tangible solutions to social problems while also generating a needed sense of hope among the aggrieved social groups. Valley fever needs to be considered in relation to these socioecological connections.







Chapter 2 Healing the Path of Uncertainty

Dangerous by design, the narrow but heavily transited roads in East Bakersfield made me nervous about finding Mary’s address. Cars parked closely behind each other as children played beside them. To make matters worse, the relentless sun was blinding my view. Still, it was hard to unnotice the missing sidewalks and the all too present dirt trails crawling like snakes along the ground bordering fences. Without a drop of water this spring, the garden beds and front lawns held on to life tightly. Some homes were boarded up with plywood, signaling the high foreclosure rates. Yet, I understood there were vibrant people living here where economic resources were depleting. City-Data reported that nearly 50 percent of the residents lived below the poverty line in this neighborhood. One out of every two residents managed just barely to fend off the worst of times.

When I found Mary’s house, I parked across the street and marveled at the black Plymouth Barracuda coated in a hard shell of dust, awed by its timeless beauty against the dusty front lawn beneath it. Mary’s sister, whom I met a week earlier at the outdoor market, mentioned that paying a visit to Mary would do her good. I was excited to chat about her diagnosis of contracting valley fever. Mary approached the screen door as I walked up the steps. When she opened the door, I noticed her slender body held upright with a cane in her hand. She limped as she stepped out to greet me, but, when she spoke, her voice was deep and stern like the ruby red that colored her lips and her midnight black hair. Mary was diagnosed with valley fever in 1998. Since then, she had fought off the disease twice. She was now in her third relapse, and her body knew it. 

We sat on the living room couch in front of two tall windows that faced Mary’s back. She began her story explaining her migration from Texas to the Central Valley with her parents to work in agriculture as a young girl. Back then, Mary prepared the warm meals that her sisters and parents took with them to the fields. Occasionally she accompanied the family, but most days she stayed at home planning and preparing the next meal. She settled in Kern County when she married a farmworker with whom she had two children, Mario and Molly. Mary continued working from home and raising her children until an unexpected divorce changed everything. She secured employment as a waitress in various Mexican restaurants. Mary was first diagnosed with valley fever while waiting tables. At the time of the interview, she was fifty-something years young, living on disability insurance and battling valley fever for the third time. She recalls previously being persistently healthy, never really falling sick until she caught this disease.

Valley fever has left physical and emotional scars on Mary. Over her left knee and on her right shoulder, surgical lines mark where the disease has consumed her body and made it less mobile. Her slow movements reflect the pain she perpetually endures. While she was preparing for a major surgery, her son Mario was diagnosed with valley fever. Within twelve months, Mario passed away from its complications. She recalls, “He was a mechanic. Worked for GMC, then Michelin tires. He used to have good jobs. Made good money. He was always on call. He said, ‘I ain’t got nothing to do. . . . I ain’t got a wife.’ They used to call him in the middle of the night to go and he would say ‘okay mom I’ll see you tomorrow.’ He was really good to me.” The living room walls were decorated with pictures of Mario as a young boy, memorialized in a display case replete with classic lowrider toy cars that his hands built and painted. The dusty Plymouth across the lawn was one of Mario’s lowriders. Mary remembered her son as a good kid, smart and generous. He was interested in health care but had no opportunities to develop a career. Mary described how Mario used online websites and articles to educate her about the causes of valley fever. He was well read despite his limited education.

During her first episode of valley fever, Mary arrived at the Kern Medical Center (KMC) county hospital by ambulance. While at the emergency room, the nurses interrogated her; she remembers the derogatory tone of staff as they classified her as a farmworker. Mary tried to explain that although her ex-husband worked in the fields, she had not worked there since her teenage years. She did not convince them, evidently, because they constantly referred to her as a farmworker and claimed she had gotten sick in the fields. As an uninsured Tejana Mexican American with a low income, she was offered the health services that are meted out to the working poor. During a second painful episode of valley fever, Mary described how the ambulance staff forced her to return to the same hospital. Mary refused to be taken to KMC and pleaded her case to be driven to a different facility, but, due to her uninsured status, she had no choice in this matter.

Mary became a regular at the county hospital for the next six years. An immediate obstacle for her was that the prescribed medication was too costly to purchase. She visited the KMC hospital once a month to stabilize her condition. Over the various visits, Mary was never fully informed that the disease had disseminated into her bones. No one informed her about her general health situation. She underwent minor surgeries on her arms and upper back to remove lumps of tissue caused by valley fever. Doctors persistently misdiagnosed the lump that grew inside her knee as arthritis, however. Mary explains her disillusionment:


I never liked that hospital. . . . I got out of there. But I kept going back and back because I was trying to fix my (Medi-Cal) papers. But by that time, I got carpel tunnel. Yes, my arms started functioning, but they never started talking about my knee. . . . They would say “it’s just arthritis, arthritis.” They never really told me the truth, you know. 



After years of treatment at the KMC hospital, Mary obtained Medi-Cal and shifted to a private doctor. During that time, she had acquired over $20,000 in debt “just on the medication” and was dealing with harassment calls from collection agencies for hospital bills she could not pay. When she obtained Medi-Cal, she secured a second opinion about her health, which made a tremendous difference in her overall well-being.


In 2001, I started fixing my papers . . . but you know how it takes so long and I got (Medi-Cal) until 2005 . . . I said, oh thank God . . . So, I started looking for another doctor. . . . That’s when Dr. X told me “I think that’s valley fever” [pointing to her knee] and he said, “did you get a lump right there?” Because I had a big scar. He said, “I’m the one who is going to give you surgery on your knee because if you do have it, we are going to replace the whole knee.” So, I said, yes okay.



In the course of being examined by a new doctor paid for by Medi-Cal, Mary received different information about her general health. But Mary had to postpone surgery when she discovered she had diabetes. When pills stabilized her diabetes and it was time for the knee surgery, the new doctor informed her that she had valley fever, which had been misdiagnosed as arthritis earlier. For Mary, healing is a long and uncertain path. Her experience includes medical staff isolating valley fever as a separate condition from her quickly deteriorating physical health due to emerging chronic diseases. Communication was persistently partial, disclosing information that Mary pieced together on her own. Pain and suffering clearly extended beyond the physical body. The medical system not only wrongfully labeled her as a farmworker, for unclear reasons, but also forced her into insurmountable debt that she had to endure. Waiting for Medi-Cal kept her from seeking comprehensive services for four years. At the same time, accessing the medical benefits from government subsidized health insurance came too late for her son Mario. His uninsured status sent him onto the same path of care that Mary was initially forced into, with drastically different results. The government subsidized health insurance from Medi-Cal improved Mary’s circumstance, allowing her to access a private specialist and to receive individualized care and appropriate treatments. Mario, however, experienced an unexpected death from the same disease.

Mary’s case highlights some of what it means to suffer from valley fever in the Central Valley while being racialized and poor. Recovery, if it comes at all, is laced with a chain of unexpected events. On every step of this path to healing, a feeling of unexpectancy emerges, and no one really knows what will happen next. The feeling of unexpectancy, a concept introduced by Mindy Thompson Fullilove (2013), when applied to a path to recovery, sheds light on public health questions about social ecological instability. The path to recovery can feel disjunctive, leaving people who have few resources with feelings of shame, unbelonging, and incapacity. Unexpectancy is also more than a feeling; on the medical path, it speaks to the politics of displacement: to the social, economic, and spatial dangers that cocreate unstable health outcomes.

In this chapter, I explore farm working men’s and women’s stories of contracting and recovering from valley fever while living in Kern County. I asked them about the symptoms that prompted them to seek medical care. How was their diagnosis made? What circumstances characterized their experience with the various health care institutions they passed? What was surprising about their experience? How did they find the strength to heal?


Waiting for Health Care

Pain provoked deep concerns about health. Fevers and profuse sweating, pounding headaches that worsened each day, bruising in the legs accompanied by a rash, and coughing that persisted despite consuming home remedies were indicators that something was wrong. These symptoms and others prompted participants to seek medical attention within as few as three and as many as seven days. The discomfort associated with valley fever symptoms also concerns the CDC authorities who encourage residents to seek care immediately should these sensations persist for more than three days or worsen. Participants did exactly that.

Participants report seeking care from the hospitals and community clinics, making health insurance an issue of great importance. In seeking a medical evaluation, the availability of health care services produced constant frustration. Securing a doctor’s examination at a community clinic as a walk-in patient often meant having to wait anywhere from two to six hours. Participants were aware that without an appointment they were not guaranteed to meet with a physician and receive a diagnosis. Those who sought Emergency Room (ER) services at a hospital were keenly aware of having to wait similar long hours. Going to the ER meant that they would spend four to six hours waiting in the lobby, but a visit there might increase their chances of seeing a doctor, eventually, who could attempt to diagnose their symptoms and offer treatment.

The misdiagnosis of their condition on their first and sometimes second visit to a clinic or hospital compounded participants’ frustration. Almost all participants described having to make two or more trips to a clinic, hospital, or both, over the course of three to eight weeks before securing a proper diagnosis. Despite their efforts to address their painful symptoms, many participants could not secure a proper diagnosis on their first try as Tita’s experience illustrates.

Tita and I met through a mutual acquaintance from Arvin. Our interview took place in Tita’s home, a modern house on a cul-de-sac at the edge of Arvin. She welcomed me inside and offered a cup of coffee to warm up the conversation. Tita described her dreadful experiences with health authorities. After three days of a strong and relentless fever, she drove herself to the local clinic as a walk-in patient. She saw a doctor there but was sent home without a diagnosis or treatment; they simply asked her to go home and rest. The high fever remained for a few more days before she returned to the clinic again for help. Tita was tested for valley fever on her second trip to the clinic, but the results allegedly indicated that she did not have it. Desperate for answers, Tita called her medical doctor, Dr. Alvaro, in Guanajuato, Mexico. Her description of the symptoms and her general location in the state of California enabled Dr. Alvaro to diagnose her as suffering from valley fever. He mailed her injections to alleviate the cough and the pulmonary infection accompanying the high temperature but could not send the antifungal medication she needed because it was too costly. In a few days, the medicine to treat the symptoms arrived. After taking it, Tita waited a few more days for the medicine to take effect, but she was still in agony. Her condition prompted her partner to drive her to the county hospital emergency services forty minutes away on a Wednesday night. While there, doctors diagnosed her with pneumonia. She was given medication and sent home. By Sunday night, she was back at the hospital “rogándoles” (begging to be admitted) because she could no longer manage the pain. At the brink of what she described as a near death experience, the hospital officials diagnosed her with valley fever and admitted her for a stay that lasted for eight days.


Well, I was discharged, and I wasn’t coughing so much. I felt more or less good. We left, and we went to buy the medication. How much do you think the medicine cost? $600 per month. . . . I said, there’s no way. I don’t have insurance, I didn’t have insurance. So, we went to Costco and we would pay per day. We would get medicine for days at a time. And later, because the doctor who looked after me at the hospital was a private doctor and charged $220 per consultation, he said that if I went to see him and paid him the consultation that he would place me in a program for the company to donate the medicine for a couple of months. In the meantime, he would try to fit me into the county program. And now here I pay $74 and I get my medicine donated, and pay $24 for the other medications.



Landing in the system of treatment was difficult to achieve. Over the course of three to four weeks, involving three misdiagnoses and one international consultation, Tita finally secured the necessary treatment to begin healing. In the slow progression forward, the disease claimed a good portion of her health. While sitting around the coffee table, Tita pulled out a canvas bag that she carries with her daily. She jiggled the bag making the sound of a dozen maracas. It is half-full of medications to treat valley fever, and the additional illnesses she now suffers from, including diabetes, high cholesterol, and high blood pressure. Tita’s case illustrates the problems of misdiagnosis.

Misdiagnosis prolongs suffering, but it also shifts responsibility to the patients to advocate for themselves with whatever tools they might have at hand. For Tita, it was both calling a physician in Mexico, whom she trusted and who trusted her, and begging for admission into a U.S. hospital and advocating for an additional test for valley fever. Despite her various levels of self-empowerment, the external rules about who qualifies for health insurance hindered her access to lifesaving medications. The well-intentioned county programs that pay for the uninsured become inaccessible due to medical red tape while purporting to support an affordable recovery. Had the hospital physician not informed Tita that he could become her primary doctor and help her with enrolling in an indigent program to pay for treatment, Tita would have been left to resolve her illness with only the partial doses of antifungal medication that she could afford to buy for the day. Tita’s story could have become Mary’s story.

Medical red tape is a serious barrier even when doctors accurately diagnose patients. Clara’s case illustrates just how difficult entering a supportive system of treatment can be for people who are uninsured and unlikely to qualify for state subsidized health insurance. I met Clara at the swap meet during the first phase of recruiting participants for this study. She was shopping with three of her children and her partner who held her arm as she slowly walked through the dusty path. Clara agreed to a thirty-minute interview while her husband took the children shopping. After explaining that she currently suffered from valley fever, Clara also disclosed that the onset of the first symptoms occurred while she was pregnant. She was treating her valley fever infection with the help of the Emergency Medi-Cal health insurance program, which was the only health insurance she qualified for due to her U.S. pregnancy and her undocumented status at the time. After suffering a sudden miscarriage, she lost her unborn child, her health benefits. Clara explained that she had not taken any medication for over a month because she could no longer afford the medicine. She projected that it would cost her over $500 out of pocket for treatment. Meanwhile, Clara’s symptoms were slowly getting worse. In my field notes, I describe my search for public health options to help Clara on her quest to access medication.


Field Notes: I contacted the Department of Public Health. I explained to them that Clara was diagnosed with valley fever at a low-cost clinic. She did not have Emergency Medi-Cal insurance and did not qualify for health insurance. They first told me to call Fresno’s MIA (Medical Indigent Assistance) program, I was transferred there. When the person I spoke with heard that I was talking about a Kern County resident they gave me the number of Clinica Sierra Vista. I called Clinica and asked the phone receptionist if I could talk to someone about a person who needed help paying for valley fever medicine. They transferred me to “Jane.”  I’m not sure what Jane’s role is, but she knew of a clinic that would cover the costs. The only information they needed was proof of income. She told me that Clinica Sierra Vista provides discounts, but that the discounts were not significant for medication. She then put me on hold for about 3 minutes. I was given the name and number of someone else at a clinic in the city of McFarland, a rural community about 30 minutes away from Bakersfield. Jane’s instructions were to contact that person ahead of time and to explain to her the situation. According to Jane, the clinic there was offering to pay for medications even when patients did not qualify for insurance, no questions asked. I called Clara to give her the information about the clinic and the person to talk to before she made the journey.



The conversation I had with medical staff across different offices and different counties revealed the various loopholes patients must navigate to obtain medication. It also led me to ask more questions. Why would I need to call the Medical Indigent Assistance Program in Fresno County? Did Kern County have a similar program? Why can a clinic in McFarland help Clara but not one in Bakersfield? In our conversation over the phone, Clara and I talked through the process of getting help. A week later, Clara told me that she had called to confirm the potential support for treatment and that she had made the drive, but the clinic turned her away because they did not help families outside of McFarland. She returned to Bakersfield. No one could resolve her case. Despite connecting with several health care workers in various communities, receiving promising information, and having an active case and positive diagnosis, low-cost or reduced-cost medication was denied to Clara.

Situations like Clara’s and Tita’s are not unusual. Participants visit clinics two or three times before doctors identify and treat valley fever. Only a few participants describe receiving a correct diagnosis on their first visit to a physician. Patients who are undocumented and uninsurable struggle more to secure treatment, although most eventually find ways to pay for services. The programs offering to donate prescription drugs to patients were unknown to most participants until much later on their path to recovery. Thus, most participants experienced constant uncertainty about how they would recover. It was less clear how they would obtain the medication they so desperately needed.

Misdiagnosis is not just a problem of inaccuracy; it is also a question of value. A health care system that forces people who are sick to become self-advocates rather than serve them as part of a collective action undermines human dignity. The case of Champion drives this point home. Champion is a farmworker who earned his nickname because of his athletic abilities that gave him an advantage over his coworkers in cutting and packing grapes. He worked beyond the standards of the job. Our interview took place at his home in East Bakersfield. A wrought iron fence surrounded Champion’s home. The house windows were guarded with iron rods as well. In contrast to the outside scene, where three police vehicles across the street signaled incoming traffic to drive around them, the inside of Champion’s home was calm and serene. He invited me in and began his story by explaining that he suffered the classic symptoms of valley fever.



Champion had a cough, heavy sweat, and high fever that lasted for an entire week. He became ill with the symptoms while at work pruning grapes. By the fifth day of feeling ill, he made the decision to stop working in the middle of the day and drive himself to a low-cost clinic in Bakersfield because he could no longer manage the physical pain. While at the clinic, doctors told him that he was suffering from allergies. Champion went home and took the medication the clinic suggested. Allergy medicine turned out to be entirely unnecessary and ineffective at reducing his pain. He returned two weeks later to the same clinic explaining that he now suffered more acute pain. After being escorted to a patient room, he waited for two hours before a different doctor finally stepped in to see him. The doctor asked who had diagnosed him with valley fever. In agony and frustration with their service, Champion responded: “You have just diagnosed me doctor.” No one had informed him that he had valley fever or that he was supposed to take medication to treat it.

Long waits at health facilities coupled with the uncertainty of obtaining the right diagnosis produce a deep-felt distrust of the health care system itself. Luis, who lived down the street from Champion, described his ­decision-making strategy at the onset of symptoms as he scrambled for medical help: “I went to two [hospitals], to San Joaquin and the Kern ­General Hospital . . . because the last time I waited a long time to be seen by a doctor and over at the General Hospital, I waited a little bit less.” Waiting long hours to see a doctor prompted Luis to exit one hospital’s emergency room and seek care at another. This was not an unusual response to waiting. Noe, from Arvin, explains that during an appointment to drain the liquid accumulating in his brain from valley fever, he had no choice but to walk out of the operating room:


noe: Well, they gave me an appointment for ten in the morning. I arrived around eight and without eating. Well, they told me to come on an empty stomach. I didn’t eat in the house. When I arrived there, they didn’t give me anything to eat all day or in the night. The next day, “boom” I left and came home.

soledad (spouse): So, the doctor told him that he didn’t want to see him. “Do you know where I’m going to see you?” he said, “When you’re in the operating room, is when I’m going to see you.” 



After having waited over twenty-four hours without food or water, sick and in agony, and having not been seen by a nurse or health attendee, Soledad explains that the doctors expected Noe to ask for forgiveness before they would resume the surgery. No one tended to Noe’s needs or offered an explanation or acknowledgment that someone would come to relieve him of his agony and begin the surgery. They suggest that the overall medical process is very dissatisfying. Champion explains:  


I never liked [the clinic] because they would enter the room and say “why did you come? What are your symptoms? What do you have?” They would check everything and say “ok” and then leave. They didn’t give me an opportunity to, or they wouldn’t say anything like “how do you feel?” Or “this disease comes from [pause]. You need to do this or do that.” No. They just left. . . . No, there were no questions. Nor did they give me the opportunity to ask questions. I wanted to ask them something, but no, not even that.



In imitating the health professionals, Champion looked down at his palm as if he were carrying a clipboard. He did not look up until he was explaining what they had failed to communicate. He was emphasizing that no one bothered to really see him.

Traveling long distances for an accurate diagnosis and treatment can further complicate the process of healing. The participants living in rural communities describe scheduling their doctor and pharmacy appointments in distant cities such as in Bakersfield. In Arvin, there is no local hospital and only two health clinics to serve a population of more than twenty thousand residents. Many Arvin participants describe driving to Bakersfield. The cost of travel to see a doctor or to pick up prescription drugs at a pharmacy depended on who was driving. Neighbors and friends charged $20 for transportation to and from Bakersfield. Family members did not charge to transport their sick relatives, but they did have scheduling conflicts. The burden of distance means that the patients who live in cities or towns without hospitals, clinics, or pharmacies are less likely to spend their economic resources to secure access to a valley fever specialist or treatment at pharmacies. The path to recovery can often mean that residents face hidden financial costs. Making multiple trips across the county to access clinics or hospitals not otherwise available to them in their local community can accumulate into significant social and economic expenses that many cannot afford. These findings align closely with research about immigrants who depend on emergency room care and are unable to participate in “preventive” health care (L. Chavez, Flores, and Lopez-Garza 1992). Participants in this study reveal that few depend on health care resources at all, emergency or clinical, precisely because those available are so difficult to access. Red tape and differential processes for undocumented patients and patients with no insurance as well as clinics that exceed their maximum capacity to serve create experiences that punish immigrants and impede the process of recovery.

Beyond the financial costs, the prolonged waiting, misdiagnosed tests, and miscommunication make people feel unimportant, disrespected, and demoralized. Champion, Mary, Tita, Noe, and many other participants in this study expended considerable amounts of time, energy, and resources to obtain health care. Their experiences prompt one to wonder, What else is imperiled? What other challenges come from the uncertainty of recovery? Can the distrust of the medical system and the consequences of not obtaining health care cause farmworkers to be vulnerable in other ways?



Working toward Recovery

Most participants in this study described recovering from valley fever as a costly experience. Some participants related that laboring in the fields while suffering from the painful symptoms was the only available option they had at the time.

Luis illustrates the struggle between needing to rest and needing to work. Luis and Champion are neighbors and friends. When Luis became ill with valley fever, Champion instructed him about what he could do. He had done so in many ways already since Luis’s arrival from Mexico, but now, Champion became his health coach in response to a positive diagnosis. Unlike Champion, Luis’s undocumented status set him on a different recovery path. When I came to Luis’s home, a chain-link fence guarded the front screen door. Luis and his wife, Estella, welcomed me in for a talk. Unfinished cement flooring extended throughout the small living room, the kitchen, and into a private bedroom, where Estella was getting the children showered and ready for bed. A four-foot-high Virgen de San Juan portrait decorated the only wall separating the kitchen from the rest of the house. It was, in some ways, symbolic of the sense of faith he needed to get through these difficult moments. After being diagnosed with valley fever, Luis described the condition of needing to work even while still suffering from the painful symptoms.


I believe in the Virgen of San Juan. I prayed, and I asked her to heal me because I needed to work for my children. . . . I went to work, but I did not last very long and so, I left. Within 15 days from when I was diagnosed, I went to work sick, and I was taking the pills just as [the doctors] told me to do. But I did not feel well. I had this fever; I have never been through something like this. I have had a fever from the flu, and they eventually go away. This last time, the fever lasted for about three weeks. . . . I am not a person who walks out of work. I struggled but would make it through the day, even if I was the last one out. I barely finished one day. Because I was the driver, I told my friend, “Hey help me drive.” And when I sat down, I fell asleep. My body sweated and shook. My wife would tell me, “Do not go to work anymore, do not go, I will just go.” I said that I wanted to go. But she would say that I could not go. I finally understood and said fine. I stayed home sleeping. She would leave, and I would stay on the sofa sleeping. How she left me was how she would find me when she returned.



Like many participants, Luis knew that his body needed to rest. He felt exhausted, chilled, and had a lasting and strong fever. Yet, he returned to work only fifteen days after being diagnosed. He felt a sense of obligation to support his wife and their commitment to bring home a dual salary. Rest was a luxury he could not afford. Luis explained that taking a day off would mean dipping into their sparse savings, minimizing family expenses in both Bakersfield and Mexico, and letting go of their dreamed of projects. As an immigrant from Michoacán, Mexico, he sends remittances to his oldest son and mother. He plans to use his savings to reunite his son with his family in Bakersfield. Luis has no siblings or extended family. He does not qualify for disability benefits. Working while recovering was his best, if not only, option to keep his dreams alive and finances afloat.

Returning to work without one’s health goes against conventional knowledge about recovery. Healing from valley fever requires rest, drinking liquids, and taking the needed medication. But for farmworkers in this study, it is sometimes more logical to take a chance at recovering in the fields. Arturo described his reluctance to leave work until he “collapsed right there” in the fields due to the pain. Rodrigo described himself as “haciendo se el fuerte” (making himself strong) until he went to the hospital instead of work. Because not working could bring one’s family into devastating financial circumstances, the participants like Luis opted to do the only sure thing available to earn income for their family. Employers did not provide compensation for the workers’ days missed due to illness. The seasonal nature of farm labor meant that they were not guaranteed their job upon healing and returning to work. It was also unlikely that they could make up for the loss of time and money on a different date. Instead, the participants who left their jobs to recover described preparing to seek a different position at another company when they felt strong and able to do so.



Provider Communication and Farmworker Health 

For the participants who have authorization to work and who acquire valley fever, the communication between the health care providers and the worker is essential to securing an affordable recovery. Farmworkers are not making as many workers’ compensation claims as other workers do, even though they may be at higher risk of contracting valley fever than indoor employees. The compensation cases for employees in farming, fishing, forestry, and construction account for only 22 percent of the valley fever cases, while industries employing indoor workers in sales and office, service, management, and professional positions made 54 percent of the valley fever worker insurance claims (Das et al. 2012). Only one participant in this study was knowledgeable about the process of filing a claim for workers’ compensation insurance. Most participants knew only generally about the existence of worker insurance, disability, and unemployment rights.

When I asked Champion about how he managed to survive economically without his wages, he described asking his physician to sign workers’ compensation paperwork. He explained that he was well versed in the procedure needed to claim workers’ compensation insurance because he was trained by the UFW workshops about the benefits entitled to workers. When Champion became sick, he drew on this source of knowledge to help him through the need for income. Champion explains:


They have not awarded me my disability yet. . . . I do not know what the doctors are thinking. Around 15 days after (being diagnosed), they told me that they were going to give me disability. So, I told them to give me a letter that I could send [to the appropriate office]. After being admitted at the hospital, I went to a clinic, so they could give me the letter. After they gave me a form, they told me to fill it out and bring it back. I filled it out immediately. . . . I went back, and they told me to come by the next morning and that it would be done. I went and nothing. “Come on Monday or Tuesday” okay. I went. “Come Friday” okay, I went. Nothing. “We will call you when the form is ready.” Well, I had an appointment in 15 days. I went 15 days later, and they still did not have it ready. So, I asked them “what is going on? Look, I have more than one month without working. The law indicates that I have 45 days to send a claim. Those 45 days will come, and I will be left with nothing to claim, without benefits, with nothing.” One needs the money to pay the bills at least, right. . . . That day I was there with my appointment . . . “While you are here fill out these papers again.” And I asked, what about the one’s that I filled out already? “We cannot find them.” . . . They lost them. I sent the claim very late, and I still have no results.



Champion did his part to secure his workers’ compensation rights. He advocated for himself to health staff who routinely failed to meet his reasonable requests. At the time of our interview, Champion was still waiting to hear back from the disability office, but it is unlikely that he will receive any insurance. When health officials are unavailable or unresponsive to signing required paperwork for workers’ insurance or temporary disability, participants’ healing processes are hampered. A general lack of transparency about where to access workers’ compensation and disability forms and how to fill them out is a deterring factor. But so too are the clinics that do not prioritize a secure process to claim what are the insurance rights for California employees.

Rodrigo is another participant who is aware of his right to disability insurance. He describes an experience like Champion’s. Rodrigo waited nine months before he secured his benefits. Unlike Champion, Rodrigo’s doctor’s intervention was key to securing his claim:


The little bit of money that I had saved, well, I spent it little by little because I did not work. And at the end, I could not find an exit [to my financial problem]. So, then that is when I started asking [the doctor] to send me to work because my economic situation was bad. [The doctor] told me, “There is not any reason you should be going through a bad experience. You have always worked, right?” and I told him, yes. He said, “Disability should be giving you something reasonable, right?” and I said that I did not get disability. “Why not?” I said, no they asked me for many kinds of proof, and they did not believe me. “Really?” so he told me, “Why don’t you send the forms to me? Let me see, bring me the papers and I will personally send them.” They needed the signature of the doctor and all of that. And since I had been going to the doctor for some time because I was sick, I would send the proof but no [one ever approved my case]. They denied me [disability]. So, then the doctor took it upon himself to send the papers. When the doctor sent them, then they began sending me disability [payments].



In sum, over the course of seeing his physician for nine months, Rodrigo submitted paperwork on his own; however, he was unsuccessful. He had no choice but to resort to returning to work. Rodrigo requested that his doctor allow him to go back to the fields despite his condition. Communicating his situation with the physician opened the possibility for him to obtain disability insurance.

Others who were unaware of how to submit formal claims did not receive benefits at all, despite having paid into state treasuries for such rights. Jose from Arvin explains:


I wanted to fill out the papers [for disability] and I needed the doctor to sign them. I did not know how to fill them out, so I did not send them. Because when you go to the doctor due to an injury, you are supposed to take all those insurance papers with you. But when you go to get the papers filled out, they say “no, well you fill out the papers, and I will turn them in, so the doctor can sign them.” I never took them in because I did not know how to fill them out and I did not even know where to get those papers.



Even when participants entered the social safety net system they pay into from their wages, such as Social Security Disability Insurance, unemployment payments, or workers’ compensation insurance, most still faced a significant financial struggle. Noe, for example, was in his eighth year of receiving valley fever treatment, but he only qualified for six months of disability insurance. Since then, his wife, Soledad, has become the breadwinner. Noe’s children now pay for some of the medication costs, while extended family members who come to visit frequently donate a couple of hundred dollars to the family when they can.

The consequences of an unsupportive social safety net can result in accruing debt. Margarita described her brother’s financial challenges during the time that he had valley fever:


He was at the point of losing his house, but thank God, he was able to recuperate it. . . . They made an agreement [with the lender] and they are still there. . . . But he is very much very in debt because he started covering his bills with credit cards. He would ask here and pay there, and that’s how he got by.



Luis explained the substantial loan he obtained and his difficulty paying it back even after four years had passed.


We had a little money in the bank, and we lost it paying the bills and all of that. I obtained loaned money. I went to a program called Progreso Financiero that loans money to people who work in the fields. . . . I asked for $1,600. . . . Right now, I owe about $450 still.



Arturo described his losses:


I lost it all and still, look at me, I am still recovering. Thank God, I am working right now. . . . My friend, this man, if it were not for him who knows what would have happened. He helped me get Medi-Cal and food stamps. And still, it was not enough. I lost my house.



Rodrigo describes how his coworkers collected money to help him:


Well, I spent everything that I had saved in all my life. . . . Since I was a supervisor, various “cuadrillas” [cohorts] cooperated. And they gave me, they helped me. Well, they gathered a little something. I was very grateful. It was not much, but either way the action, which is what counts. . . . Every year [the company] gives the workers a dinner and they receive $3000 to make the food but they brought it to me. I did not want to accept the money. And the group said that they did not want the food; that they wanted to help me, and they all helped. What is more! I was able to overcome this because my family also helped me. In other words, that is why I was able to overcome this, because they all helped me. If they had not helped me, God only knows what would have happened.



While farmworkers’ legal residency status plays a key role in meeting the requirements for social safety nets, workers are more often denied rather than granted access to the social insurances they pay into. A qualifying medical condition does not guarantee farmworkers’ access to public safety nets. Conversely, people with the authority to qualify an injured worker can fail them and their condition. At the same time, public safety nets are not designed to be quite enough for a reasonable minimum standard of living. Farmworkers find their strength to heal by reaching deep and wide into networks of kinship that range from neighbors, coworkers, spouses, and children to distant relatives for support. Many workers lose their savings, acquired over extended periods of time, in a short time span. The path to recovery from valley fever is set up so that every person partakes in their individual agency to heal. Farm workers hang on to self-determination, even if it costs them physical and financial sacrifices.



The Gendered Dimensions of Disease and Wellness

Like many heteronormative unions, the farm working families are embedded in hegemonic gender norms. When valley fever strikes, the gendered and family responsibilities are rearranged. Women as partners are charged with a disproportionate weight in shaping the path to healing. I interviewed women whose partners acquired valley fever, and they described their endless caregiving. They detailed long work shifts with their employers and then coming home to a domestic sphere with enormous responsibilities that their previously healthy partners shared. Soledad describes her burden while caring for her partner who suffers from a prolonged case of valley fever. “The people, thank God, the people would tell me, ‘You can do it Soledad. You eat if he does not want to eat. You need to eat because you are the one who is suffering.’ And yes, because when you have someone who is sick in the house, everyone is suffering, not just that sick person.” The conditions that stressed Soledad included her partner’s reduced appetite and lessened interest in food, lack of physical movement, and sometimes depression. Additionally, there was the added financial burden of her sole paycheck. Soledad continues to work in the agricultural fields. When Noe stopped working, Soledad stretched her income to cover the household expenses. She reports that they did not have food to eat at various times, they negotiated their rent payments, and they eliminated other expenditures. Although their extreme circumstance was alleviated eventually, they depended on the collective efforts of family members to make ends meet. Their daughter, Sofia, now helps the family by regularly taking Noe to doctor’s appointments and arranging to pick up medical treatments in the city of Lamont. Sofia also takes care of her own children in the house while her partner works. Soledad’s older sons help pay for medication with their combined salaries.

Women whose partners contract valley fever shoulder a multitude of responsibilities. They are at once caretakers, breadwinners, and mothers. The roles women take on provide hidden subsidies to the health care system. As workers, women earn money to pay for housing, utilities, and meals. They wake up early to pack their own lunches and make food for the rest of the family. They return home after eight to ten hours of work. As caretakers, they must monitor the symptoms, like fevers and rashes, administer doses of medication, bathe their partners, tend to their bowel movements, change the patients’ clothing, talk with physicians, ask for translation, and seek medical advice. Women organize transportation to and from the various doctors’ appointments and pharmacies. As mothers, they take their children to and from school, arrange for babysitters, provide meals at home, and, when possible, help their children with learning. These physical and mental tasks require emotional expenditures at every step. No medical professional assists them during these trying times at home, even for personal counseling. The help women receive, if any, comes from kinship network volunteers who step up when possible.

The female partners who contracted valley fever express concerns about the collateral consequences of serious illnesses that extend beyond financial and physical duress. Isabel described experiencing a moment of panic. She suddenly remembered the tragic outcome of her friend who had died from the same disease years before. Isabel did not want this tragedy to happen to her own family. Isabel explained:


They were a family of six children. The husband worked in construction. Do you know what we used to call that family? The “happy family” because they were always happy; they had a good attitude, and whatever event we had, they were there. That family fell apart. The husband was the one who sustained the family financially. The wife worked in the fields. Her boys were young then. At this moment, I can tell you that the older two boys are ruined. They are roaming the streets now. The girls, it looks like one of them [pause], I heard that the wife re-married and [the new husband] sexually abused one of the girls. I have videos of that family when they were with us celebrating. And the family fell apart as a consequence of that valley fever. The wife with her farmworker wages, with five children, lived in a trailer near the mall. So, do you think that she was going to be able to sustain her children with a wage of that kind? When the husband died, she did not receive help from anyone. And since she did not have papers, she did not qualify for help; not even for the children because they were not from here. All the children were born in Mexico. So, the lady returned to Mexico.



For Isabel, valley fever meant a disintegration of family, and children potentially moving toward delinquency. The circumstances that happened to the “happy family” may be unusual, but their example was profound and resonated with Isabel’s concerns for her own family. Both men and women interviewed were acutely aware of the possibility of death from valley fever and the grave consequences for the whole family. Yet Isabel’s concerns came through the lens of a mother and worker who provides for her family. In her darkest moments, she worried about how valley fever would render her family vulnerable to insecurity, instability, and death.



Discussion

Mary, Clara, Champion, Luis, Noe, Rodrigo, Soledad, Isabel, and many others’ experiences illustrate that the actual costs of valley fever extend beyond paying for the exorbitant price of treatment, therapies, and diagnosis. There are additional physical, mental, and emotional costs that stem from medical miscommunication, misdiagnosis, and mistreatment. Red tape further exacerbates the underlying medical racism and the bureaucratic workings of a health system that holds no one accountable. The participants are expected to single-handedly secure their well-being, to be individually responsible for managing the web of health offices and insurance providers, medical clinics, pharmacies, and debt collectors. Routine waiting with likely misdiagnoses does not just complicate vulnerable lives, it requires more visits and out-of-pocket costs, resulting in patients becoming physically and emotionally drained. This suffering is collective and cumulative.

The hidden costs of valley fever tax precious and limited resources. They place workers into a downward spiral of further vulnerability. Even when women take on multiple caretaking burdens, such as breadwinner, mother, and health care provider, these are not enough to sustain a family during a short- or long-term disease. Without sufficient and effective support in highly endemic counties, farm working families face circumstances of displacement. Rodrigo’s expression “no vamos aguantar” (we are not going to hang on much longer) best fits here.

Farmworkers enter the system of health care through a process of uncertainty that would be considered unreasonable and cruel if it were faced by privileged classes but is commonly shared among farmworkers who are relegated to the undesirable margins of health care. Signs of uncertainty show up at every step of the path to healing, and no one really knows what to expect. For example, people are forced to wait for treatment, adjust acquired medications, subject themselves to risks that endanger their health and the health of others, and temporarily ignore their own needs to help others embark on a path to recovery. One’s agency manifests itself not only by choosing to embark on the path to treatment but also by creatively and critically navigating the uncertainty.

Mindy Thompson Fullilove’s (2013) concept of “the feeling of un-­expectancy,” which is used to explain how interruption and uncertainty shape the lives of inner-city immigrant and nonwhite residents, describes how the state’s disinvestment in the neighborhoods of poor and vulnerable groups has left residents few options except to maneuver through unpredictable sites replete with danger and violence. The interruptions to daily life and the constant surge of new problems inform the ways in which residents try to protect and shelter themselves. They guide how residents relate to one another, which is often shaped by the social dysfunctions stemming from external economic and political processes, such as unemployment and the hypercriminalizing practices. Various political processes that permanently mark farmworkers as “unauthorized” contribute to the experience of daily repression (Macias-Rojas 2017). Ana Y. Ramos-Zayas (2006) describes the condition of “delinquent citizenship,” where, despite of one’s immigration status, people are subjected to the “global penalties” and harsh treatment meted out to illegal residents (28). The anti-immigrant rhetoric and the policies it shapes in the United States have long undermined farm labor laws and continue to undermine public health. The historical allegations against immigrants, as characterized by “ignorance, filth, indolence, and criminality,” disseminated by twentieth-century health authorities and their systems of care, were characteristically committed to limiting and withholding health care for the nonwhite immigrant population in urban and rural settlements, as well as in labor camps (Ngai 2004, 53). The racial order of wellness that emerged because of it lingers today despite advancements and secured public commitments to marginalized residents and their health. We see it when the participants cannot secure the insurance benefits they pay for, when they are denied a proper diagnosis, and when they lack dignified care as patients of the neoliberal medical industry. The touted advances in public health contrast sharply with the burdens that nonwhite farmworkers face. What does it mean when the defects of health care require female spouses to take on multiple unpaid roles? For neighbors to have to coach and guide patients through care? For coworkers to organize monetary collections to support their fallen peers? I offer here an alternative perspective to the biomedical frames that define valley fever as a public health crisis that is limited to individual actions. Instead, the collective degradation experienced by differently situated Latinx farmworkers in Kern County calls for a social ecological approach that treats health care as a human right rather than as an artificially scarce commodity to be rationed out unfairly and unjustly.







Chapter 3 Fugitive Spaces in the Carceral State

Luis Patino, the spokesperson for the CDCR, explained the efforts of the CDCR to reduce dust exposure and the considerable number of cases of valley fever among people incarcerated at two endemic prisons:


We have put in place numerous measures in our prisons to reduce the amount of dust, and the movement of dust, particularly into buildings. We have also moved inmates deemed at higher risk and who chose to move out of the two prisons in the valley fever endemic zone. We have also worked with state and federal public health partners to study further methods of reducing the incidence of valley fever in Avenal and Pleasant Valley prisons. To date, more than 2,100 inmates were moved from two prisons and mitigation efforts continue. (Ellis 2015)



After several lawsuits against state officials filed on behalf of the prisoners who contracted valley fever, Patino would have the public believe that “numerous measures” have been long standing, that the facility operators are conscious about the threat of dust not only outdoors but also indoors, and that they are considerate of the inmates’ health, especially those who desire a quick transfer out of an endemic prison facility into safety. Eager to demonstrate accountability for the well-being of thousands of incarcerated people, Patino’s words aggrandize the CDCR as a rational facility invested in carrying out the exact sentence determined by the judicial process for each inmate and nothing more.

Personal interviews with formerly incarcerated people and statements filed in lawsuits against the Department of Corrections tell a different story. They reveal inhumane practices by the prison health care authorities. In addition, however, they evidence resistance against the system and collective creation of what Leilani Nishime and Kim D. Hester Williams (2018) describe as a fugitive socioecology—a practice through which people navigate racialized identities and ecological space and place often in the form of establishing improvised ways of knowing and being across hierarchical spaces. Incarcerated people and their allies resist the prison system’s assaults on human health and human dignity. They work to build a safer passage through the experiences of contracting and recovering from the dangerous fungus despite the malicious practices of the hierarchical prison health care system. The emerging fugitive socioecological relations explored in this chapter include communal structures of care rooted in provisional alternative knowledge systems within the endemic carceral state. These seek legal redress and forge new paths and possibilities for life after prison for people with valley fever. The identities of former prisoners are protected using pseudonyms. The approximate time period, the location where interviewees contracted valley fever, and the details of their experiences remain as they each describe. These stories reflect a deep understanding of coccidioidomycosis and the subtle, quiet, but potentially lethal couplings that link disease to the prison system’s punishments, medical racism, and privileging and protecting of private property.

A valley fever infection within the confinements of the prison—the most punitive hierarchical structure of care imaginable—allows human health to be secured only within the strict limitations of the law and the state’s budget shortages. The combined dangers of toxic dust and a punitive carceral state, however, also lead to fugitive sociocologies to combat these repressive conditions.


Dr. Elijah

Before prison, Elijah was a licensed medical doctor, knowledgeable about diseases and the treatments that might aid a failing bodily system. Today, Elijah is immobile and can only speak for short periods of time due to valley fever damaging his lungs and other parts of his body. He requires a nurse at his bedside for most of the day. Elijah’s son George now serves as his legal guardian and was the interlocutor during our interview over the phone.

Dr. Elijah was transferred in 2009 from a Los Angeles County jail to Taft Federal Prison (TFP), which was operated by a private contractor. In hopes of maintaining his health in good shape while incarcerated, Elijah spent as many as four hours a day walking around the track and field at the prison. He was never informed about the dangers of dust or of an outbreak of valley fever upon his arrival. Later, the warden admitted in court that there were “more cases of diagnosed valley fever at Taft than in all other federal prisons combined” (Burton 2017). At the first sign of his body’s deterioration, Elijah sought medical help from prison staff, but he was turned away. George describes his father’s initial pleading for help: “He would request medical attention several times, but it was just Tylenol or something. I think he was taking quite a bit of Tylenol. . . . His friend Rosa, who is now his caretaker, would visit him very frequently and she noticed that he wasn’t doing so well. She thought he might have liver jaundice or something like that, but we weren’t sure.” George could not estimate how long it took before his father’s health worsened; however, he points out that “it was a steady decline” and that “he developed all of the symptoms while at Taft.” George was informed that his father was suffering from valley fever after Elijah was sent and admitted to a Bakersfield hospital.


At some point he had collapsed, and I don’t know if they took him to the hospital right then and there or what exactly transpired. At some point he was taken to the local hospital, I believe it was in Bakersfield. Yeah, he was in the emergency room, and I guess he was in a state of subsist, where the infection ran all over his body and right through [inaudible]. They did a spinal tap and there was a lot of pressure built up in the cerebral fluid. When they did a spinal tap, they relieved a lot of the pressure. So, he immediately felt better. His hole was so closed that he had hydrocephalus [buildup in the brain’s ventricles]. I went to visit him in the hospital, and he was almost one hundred percent better. . . . they said he caught valley fever. They diagnosed him with Coccidioidomycosis fungus.



The prison staff prevented Elijah from entering treatment right away. Utilizing his training as a medical doctor, he made his complaints clear and concise, and they should have resulted in a logical diagnosis and treatment. Elijah’s medical expertise did not make a difference in his advocacy for adequate care.

Less than a year after contracting valley fever, Elijah was transferred to Terminal Island in Long Beach due to the poor status of his health. He spent “a lot of time in the hospital.” While at Terminal Island, George relates that his father relapsed with all the same symptoms he had endured at Taft:


So, he was scheduled for release back in 2012, I believe. But because of his health condition I think they ended up transferring him at that point to Terminal Island in Long Beach, California. He was there, and they had a lot of trouble because they didn’t transfer over his medical records or his medication. He really wasn’t doing so well over there. And they made him walk around like all over the place and he collapsed. He was having problems with memory. He had to go to the hospital numerous times, cutting what shut his brain to keep the fluids from building up, the brain tissue or the meninges. He was in the hospital here and there. He saw doctors and infectious disease specialists. . . . The staff wasn’t entirely briefed about his condition. He wasn’t given care, appropriate care. . . . They ended up keeping him an extra four months when he got released. His original sentence was four years, but I guess good time credit resulted in a total of three years. He stayed a total of three and half years. But he spent a lot of time in the hospital while incarcerated for a few months.



The failure to transfer Elijah’s medical records to Terminal Island, where he was supposed to recover from valley fever, sent Elijah’s health on a downward spiral. No one at Terminal Island knew he had contracted valley fever until he relapsed with the same symptoms. Although the prison health authorities eventually attempted to restore Elijah’s health, their belated attention and inadequate care caused irreversible injuries. Not only did Elijah complete his sentence for the crime for which he was convicted, but he was further punished with physical immobility, speech impairment, and a lifetime dependence on medication, a caretaker, and a legal guardian to make decisions for him. Elijah lost any prospect of continuing his career now that his physical health was permanently compromised. Under these disastrous social conditions, it is no wonder why new channels of communication are necessarily created by people who are incarcerated. These channels reveal a demoralizing punitive prison health system spanning across both federal and state prisons and the necessity for its victims to craft their own health strategies.



Rob

Rob was chained to a bed for two months while nursed back to good health at the Coalinga community hospital. Rob was sixty years old when interviewed in 2015. He contracted valley fever less than a decade earlier at Avenal State Prison (ASP). He elaborated on the nightmare of securing proper medical care at ASP:


So, you know when I caught it, it was strange to me. . . . I went to the [prison] doctor and the doctor he’s sitting back on the door. He didn’t tell me nothing about it. He just said, “you probably have pneumonia” or something like that, and that “you’ll be okay,” right. And all the inmates kept telling me “Rob you got valley fever, man. You know that’s what’s riding this prison here. There’s a lot of people who’ve been here and gotten sick.” Some of them had valley fever to the point that they were walking like they had polio. . . . I went from 250 pounds to 190 pounds in a week and a half. . . . The next thing I know I fell out inside the doctor’s office, and they rushed me to the hospital. I stayed in the hospital for like maybe a couple of months trying to be nursed partially back to good health. . . . I was just, you know, I was stunned by how the doctor, right, he knows the symptoms of valley fever because he has dealt with so many people there, the prisoners that had caught the valley fever. So, I don’t understand still why, how come this guy, the doctor, act like he don’t know what’s going on. . . . Things never went right after that. . . . I asked them to ship me out of there because the place was destroying my health. . . . I think I was 52, 53 years old at the time. You know, I never had high blood pressure. I’ve never been diabetic. I never had anything wrong with me, period. And I went, I did that there, and I fell sick.



Rob’s temporary punishment for a crime became a lifelong sentence characterized by deteriorating health and a slow yet violent demise. He now relies on medication to keep the cocci infection under control, as well as to regulate other parts of his body affected by the disease. Within six weeks of leaving the hospital and returning to ASP, he was readmitted to the Coalinga community hospital. Rob’s severe symptoms reemerged because the prison medical staff failed to provide adequate medication. Prison health authorities changed his prescription to a less expensive formula as a cost-effective measure. Prison staff deliberately ignored the specific instructions for treatment given by the Coalinga community hospital physician. Rob wrote to several attorneys to determine whether he had a legal case against the staff who wrongfully altered his medicine. He filed a lawsuit charging the ASP authorities with negligence for deliberately ignoring the treatment plan devised by the medical experts. Rob was represented in a class action lawsuit and in an individual litigation case. He is one of the nearly one thousand inmates and former prisoners who sought legal redress due to the CDCR’s inadequate provisions against valley fever exposure, diagnosis, and treatment (personal exchange Ian Wallach 2014).



A Storm in the Dust

Court cases such as Plata v. Schwarzenegger, Coleman v. Schwarzenegger, Ashker v. Governor of California have made public that “tough on crime” policies making prison sentences longer also compromise health coverage for the incarcerated population. Judges overseeing these cases required state wardens both to reduce overcrowding, due to its hindrance to medical treatment, and to correct the inadequate provision of mental health care, such as using solitary confinement as a technique for delivering health services. Several ordered measures to reduce valley fever in state prisons were introduced as a result of these court cases. But unlike the sweeping modifications Patino boasted about in the quote at the start of this chapter, the CDCR and, to some extent, the Federal Bureau of Prisons have slowly stratified risk along race and place shifting responsibility away from poisonous places toward virtually powerless people.

The meaning of adequate health care for populations marked with criminality is deeply considered, but the problems are rarely resolved. The CDCR, for example, claims to have first become aware of the rising rates of valley fever and the associated deaths among inmates of color and those medically compromised at ASP and Pleasant Valley State Prison (PVSP) in 2005 (U.S. District Court 2013b). Yet, in the period between 2005 and 2013, the CDCR implemented few measures to protect inmates’ health. In 2006, U.S. District Judge Thelton Henderson appointed a federal medical receiver, J. Clark Kelso, to require that prison health care meet constitutional standards. Kelso directed the operations and improvements of the prison health care system. Investigating valley fever at PVSP became a primary concern for him.2 Kelso’s study resulted in the posting of laminated signs about valley fever symptoms for inmates and prison staff in state prisons located in endemic zones. Authorities relocated inmates with pulmonary or heavily immunosuppressed conditions from endemic facilities using the Cocci Exclusion Policy.3 Nearly six years later, the CDCR and the receiver remodified the exclusion policy (2012) to include a more elaborate medical classification system and a “valley fever transfer list” for inmates who could obtain approval by a physician. The health hazards assessed in the facilities located in valley fever endemic zones certainly concerned the CDCR, but the solutions were advanced rather slowly, and they hardly resolved the problem. People who are incarcerated were frequently made expendable. By 2013, only three inmates were listed on the transfer list (U.S. District Court 2013b).

According to the report filed by Kelso on May 1, 2013, the CDCR had long known about racial health disparities from valley fever. When compared to white male prisoners, the Black incarcerated men had a 90 percent increased risk for cocci infections at PVSP and ASP, even though they comprised approximately 24 percent of the population. Latinos comprised 42 percent of the prison population and had a 30 percent increased risk of cocci infections compared to white people. All “other” racial minorities had a 100 percent increased risk.4 The study concludes both that Black and racial minority inmates are disproportionately at risk and that race was a predictable criterion for identifying cases of valley fever. Almost everyone faced an elevated risk of contracting this disease, and everyone was hostage to the inadequacies of the prison health care system.

Few measures were willingly implemented to protect all prisoners. The California Department of Public Health, academic and clinical experts on valley fever, and the medical receiver Kelso convened in 2006 to examine the health crisis further. Within a year, they issued an additional report with twenty-six recommendations. The CDCR and the receiver adopted only four of their suggestions, two of which they had already implemented the previous year. By December 2008, the CDCR’s Occupational and Public Health Section requested the first formal health hazard evaluation from the National Institute for Occupational Safety and Health (NIOSH) at PVSP and ASP to “examine valley fever cases among prison employees—not inmates” (San Quentin News 2013). Six months later, in May 2009, and one week prior to the site assessment, the state of California “unilaterally cancelled the planned site visit by NIOSH” (U.S. District Court 2013b, 7). In court documents, NIOSH explains that the state’s Office of the Governor motioned to create an advisory group within the CDCR to decide “whether or not pursuing the health hazard evaluation further would be valuable to the State of California” (7). Shortly after, the CDCR disbanded the office that was responsible for overseeing occupational health issues and relocated this responsibility to another undisclosed office. NIOSH writes that “this development along with the lack of support from CDCR management precluded moving forward with the health hazard evaluation” (7). Even after contacting the union leaders of the California Correctional Peace Officers Association (CCPOA), NIOSH was forced to close out the request because neither the union nor the CDCR management supported the environmental health analysis.5 Analyzing and disclosing the source of health hazards for prison staff became squashed precisely because they would have revealed the environmental threats injuring workers’ and prisoners’ health. It was far safer to not evaluate the known risks facing individuals than to publicly record the failings of the state institution to workers, prisoners, and medical staff.

Studies conducted by the California Prison Health Care Services and the California Department of Public Health observed that the risks at the PVSP and ASP facilities, as well as other institutions where prisoners resided, were certainly worth evaluating. By 2011, 535 of the 640 cases (83 percent) of valley fever reported in California prison facilities occurred at two institutions: PVSP and ASP (as cited in San Quentin News 2013). PVSP had a rate fifty-two times greater and ASP had a rate nearly ten times greater than the county with the highest rate of valley fever in California between 2006 and 2010 (Pappagianis 2007). The rate of infection at PVSP in 2005 was approximately three thousand cases per one hundred thousand inmates. It was considered the most endemic state prison. Other facilities were endemic, including North Kern State Prison and Wasco State Prison. An environmental health analysis could have produced lifesaving evidence about the working and living conditions of confinement facilities, but it was delayed, devalued, and later, discarded.

The measures taken by the CDCR have long proved to be inconsistent and ineffective. By 2013, none of the eight institutions in endemic zones “showed a consistent decrease in rates” (U.S. District Court 2013b, 8). The court’s Expert Report concluded:


While CDCR transferred some medically high-risk patients, conducted soil sampling and environmental mitigation measures (in 2011 paid for by the Receiver), educated inmates and staff, distributed dust mask, [FN] installed new door sweeps and higher efficiency air filters, and created a program to measure wind speeds, these efforts have been far from timely, thorough, or effective. [FN] Prisoners were limited to one N95 mask per month. These masks are intended to be used for no more than eight hours.



The most frequent measure taken was waiting. The CDCR requested prolonging the transfer of at-risk inmates out of endemic facilities and “to do nothing about it at this time” for vulnerable groups, as well as inmates older than 55 years of age until an environmental health hazard assessment was conducted. Judge Henderson denounced the request as an insufficient response to the urgency of protecting inmates’ health (U.S. District Court 2013b, 18). Moreover, the court pointedly identified that the CDCR requested the power to retain inmates based on the need for an evaluation that would require months and that they themselves had canceled for no apparent reason five years earlier. The expert witness, Dr. John Galgiani, who was called to evaluate the measures implemented by the CDCR, similarly concluded that cocci infections were treated inadequately:


The plaintiffs’ expert, Dr. John Galgiani, an internationally known cocci expert, stated in his declaration that his review of four deaths related to cocci indicated that medical staff at prison in the cocci endemic zone are still slow to recognize the early signs of illness, particularly in African American men, and are slow to begin timely and proper treatment for the disease. We agree. We reviewed health records that raised similar concerns. (U.S. District Court 2013b, 12)



Galgiani elaborated that racialized minorities were not only among the most affected but also the least likely to be diagnosed, treated, and cared for. Although the CDCR staff may have conscientiously acted against the threat of fugitive dust, they regularly trivialized the necessary procedures to protect prisoners, especially prisoners of color. Moreover, it was unclear how the receiver determined the criteria for being racially at risk, making the rates of infection among Latino men seem less concerning for no apparent reason. The CDCR measures were slow, anemic at best, and with little consideration for the potentially lifelong consequences, including premature death for prisoners in all eight endemic facilities.

On June 24, 2013, Judge Henderson ordered the CDCR to grant inmates relief from valley fever at PVSP and ASP, where most cases of disease and death were recorded. The CDCR was ordered to expand their list of exclusionary factors and adopt a policy within seven days “so that no prisoners in the known at-risk groups of African-Americans, people of Filipino descent, Inuit’s, people with diabetes, HIV, or immunocompromised state,” as well as people identified at risk such as due to pregnancy, be admitted into PVSP and ASP (U.S. District Court 2013b, 1–11). Moreover, the court ordered the receiver to request that the CDC and NIOSH evaluate and determine whether any other group or criteria needs to be excluded. The order further required that within ninety days all at-risk groups be transferred out of PVSP and ASP facilities. Finally, it was ordered that all CDCR medical and nursing staff obtain additional training in “recognition, diagnosis, and treatment of cocci” (25). In Judge Henderson’s order, the primary importance was to avoid unnecessary illness and death among inmates and provide the constitutionally required level of health care for inmates immediately. The U.S. District Court order prompted the removal of approximately thirty-two hundred inmates from the PVSP and ASP facilities (St. John 2013). This would become a substantial turning point in the recent history of valley fever and mass incarceration.6 The CDCR long created the illusion that it meets its health care responsibilities, but, in practice, it evades them systematically.



Fugitive Ecological Relations

One of the fundamental principles of modern medicine is the saying that “prevention is the best medicine.” Yet, for almost all former prisoners in this study, it would be impossible to prevent valley fever when they were neither informed of the risk of contracting the disease prior to their detention nor fully informed of it during their hold at an endemic facility. Chiagozi landed at TFP between 2003 and 2005 in Kern County. TFP had a mean incident rate of 1,070 cases of valley fever per 100,000 population (MacLean 2015). Prior to incarceration, he spent most of his time in Southern California and first heard about valley fever when incarcerated at Taft. He relates:


I was initially in Taft when later on I discovered that people were sick, you know, people of color mostly were sick with all kinds of stuff. Then later on, I discovered what valley fever is. I don’t know what valley fever was until I got there. So initially I thought I had a bug bite in my left eye, and I was treating it, like okay it was not a big deal. . . . Then I was sweating cold at night, my body was in fever, not knowing it was valley fever. So, I was medicating myself with vitamins from the commissary and all kinds of stuff, you know. But I waited a long time to go see the doctor. I was sick. . . . I went to go see the doctor and I was treated for valley fever. . . . I waited about 2 days or 3 days then they put me on medication.



Chiagozi observed both that people of color disproportionately suffered from illnesses at Taft and that no one informed him of valley fever and its related symptoms. It was days after seeing a doctor that he became aware of the disease at the prison facility and received treatment.



Joaquin was transferred to PVSP in 1996 and was serving a sixteen-year sentence. The PVSP facility in Fresno County had a mean incident rate of 4,017 per 100,000 population; it was considered the most endemic state prison. He remembers a sign about valley fever that soon came down. Joaquin noted that “they didn’t warn us. There was something on the board of the loft. They went ahead and took it down. But a correctional staff took that down.” Joaquin describes holding a job and regularly cleaning enclosed areas outside of the cells, sometimes between walls where the piping was located. Similarly, Rob reports that he was uninformed about the risk of contracting valley fever when he was transferred to ASP in Kings County. ASP had a mean incident rate is 2,195 cases per 100,000. Rob explains:


When I first arrived in R and R [Receiving and Release], there nobody ever told us about valley fever, how you can catch it, what to do, or stuff like that. I went in and I was sitting in line waiting to be housed. And I seen the doctor, and you know, police officers and all that staff walking around. They give us a little orientation. But they never mentioned anything. . . . But the most sad part about it is that they never told us about valley fever in R and R when we first came there. If they would have, I would have taken different precautions when going outside. But since they never told me . . .



Chiagozi, Joaquin, and Rob were institutionalized at three separate highly endemic facilities. TFP is a low-security facility, and its daily operations are administered by the GEO private contractor for the Federal Bureau of Prisons. ASP is a medium-security site, and PVSP is a minimum- to maximum-security site. These last two facilities are administered by the CDCR. Despite the institutional differences, their locations, and the levels of security, Rob, Joaquin, and Chiagozi share a common experience: while imprisoned in a highly endemic facility no one with authority took the initiative or responsibility or had the decency to inform them of their elevated risk for contracting valley fever.

Many prisoners who develop active symptoms obtain clearer information from the networks around them than from prison medical personnel. For example, Rob describes how he was able to secure a proper diagnosis following his cellmates’ recommendations: “So, like I said my friends and associates there they were getting on me about it. . . . And they said, ‘man, come on. Go in there, man, like you know what you’re talking about. That’s bull. That’s bull crap. You go and take your butt up in there and don’t come out of there.’ So that’s what I did.” It was after being instructed on what to say that Rob was able to get diagnosed.



After being turned away, Joaquin, now in his midfifties, describes that his supervisor secured a proper diagnosis. “I thought my body was fighting something, but I didn’t know what. . . . As a matter of fact, the day before I went to see the doctor, the day before I actually had signed up to go see a doctor, and I saw a nurse. And, the nurse that was there, examined me and said nothing was wrong with me. So, I left back to my cell.” When he returned to work, his boss witnessed Joaquin’s deteriorating health and intervened. The boss demanded that a doctor see Joaquin immediately because he was not his usual self.

Similarly, Ronnie, who appeared in the Introduction, knew friends in a penitentiary who contracted valley fever and tells the story about how his friend likely died of valley fever. Ronnie further describes that communication about the disease among prison authorities is intentionally limited. When I asked him if prison staff share information about valley fever, he recalled, “Not with the proper people. But, you know, they send [information] to certain channels. They go to the doctors’ office and when they get to the doctors’ office it’s hard to see the doctor because the nurses, they are there more than they should be, and they speak with you with a bad tone of voice.” Ronnie explains that the prison authorities channel information about the disease through a chain of command of “experts.” These accounts suggest that nurses, physicians, and other prison health authorities act as gatekeepers depriving patients of medical knowledge.

When prisoners report a grievance about their health, the prison health authorities can generally discredit a complaint as nagging, whining, and weakness, saying the complainer is not tough enough to handle common germs and viruses that can cause a cold. Thus, people who are incarcerated find it necessary to set up a parallel communication network to convey information about the disease. Fugitive strategies of communication aid in explaining the stakes of an active case of valley fever. Cellmates become diagnosticians and custodians of health. They mobilize valley fever sufferers to shield themselves from the punitive rather than the palliative medical environment. While prisons promote and prolong the suffering of illness in silence and alone, the prisoners encourage conversations and discussions among themselves about symptoms, contagions, and strategies to communicate with health care personnel more effectively. They share stories about how valley fever has claimed the lives of other prisoners. They critique the inadequate prison health care model together as they witness the patterns of ineptitude that characterize it.

When nurses and doctors turn away inmates who have visible symptoms of valley fever, it falls to the seasoned prisoners to become the interlocutors of medical knowledge. The participants described sharing stories about their experiences with inmates, about the disease’s common symptoms, and about the prison staff who contracted and died from valley fever. They manage alternative communication channels to advocate for a proper diagnosis by performing the “right” language. Ronnie describes that information was kept from the prisoners and phone callers, but, nonetheless, he was able to conclude that his friend likely died of valley fever. Rob’s cellmates urged him to speak to the health staff as if he already knew he had the disease. His cellmates reminded him that prisoners have died because of the punitive model of health care.

When physical contact with other inmates is allowed, some participants described receiving help from cellmates who nursed them back to health. For example, when Joaquin was incarcerated between 1996 and 1998, all inmates taking medication were required to stand in line during the morning to receive their dose. They obtained only a single dose, which had to be consumed at the distribution site. Any break with this regimen was punished with solitary confinement. The prison staff forced him to stand in the distribution line to obtain his antifungal medicine despite his feeling extremely weak. Joaquin recalls that his fellow inmates provided support with their shoulders, holding him up in the line. Without the assistance of his cellmates during this critical time, Joaquin might have experienced a drastically different life outcome.

Further, the participants related that cellmates helped them obtain more nutritious food than the health staff enabled. Chiagozi explains that valley fever limited his mobility to attend the scheduled meal hours at the commissary at TFP: “Sometimes, it affected my walk, and I was tired. Sometimes, I couldn’t go eat. So, I had to send people to the commissary to buy me food.” Rosemary, an elderly woman, reports her son Jon’s experience in a maximum security prison. She learned that the prison staff offered Jon only a cold sandwich to eat when he was too sickly from the infection to get out of bed. She sent extra money to Jon so that his cellmates could buy him additional food. Rosemary emphasized the importance of good nutrition for a proper recovery, but this was not a priority for the CDCR.



Community Reintegration

In Arizona, whenever there is a dust storm forecast, the state emergency information network sends an alert. People are forewarned of the powerful winds carrying dust that can, at times, blind one’s visibility in seconds, cause collisions, and even knock down entire walls. People should seek immediate shelter and drivers should pull aside to stay alive. When prisoners return home, settling down and finding a safe place to access and continue valley fever treatment can feel like a dust storm without a warning.



The following section explores how people who contracted valley fever while incarcerated managed their health upon their release. In the United States, approximately 93 percent of prisoners will return home (Petersilia 2003). Six million former prisoners will reintegrate into free communities annually (Hammett, Roberts, and Kennedy 2001). Until recently, most returning citizens entered the public without a medical discharge plan (Shavit 2016). An update to California Assembly Bill 960, Section 3, 1172.2, revised the rules and granted advance release for prisoners with serious medical ailments or who are permanently unable to carry out basic activities due to an end-of-life condition. Upon approval from a judge, qualified prisoners would receive a postrelease plan and medical records. For most returning citizens, however, state-sponsored health insurance coverage often lapses when they are held for over twelve months. Even if they contracted valley fever and need continuing care, they are unlikely to have health insurance upon release. Not surprisingly, the participants in this study describe their release without any formal reentry plan, such as health insurance or a follow-up appointment with a physician. Given that inmates are more likely to acquire illnesses while in prison than in the public and more likely to suffer from undiagnosed medical and mental health problems (Petersilia 2003), depriving returning citizens of a discharge medical plan threatens their integration into communities (see also Visher et al. 2011; Woods et al. 2013). Criminal records follow every step of their reintegration process, but a medical record at hand is nearly impossible to obtain.

In the best-case scenario, people released from prison were handed an amber plastic vial with a thirty-day supply of medication. They alone were then responsible for securing their treatment during their transition to parole. This California Correctional Health Care Services policy changed in 2023 when the courts required the CCHCS to close the medication gap for people with disabilities transitioning into parole. The series of measures, outlined in Armstrong v Newsom (2023), now requires a sixty-day supply of prescription medication, a practice that benefits people released with valley fever.

The lingering side effects of valley fever can further complicate reentry. Joaquin was released from PVSP with apparent physical strength, no respiratory problems, and no sign of his former condition of valley fever. Yet, the damage that the disease caused to his body materialized days after securing a job in an outdoor setting. Joaquin explains:


So, they started me a treatment, which was that fluconazole. . . . And I was like six months, eight months to a year of just taking that. It was two [pills] in the morning, two in the day, and I had two and two. . . . My level is down. And it’s there now. [After release] I was working in a farm and all that medication, the long-term use of it messed up my stomach. Smells, stuff like that, odors, my stomach gets so sensitive. I feel like dry heaving in my chest. I’m going to throw up. And then my head, dizzy. I mean, things weren’t working, so I did something else.



Although prison staff declared Joaquin healed from the disease, he struggled with acute dizziness and nausea while working. Valley fever destabilized his prospects for securing employment.

Nicholas, who was sentenced to fourteen months at TFP explains how working was not a realistic outcome after release. He developed lifelong secondary symptoms that caused a physical disability. Nicholas was granted temporary Social Security Disability Insurance benefits. But unlike a permanent job, this benefit makes it impossible to subsist. “Now I got to do something because you can’t be on disability forever. The thing is that they kill you with your record and now even your disease. You have to fight two things at the same time. It’s hard to get a job. It’s too much liability for your employer.” The severe damage to his lungs from the disease makes it challenging to move for long periods of time. Employers are more likely to discriminate against people with a criminal record (Pager 2003). Having a physical disability can further compromise securing a job.

When Rob returned from completing his sentence at ASP, the disease rendered him incapacitated. Rob shared that his new life depended on securing both the medication to fight off a reinfection of valley fever and other medicines to help his body function regularly. Rob explains:


You know, I’m still on the medication for the rest of my life. I can’t have a bowel movement by myself. I have a medication that I have to take in order to loosen up my bowels so that I can use the restroom because the side effects of the medication of the valley fever, it dries you up on the inside. And they don’t let me have a regular bowel movement like you or what else might go to the restroom. So, I have to take this medication to clean myself out sometimes. And the doctor told me “Rob you might as well get use to this because you are going to be on this stuff for the rest of your life. There is no cure for valley fever. There’s no cure for it.” Some people get it worse than me. Some people just get a little something. And I think that I am one of the ones that got it really really bad because, like I said, I spent in the hospital for like 2 months. Things never went right after that there.



Now released from prison, Rob explains, “I still go to the doctor every two weeks to three weeks. I see the doctor because they have to constantly be drawing blood from me to find out the level of the cocci, of the valley fever.” Driving to a private doctor who can establish long-term care might require not only taking time off from work, at least two times a month, but also the medical insurance to pay for the lab work and the medication. The threat of the infection reoccurring will require substantial and long-term support for hundreds of former prisoners who contract valley fever.

Valley fever alone can complicate every step toward reintegration. At the same time, returning home might also include facing unstable housing arrangements and overcrowded community clinics. The prospect of securing a job might further be hampered by high unemployment rates and the mark of a criminal record. Environmental racism in the form of pollution, poverty and policing can additionally contribute to physiological distress (Ansell 2017; Bender, Cobbina, and McGarrell 2016; Lipsitz 2012; Phillips 2012; Clear, Rose, and Ryder 2001). These combined socioecological conditions can make establishing care feel like being trapped in an unexpected dust storm, but these challenges are rooted in systems meant to fail. More possibilities to secure health care, housing, and employment are needed for returning citizens, but especially for the formerly incarcerated people who contracted valley fever and other life-altering diseases.



When the Dust Settles

Although long overdue and unquestionably important, the strategies mentioned in Patino’s discourse and those demanded by the federal court accomplished important milestones. In a report by Kimberley Lucas (2022), the combined rate of valley fever cases at ASP and PVSP changed from 5,306 to 2,401 per 100,000 CDCR residents between 2011 and 2016. The number of valley fever cases among the incarcerated Black population fell from 246 to 45 and for the white population, 138 to 61 cases, in this same time period. For the Latino incarcerated population, however, the number of infections slid only slightly from 273 to 161 cases (2011–2016), in part, because they were deprioritized for exclusion unless qualified under another risk category. While calculated strategies saved numerous lives at PVSP and ASP, other endemic facilities saw rising valley fever cases. The combined infections at all endemic facilities increased from 283 to 291 cases per 100,000 CDCR residents from 2011 to 2016. Additionally, two years after celebrating noticeable reductions at PVSP and ASP, the rate of infection grew for all prisoners. Latinos faced the highest risks, rising to an approximate 500 cases per 100,000 CDCR prisoners in 2018, a rate that outpaced all other mentioned racialized groups.

The CDCR reduced valley fever infections and deaths among prisoners by prohibiting some people from entering endemic facilities. The strategies implemented, however, are highly problematic. For example, as a response to the rising rates, the CDCR implemented a soil sealant only at PVSP and ASP in 2011 and again in 2018. Installing ground cover to reduce dust around the prison properties was allegedly not feasible due to an initial cost that “could potentially exceed $750,000 in addition to ongoing maintenance costs” (U.S. District Court 2013b, 5). Yet, soil sealants were proved to reduce infections at military bases in the same endemic region. The line of protection for racial groups was drawn at a risk of 50 percent or more, allowing preventable cases to linger among groups who are qualified to transfer into endemic facilities. In this way, the CDCR leaned into the environmental racism and health injustices endured by the surrounding communities. The expected rate of infections at endemic facilities was set to mirror the rate in their neighboring communities, or what they considered appropriate and acceptable levels. In doing so, they neutralized the artificial ways in which rural populations bear higher risks of valley fever that are associated with inaccessible medical care, environmental racism, poverty, and policing. The CDCR’s combined strategies accomplish an added burden of proof for future court litigators.

Since the strategies were implemented, a string of current and former California prisoners have tested their Eighth Amendment rights against cruel and unusual punishment. They argue that they were unknowingly exposed to a heightened risk of contracting valley fever and that prison officials were deliberately indifferent to their substantial risk of harm. In four cases presented in the Ninth Circuit Court—Smith v. Schwarzenegger, Gregge v. Kate, Jackson v. Brown, and Hines v. Youseff—Judge Andrew Jay Kleinfeld ruled to dismiss all claims without an appeal. In Kleinfeld’s opinion, the evidence was “largely identical” and could not establish that prison officials had violated the Eighth Amendment. Additionally, Kleinfeld holds that the defendants were not personally involved in any alleged violations. Plaintiffs had the burden of proof that the mentioned officials clearly “personally played a role in violating the Constitution” and any culpable action or inaction “was directly attributed to them” (Klein 2019). Without any subjective or objective evidence, the defendants had earned qualified immunity. All cases were dismissed, some without a hearing. Most telling is Kleinfeld’s opinion that each injury was not “so grave that it violates contemporary standards of decency to expose anyone unwilling to such a risk,” meaning that the risk is not one that society would refuse to tolerate (Hines v. Youseff). In his understanding of society and who is doing the tolerating, Kleinfeld opines that “even though valley fever is more common in prisons, it is important to remember that it is not unique to prisons. More than a million people freely live in the Central Valley, and many of them contract valley fever each year” (Hines v. Youseff; see also Marks 2019). In a sweeping motion, Kleinfeld rejects any role that the CDCR prison officials might have played. At the same time, he inadvertently suggests that the free population in the Central Valley is equally susceptible to illness without redress, ignoring how low-income and communities of color disproportionately shoulder the burdens of valley fever. Since the judge dismissed these cases, the U.S. Supreme Court has also denied a hearing. A San Diego attorney is submitting a claim to the United Nations court arguing that prisoners’ human rights were violated. Protecting prisoners against valley fever was a standard leveraged during World War II for German and Italian prisoners of war that resulted in evacuation, but that principle is not being upheld to protect contemporary prisoners, many of whom come from aggrieved racialized groups.



Shortened Life Expectancies

The underlying assumption of the problem of valley fever in prisons today is that the differences in rates of illness have more to do with individual biology and behavior than with racist punitive institutions. Even when extensive evidence demonstrates the CDCR’s slow response to protect prisoners from exposure to dust, the problem of valley fever is stubbornly portrayed as a problem caused by the prisoners. Unless people who are incarcerated have medical eligibility that bars them from placement in endemic prison facilities, they are destined to serve their sentence in a place with limited environmental health assessment, with poor structural conditions, and lacking health professionals who can identify, diagnose, and treat valley fever correctly.

The various experiences shared by former prisoners with valley fever and their kin suggest that the prison health care model is restrictive and punitive rather than restorative and palliative. Prisoners need to convince medical experts that they contracted the disease. Achieving a diagnosis might require dangerous waiting in the form of repetitive and fruitless visits to the prison clinics and a lack of privacy or confidentiality. It also requires that the provision of care be given handcuffed behind bars, in isolation cages, or even through lengthy bureaucratic processes.

Returning home with valley fever destabilizes community integration. The returning citizens must obtain medical records, secure a new physician, and manage finances to pay for medical treatments and transportation as well as reduce the time gap between release and obtaining treatment. Even when prison physicians have declared people “recovered” and ready for release, the lasting and hidden effects of valley fever can limit job opportunities or lead to relinquishing jobs. Long-term valley fever can shorten the benefits that go with stable employment.



The prison medical system reveals the logic of social redemption that is achieved through a shortened life expectancy or premature death. For example, the life expectancy of male prisoners in California is nineteen years less than the average freely roaming male (Imai 2017). For female prisoners, life expectancy is twenty-seven years shorter than free women. None of these practices that shorten life would be considered decent, let alone desirable by the broader public. They are cruel conditions that threaten the health and safety of all people who are affected by incarceration, that congest community health services after release, and that reinforce an illogical correctional system. It is yet to be resolved what are the definitive standards of constitutional levels of health care. That premature death is tolerated seems counterintuitive.

The participants in this study and court records bear witness to a string of violations of prisoners’ dignity and humanity. Because of the unforeseeable injuries experienced with valley fever, prisoners are forced to become active guardians against the neglectful social and environmental conditions. While the court mandates that the CDCR implement steps to protect prisoners from valley fever, such interventions cannot meaningfully protect all prisoners’ health in facilities and in the public. How will a renewed prison health care system measure up against exposure to a potentially incurable, unpredictable, and fatal disease?




	2. After medical care in California’s adult prisons was found to be unconstitutional (see Brown, et al. v. Plata, et al., 563 U.S. 493 [2011]). A three court judge put the prison system into receivership in 2006 after the state failed to make court-ordered corrections.

	3. The CDC identified eight valley fever endemic CDCR facilities: Avenal State Prison, Pleasant Valley State Prison, California Correctional Institution in Tehachapi, Corcoran State Prison, Kern Valley State Prison and North Kern State Prison in Delano, Wasco State Prison, and the Substance Abuse Treatment Facility in Corcoran (see U.S. District Court 2013b; Plata v. Brown Jr.).

	4. Inmates older than 56 years of age had a 60 percent increased risk when compared to those 17–35 years of age, and so age was also seen as a reliable criterion to use in reducing incidences of valley fever among inmates. However, age was also not utilized in this way until 2015. Inmates who were 36–55 years of age comprised nearly 50 percent of the prison population at both PVSP and ASP and had an increased rate of 40 percent. See U.S. District Court 2013a.

	5. This study was revisited in 2014 and completed in 2015. It is now publicly available on the Center for Disease Control and Prevention stacks (Burr, De Perio, and Galloway 2016).

	6. Nearly seventy years after invoking the Geneva conventions during the holding of Italian prisoners of war at Camp Florence in Pinal County, Arizona, health officials were required to mobilize the exclusion of selected domestic populations from endemic facilities.
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[image: A panoramic view of a flat landscape, showing a large field dotted with foliage and machines drilling for oil.]


Overlook of the Kern River Oil Field at the Panorama Park Bluffs, Bakersfield, CA.



[image: A dirt road with an orchard at the right.]


Oil-based formula applied near farm roads for dust control. The thin coat sprayed on the side of the road released a petroleum tar smell and stained the path a translucent and shimmery black.




[image: Three rows of grape vines growing on wooden Y-posts with wires holding the leaves aloft.]


Modern grape production includes wire technology that raises the grape leaves above workers’ heads. This can provide shade for workers during peak summer temperatures.




[image: A car is parked to the left of an empty road on a stretch of dirt beside a field. Across the street is a row of houses.]


The residents in the unincorporated areas of Bakersfield have no dust protection from either the side road maintenance near agricultural fields, sidewalk construction near homes, or regular street sweeps.




[image: View of a dirt road, with an agricultural farm on the right side of the road and a row of residential homes on the left side.]


The residents in the unincorporated areas of Bakersfield use brush and trees to reduce dust exposure.




[image: An empty road runs between a home and an agricultural farm lined with wooden posts.]


A less than six-foot buffer zone between agricultural operations and residential homes in Earlimart, CA.




[image: A dust whirl moving across the center of an open field. A dirt road is the foreground, lined with wild plants.]


Dust devil captured on the road in Kern County, CA.




[image: A group of three women, including a doctor and a nurse, are speaking as they stand around a kitchen table.]


Medical team from the United Farm Workers Organizing Committee’s free health clinic program visits a rural family in Calexico, CA. (UFW Collection, 3343. Photographer Glen Pearcy. Walter P. Reuther Library, Archives of Labor and Urban Affairs, Wayne State University.)




[image: A female doctor and nurse examine a child being held by a woman while a man and another child look on from the doorway.]


A picketer being arrested by Kern County sheriff’s deputies in the 1970s. Kern County, CA. (UFW Collection 291. Photographer unknown. Walter P. Reuther Library, Archives of Labor and Urban Affairs, Wayne State University.)




[image: A sheriff�s officer arrests a man while a crowd of people watch.]

Follow for extended description


The free health clinic program provided services to rural and agricultural workers and their families. Calexico, CA. (UFW Collection 3347. Photographer Glen Pearcy. Walter P. Reuther Library, Archives of Labor and Urban Affairs, Wayne State University.)








Chapter 4 La Vista Gorda Reorienting the Science of Learning

Liz was a special education teacher’s aide helping schoolchildren learn before she became an official EJ activist. She found joy in assisting children with special needs because she understood their struggles, having grappled with her own permanent medical condition. She was legally blind. Every day, she looked forward to the fruits of a successful career. Her dream fell apart when her family became chronically sick, however. An underground pipeline leaked toxic gases into the homes of Liz and eight neighboring families.

When I met Liz, we were on a bus returning to Bakersfield from a climate protest in Oakland. Liz described her family’s evacuation from their home. That night, a group of firefighters pounded on their door announcing a gas leak. The concentration of gas was so high that it could set off an accidental explosion, according to the firefighters. Rather than natural gas for heating and cooking, this pipeline carried raw gas waste from an oil field to a well flare, where it was supposed to burn off. The gas leak saturated the soil underneath the homes and seeped into the ground above. The firefighters told residents to pack enough things for two weeks and evacuate in thirty minutes. Liz had twelve family members to organize belongings for, including elders, children, and pets.

A family sitting near us on the bus chimed in. The father detailed his repeated migraines. The mother described falling in and out of consciousness at work long before the evacuation. The daughter mentioned headaches, frequent bloody noses, throwing up, and pets that inexplicably died. They all consulted with doctors in hopes of a cure or an explanation. Someone commented that their physician diagnosed their teary eyes and dry nose as caused by a stressful life. Some described never receiving a blood test despite their ongoing complaints to doctors.

The evening darkness settled onto our bus. Since I could not see their expressions, I listened attentively to the words they spoke. “Two weeks turned into one month, and another, then another, and before we knew it nine months had passed,” Liz related. They stayed in a hotel for three weeks. Realizing that no one had sealed the leak, the family searched for more stable housing. In the city of Arvin, where the disaster made national news, no apartment manager would sign a month-to-month lease. Under their desperate circumstances, Liz’s family felt forced into commuting the twenty-five miles between Bakersfield and Arvin every day for school, work, and temporary housing.

The ground pipes belonged to the Petro Chemical Resources firm that then sold the property above them to a housing developer, Liz explained. But despite city enforcement codes requiring lengthy permits for building on private property, the oil gas pipelines needed none. They were 4.5 inches in diameter and unregulated and needed no formal monitoring near residential zones. The city council and private company officials could not tell how long the gas had leaked, but families reported smelling gas for over three years (see also Aguilera 2014). An air sample taken by officials in March 2014 revealed benzene and methane gas at levels thirteen times higher than the level that the EPA considers safe (Kane 2020). A key organizer for the Center for Race, Poverty, and the Environment explained how he attempted to collect an independent air sample after residents were forced to evacuate. Security guards would not let him enter the site, he said. Petro Chemical Resources, however, did indicate that their analysts should be required to “open up all the windows and doors when taking air samples. This creates errors,” explained Liz. Airing out the house manipulates data, artificially constructing a best-case scenario in which residents are least likely to breathe the toxic gases.

Within five months of the Petro Chemical Resources company declaring it safe for residents to return home, the families demanded that city officials conduct an independent study. Four additional months passed before the results came back indicating it was safe for families to return. Liz described witnessing this ineptitude. No one went out of their way to help them, not quickly anyway. “Se hicieron de la vista gorda.” (The officials had swollen eyes.) The collaboration among public officials and the private company was supposed to coordinate their return home but they could not see to it correctly. When the families arrived nine months later, they received a welcoming food basket from city officials. The food in their homes had rotted away, expired beyond recognition during the nearly full year that had passed. The symbolic gesture felt like an insult to their equally rotten experience.

Liz’s life was reoriented after the gas pipeline leak. She learned to collect air samples in her neighborhood and to train others to do the same. After her workday, she contacted residents across the county to monitor air quality. Liz advocated for publicizing the location of private and unregulated pipelines with the support of the CBA, the Kern Environmental Enforcement Network, the Center for Race, Poverty, and the Environment, and other community organizations. She partook in what is known as community-based participatory action research, involving a coalition of residents applying scientific tools to collect data from hazardous sites (see Sze 2007; C. Bacon et al. 2013). In addition, she formed stronger and more robust social relationships that coalesced around stories of environmental injustice. Liz became a guardian of community health in places where authorities and industries had persistently failed to care.

Liz’s story marks an important shift in power relations. Liz’s stories, along with those of another EJ organizer and three farmworkers, illustrate how community questions and observations point us in more complex alternative directions. Community-based participatory action research and identifying the contradictions deployed by people with authority introduce new possibilities for how equal citizenship can be envisioned and enacted.

These five stories are, in part, about how participants experience embodied toxicity. They demonstrate what Julie Sze (2018) calls transcorporality, where political domination and socioecological landscapes impact bodies and health yet produce creative and oppositional modes of knowledge deployed against what seem like insurmountable toxic environmental conditions. At the same time, these stories reveal the discursive mechanisms that discipline rural Latinx people by compressing them into the binary categories of “the passive worker” or “the angry activist” and expose a cultural logic that blames individuals for the toxicity they experience, placing the search for solutions in their hands. I show that farmworkers and activists neither see themselves as victims nor as complicit in their suffering. Bringing these stories into conversation highlights how the racial structures of the agro-industrial complex extend into public health structures and institutions. In addition, they show how workers and activists respond to asymmetrical power as creatively as possible, utilizing what Emma Pérez (1999, 81) calls an “interstitial move for survival.” Their stories employ a global vision and flexibility in the face of locally bounded racialized structures of labor and illness, while demonstrating how they process these stories with a broader knowledge apparatus intertwined quite literally with the body.


Binaries in the Field


They said “you went to Mexico?” and everyone said, “he’s coming from Mexico, he’s from Mexico.” And no, I had not left for Mexico. I was working. I was over in Arizona and Sacramento and that is where I contacted valley fever. And since one is working in the fields, it is all of that that is there, the pesticides and everything. The fungus developed over there with the help of something.



Arturo recalls catching valley fever after stacking fruit boxes into his semitruck and transporting the produce across two states. When the medical staff in Kern County asked him how he had become sick with valley fever, he spent much of his time challenging the doctors’ belief that it had something to do with being Mexican. They focused on his national origin rather than on Arturo’s interaction with the chemicals frequently applied to crops, the fungus, his job, and his overall health under the pressure of these conditions. Arturo’s explanation to medical physicians was lost in translation. The doctors did not deny Arturo medicine, but they did ignore his observations and their implications. Arturo attributed his illness to the conditions of his job, insisting that valley fever derived from a combination of events tied to working for industrial farms and their environmental and social practices, both of which exposed him to harmful conditions.

Maria is a Mexican woman in her midforties who similarly explains a connection between pesticides and valley fever. Accompanied by two young children, Maria arrived on foot for our interview in the conference room of the CBA. Inside the office, the children examined the pictures on the wall adorned with images and newspaper clippings about CBA’s protests while we shared a moment to talk. Maria explains:


maria: I was taken to the doctor right away because I was working in the fields when I began feeling sick. What happened was that we were piscando [harvesting]. We were working, and in the fields just in front [of us] they started fumigating. I cannot remember what was growing in the fields. I breathed in the fumigants. All that day and since then, I began feeling bad. I could not work any longer. I just kept laying down and stayed laying down. The supervisor told me, “You know what, you are sweating too much. You had better rest and if you begin to feel a little better then you can continue working. And if not, you will have to wait here until we are done so that we can take you home.” . . . I was diagnosed with valley fever in Lamont [clinic]. The day that I got it, I felt several things. I had a lot of coughing, a high fever. . . . When I went to the doctor, they told me that I had valley fever because the red spots [on my legs] had turned black.

author: You were working outside when someone sprayed the fields nearby. How close were you from that field?

maria: It was an airplane spraying. It was across the street. The smell [of the chemicals] was strong. I figured that since that moment, I began to feel bad. I got the flu [symptoms]. I had a high fever. I had all of that. When they took me to the doctor, they gave me plenty of medicine because I had that flu. [They said] that I had part of it in my lungs. . . . I do not remember what they said but that I had a lot of it. And I asked them, what am I going to die from? Because they had given me a lot of medications.



Maria clarified that other workers also complained of smelling pesticides, but she was the only person who collapsed that day at the site. At urgent care, the doctors seemed confused by her explanation of pesticide exposure and the visible symptoms she harbored. Maria recalled that the doctor sent another physician to conduct a second exam. She also recalls that no one addressed the pesticide poisoning she described experiencing. Even though physicians did diagnose Maria with valley fever, they also ignored any pesticide drift exposure and symptoms of poisoning. Maria did not return to work for five consecutive months after the diagnosis.

Throughout the United States, approximately twenty thousand farmworkers or 1 percent of all agriculture workers, are diagnosed with pesticide poisoning each year (NIOSH 2013; Farmworker Justice 2013). In theory, the Worker Protection Standard, a federal regulation that requires employers to apply minimum safety precautions when using pesticides on farms, should have protected Maria or Arturo (EPA, n.d.a.). Workers are not allowed to enter fields where pesticides have been applied recently, and the fields must undergo a Restricted-Entry Interval of twelve to forty-eight hours, depending on the crop and the method of application (EPA, n.d.c.). In California, the Pesticide Regulation Department further requires that applications be prohibited if there is a reasonable possibility of harm to people or the environment (California Department of Pesticide Regulation, n.d.). In Maria’s case, however, it is unclear whether these minimum safety standards were considered because certain chemicals fall under exceptions to these rules. Nonetheless, for Maria and her coworkers the conditions attendant to pesticide poisoning posed a considerable danger to their health, and no one did anything about it. Maria reported all the symptoms of acute pesticide poisoning and pointed to the exact moment when she was exposed. Her symptoms ranged from dizziness, confusion, and nausea to skin irritation, shortness of breath, and heavy sweating, which are much like those of valley fever. While physicians rightfully and in a timely manner diagnosed her with a cocci infection, they also ignored her exposure to pesticides, leaving any symptoms untreated and unreported. Maria simply could not forget feeling poisoned by the aerial spray near her. It was crucial to her diagnosis of valley fever. When I asked Maria to explain where she thinks valley fever comes from, she replied:


Well, it comes from everything that is collected in the air, in the smog. Everything that accumulates, the pesticides, and all of that. They are in the wind, the air, all of that. That is what gets trapped together and what I believe we breathe. And from all that comes from the garbage dump site, where people throw away their trash. You know, sometimes all sorts of their aromas come all the way here. I believe it is all those things that makes people sick. . . . People start to feel sick. Your body starts hurting, your chest and lungs, and your head hurts. That is when you begin to ask, what is wrong with me?



Like Arturo, Maria points to environmental pollution as cumulative and with a threshold. It adds up inside the body unknowingly until it can no longer endure and control its ill effects. Being from a city with recent EJ struggles, Maria pointed to the detectable repulsive smells emanating from multiple sources. For example, CBA organizers often noted that tractors applying pesticides in the open fields created dust clouds while moving through the rows. They could also point to the pesticide drift stains on car windows, tiny white specks that clung to the surface. As Maria noted, the nighttime was when one could smell the stench of spoiled food and rotting mud coming from the old community recycling center that has since closed. For Maria, the environmental hazards that she faces at home and at work and the underlying relationship that toxic industries have with residents were inseparable from her experiences with the disease.

Elisa and I spoke over the phone about how her partner Jorge caught valley fever. At the time of the interview, they both had moved to Utah in hopes of a better recovery. They made the decision to leave the Central Valley after spending ten years treating and suffering from valley fever. Elisa and Jorge’s story began in 2003, six months after moving to the city of Arvin. They followed the company that employed them, which had transferred operations from Oxnard to save money. Elisa explains that Jorge was packing fruits and vegetables in Arvin for them when he became ill.




elisa: He first had flu symptoms. He would sneeze and sneeze, then he had a bad cough, and it was getting worse. He went to the doctor, and they said it was just the flu. Within a few days he had a higher fever and many chills. So, he kept taking the medicine that the doctor had prescribed for him. But it was not going away, and he returned to the doctor. They told him that he had a strong flu and possibly bronchitis. They gave him more medicine for that. He began to feel stronger pains behind his head and on his back. That is when we decided to go see a doctor in Tijuana. The doctors could not figure out why he had such a strong fever, but they said that they were going to run very advanced tests. We went for the weekend. By Monday [in Arvin] he still had a strong fever. The chills and the pain in his back, he could not handle it any longer. That is when the doctor [in Arvin] ran some x-rays on his back. The doctor asked him “are you working in the fields?” and he said “yes, I’m working at a packing house where they pack peaches.” So, the doctor said, “Well, you have valley fever. The bad news is that you have an advanced stage of it in your lungs.” . . . The doctor explained that it was like a virus and that it can attack the lungs and head, and he said that Jorge had it in both. Within two weeks, Jorge lost 30 or 40 pounds, I think. He was sick. Until recently, he was still taking medication. He feels better now. But for many years, he was taking medication. Jorge asked the doctor, “How long am I going to have to take medication?” And he said, “Look, I am going to tell you the truth. While you do not leave, you are going to have this disease because this disease is found in this place. . . . Until you do not leave to a place that is fresher, a place that is not like here, you are always going to have to take medication.”

author: When the doctor said it was in the [Central] Valley and that while here, he had to take the medicine, did the doctor explain anything else?

elisa: He said that the chemicals that they use there [in the fields], all the dust that is there, since there is so much dust around the fields, kept the virus alive. The chemicals that airplanes spray the fields with and the dust from the fields, since there is so much wind, that dust and the heat, all contribute so that the virus in him stays active. So, the treatment that he receives keeps the virus asleep. He said, “if you do not want to take any more medication and you have the possibility of leaving this place, then I suggest that you better leave.” It has been since 2003 until recently that he has taken medication for valley fever. So, that is almost 13 years. The thing is that the medicine is just to control or maintain the valley fever fungus count low, but at the same time it is damaging his liver.

author: How did you end up in Utah?

elisa: The truth is that I came to visit some relatives who moved here and when I came, I saw that the environment was nice, and I liked it. I asked him [Jorge], why don’t we move over there? We did not have any plans to leave anywhere because we had our home and everything in Arvin. Leaving for another place meant that we had to start all over. And we are older in age now and one thinks about starting over as a little heavier to bear, more difficult. But I came first, and I liked the environment. Nothing looked contaminated. Arvin is a ditch. I suffered enough. I also suffered from high blood pressure and depression. And over here [Utah] I felt calm and well. I told him [Jorge] you should come over here so that you can see how the environment is and how it could help you recover. He said he would look, and he came for a month. He said that he felt well. He came here in November and in January he stopped taking his medication. 



Jorge’s suffering began when health officials could not make a correct and timely diagnosis on his first visit to the emergency department. Their second visit was no better; it pushed Elisa and Jorge to seek a third opinion from a physician in Mexico. Having neither the economic resources to conduct expensive tests nor the time since Jorge’s symptoms were worsening, they returned to their county hospital desperate for help. Elisa points out that in Jorge’s diagnosis with valley fever, his job as a farmworker became important in the doctor’s examination. This made Elisa more aware of the environmental conditions of industrial farmwork. Jorge’s primary physician also elucidated the cumulative impacts of dust, heat, and pesticides that might have made him less likely to recover. But these environmental conditions were and are not exclusively in the fields. Over the course of ten years, Elisa learned to be vigilant about how pollution around them affected Jorge’s symptoms. They noticed that the frequent dust storms, heat, and air quality affected his recovery at home. Now in Utah, they look forward to leaving the worst behind. But Elisa is keenly aware of how the cumulative environmental pollutants hampered their quality of life and chances of recovering from valley fever. At the same time, it would be entirely up to Elisa to cobble everything together to seek and obtain better prospects.

For Arturo, Maria, and Elisa and Jorge, there are new and compelling connections across valley fever and evidence of environmental injustice felt in the flesh. They bridge their physical experience with the disease to the larger more socioecological politics of the Central Valley. Their observations are attuned to what might otherwise be a spectrum of neglect at one end and an eagerness to champion biomedicine at the other.



“Chavistas” at the Hospital

A woman I name Felicita joined as an organizer for the Committee for a Better Earlimart after a pesticide drift incident poisoned everyone in her town. When I met Felicita, we were carpooling to a court hearing in San Francisco. Two other community organizers were in the car, Tina who was driving us and Dulce. They formed part of our recorded conversation. I asked Felicita to describe her experience during the pesticide drift accident.


felicita: We were inside the house with my daughter and grandson. My husband was there too. We were all inside watching TV or something, but we were inside the house. Then my son arrived. . . . He is the father of my grandson. He says, “why does it smell so bad?” He was just arriving, and he says, “everything smells horrible outside.” And so, I went outside. Oh, it smelled ugly outside. But it was something like, I do not know how to explain the odor. It smelled ugly. Our heads started hurting. We started coughing and feeling dizzy. Then, we started to notice that the firefighters, the police, and the ambulance were around the streets. And we did not know why. We were outside and then an ambulance stopped and asked us, “Are you breathing? Come inside [the ambulance]. . . . There was an accident outside. They spilled pesticides in the field.” It was that that was in the air. We went inside [the ambulance], but we could not be inside [the ambulance] either. We were riding in the ambulance and seeing who else they could pick up, right? They asked me, “Are you feeling bad?” and then asked, “do you want to go to see the doctor?” And I said “yes, yes, I want to go.” They took me to Delano [hospital]. There, they did not pay any attention to us. I was not the only one there. There were other people there. And the doctor said, because we started coughing and coughing . . .

tina: But when you arrived at the hospital, Felicita, were there other people from Earlimart? The nurses or the doctors, were they in the waiting room? Did someone ask, “is anyone affected from the pesticides, come this way?” Or did they give you directions or ask you questions?

felicita: No, not by the time I made it inside. I entered fast because the ambulance took us. If I had arrived in my own car, I would still be there, I think, waiting for the doctors. Because going to the emergency room, the truth is they leave you there. The emergency rooms are only for people whose guts are spilling out, who are bleeding to death, or have a traumatic wound. The doctors will say, “you yes. you no, no.” Well, I arrived with my daughters in the ambulance. Then they brought us into a room. A few minutes later, like 10 minutes later, a doctor entered. And he then asked, “Why are you here? What do you have? What is it that you feel?” I said, “a lot of pain in my head, I am vomiting and have diarrhea.” And the doctor told me, “All of these people are waiting.” There were a lot of people waiting outside. “There are a lot of people!” He said, “what you are doing, what you are is a Chavista!”

dulce: What is that? As in Cesar Chavez?

felicita: Yes, Cesar Chavez. I did not know who Cesar Chavez was. In that moment, I did not know who he was. Do you know what he prescribed? Imodium, I think that is what you call it. He told me to buy that. That it was not serious. That we did not have anything and to go home. That it was nothing, that we were faking it. Those who lived near the fields had many more problems. Even the pets were coughing and coughing. I think Tere had a dog that died. And she saw how he was coughing and coughing. And it died, it was poisoned. Thank God no person died. But we suffered the consequences. No one is the same.

author: What were the consequences?

felicita: That thing about valley fever. I have asthma too, and my two daughters now have asthma. My grandson is now asthmatic. My grandson grew up and is big now. He just turned 18 years old. But since he was a little boy, he would get asthma attacks, especially when he started playing football in high school. Well, that is what happened to almost all of the people. Almost all of us in Earlimart have asthma. I think that it is not going to go away until we die because we keep breathing dirty air.



Medical officials accused Felicita and others like her at the hospital of being a “Chavista” during one of the most horrific pesticide drifts in history (more information is available at https://rememberingteresa.org/). They accused her to be a labor activist from the UFW union, not someone escaping poisoned air and seeking medical attention. Felicita along with her daughters received no recognition or help at the hospital, treating her pesticide poisoning with an over-the-counter medicine that she herself would pick up at the local pharmacy despite arriving by ambulance. Like dozens of others suffering from pesticide poisoning that day, she was berated by authorities, never treated, and ordered to return home to what was allegedly safe.

Farmworkers and activists’ stories highlight more than moments of stress and inconvenience. They also underscore how little authorities care about them. Liz’s body became damaged from years of exposure to raw gas waste because of poor industry regulations, slow bureaucratic procedures, and knowledge regimes deciding the scales of risk. Similarly, Felicita’s, Maria’s, and Arturo’s stories detail how the health authorities silenced their observations about being poisoned. All their cases expose the moral crimes committed against them. The medical experts who situate the risk of valley fever in individuals who have health problems dismiss how some workers and activists experience the effects of cumulative environmental health hazards in the neighborhoods where they live and in their occupations.

Naturalizing poverty, disparate health outcomes, and the alleged ignorance of the afflicted, make it seem that farmworkers and activists have little to contribute to the understanding of the disease. Yet, participants in this study, while not credentialed experts on environmental health hazards, are positioned in Kern County as attentive observers and thinkers. They have, and continue to generate, new questions and knowledge about the routines of diagnosing valley fever and identifying other environmental hazards because they experience their everyday lives as “raced subjects in concert with deadly health consequences” (Lipsitz 2006, 27). The authoritative experts in science and medicine regularly neglect to integrate laypeople’s knowledge, a practice well documented by epidemiologists. They dismiss evidence that comes from people with limited educational backgrounds and an absence of scientific training. Consequently, scientists and public health experts resort to understanding the role of laypeople as objects to be studied in research rather than as subjects capable of being active participants (Epstein 1995). It is not that laypeople have no knowledge but rather that, for experts, laypeople’s knowledge is considered qualitatively inferior compared to the rigor of science. Steven Epstein (1995) warns that this consensus on the production of scientific knowledge dangerously portrays lone scientists as the sole developers of new knowledge. This top-down approach dichotomizes “experts” from “citizens” along class and racial hierarchies (Sze 2007).

Laypeople’s contributions to developing biomedicine have deep roots in community activism (see Lipsitz 2024). Sze (2007) notes that popular epidemiology, the process through which laypeople gather statistical data, creates new knowledge and assembles resources that experts can use to advance and improve science meaningfully. Popular epidemiology in the form of health surveys and alternative environmental research projects can expand the categories that are considered important for inquiry and the methods for interpreting the latest information (Sze 2007). Community-based environmental health research can meaningfully improve traditional risk assessments. When communities collaborate with scientific experts, they create better knowledge through an improved understanding of the intersections of disease and race, class, and place. Collaborative research can improve rather than discount science by expanding what is assessed, raising questions such as “Who is producing the risk, who benefits from this production of risk, and why [are] certain groups and not others [. . .] exposed” (Sze 2007, 181). New coalitions are possible when expert authorities, whether environmental scientists or biomedicine professionals, work collaboratively with residents.

The genuine participation of “lay” people in research can also meaningfully reshape biomedical research and reinvigorate therapeutic regimens (Epstein 1995). Using the AIDS movement as an example, Epstein documents how people with AIDS inserted themselves into the biomedical research agenda and the public health decision-making process. The AIDS movement provoked self-help groups, health educators, journalists, advocacy organizations, people with AIDS or HIV, and other members of the affected community to engage with how patients received care and how treatment regimens reached the affected communities. This system of counterknowledge was not in opposition to expert knowledge but rather complemented the evolution of science. At the same time, the participation of ordinary people in projects of popular epidemiology can help identify “many cases of bad science,” such as studies fueled by secret investigations or studies that never reach local officials. They can reveal a general unwillingness to investigate disease clusters and raise questions about the demands for “standards of proof that may be unobtainable or inappropriate,” as well as experts’ unwillingness to accept innovative ideas about toxic causality (182). Revealing the limitations of biomedical science can both encourage residents to seek alternative sources of information and analysis and yield valuable data from unexpected and previously unanalyzed sources.

The stories told by community organizers and farmworkers in this chapter reveal that valley fever is not a health problem that incidentally produces racial disparities but rather that Kern County has an environmental racism problem, which deliberately and systematically undermines the health of poor and nonwhite residents. These narratives also reveal the creative pathways and the physical and embodied knowledge processes attuned to a spectrum of observations that expand the boundaries of what counts as environmental health knowledge.



There Are Many Stories

The stories of Felicita, Maria, Elisa and Jorge, Arturo, and Liz underscore that valley fever is intertwined with other environmental health threats facing them. They connect the inadequacies of health care practices to the racial legacies of an agricultural industry and its environmental practices that threaten the residents in Kern County. They underscore that mitigating valley fever, as health authorities ever so constantly recommend, has not made life at work or home safer for them. In this way, the participants’ knowledge about valley fever traverses time and place. They see the disease as intersecting with and shaped by race, class, gender, citizenship, and other axes of power, as well as where they live and once lived. They hold both a local and a global perspective revealing the illogic of dominant scientific regimes. Seeking the recommended medical help in a moment of illness is not easy and has no absolute impact on the social and environmental conditions shaping the poor and vulnerable residents’ health.

When experts and authorities apply binary categories to nonwhite rural residents, they do more than label someone as an activist or passive worker. They enact the racist logic that reinforces their authority and the superiority of the scientific process. But, rather than only diminishing workers’ and activists’ experiential knowledge and observations to justify their own, they also failed to document the embodied ailments of patients in official medical records and environmental reports. The farmworkers and activists contest the power of the agro-industrial complex and the environmental and biomedical politics that sustain it through a collective sense of willingness to confront the causes of illness and inequality. Tenaciously seeking an adequate diagnosis and treatment for their health problems reflects a collective advocacy for their right to receive lifesaving, timely, and adequate treatment. Community-based participatory action research does not cast experts and authorities as enemies but rather as potential collaborators in generating visionary and responsible solutions to the surrounding toxic ecologies. The strategies for survival of farmworkers and activists, their unexpected collaborations, and the relationships of solidarity they seek elevate a collective wisdom and desire for environmental health approaches that work.

Many universal abstractions and their attendant narratives can repress the lessons to be learned from the overlapping stories of farmworkers and activists. Liz’s community building and scientific tools go against the standard norms of scientific research, but they do monitor pollution and help make people safer. Whether the Kern County officials who record medical and environmental history will acknowledge Liz’s efforts is yet to be seen, but her story will persist and survive across time and place. Latinx/Chicanx’s ecological knowledge has, indeed, survived repetitions of settler colonialism and ongoing forms of exile (Peña 2005). These creative ways of knowing reemerge in the conflicts for sovereignty, unearthing land-use values such as agroecological systems, multispecies relationships, and water agreements that transcend privatization values. The stories rooted in the opposition to displacement due to extractive farm industries and uneven rural development have also imparted collective social and cultural mechanisms for refuting perpetual forms of subordination (Pulido 1996). I argue that stories in the pursuit of health justice will also survive. These stories survive when we tell them and retell them.

Pérez (1999) questions why some narratives become integrated into the official record, while others are purposefully excluded. Pérez wisely points out that there is “no pure, authentic, original history. There are only stories—many stories” (xv). Pérez argues for illuminating the decolonial imaginaries that break apart binaries like colonizer/colonized or active/passive to articulate the stories in between in what she references as the “interstices.” Binaries such as expert and nonexpert limit our scope of understanding of the complexities of human life. They are often mechanisms for ongoing forms of dispossession, displacement, and deportation. Binaries reemerge as harmful reinterpretations of an imagined past in the present moment. Categorizing “Chavistas” at the hospitals or workers as “passive” does little to improve or refine science. Rather, they are unapologetically political and charged in ways that reinforce power and knowledge regimes.

In public health institutions and throughout the practice of medicine, it remains common practice to blame nonwhite immigrant farmworkers for “risky behavior” that results in sudden and chronic disease, for living in conditions described as “crude and primitive,” and for “draining” public health resources (Devra Weber 1996; Shah 2001; Molina 2006; Horton 2016). Immigrants get subjected to “quotidian forms of intimidation and harassment” and practices that reinforce their status as a highly exploitable workforce, subsequently resulting in a declined quality of life (De Genova 2002, 438). Understanding farmworkers’ and rural residents’ knowledge has important implications both for providing public health services across urban and rural communities and for establishing appropriate structures of care. This approach can also serve to improve the very practices of science and technology.

Inspiring projects like “Sexualidades Campesinas,” which sought to develop an understanding of the diverse sexualities of farmworkers (Irwin et al., n.d.; Lizarazo et al. 2017), further illustrate why informal systems of knowledge are valuable. “Sexualidades Campesinas” makes visible what is invisible in the agricultural fields and the broader politics of where people with different sexual orientations work, learn, and live in their everyday lives. The many stories authored in this project illuminate both the sexual diversity among California’s heterodox farmworkers and how homophobia and dominant perceptions about farmworkers make them reluctant to “come out” in their communities. They give voice to the profound wisdom and experiential knowledge that farmworkers have developed, which have implications for providing adequate public health services in both rural and urban communities. Similarly, this chapter hopes that by bringing into conversation farmworker and activist experiences, it can also deconstruct binaries and unearth the many stories needed for the pursuit of health justice.

Chapters 2, 3, and 4 describe the current conditions shaping valley fever and responses to it. But racial health projects and the resistance to them have long histories. These form the basis of Chapters 5 and 6, which follow.







Chapter 5 Formations of Racial Health Projects

Contemporary valley fever outbreaks exist within a racialized socioecology created centuries ago. A long history of medical racism and residential segregation enacted through anti-Indigenous, anti-Black, anti-Chinese, and anti-Japanese policies foreground the practices that make valley fever appear to be a Mexican disease today. The growers in the Central Valley long ago replicated assumptions about disease and race with each new ethnic group hired to displace the natural ecologies to make room for monoculture production. State and federal policies created the legal conditions that made nonwhite people almost always disposable, displaceable, and deportable. Racialized exposure to health hazards, impediments to sanitation and health care, and predatory policing coconstructed diseases as inherently racial. These historical policies, practices, and beliefs in a not-so-distant past subsidized the growth of an agropenal colonial system that contributes to the failures of colorblind policies to solve color bound problems today. Vulnerability to valley fever is often understood in seemingly nonpolitical and technical categories of risk factors such as immunologic compromise, genetic deficiencies, and outdoor work. Today, it is far easier to imagine valley fever victims as biophysically vulnerable or as individuals with economic problems rather than linking them to histories of the racialization of specific industries in particular places. This chapter deconstructs how agribusinesses and carceral institutions have generated immense profits by shaping the threats of disease as racial problems. It asks how the history of racialization in the Central Valley shapes how valley fever is understood and managed today.

Public health authorities have long dealt with valley fever as a racialized disease and a low-priority public health matter. Latinx people today endure the mistaken assumptions generated within what Dorothy Roberts (2011) terms “racial medicine,” an inheritance of presumptions and practices imposed on one racial group and then another. Racialized interpretations of valley fever were originally applied to people of Asian ancestry. When an unjustified moral panic caused the U.S. government to herd more than one hundred thousand Japanese Americans into concentration camps, valley fever—and its mistreatment—became one part of their collective punishment.

Dr. George Baba, a Japanese American physician incarcerated at the Gila River Relocation Center during World War II, remembers how valley fever was rampant at the camps:


The barracks were so poorly constructed that every time any wind came up, the dust would come up through the cracks and they’d inhale it and come down with cocci . . . they’d come down with what sounded like the flu, and some would get better, but some wouldn’t. At Gila, we seemed to have had all the cocci manifestations every [sic] written up. They would get skin conditions called erythema nodosum . . . cocci meningitis, cocci arthritis, cocci pneumonia, and cocci flu . . . we were sending sputum and blood to Dr. Smith, a public health doctor at Stanford, who became an authority on Coccidioidomycosis. . . . I think we got to be fairly expert on cocci, too, but there was nothing you could do, except make the diagnosis. (Jensen 1997, 226) 



Tending to the sick in a poorly built medical facility, he recalls that nearly every prisoner, an estimated thirteen thousand Japanese Americans and Japanese immigrants, came down with coccidioidomycosis in all of its manifestations. Most of the prisoners had previously farmed in Tulare, Turlock, Merced, Stockton, Fresno, and the southern San Joaquin Valley, places where valley fever is endemic today, but these patients first encountered cocci at Gila River (Jensen 1997). A small number of Japanese immigrants arrived from Hawaii (Leong 2024).

Dr. Baba describes the U.S. officials’ unwillingness to deal with the health needs of immigrants and racialized prisoners. He recalls how the U.S. Public Health Services (USPHS) came to Gila River at the U.S. Army’s request to diagnose and treat the emerging diseases among those incarcerated. The USPHS had previously screened Chinese immigrants to determine their eligibility for immigration or deportation under the terms of the Chinese Exclusion Act of 1882 (Shah 2001). The USPHS personnel’s former experiences made them alleged “experts” in dealing with the Asian populations’ health.

Dr. Baba and a cohort of medical professionals incarcerated at Gila River were forced into implementing spontaneous and improvised health care measures for the incarcerated because the USPHS was unable to offer adequate services. Dr. Baba and others organized health care despite a persistent lack of supplies, equipment, facilities, and staff (Jensen 1997). They soothed sores, reduced fevers, and hydrated the weak. They strategized how to quell the dust inside the buildings and collaborated with the incarcerated at Gila River to plant shrubs, flowers, and many plant species to hold the dust down amid persistent winds (Chiang 2018).

Dr. Charles E. Smith from Stanford and the Armed Forces Epidemiological Board came to evaluate the outbreak at the Gila River site. He offered skin tests, serological facilities to examine blood samples, and advice to medical support staff, all of which advanced his medical training. In his report, Smith (1958) establishes that the Gila River site was endemic. The War Relocation Authority’s (WRA) official claim, however, was that only thirty cases emerged at Gila River and that only one of the two camps was infected with cocci (Jensen 1997). Valley fever cases among prisoners also developed into epidemics at the Poston War Relocation Center in Yuma County (Gutierrez 1989) and at Camp Florence (Hirschmann 2007), providing suggestive evidence refuting the official claim of only a minimal risk of exposure to cocci at Gila River and other detention camps.

Valley fever was not the only disease Japanese and Japanese American prisoners faced at the Gila River site. Extreme heat, such as temperatures reaching 120 degrees Fahrenheit in the shade, caused recurring ailments and frequently led to WRA nurses resigning their positions (Wyatt 2012). Diarrhea, asthma, and tuberculosis, coupled with improper sanitation due to the poorly built barracks, contributed to immiseration and pain among detainees (Jensen 1999). Physicians and nurses incarcerated at Gila River provided continuous medical advice and persistent care to many who suffered from illnesses that were unknown to them before internment. The Chief Medical Officer Jack Sleath described the health facility at Gila River as woefully inadequate (Jensen 1999), but his empathy did little to help the prisoners who had to learn how to nurse each other back to good health. Caught in the nexus of state repression and displacement, prisoners strove to rethink how the existing socioecological conditions circulated and produced diseases among people who were incarcerated.

The story of valley fever in World War II prison camps often begins with the urgency in which public campgrounds, racetracks, and military bases were repurposed as centers for assembly, the rushed approval for WRA camps in the interior United States, and the limited economic funds for their construction (Jensen 1997). These actions no doubt accelerated the emergence of illness outbreaks, including valley fever. Breaking the soil exacerbated the conditions of the makeshift barracks because gusty winds can circulate cocci spores across an entire region. But more than the disturbance and velocity of dust, along with the amateur building construction, a slower racialized story of health and disease foregrounds this story.

The Gila River Indian Community in Pinal County, Arizona, was coerced into leasing portions of its farming lands to the WRA in exchange for the promise of being able to cultivate an additional 8,500 acres of land, a promise that was never fulfilled (Leong 2024). They agreed to allow new infrastructure on their reservation, given that it promised to provide future access to groundwater and paved roads, but all were destroyed when the camp was closed. The community voted to approve the Gila River Relocation Center by a slight margin after many failed attempts, eventually agreeing to accommodate fourteen thousand Japanese and Japanese American prisoners on March 18, 1942 (Wyatt 2012). By December 1942, before major construction was completed, over thirteen thousand people of Japanese descent were held at the reservation in two separate camps (see The Museum of the City of San Francisco 1943). When the Japanese internment camps were destined to close, an enormous effort was expended in a social engineering project to mold detainees into facsimiles of assimilated white Americans.

The WRA directors, Milton Eisenhower and his successor, Dillon S. Myer, managed detention centers as places to test and prepare the prisoners for national loyalty. Under the leadership of the former superintendent of the Navajo Indian Reservation, E. R. Fryer, and head of the Navajo school system, Lucy W. Adams, the segregation and confinement of Japanese Americans became based on “planned communities” (Ngai 2004). WRA authorities devised “Americanization projects” to speed the assimilation of Japanese Americans using activities that purportedly would teach the detainees about democratic self-government, school, and work (Ngai 2004; see also Thomas 1987). The main objective, as it had been for the Native Americans, was to rid the Japanese detainees of their traditional cultures, native language, and kinship structures of leadership.

The attempts at forced assimilation of the incarcerated Japanese and Japanese Americans are stark reminders of the prisoners’ permanent exclusion. As Catherine Ramirez describes, “Assimilation is more than the process whereby the boundary between mainstream and margin blurs or disappears; it is also the process whereby that boundary is paradoxically reinforced” (as cited in Molina, HoSang and Gutierréz 2019, 11). The authorities administered a loyalty questionnaire that required an inflammatory pledge to Americanization, one that caused ideological divisions and the renunciation of citizenship among many of those who were incarcerated. When the WRA packed up and left Gila River, the entire infrastructure was destroyed, including running water pipes and buildings that would have provided water and shelter for the Gila River tribal nation (Leong 2024).

Being racialized as nonwhite was the single most important factor in the rising cases of disease among the Gila River prisoners. Approximately thirteen thousand captured German and Italian prisoners of war were sent to Camp Florence in Pinal County, Arizona. Camp Florence was located less than fifty miles east of the Gila River Relocation Center (Hirschmann 2007). Yet the destiny of European prisoners at Camp Florence was different from the Japanese detainees at Gila River. Soon after operations began at Camp Florence, the U.S. Army sought the expertise of Dr. Smith to assess suspected cases of valley fever. According to Smith’s estimates, about two-thirds to three-quarters of the prisoners of war at Camp Florence were expected to suffer from valley fever within the first year of their arrival (Hirschmann 2007). The risks imposed on German and Italian inmates concerned the military because these conditions violated the Geneva conventions for humane treatment of prisoners of war (C. Smith 1958). In May 1946, the German government invoked the Geneva conventions to protect the remaining prisoners suffering from valley fever at Camp Florence. An appeal to international law was made to protect their safety, leading to their ultimate removal from the area considered dangerous and potentially lethal. European enemy prisoners of war were thus the beneficiaries of medical attention, resources, and early therapies and treatments that were not extended to the Japanese and Japanese American prisoners. While both Gila River and Camp Florence operations overlapped between 1944 and 1946 and had approximately the same number of prisoners, it was evidently far safer to be a captured foreign combat enemy of the United States than a racialized citizen of the nation.


Epidemics in Colonial Settlements

Treating emerging diseases as racial problems can be traced back to the Spanish conquest. When California transitioned from a Spanish colony to a Mexican republic (1823), the most significant factor in colonial efforts to overcome Indigenous resistance was disease. Epidemics of smallpox, syphilis, diphtheria, chickenpox, and measles caused the suffering and deaths of Indigenous children and adults throughout the territory (E. Castillo, n.d.). The population size was devastated by newly introduced viruses, but hundreds of thousands of the Indigenous people of California sought hiding to regroup while keeping out of sight of new settlers and their ongoing extermination technologies.

Anthropologists often cite that at least three hundred thousand Indigenous people resided in the territory before colonial contact, though Indigenous scholars consider this a low estimate and argue that the size of the population was much larger when considering their expansive networks and the one hundred or more languages spoken among the California natives (Trafzer and Hyer 1999). Colonialism and its introduction of ranching, agriculture, and other economic developments caused a mass decline of the Indigenous population because these developments decimated key resources that were used for sustenance, spiritual and nutritional. Death from epidemics reduced nearly 50 percent of the Indigenous population in California by the time of the American takeover in 1850 (E. Castillo, n.d.). The first recorded epidemic devastated the Santa Clara Valley Costanoan people in 1777. Twenty-five years later, pneumonia and diphtheria spread from Monterey to Los Angeles, primarily killing Indigenous children. In 1806, an outbreak of measles devastated the Central Coast native population from San Francisco to Santa Barbara. More than twenty thousand Central Valley Miwok, Yokuts, Wintun, and Maidu natives perished from malaria, which was carried by fur trappers from Oregon to the Sacramento and San Joaquin River drainages in 1833.

By the start of the California gold rush, the persecution and murder of Indigenous people, especially of women and children, were systematic and institutionalized. Armed military and militia bands were reimbursed for the accrued costs for enslavement and murder by government officials (Trafzer and Hyer 1999; E. Castillo, n.d.). These combined forms of direct violence were catastrophic for the Indigenous population. The greatest loss of life was between 1848 and 1868, when more than one hundred thousand California natives died from malnutrition, enslavement, persecution, and rape and murder (Trafzer and Hyer 1999). Today, the Indigenous population has grown because, after California’s annexation, many survived through hiding, strategic counterattacks, and land negotiations.

The U.S. settlers established themselves as trustees of Indigenous land use. In addition to persecution and murder, white settlers placed native children in boarding schools. The displacement of young children away from their communities resulted in generations of loss of languages, customs, and knowledge about traditional land stewardship practices. These additional forms of genocide institutionalized hunger and the decline of cultural knowledge (Norgaard, Reed, and Van Horn 2011). The first two years of the gold rush were especially brutal due to widespread and random murder of nearly one hundred thousand Indigenous people at the hands of miners and paramilitary groups in California (E. Castillo, n.d.).

The near obliteration of the Indigenous people following the disastrous consequences of seventy years of epidemic outbreaks and disease, along with the tactics of brute force and hunger, attracted the interest of white American physicians, but in ways that reinforced rather than reduced the racial distribution of illnesses. California served as a living laboratory for miasmic studies on the link between the environment and health, the primary approach in medicine of the time (Nash 2007). Physicians and medical researchers noted correctly that different climates create different kinds of disease outcomes, but they concluded incorrectly—and self-servingly—that nonwhite bodies were immune to high temperatures and damp marshes. In a period of profound population changes, physicians argued that the coastal region’s salubrious properties were ideal geographies for the procreation of a “sturdier and more attractive breed” of white settlers (44). See also Thompson 1969. The Central Valley with its record high temperatures and marshes, however, was considered ripe for disease and, thus, unsuitable for white people. By 1877, the California State Board of Health acknowledged that “scarlet fever, measles, diphtheria, influenza, typhoid, phthisis (consumption), and various forms of dysentery and intestinal disease” were part of the Central Valley’s “natural” landscape (Nash 2007, 37). The regional dangers of disease, especially for white settlers, fueled debates about what kinds of transformations were desirable and how to judge their effects. It propelled physicians to recommend dedicating the Central Valley region to farming.

California physicians of the nineteenth century, such as Thomas M. Logan, made it seem possible and desirable to develop the Central Valley using the labor of nonwhite people. They argued that people with Black, Asian, and mixed-race descent were naturally immune to tropical conditions (Nash 2007). When Native Americans showed susceptibility to the kinds of diseases that white people suffered, Logan, like other physicians, argued that it was their “un-civilized” behaviors that would inevitably cause them to perish as California continued to transform and grow. White American physicians became the storytellers of mythical fables about the biological differences of racialized groups in order to reconcile the inherent contradiction in the new frontier. The region was “both an undeveloped resource and a pathogenic place” (Nash 2007, 51). Under this approach to American colonization, white physicians cocreated a narrative with early settlers that saw themselves apart from nonwhite people as paradoxically more vulnerable to certain diseases because of their race yet also singularly destined to enjoy the full fruits and benefits of settlement.



According to these stories, the biology of nonwhite immigrants made them ideally suited for hard labor under dirty and dangerous conditions, for being denied adequate nutrition, and for living in crowded, dark, and damp dwellings that exposed them to the risks of tuberculosis, cholera, and malaria (Shah 2001). These narratives were quickly adopted in San Francisco and other destinations where Chinese immigrants continued to arrive since the gold rush (Shah 2001; Molina, HoSang, and Gutierrez 2018). The most vehement opponents of Chinese immigrants were members of labor unions in San Francisco, as some had been among the early miners migrating from the South (Chen 1980). Other opponents included real estate agents and building owners who collaborated with city officials to hoard resources and opportunities in white neighborhoods of the emerging cities while concentrating housing for nonwhite residents in segregated areas of the city (Shah 2001). They jammed Chinese workers into tiny, dark, and overcrowded dwellings. Slaughterhouses and meat processing factories legitimated dumping their by-products into open ponds near sites where nonwhite immigrants lived. When nonwhite immigrants did contract diseases in large numbers, white people attributed the infirmities to immigrants’ cultural practices and biological deficiencies. Xenophobic residents in San Francisco presented aggressive exploitation and immiserating conditions as a form of self- defense. Segregationists extended the reach of the Jim Crow laws from the South into the Pacific Northwest, citing an international threat from China on the Western horizon.

The Burlingame Treaty of 1868 was a binational agreement that recognized Chinese and white people’s rights to free migration into and out of both countries. It held that they were to be respected as citizen subjects and allowed to travel for “the purpose of curiosity or trade or as permanent residents,” though the United States did not grant naturalization to Chinese immigrants (as cited in Chen 1980, 128). The agreement provided Chinese immigrants access mainly to jobs in the United States with few health protections. Chinese immigrants entered San Francisco’s garment industry. Some established their own businesses and many joined the ranks of the Central Pacific and Transcontinental railroad employees connecting the West and the East (see McCain 1994). In the Central Valley, contractors sought Chinese immigrants as workers to lay down railroad tracks. The growers used their labor for projects diverting water into farms, pulling out brush and trees, and digging canals that would set the stage for industrializing agriculture (Ngai 2004). The foundations of the California agriculture economy were made possible because of Chinese immigrant labor. As a labor force, they reorganized the natural ecologies in ways that made water, land, and sunshine into desirable resources. But unlike the global citizenship stipulated in the binational agreement, Chinese immigrants were offered the lowest wages under far worse conditions than most white working citizens. Their poor health became the currency that subsidized the industry.

In an era when medical racism categorized nonwhite people as contaminated, California physicians treated foul or “bad” odors as causes of diseases, which was a key attribute of the miasmic theory. Notions about what was good or bad air set in motion the development of statewide sanitation programs purported to remedy noxious air and, subsequently, to reduce disease outbreaks (Nash 2007). Physicians collaborated with elected officials to reengineer cities and residential neighborhoods. These environmental changes included building sewer lines, treating drinking water with chloride, sealing trash cans, and paving the streets. The collaboration and comprehensive sanitation efforts were not extended to San Francisco’s Chinatown, however (Trauner 1978). During a congressional investigation of San Francisco’s Chinatown in 1877, Dr. A. B. Stout, a member of the California Board of Health, stated to the committee that “the city authorities undertake to clean the city in other parts, but the Chinese are left to take care of themselves and clean their own quarter at their own expense” (Trauner 1978). Chinese residents became the assumed responsible party for their community’s health, even when the racist and exploitative practices of private and public investors benefited from the very social and ecological conditions causing illness, such as overcrowding, poor sanitation, and toxic hazards.

Germ theory was a central concern in the field of bacteriology in the late nineteenth century but was not widely adopted during the early American takeover of California. The most feared diseases to humankind were isolated as organisms beginning in the 1880s: typhoid fever (1880), tuberculosis (1882), cholera (1883), diphtheria (1883), and bubonic plague (1894) (Trauner 1978). Germ theory should have challenged the racist conceptions of biological risk through its scientific discoveries of zealous microscopic organisms causing deadly ailments. However, germ theory was of little import for public sanitation efforts across nonwhite communities, and it would remain irrelevant during the ethnic succession of farmworkers in the Central Valley. In other words, the era of medical progressivism did not alter long-held views that nonwhite communities were undeserving of disease prevention.

The “hot spots” of illnesses in rural and urban areas that emerged due to uneven development presented miasmic theorists and physicians with a hybrid ideological approach to health: people were the carriers of diseases and environmental conditions would contribute to those ailments. Anti-Black and anti-Indigenous racism and xenophobia blended the emerging germ theory with the managing of environmental conditions through the miasma lens as a central way to address disease outbreaks (Nash 2007). Immigrants, but especially Chinese people, were viewed as the carriers of diseases, giving credence to the social taboo against race mixing as a biological threat to white bodies. State laws prohibiting marriage between white people and Black people or Native Americans were revised in 1905 with the added term “Mongolian” (Karthikeyan and Chin 2002). Chinese residents became medical scapegoats based on a fear of contamination (Trauner 1978). The patterns of exclusion from disease protections were replicated in Chinese communities across the United States.

Narratives about cultural and biological threats have long pervaded the Central Valley. The first group of Chinese immigrants who settled in Fresno County arrived as contracted workers for mining and construction jobs; some arrived to operate their own businesses in the 1850s (Chacon 1988). Many of the workers were housed near Fort Miller, Coarsegold, and Millerton, where there were gold mining operations along the San Joaquin River near a military post that supplied commerce with added security against theft. When Chinese merchants were more successful at selling products to both Chinese and white workers, and outcompeted white merchants, the town’s white leaders discussed the issue and voted to ban all Chinese residents from residing near the white settlers. White miners adopted narratives about the Chinese immigrants’ allegedly unassimilable moral qualities, complaining of workers’ strange nutritional habits, language, religion, and dress, as well as the practices of bathing daily in the river after a twelve-hour workday and not drinking the river water. White settlers feared social and cultural, as much as biological, contamination. They mocked the practices of Chinese immigrants as threats to whiteness and forced them out of view, one mile outside of the Millerton area. These tactics achieved the desired economic outcomes and protections for white settlers. Segregation became an acceptable strategy that was repeated and applied in the growing cities of Stockton, Merced, Fresno, and Bakersfield.

The fear of contamination reemerged when the Central Pacific Railroad hired contracted Chinese workers during the 1870s. Upon completion of the Fresno Station in 1872, many of the workers settled in the growing town (Chacon 1988). Chinese and white workers from the Millerton area flocked to Fresno, drawn by its central geography and the new station that provided access to dispersed regions of the state. By 1874, Fresno had a population of six hundred residents, two hundred of whom were Chinese. Most of the Chinese residents were male workers, and a few of them were merchants with some political influence. The estimated ratio of male to female Chinese immigrants was 20:1, while for white people it was 10:1, a gender imbalance influenced by the Page Act of 1875 (Lee 2003). Fresno’s established Chinese residents served the incoming immigrants as a source of credit, linguistic accessibility, and cultural and religious affirmation, as well as a social network for discussing and securing employment on farms (Chacon 1988). They built on their shared sense of community as immigrants in a place with growing xenophobia.

White segregation in the neighborhoods east of the station’s tracks led to the emergence of Fresno’s Chinatown to the west. Prohibited from expanding, the Chinese residents built in every direction possible in a small section of a few blocks in the still growing town (Chacon 1988). Basements connected through elaborate tunnels linked many of the buildings on the street surface, where storefronts and apartments rose upward. Some of the basements were used to house incoming immigrants. The tunnels were also likely used for more discrete transactions such as sex work, gambling, and hiding from the frequent police raids due to anti-Chinese politics.

Fresno’s Chinatown did not simply serve the large growers’ labor needs, it also created a porous sociocultural border, where white and Chinese workers commingled and cocreated spaces that deepened a shared sense of belonging. It was a time when female companionship was scarce, when anti-Chinese legislation was growing, and when medical debates about white people’s physical acclimatization to the valley was still in question. Upon completion of seasonal farmwork, many laborers could reconnect with friends, form new relationships, and make quick money through gambling in the vibrant social life that Chinatown offered (Chacon 1988). This life contrasted with the isolation and cold tents provided by growers in distant fields.

The surrounding landowners depended on Chinatown becoming the central place to find contractable nonwhite immigrant farm labor. The growers hired immigrant farmworkers at this site for nearly one hundred years, well into the 1960s (Chacon 1988). Chinese laborers, merchants, railroad engineers, and Eastern medicine specialists and doctors established communities throughout the Central Valley. Chinatowns emerged in Stockton (Sun Minnick 2002), Merced (Martinez 2021), Visalia, Hanford (Chen 2021), Bakersfield (Boyd and Ming 2002), and smaller settlements along the Delta and Sierra Nevada foothills.

Disease continued to provoke segregation rather than sanitation. Outbreaks of syphilis in Fresno and other urban areas across the state were viewed as evidence of moral failings stemming from the recreational activities of gambling, opium use, and sex work, though these activities were taking place both inside and outside of the red-lantern districts (Chacon 1988). Dr. H. H. Toland (founder of the Toland Medical College, subsequently the University of California Medical School) testified to a congressional investigation committee in 1877 and claimed that most venereal disease cases in San Francisco could be traced back directly to sex workers. Chinese sex work was viewed as the source of the “most terrible pollution of the blood of the younger and rising generation” (as cited in Trauner 1978, 75). White and Chinese sex workers both suffered from sexual transmittable diseases, but only Asian sex workers were the target of public defamation (Trauner 1978). They were condemned as immoral, suspected of being promiscuous, unvirtuous, and contaminated, and determined to be a threat to the white patriarchal and heteronormative nuclear family (whose husbands’ and fathers’ infidelity was taken for granted and neither policed nor condemned). This rhetorical frame was economically motivated but was depicted as a public health strategy. By morally and spatially containing disease, elected officials protected the economic investments of the state, while public health authorities made it possible to imagine syphilis as a moral vice contained within geographic and biological boundaries and the culturally specific behaviors of aggrieved racialized groups.

In the eyes of most state authorities and medical experts, disease outbreaks in Chinatowns were not simply local concerns but rather a national security problem that hindered colonial projects. The earliest anti-Chinese immigration policy, the Page Act of 1875, was justified by its supporters as a response to the rise of transmittable diseases (Trauner 1978) but was also motivated by concerns with the increased competition facing white immigrant workers. The Workingman’s Party (Lee 2003) organized anti-Chinese mobilizations, pointing to the deplorable conditions in Chinatowns throughout the United States without acknowledging these stemmed from racist ideas about sanitation (Nash 2007). Under the Page Act, all Asian women, but especially Chinese women, were presumed to be sex workers servicing men. This formulation became the rationale for a national politics committed to limiting Asian female immigration. It denied entry of any Chinese woman who was allegedly contracted for “immoral purposes” and required Chinese women to undergo humiliating procedures intended to confirm that they were not entering for sex work (Ming 2010). The authority was given to a consul officer, a white male official stationed in Hong Kong, to permit or deny entry. Many women simply did not show up to undergo the humiliating process, but some did pay bribes to secure passage (Lee 2003). The beliefs about Chinese women’s alleged immorality contributed to an even more skewed male-dominated labor force. In turn, this sparked hopes among some white people that fifty thousand Asian immigrants would return to China. As Shah (2001) demonstrates, however, this policy also produced a gender imbalance in Chinese communities that was then used to argue that they were abnormal, deviant, and unassimilable.



Public officials from California appealed to Congress for broader legislation to protect the privileges of economic and biological whiteness, invoking the Chinese Exclusion Act of 1882. This act absolutely suspended the Chinese immigration of skilled and unskilled workers into the United States for ten consecutive years. Exceptions for entry were reserved for teachers, students, and wealthy Chinese merchants. The act also granted all Chinese residents permanent alien status and thus made them ineligible for citizenship. The Geary Act (1892) extended the exclusion for an additional ten years with the added provision that immigrants were required to carry a certificate of residence, a precursor to the green card. If Chinese immigrants did not present one, they were subject to detention and then deportation. In the 1924 Immigration Reform Act (Johnson-Reed Act), a quota system was created based on the national census data of 1890 (after the ban of 1882) (Haney Lopez 2006). Fifteen pieces of legislation were presented at this heightened period of anti-Chinese xenophobia and violence. Local and national legislation forbid Chinese immigrants to testify in court against white people, own property and land, hold commercial and professional licenses, attend white schools, and marry white people (Ngai 2021; Loh-Hagan et al. 2022).

These new forms of economic and political repression not only mirrored aspects of the Jim Crow laws of the South but also eerily reflected the influence of a distorted representation of germ theory. When epidemics broke out in San Francisco’s Chinatown, such as the case of leprosy in 1875, immigrants were forced to quarantine at the “lepers’ quarters,” a makeshift hospital that served only Chinese residents. The physicians at these quarters collaborated with the port immigration authorities to deport Chinese people who evidenced symptoms of leprosy (Trauner 1978). When a bubonic plague epidemic emerged in the Chinatown of Honolulu, Hawaii, in 1899, public health officials recommended that all the buildings of the Chinese quarters be burned down; forty-five hundred people were displaced into tents because of this order. When cases of bubonic plague were detected in San Francisco’s Chinatown (1900), sanitation officials were sent to disinfect sewers and dwellings with sulfur dioxide, a dangerous gas pollutant formed when burning coal, petroleum, or diesel. Health officials attempted to detain immigrants in a concentrated camp, displacing about seven thousand Chinese people (Trauner 1978). This attempt nearly succeeded but was voided by a circuit court decision. The governor of California, Henry Tifft Gage and his appointees in the State Board of Health “opposed all (bubonic) plague control efforts and refused to allow inspection of other California cities where plague was rumored to exist” due to fears of injuring business investments (Trauner 1978, 79). Two years later, San Francisco health officials ordered the condemnation of all wooden basements, most of which were in Chinatown. At almost every major outbreak of disease, Chinese immigrants faced displacement, detention, or deportation. The collaboration between medical authorities, government officials, and business investors, including land developers, cocreated a social lens for understanding diseases as foreign in origin and almost always a potential threat to whiteness. In the face of disease outbreaks, economic investments could still be made and protected so long as public authorities could treat diseased bodies as segregable and removable.

Despite pervasive exploitation and subordination, Chinese immigrants in the United States rebuilt, reconnected, and reimagined a vibrant political life at every turn. When the wave of anti-Chinese politics took hold nationally, Mexicali (in Baja California, Mexico) became the primary destination for Chinese immigrants. The subterranean cultural hubs of Mexicali’s La Chinesca neighborhood were flourishing in the wake of the passage of the Chinese Exclusion Act (Warren, Yu, and Ruiz y Castello 2015). The U.S.-Mexico border was isolated from the interior regions of Mexico and buffered from national debates by the South. The Colorado River Land Company (CRLC) acquired an expansive amount of territory near the international border of the Mexicali Valley. The CRLC sought Chinese workers from Mexicali because they had valuable knowledge of and experience with farming. Despite the ban on Chinese immigration, Chinese residents were key to developing CRLC lands for the massive production of cotton. The higher wages paid in the United States and a growing sense of community in La Chinesca generated a North Pacific Ocean migration stream that benefited U.S. industries well into the Great Depression. It also, however, led to improvising new ways of living in Mexicali. The numbers of Chinese merchants, distillery dealers during prohibition, Eastern medicine specialists and doctors, and farmers grew in Mexicali. Interracial marriages, diverse family structures, and varied social and political involvement emerged in ways that generated borderland lives in every sense of the word.

Reclaiming a sense of belonging at the U.S.-Mexico border required Chinese residents to craft a safe means of passage. Many built underground tunnels across the border for farmworkers to travel between Mexicali and the Imperial Valley and its growing cotton industry, though many also used aboveground smugglers (Warren, Yu, and Ruiz y Castello 2015). American wages offered by the CRLC and other growers financed remittances to China and provided funds for supporting the growing binational families in Mexicali. These acts of insubordination among Chinese immigrant farmworkers led to a “hardening” of the international U.S.-Mexico border with custom line riders or “Chinese inspectors” patrolling the international line on horseback (68). Nearly forty years after the Chinese Exclusion Act, Mexicali’s census indicated that 44 percent of its population was Chinese, 30 percent Mexican, 20 percent American, and 6 percent Japanese (1921).

At the height of Mexican repatriation from the United States during the Great Depression, the Mexican government introduced land reform policies and seized lands owned by large foreign corporations in 1937. The land reforms sought to resettle Mexican peasants as landowners. Many Chinese farmers and renters were violently forced to leave Mexicali altogether, though many remained in La Chinesca, establishing small businesses, pharmacies, and an enduring Chinese community on the borderland.



Multiracial Farm Labor Resistance

Anti-Asian state and federal legislation profoundly shaped the labor and health practices that subsequent immigrants faced in California. The virulent racism of large growers provoked leftist Japanese labor organizers Tetsugoro Takeuchi and Iwasa Sakutaro to oppose growers’ exploitative behaviors in the Central Valley (Yamazaki 2020). Takeuchi and Sakutaro cofounded the Fresno Federation of Labor in 1907, echoing and amplifying anti-capitalist views and discussions among Japanese American workers and students. They organized Japanese farmworkers’ walkouts, negotiated higher wages, and broke labor contracts when growers changed their conditions of employment. The success of the Fresno Federation of Labor was strengthened by organizing across racial lines, a strategy modeled by the Japanese-Mexican Labor Association farmworker union in Oxnard, California, in 1903 (Almaguer 1984). The multiracial strike in Oxnard by Mexican and Japanese farmworkers was led by Kosaburo Baba, the association president, in response to the replacement of Japanese contractors by the Western Agriculture Contracting Company, which was a coalition among wealthy white bankers, the Oxnard Sugar Beet Company, and sugar beet farmers who imposed depressed wages on workers and secured the profits of labor contracting for the coalition. In Fresno, the Fresno Federation of Labor mobilized over four thousand Mexican, Italian, and Japanese farmworkers in response to decreased wages and similar exploitative arrangements (Yamazaki 2020). The lessons of multiracial organizing equipped farmworkers with knowledge about negotiations and strategies that involved strikes and collective bargaining. Their success reached Japanese and other immigrant farmworkers across the United States, including organizers in Hawaii during the 1920 Oahu sugar strike led by the alliance between the Filipino American Labor Union and the Japanese American Federation of Japanese Labor. The Fresno Federation of Labor leadership was influential in the Los Angeles–based Japanese Workers Association, united under the name of Nihonjin Rodo Kyokai in 1924, which organized a broad constituency of Japanese workers including domestic workers, gardeners, and farmhands. With the growing national strategy to deport Asian immigrants, the Japanese Workers Association founded the International Labor Defense office in Los Angeles (1927) to defend immigrant workers from deportation. Workers across racial groups gained valuable skills to counter the threats of labor exploitation and deportation, which came to characterize nonwhite immigrant farmwork.

The workers’ practices of insubordination included the unification of Japanese families with relatives in the United States, which strengthened the possibilities of acquiring land and using long-term property leases. Japanese families organized farming cooperatives to support new Japanese farmers; some paying for the initial costs of starting the business, as well as providing loans for farm machinery (Yamazaki 2020). Japanese farmers further nourished relationships with local grocers to supply fresh produce, while unsold supplies were sent to distant outdoor markets or swap meets (Historic Research Center, n.d.). In Bakersfield, when a family experienced an economic hardship, the members of the Japanese Buddhist Temple provided mutual aid; sometimes extending support to neighbors who were neither Buddhist nor Japanese. California agricultural landholdings by Japanese and Japanese Americans grew from 61,858 acres in 1905 to 281,687 acres by 1913 (Galarza 1977). Using elaborate cooperatives and deep social connections, Japanese families put 450,000 acres of land into production throughout California by 1920 in diverse sectors of agriculture, though together they accounted for less than 10 percent of the population (Galarza 1977). The Japanese farmers’ success in building up their businesses threatened the boundaries of exclusion that the anti-Chinese legislation had promised to defend. Many of the children of farmers sought careers, bought property, expanded businesses, and moved out of the vicinity of Chinatowns where many were initially forced to reside. Landholdings and successful entrepreneurs became targets for anti-Asian elected officials and competitors threatened by their success. The loud and frequent complaints brought by elected leaders, growers, and business owners were heard by President Theodore Roosevelt who responded by negotiating the Gentlemen’s Agreement (1907). As a binational agreement with Japan, it agreed to restrictions on the distribution of passports to nonlaborers who had established a former address in the United States and to people joining parents, wives, and children living in the U.S. territory. Japanese exclusion was made implicit in the California Alien Land Law of 1913, prohibiting “acquiring, possessing, enjoying, or transferring real property or any interest therein” to people ineligible for naturalized citizenship (Ferguson 1947, 67). These policies were intended to diminish the possession of property by Japanese immigrants and their families (Lyon 2024). The dispossession of Japanese American landholdings was solidified with their displacement and deportation to prison camps during World War II.



The Succession of Ethnic Farmworkers

Small victories were won by labor at the turn of the twentieth century after long and bloody political battles with growers who often secured the support of the police force to squash labor movements into defeat, sometimes resulting in the deaths of workers (Almaguer 1994). Yet, few white workers would accept what were considered publicly “coolie” and later “wetback” wages. By 1905, rural settlements in the Central Valley were marked as nonwhite places, or, as U.S. Senator James Phelan expressed, Japanese farmlands in Merced County had “destroyed the area for white settlement and the desirable element” (as cited in Ngai 2004, 39). The growers deepened the racialization of farmwork and the spatialization of race in rural Central Valley with each new succession of ethnic immigrants, a force of labor that was highly desirable as nonpermanent.

Hiring Japanese, Armenian, Hindu, Portuguese, Yemenite, Filipino, and Mexican immigrants, each with their own language, culture, and reasons for migration, became the preferred strategy to farm the region and manage labor in it (David Weber 1970; Bisharat 1975a). The growers hoped to codify contract labor as a way of controlling production and profiting from it but not acknowledging that workers were humans who had complex and dynamic lives. Language and cultural differences presented farmworkers with challenges in organizing for better working and living conditions.

Mexican immigrant farmworkers are among the longest-lasting labor source for growers, arriving under a binational labor exchange agreement as early as World War I. California growers frequently denied Mexican immigrant workers their wages, relegating many to inhabit segregated, unhealthful, and undignified places (Calavita 1992). A renewed agreement with the Mexican government, including the consulate that leveraged previously reported abuses to require American growers to provide legally bounded contracts to all Mexican nationals, quelled the hysteria of a labor shortage during World War II. The Mexican Farm Labor Program Agreement (Public Law 45), known as the Bracero Program (Devra Weber 1996), required growers to make contracts that would guarantee workers’ wages and schedules. Public Law 45 also required that growers report the number of workers needed to the American Farm Bureau Federation. The American Farm Bureau Federation was prohibited from using federal money for domestic laborers because they were not protected under the international agreement (Calavita 1992). Thus, domestic Mexican American farmworkers could not secure contracts stipulating wages and scheduled workdays.

Despite reporting an estimated twenty-thousand-person labor shortage in the Central Valley, the number of hired braceros was often greater than that needed on the farms, which left many Mexican nationals stationary and without pay (Galarza 1977). Braceros were paid at piece rates for their labor and charged exorbitant costs for room and board regardless of the availability of work. They were segregated in remote sites and in labor camps that “limited the workers’ interactions, physical mobility, visibility, and settlement, allowing the U.S. government to depress wages and repatriate the men upon their contract’s expiration, denying them the right to organize and bargain for fair wages individually and collectively” (Rosas 2014, 7). Owing more to the agricultural companies than they had earned, many braceros sought employment as undocumented workers in cities, while some used the railroad to find new destinations in the Midwest. Altogether, nearly two million Mexican braceros circulated through California between 1942 and 1960 (Galarza 1977).

The historian Christina Morales Guzmán (2012) explains that despite the growers’ efforts to make Mexican immigrants a temporary and mobile workforce, many Mexican families carved out places to call home. Mexicans and Mexican Americans settled throughout the Central Valley in both semiurban and rural areas. In the city of Fresno, they established the first Mexican Baptist church, which was a standing symbol of status and permanence at the edge of Chinatown. Fresno’s Chinatown continued to be the headquarters for contracting farm labor. Outside of Fresno, rural towns were hopeful places for immigrants to establish permanent homes. Land was generally more affordable in rural and semiurban communities than in urban settings, which provided Mexican immigrants with the best opportunity to become landowners (Hymer 1923). Mexican immigrant farmworkers became squatters in unincorporated areas near rivers and canals. Some built homes using scrap materials, cardboard, and salvaged lumber, as well as tarps, tents, or abandoned sheds to house their families (Galarza 1977; see also Galarza et al. 1968; Ibarra and Torres 2017). Few had access to running water, except from ditches, and some had water collected and stored in barrels. The growers who provided labor camps often had running water and roofed housing for workers. These camps offered slightly better amenities than shacks. Yet, they were set up to restrain workers from leaving debt free (Bisharat 1975a). Many workers owed more money than they had earned after being charged high rates for food, rent, and transportation. Unemployment during the winter months left rural Mexican immigrants to rely on fishing and foraging to feed their families (Guzmán 2012). Winter also enabled a pause from following harvests across the state, grounding families in places to create a sense of home and for children to continue their education (Pichardo 1990).

In the developing urban area of Bakersfield, formerly known as Kern City, Mexican immigrants formed voluntary organizations that provided arriving immigrants with access to mutualistas (mutual aid societies) as early as 1895 (Paronyan 2023; Pichardo 1990). Sociedad Juarez among many other voluntary organizations in Bakersfield was critical for absorbing the influx of immigrants, providing community knowledge about safer housing options in redlined districts to new immigrants. Mutualistas engendered familiar language among neighbors, friends, and family and supported the creation of a rich cultural life, which was reinforced with each wave of immigration (Camarillo 1979). Mutualistas provided a regenerative sustenance that fueled local labor movements and, later, the national Chicano movement (Pichardo 1990).

Farm labor camps under the control of growers often faced outbreaks of malaria, tuberculosis, fevers, muscular fibrosis, and other illnesses associated with inadequate living conditions (Nash 2007). Transforming these living laboratories into thriving and healthy communities was not in the plans of growers and agribusinesses, however (Daniel 1982). Nearby white settlements, where health clinics were located, restricted their services to white residents, although some facilities served nonwhite people sparingly (Nash 2007; Abel 2004). Mutualistas connected immigrants to much-needed health care professionals who could treat illnesses, deliver babies, and cure diseases resulting from labor abuses and deplorable housing conditions in labor camps.

Segregated health care services to treat illnesses associated with poverty and unsafe housing along with policies that restricted access to social welfare reflected how Mexican and other nonwhite immigrants were viewed as undeserving individuals who drained social resources from those viewed as deserving (Galarza 1977). Like Asian immigrants, Mexican immigrant farmworkers were portrayed as parasites rather than producers, as sources of contagion, and as displaceable in every sense of the word. This sentiment was further exacerbated by media representations that narrated “illegal” border crossings by Mexicans as a problem of national security, coconstructing the embodiment of illness and illegality as both being threats to whiteness (Molina 2014). They were not expected to receive services or benefit from any of the programs they paid into.

Redlining in Bakersfield and Fresno legitimated residential segregation on the assumptions of risk and land value. Similarly, growers legitimated the undignified housing conditions and disease in racialized labor camps and rural settings with fabricated and inaccurate stories about out-migration after each harvest (Calavita 1992). For the migrants and their children campaigns to desegregate public services, including schools and hospitals, forming a powerful farm labor union, and accessing landownership became essential to their permanence.



Toward a Relational Formation of Racialized Health

The fate of Japanese and Japanese American internees at Gila River sheds light on the crossroads between disease and race. The health of prisoners in detention camps was infused with implicit assumptions about what conditions are suitable for groups of people who are categorized as inherently dangerous and criminal, morally and spatially unassimilable, and contagious. Public authorities charged with protecting the public’s health were in denial about their own contributions to segregation and disease. California growers in the Central Valley would replicate these assumptions with each new ethnic group that harvested their crops. Natalia Molina, Daniel Martinez HoSang, and Ramon Gutierrez (2018) apply a relational formation of race framework that links the experiences of racialized groups vis-à-vis other racialized groups. It is a multidirectional analysis that decenters whiteness by shedding light on how racialization has also led to polylateral relations among the aggrieved racialized groups, which entailed cocreated meanings, experiences, and shared alternative ways of existing across time and space. As a framework, it allows for understanding the utility of racial subordination as a process that enables differently inflected but similar racial projects to be sustained across time. When applied to valley fever, it sheds light both on how racialized meanings about disease travel, not just from one racialized group to another and not just constrained within the same spatial localities, and on how processes that generate immense profits are fluid and unequally distributed. If endemic cases call attention to the rate of infection and scaled geographies, then one will see that risk is persistently located in nonwhite neighborhoods and nonwhite bodies. But relational and racial formations of disease further elucidate how institutions like public health and agribusinesses rely on a long history of naturalizing immiseration, immigrant exploitation, wage theft, toxic uncertainty, and police violence to secure the denial of public support for health and well-being: or, in short—disposability, displaceability, and deportability.

Death by disease among Native Americans in California and the exclusion of Blackness from white spaces were mechanisms easily adopted and applied to Chinese immigrants. The immigration policies of exclusion that were directed at Chinese immigrants were then extended to Japanese and other Asians. Displacement was embedded into anti-Japanese wartime policies and Mexican anti-immigration politics. Agriculture workers landed in communities shaped by exclusion policies, and, as Molina (2014) argues, public health officials did not attend to the health needs of Mexicans because they were not viewed as citizens and deserving of public services. But, like the Native Americans, Black people, and Asians in California, the Mexicans and many succeeding immigrants carved out spaces to live and stay connected.

The long history of racial capitalism in the Central Valley has entailed treating nonwhite laborers and their communities as disposable, deportable, and exploitable, depriving them of health care and healthful conditions, and attributing racially disparate health outcomes to the biological makeup of nonwhite groups rather than to the socioecology that damages them. Nonwhite laborers and their communities have paid a terrible price for these policies over the years while white owners and investors have reaped unearned gains and unfair rewards from them. Yet, these conditions have always provoked oppressed people to forge powerful cultures of opposition, resistance, solidarity, and mutuality as mechanisms for self-defense, self-definition, and self-determination.

For example, in 1967, the young Chicano Ricardo Favela left Dinuba, a farm working community in the heart of the raisin industry in the Central Valley, to begin studies as an undergraduate student at California State University, Sacramento. He went on to become one of the most politicized artists of his time, organizing the Rebel Chicano Art Front collective with other artists, and eventually taking on a role as professor at Sacramento State. Favela’s struggles were as personal as they were political. They stemmed from wrestling with the dangerously racialized agricultural industry, the neglect of the most basic needs for healthy livelihoods because of it, and the straight up denial of the care that nurses, doctors, and hospitals pledged to provide. All these conditions amounted to many moments of injury and loss, including the death of a brother turned away from emergency medical care because of segregation. The dark and messy past of the Central Valley was compounded constantly by the presence of police who threatened to detain friends, neighbors, and extended family. Yet, despite all the deprivation, exploitation, and depression, the people of the Central Valley created and sustained rich resources of mutual recognition and respect, knowledge, and sharp humor that maintained a vibrantly creative political life. Reflecting in 2002 on his development as an artist and activist, Favela recalled:


For the most part, my works and those of the other Chicano/Indio artistas are not what the so-called experts call classic, or even technically brilliant. They are, however, works rooted in our concern for our people and culture, thus giving them a vibrant emotional life. The fact that, as a people, we are tied to the earth by our indigenous heritage and, ironically, by the great US society’s penchant for offering us niño farm worker occupation in our own occupied ancestral lands leads me to strive with my teaching and art to influence and ultimately give consequence to our present educational system, whether inside or outside the mainstream.



Like the artists of the Rebel Chicano Art Front, Ester Hernandez deployed cultural images as provocations for collective identity and solidarity. She portrayed the deadly dangers of harvesting grapes in a poster that parodied the Sun-Maid Raisins logo to convey the deadly harm that pesticides posed to workers and consumers. Hernandez’s screen print positioned a skeleton woman wearing a red bonnet and carrying a basket of grapes with the words printed “Sun Mad.” The poster helped educate a new constituency about the work of Dolores Huerta, Larry Itliong, Cesar Chavez, and many other organizers, who led national boycotts of grapes, helping to win major concessions from growers, as they founded the UFW labor union, which crossed racial lines and geopolitical boundaries. Huerta established an educational foundation in her senior years. In a speech directed at a teachers’ strike in Sacramento, she pointed to the similarities between farmworkers who nourish our bodies and “teachers [who] nourish our minds.” Long before social media, emerging educators established the newspapers La Voz de Aztlan and Sentimientos, where writers celebrated and promoted the resistance cultures of the Central Valley. Chicana/o activists Frances Peña, Tony Garduque, and Manuel Olguin dedicated forty years to the annual Chicana/o Youth Conference at Fresno State, which authored a path to pursue higher education for thousands of people, including returning Vietnam veterans. In all these instances and many others, people found strength through affirmations of self-determination to build a collective mission larger than themselves as individuals.

In this chapter, I have traced the historical background of how disease and race have long intersected. Illnesses require people to search deep within themselves for strength, not only for their personal survival but also to soothe and aid the ones they love. While diseases have no eyes, they can make us see how race, politics, and the environment affect the chances for recovery. Responses to valley fever via community solidarity and mobilization have interrupted and disrupted the capitalist imperatives of agribusiness, at times, while also challenging the inadequacy of the state’s health programs. I discuss this last point in more detail in Chapter 6.







Chapter 6 Coalitions of Care for Democratizing Medicine

The persistent struggle for adequate health care among farmworkers and people who are incarcerated in valley fever endemic areas today bears the traces of a radical vision of yesterday that sought to democratize medicine. Nearly fifty-five years ago, it was possible to imagine a community health system that not only made accurate diagnoses and therapies but, more importantly, did not turn a blind eye to any health grievance. Unlike clinics today, these community run clinics of the past were organized around coalitions of care that deployed a diversity of values and expertise while bringing together people from different race, class, and gender identities. This multiperspective and multiskilled approach to community medicine connected the cumulative vulnerabilities of individuals and communities to the institutional forces shaping health. They sought to change the social and environmental contexts perpetuating injuries and illnesses through direct civic engagement.

The United Farm Workers Organizing Committee (UFWOC) in Delano opened its first community clinic for rural farmworkers in 1969. The clinic was named the Terronez Clinic and came under the leadership of the National Farm Workers Health Group (NFWHG) in 1971 (Moses, n.d.). Similarly, the Black Panther Party (BPP) opened its own health centers in San Francisco (1967) and North Oakland (1971) serving Black residents in both urbanized areas.

Although the Terronez Clinic and the People’s Free Medical Clinics operated independently 250 miles apart, they similarly asserted claims of new ways of understanding disease and medical autonomy. They formed coalitions of care with community health workers, nurses, doctors, and traditional healers in ways that made both scientific and nonscientific sources of knowledge fitting for improving local conditions. The new coalitions of care challenged the narrow technical and presumptive biomedical ideologies about race and gender and resisted the need to rely exclusively on medical professionals and their learning institutions to treat disease. The coalitions of care adopted preventive courses of action, including antitoxic frameworks. The People’s Free Medical Clinics offered lead poisoning testing and treatment, and the Terronez Clinic volunteers partook in anti-pesticide campaigns across the state. The daily operations of the community clinics were held together by volunteers who participated as health workers, medical staff, and staff in training, as well as paid traditional healers like midwives and curanderas, community leaders, and others who accepted leadership roles for delivering health services. These coalitions of care extended diverse learning and teaching models of the practical skills of medicine to new volunteers who were recruited nationally, while valorizing the perspectives of those who experienced illness and medical neglect locally. In forging these community coalitions that made medicine accessible, affordable, and affirming, they further established the possibility of caring for people’s health well beyond the clinic walls.

The community clinics provide us with appreciation for an approach grounded in the solidarities of difference that recognize the oppressive conditions caused by biomedical racism and racial capitalism and how these conditions provoke distinct social struggles with health crises. I trace the logic proposed by the clinics to highlight their critique of how racialized labor and biomedicine can fuel destructive racial health projects, produce differential pathways to health care and treatment, and compel communities to develop their own expertise about health hazards. By doing so, these groups shed light on creative and practical strategies for health and healing (Araiza 2009; Nelson 2013; Rodriguez Fielder 2024). This collective challenge to the medical enterprise and the development of grassroots expertise makes up some of the hidden history of the contemporary responses to valley fever among aggrieved populations.

According to the historian Lauren Araiza (2009), from its inception, the BPP launched programs fighting for employment, education, and legal rights, as well as against police violence. The party was predominantly characterized as “African American, militant, urban, and socialist” but also formed multiracial solidarities nationally (200). Alondra Nelson (2013) demonstrates in her groundbreaking book Body and Soul: The Black Panther Party and the Fight against Medical Discrimination that the BPP’s ten-point program proposed that new chapters open a free community health clinic using their collective resources, importantly drawing participants and forging solidarities with trained nurses and doctors who supported their cause. Community health was a pillar of the party’s ideological framing of liberation: a healthy population translated into a fully emancipated and engaged society. The BPP’s vision for building community-controlled clinics, often in the same building as the party’s headquarters, was a means of helping people survive the life-taking and violent social conditions they faced, especially the experimental and often reckless approaches of medical staff at medical learning institutions and public hospitals.

The story of Terronez Clinic traces back to the California farmworkers’ labor movement of 1965 when two organized labor groups joined forces. The Filipino farmworker organization, Agricultural Workers Organizing Committee under the leadership of Larry Itliong, began the grape boycotts starting on September 8, 1965, in Delano (Araiza 2009; Sherman 2020). Eight days later, the National Farmworkers Association led by Dolores Huerta and Cesar Chavez joined their struggle and together the two groups marched three hundred miles to arrive in Sacramento on the morning of Mexican Independence Day. The historical merging of organizations led to a new coalition known as the UFWOC. This multiracial solidarity labor movement initially focused on reshaping the social and economic conditions of agricultural work, including poverty wages, unfair hiring practices, union busting tactics, and the application of harmful aerial pesticides.

Adopting an innovative approach to organizing a multiracial labor workforce was a required and essential piece of building solidarity, but the combined efforts also evidenced a need for securing health and healing. As Elizabeth Rodriguez Fielder (2024) pointedly analyzes in The Revolution Will Be Improvised: The Intimacy of Cultural Activism, the march to Sacramento transformed from a single cause movement into a new arrangement that reflected the diversity of issues facing workers. The leaders of the UFWOC brought together an interfaith community, holding Protestant, Jewish, and Catholic services on their journey north. The members of Teatro Campesino, a theater company that borrowed its methodologies from the Free Southern Theater Company, produced actos from the testimonies of participants that reflected their complex desires as workers and their contradictions with supervisors and growers of agricultural companies. Teatro Campesino “incited rather than relaxed” the audience, allowing workers who had been forced into silence and passivity to engage and participate actively in ways that were therapeutic or self-healing (59, 75). As Rodriguez Fielder demonstrates, the artistic practices of Teatro Campesino emerged as a methodology of the movement to transform the concepts of union. It became possible for the movement to expand the demands of its constituents in ways that crossed the boundaries of religion, language, desire, and politics.

The solidarity framing of the labor movement of 1965–1966 both transformed and created new meanings of community health. Community health and healing became a noticeably incomplete but achievable factor within movement organizing (Rodriguez Fielder 2024). It was possible to see how the oppression was both systemically corrupt and visibly affecting their social relationships and that there was a need for collectively healing from these conditions. As Nelson (2013) finds, the BPP’s newspaper was full of accounts with woeful and sometimes fatal health care interactions that included forcefully sterilizing Black women. Similarly, farmworkers faced high incidents of disease and injuries and were also segregated into lower-quality health clinics with dismal medical provisions. The state economic plan strangled rural health care budgets in ways that exacerbated medical racism during examinations, procedures, and treatments. Nonwhite residents, rural and urban alike, were faced with life-taking circumstances while being medically underserved, and their health was often reduced to the racist logic and interventions of biomedical treatment. The leaders of the UFWOC and the BPP found a mutual interest in contesting the then common medical protocols. They sought to build a coalition of care from within their distinct movements but that also maintained their allegiance in the anti-racism struggle both to each other and to their own self-determination.


Coalitions for Healing

The bond between the BPP and the UFW was augmented during key conjunctures in time when new activist strategies were planted. The success of the grape boycott was recognized in 1968 by the New York Senator Robert F. Kennedy, highlighting the workers’ vote for the UFWOC to represent them. Yet, securing concessions from grape growers, even after two years of raising awareness of the grape boycott in the United States and Canada, was less successful. In a turn of strategies toward nonviolence, inspired by Martin Luther King Jr. and Mahatma Gandhi, the UFWOC began connecting with students, artists, and activists as well as nurses and doctors across the state. They sought support from consumers, noting especially the low wages and high-poverty conditions, which included child labor. By 1969, the UFWOC warned the public that eating grapes grown with pesticides could be hazardous to consumers. A flyer highlighted the possible deadly effects of pesticides on plants, animals, and humans (“Warning: Eating Grapes May Be Hazardous to Your Health” 1969) and encouraged consumers to protect themselves from the hidden dangers of grapes sprayed with pesticides.

The national call to consciousness of the farmworkers’ movement and its underlying connection to consumers and their health resonated with the BPP’s leaders. Heeding the call to consciousness, the Panthers boycotted their own iconic Panthers’ drink “bitter dog,” which was a mixture of lemon juice and port wine made from grapes that worker’s harvested (Araiza 2009). Their solidarity with farmworkers gained full momentum when they co-organized a boycott at a local Safeway supermarket. The BPP acknowledged a deep relationship between consumers and the farmworkers’ plight: “Victimized by the same corporate capitalist institutions and structures” (209). During the boycott, they acknowledge how the management of this Safeway store was not only unsupportive of the workers but also firmly refused to endorse the Panthers’ free breakfast program. The Black Panther newspaper editorialized, “We, Black people, join with the Spanish-speaking people in common struggle against a common oppression. We know, far too well, the plight of the landless and the dispossessed” (209). Araiza (2009) describes how community members, children, and the organizers of the UFWOC and the BPP took to the streets to protest the Safeway grocery. They informed incoming shoppers of the store’s culpability in preserving poverty, refusing to support rural and urban children alike. In turn, the boycott organizers provided free rides to shoppers to other community grocery markets that donated to the BPP free breakfast program. The success of their coalition closed the Safeway store in North Oakland.

Another valuable encounter for solidarity arrived with opposition to the emergence of the Center for the Study and Reduction of Violence at the University of California, Los Angeles, campus in 1973. The “violence center” would be dedicated to the biological etiology of violence, specifically exploring “genetic, endocrinal, psychological, neurophysical, epidemiological, and psychosocial research” (Nelson 2013, 161). The center would receive significant research funding from the state governor, Ronald Reagan, who promised to redirect funds from ongoing research projects and to “overhaul” the existing criminal justice system. It drew support from the federal program Law Enforcement Assistance Administration, which directed funds through the local California Council for Criminal Justice (159). The proposal for the violence center advanced the racist ideological underpinnings of the criminal justice system and incarceration policies with biomedicine, overdetermining race as the cause for the rise in violence. The BPP joined forces with the UFWOC, as well as the National Association for the Advancement of Colored People, Mexican American Political Association, National Organization of Women, Committee Opposing Psychiatric Abuse of Prisoners, and the California Prisoners Unions (see also National Association for the Advancement of Colored People, Los Angeles 1965). Together, they formed a strong oppositional force, if only temporarily, to the state’s efforts to racialize crime and violence as biological.

Direct police repression against the BPP interrupted the mutual aid efforts and achievements of the organization. State-sanctioned violence overtook various BPP chapters across the United States. From the FBI’s raids to assassinations of key leaders and members, the BPP was forced to rebuild and reorganize in almost every state. In California, the violence meted out by the government dampened the BPP’s capacity to support the farmworkers’ movement, but it did not terminate the established coalition (Araiza 2009). Cesar Chavez endorsed the Black Panthers’ leader Bobby Seale’s run for mayor in Oakland in 1972. At the same time, the Black Panther newspaper reported on the ongoing farmworker strikes and ballot referendums to their readers. Proposition 22, for instance, would have allowed for existing contracts with growers to be terminated and make any collective bargaining strategy (i.e., elections, strikes, and boycotts) illegal (Araiza 2009; C. Chavez, Henning, and Hartmir 1972). It also would have eliminated farmworkers’ (immigrant and seasonal farmworkers) right to vote in representation elections. The UFWOC and the BPP held on to their alliance even within an increasingly repressive state regime.

While the origins of radicalizing health care are traceable beyond this valuable coalition, specifically the ideological framing of socialized medicine from physicians Ernesto “Che” Guevara, Frantz Fanon, and Salvador Allende and the revealing of the Tuskegee syphilis experiments (see Nelson 2013), the solidarity crossing racial and spatial geographies provided fertile ground for the resurgence of democratizing health through direct civic participation. Coalitions of care that mobilize a diversity of expertise and skills promote a broader vision of community health, one where community leaders can cocreate public health care that is inclusive but also collaborative and that does not fixate on healing one body part but rather the entire social and environmental structure. Perhaps, more importantly, the coalitions of care can democratize health care by eradicating the racist underpinnings of biomedical and public health research in its teaching and practice.



Services at the NFHG Clinics

The National Farmworkers’ Health Group (NFHG) organized in 1969 offered culturally sensitive and expansive medical care options to union farmworkers. It was possible to offer a variety of services because the NFHG clinics were self-supported, operated and paid for by union members. Primary care included “prenatal and postnatal care, child wellness, periodic screening and health exams, acute illness care, health education, and follow-ups” and care supplied in their preferred language (Chamberlin and Radebaugh 1976, 642). The Delano clinic provided x-rays and had its own prenatal health team. A natural healer or curandera was hired to attend to patients who had musculoskeletal lesions from work. Community services included health education, home screenings, and advocacy for disability claims, connecting the patient to the proper agencies or clinics, and helping the patient navigate the red tape of local hospitals. The combined services allowed for workers to access public health resources that many had paid into through wage deductions but had not previously benefited from.

The NFHG clinics worked with trained medical practitioners who rejected the prevailing racist calculations and cultural assumptions that medical professionals received about nonwhite patients. Instead, the NFHG pamphlets stressed the need for decent living and working conditions: “People are healthy not because of good hospitals or good doctors, or good medicine. Healthy people are a product of a healthy life” (Chamberlin and Radebaugh 1976, 641). Public health for the coalition of care meant having access to safe drinking water, clean air, safe housing, responsible schools, a livable wage, and dignified relationships with medical professionals regardless of race or class. These combined efforts were priorities in the community clinics and were critical to establishing anti-racist politics for developing a more democratic deliverance of health care. Like the People’s Free Medical Clinic, the NFHG posited that health would come from the strengths of each neighborhood. It would require building coalitions to address the social and environmental conditions damaging farmworker health.

By 1971, NFHG clinics opened in Calexico, Delano, Sanger, and Salinas—prime areas that followed “la corrida” or the harvest trail. Member dues allowed clinics to avoid the crippling effects of public defunding projects, which many migrant clinics had experienced (Chamberlin and Radebaugh 1976). Physicians and nurses who volunteered to serve on the steering committees were also on the board of directors negotiating with growers and agribusiness (Chamberlin and Radebaugh 1976). Medical volunteers were recruited from top universities. Marion Moses, for example, volunteered as a nurse at the Delano clinic and, later, left for medical training at the Temple University School of Medicine (Sherman 2020). Moses returned to Delano to provide direct health services at the clinic and on the picket lines during strikes, and she became Cesar Chavez’s family doctor. The efforts of the diverse coalition of care culminated in obtaining handwashing dispensers to remove pesticides at work, brought toilet facilities to the fields, and included the ban of pesticides such as aldrin, endrin, and dieldrin in their contracts with growers four years before the EPA placed a restriction on their use. Dr. Marion Moses and many others helped uncover cancer clusters in the McFarland area outside of Bakersfield in 1983.



To be clear, it was not that farmworkers did not have access to medical services but rather that budgetary politics and beliefs in biological and cultural differences limited their services. When President John F. Kennedy signed the Migrant Health Act in 1962, he authorized USPHS to disburse grants specifically for migrant workers. This was possible because the farmworkers’ movement helped win concessions in health rights. Specifically, early iterations of the farmworkers’ movement led by a multiracial alliance, during the first decade of the twentieth century, established a national consciousness about the hazardous aspects of factory farming (Almaguer 1984). By 1970, the federally funded Farm Workers Health Services operated thirty-three decentralized migrant clinics in California, covering approximately seventeen counties during the peak harvest season (David Weber 1970). By 1973, shortly after the three-hundred-mile march to Sacramento, rural health clinics funded by the California State Department of Health were forced to share a $100,000 budget. The cut coerced migrant clinics to reduce staff from twenty-eight to four (Bisharat 1975b).

The services that migrant clinics provided did not distinguish between migrant or domestic farmworkers. Migrant clinics offered bilingual and educational services and participated in camp sanitation inspections. Within ten years of operation, however, the clinics only had the capacity to assist 15 percent of the state’s migrant farm working population, leaving most workers to fend for their own health. Migrant health care centers presumed that individuals were responsible for the deterioration of their health (David Weber 1970). They adopted twisted versions of colonial medical models. Clinic staff sought to educate and train farmworkers to make better and healthier individual choices. Sanitation inspections of labor camps reprimanded growers for failing to provide basic infrastructural needs yet ignored the pesticide drifts surrounding labor camps. The growers and contractors did not require workers to exit the fields during aerial or ground pesticide applications. Men, women, children, and elders worked in poisonous and life-threatening conditions. They overwhelmed migrant clinics when they fell sick, but, at the same time, the rural public health model disregarded the consequences of material environmental hazards. It left health interventions almost entirely up to the working poor, with clinics financially strapped by budgetary decisions and unable to address the broader social and environmental conditions. The coalition of care offered a different model.

Because of the odds stacked against them, California farmworkers, both immigrants and citizens, utilized health services sporadically. Farmworkers had the lowest rates of hospital admissions, while also having the highest rates of parasitic infections, circulatory disease, and work-related accidents, all of which required immediate medical attention (Gilbert and O’Rourke 1968). Women working in fields suffered perinatal deaths at greater rates than the state average, or approximately a rate of forty cases per one hundred thousand compared to twenty-one cases per one hundred thousand residents. Although farmworkers comprised only 3 percent of the total population, one informal study found that 20 percent of 222 deaths due to diarrhea were among farm working families (as cited in Gilbert and O’Rourke 1968). The state-sanctioned health care allocated for nonwhite farmworkers was continuously too little and too late.



Community/Migrant Health Clinics

Public health care for migrant and domestic farmworkers has long been underfunded despite the well-documented risks to workers’ health and quality of life. As early as 1932, the federal Committee on the Cost of Medical Care observed that farmworkers had an increased risk of acquiring common diseases related to poverty. President Franklin D. Roosevelt issued a rural relief program through the Farm Security Administration (FSA). Funding was meant to offset the Great Depression’s impacts on “agricultural groups,” which included growers, tenant farmers, and migrant workers (NCFH 2010; Grey 1989, 1994). Through low-interest loans and educational opportunities for bookkeeping and cooperative farming, the FSA helped homestead farmers increase their chances of competing with larger growers and, overall, reduce poverty and disease among workers (Grey 1989, 1994). The philosophy behind the loans was a “trickle down” effect. FSA strategies quickly changed when new studies on the role of bacteria in spreading illness motivated health institutions to redefine disease control as having more to do with individual behaviors than the vexed question of spending money on public health (Nash 2007). Public health institutions contended that controlling unsanitary environments, as opposed to curtailing poverty, would reduce the transmission of illness between people, thus stabilizing the health of poverty-waged workers. With federal funding and a newer, more individual, understanding of disease, the FSA funded the construction of more housing for workers with the unspoken understanding that such developments were primarily reserved for white dust bowl refugees in California (Grey 1989). This period marks an important moment in the history of farmworker health. Health was viewed as distinctly behavioral and biological, distilled from the social well-being and racial discrimination.

Because race was contentiously viewed as biological and contagious, sanitation improvements in nonwhite labor camps and shantytowns were proposed only as a means for salvaging the surrounding rural white communities (Williams 1939). In many cases, however, the growers influenced such propositions by writing letters to the Department of Public Health claiming that “these ‘hoboes’ or ‘these Mexicans’ or ‘these foreigners’” would not accept improved standards of living “if they had a chance” (R. Miller 1921, 700). The rural Mexican American shantytowns and farm labor camps were overwhelmingly unchanged. By 1974, 488 farm labor camps failed to meet the state’s housing, safety, and sanitation standards (Bisharat 1975a). During this early period of public concern for the health of farmworkers, racism and anti-immigrant politics influenced how health institutions implemented services. They slowed down the infrastructural development that would have otherwise improved rural residents’ health.

Outdoor workers’ health was a national problem due to the living and working conditions and scant resources in rural communities. White growers with small landholdings faced the problem of accessible health care in ways similar to nonwhite domestic and immigrant farmworkers. An investigation into why white farmers were unable to repay their FSA loans revealed that 50 percent of unpaid loans were “directly traceable to ‘bad health’” (Williams 1939). White small farm landholders spent most of their revenue paying for expensive medical bills rather than covering the costs of loans. In their attempt to improve loan collections in California, the state and private health institutions created the Agricultural Worker’s Health and Medical Association (AWHMA), a nonprofit government corporation to serve farmers and workers alike (Williams 1939; Schaupp 1944). The AWHMA provided a membership identification card to farmers and migrant laborers who participated in the program for clinical health services, regardless of citizenship. Medical or hospital professionals billed AWHMA for health costs. In theory, billing the AWHMA would have addressed the need for access to affordable health care and would have increased workers’ and farmers’ chances of surviving a treatable disease. But the goals and objectives of this system of health care were fractured by labor and immigration politics. Under Amendments to Public Law 45 (the Bracero Program), all agricultural workers who did not receive employment through a government agency funded by the agreement were excluded from receiving medical care (“Farm Security Administration Reports and Miscellaneous Documents, 1942–1943” 1943; NCFH 2010). Domestic and immigrant outdoor workers who had leveraged their personal connections to secure employment on a farm were no longer qualified to receive health services by 1944.

When Congress revised Public Law 45 two years after its enactment, they turned over all farm labor health operations to the private growers. They ended the free clinic program for rural domestic and immigrant farmworkers (David Weber 1970). Under this model, the health of the domestic outdoor worker in the United States was contingent upon the generosity of growers or their ability to pay the high price of hospitals. At the same time, they were at the mercy of health service providers that felt entitled to segregate nonwhite people and presumed the right to restrict services to anyone they pleased. Healing from an illness or a disease came with added humiliation and prolonged suffering, as growers mostly did not provide these ­services.



The Pursuit of Health Justice

The foregoing failure of public health care for domestic and immigrant farmworkers was an additional incentive for the labor movement to pursue a more democratic alternative model of care. The National Farmworker Health Group clinics focused on alleviating the collective and cumulative injuries to people’s health, which included poverty wages, deplorable housing, the threat of deportation, racial discrimination, pesticide exposure, cancer clusters, and being turned away from hospitals. NFHG clinics envisioned health as a collective resource in need of a commitment shaped through coalitions of activists, scientists, doctors, nurses, and workers. Union members and health professionals actively co-negotiated with growers for the elimination of toxic hazards and the oppressive and unsafe conditions, a practice that some regulators such as the EPA soon followed.

The first National Farmworker Health Group was housed at Forty Acres, the headquarters of the UFW union on a parcel of land outside the city of Delano. The building is a hand-built adobe brick casita with a long-attached drive-up porch. That porch served as a gas station for farmworkers to fuel up at a time when white gas station owners conspired with growers to refuse service to Mexican farmworkers protesting over dangerous labor conditions. The plot of land was also the site for the Agbayani Village at the north entrance, which was built to house elderly Filipino men who migrated to California in the 1920s and 1930s but were evicted from the labor camps when they no longer were of working age. This land hosted parallel institutions that offered access to levels of housing and health care that the established authorities refused to provide.

Despite the gains of the NFHG clinics in the 1970s, immigration policies made workers vulnerable to precarious work conditions. The California legislature introduced twenty-one pieces of legislation that would reduce or eliminate the rights of undocumented immigrants; among them were strict policies at work and cutting public funding for social services by 1993 (Garcia 1995). The Immigration Reform and Control Act (IRCA) of 1986 penalized employers who hired undocumented workers, though it did provide amnesty to over a million long-term immigrant residents. Its persecution of unlawful employers punished recent immigrants by removing labor protections and increasing the need for covert hiring practices. The Personal Responsibility and Work Opportunity Reconciliation Act of 1996 disqualified undocumented immigrants from obtaining social safety benefits. The highest numbers of recipients of the program were in rural communities and among U.S.-born children whose parents were undocumented (PPIC 2003). These changes generated poverty where immigrants lived and worked as seasonal and, sometimes, migrant workers. Additionally, Congress placed restrictions on undocumented immigrants’ use of health insurance, stipulating that they would qualify for Emergency Medi-Cal only to stabilize their health (Rural Migration News 1995). The federal government placed block grants (the allocation of a set amount of federal money to fund state programs) on Medicaid and opened bids for contracts for private physicians. Community and Migrant Health Clinics (C/MHC) had to compete for funding with private physicians, straining the quality of care that they provided to the almost 20 percent of the population who lacked medical insurance (Henderson and Markus 1996).

The C/MHCs absorbed a greater number of patients who were rejected by private physicians because of their high risk of illness, which meant that C/MHCs would cover the higher costs of health care procedures that federal grants were unlikely to reimburse. The new restrictions were a direct blow to the farm working population. The uninsured would increasingly depend on C/MHCs for health services, but these organizations were now less capable of providing care. Outraged by the disproportionate impact on immigrant health, organizations that served farmworkers protested futilely on the steps of the capitol in Washington, DC (Rural Migration News 1995). The unavailing results forced immigrant farmworkers to substitute limited medical care and social welfare for alternative measures, leaving many dangerously waiting to qualify for Emergency Medi-Cal state insurance when they became ill.

The wave of anti-immigrant policies and the rise of social control and surveillance deterred farmworkers even more from seeking medical services. Proposition 187 passed by California voters in 1994 established the cooperation of law enforcement authorities and the Immigration and Naturalization Service to identify, stop, and arrest anyone who was suspected of violating the federal immigration laws (Garcia 1995). The law further sought to exclude the undocumented children and citizen children of undocumented parents from participating in primary and secondary education, making the school to prison nexus more deadly than before. Social service providers would be required to decline serving anyone determined to be—or suspected of being—undocumented. Nonemergency health services, such as rural clinics, were authorized to use this same provision. The proposition operated with the underlying racial logic not only to target and criminalize Mexican and Central Americans but also to authorize all institutions to become reporters of “illegality” (De Genova 2002). Despite many of its provisions being ruled unconstitutional in the courts, the core premises of Proposition 187 were absorbed by subsequent federal and state laws. Everyday life for immigrants became saturated with the risk of deportability, a form of structural and symbolic violence against them that could lead to real physical injuries. The parade of conservative policies to separate the authorized from the unauthorized was a multiscale effort both to sift “illegals” into categories, for example, as the less deserving poor, and to compel them to be more willing to accept low-paying, informal, and temporary jobs (see Quesada et al. 2011). Anti-immigration policies reaffirmed white sovereignty and its attendant moral entitlements of citizenship and privileged access to social resources, employment, and health care.

The coalition between the UFWOC and the BPP sheds light on the perils of present-day health care models, which are tailored for rather than by the people. Looking back at the gains of the BPP’s and the UFWOC’s community clinics, it is clear that our current medical and public health care systems are still struggling to remedy a century of racialized medicine and silence on anti-immigrant politics. The labor and party organizations of the 1960s and 1970s both evidence a potential model for the future. They walked the imperfect but powerful path of building coalitions of care that promoted and protected the socioecology of community and its health at a time when biomedical sciences and health services were weaponized against vulnerable groups of people. Building community access to healthy communities and adequate medicine highlight a familiar struggle that participants in this book describe in earlier chapters. But unlike differential access because of racial and class identities, citizenship and even township differences are used against community health. There is no universal access to health care. At the same time, testing and treating farmworkers and people who are incarcerated and vulnerable to valley fever remain exclusively in the hands of medical experts. Where are the coalitions of today?







Conclusion What Has Changed?

This project hit the ground running in the spring semester of 2015 and continued for ten consecutive months of field research. I returned to Kern County on occasion to reconnect with participants but felt that I never quite stayed long enough. During the time between analyzing the research findings and later drafting this book, I met unexpected moments to reconsider what my work proposed. For example, my daughter’s severe health crisis placed us in the hands of medical professionals including pediatric nurses, doctors, and specialists all of whom provided sincere and thorough searches for successful therapies. One year later, the COVID-19 pandemic erupted globally and revealed the socioecological determinants of health compromising people’s immunity, including a national housing crisis that saturated living quarters with infectious disease. The murders of George Floyd, Breonna Taylor, and others by police officers mobilized a global outcry against virulent policing in ways that had been unseen in my lifetime. Racial health inequalities and environmental injustice were strong sources of oppositional social movements. Coming out of the pandemic lockdowns and global civic unrest, I reembarked on the mundane routines of my research with the certainty that I was stepping into a more empathetic and brighter future. But the horrors of the Robb Elementary School shooting in Uvalde, Texas, unfolding live on national television gave me reason to pause. The school shooting of mostly brown children revealed the systemic failures of a racist institution at the U.S.-Mexican border. In one day, state actors performed suddenly the social neglect and near abandonment that racial capitalism perpetrated slowly but surely over a century. They just let people die. While part of me felt deeply that nothing had changed in the seven years that I had spent researching and writing this book, I could not resign myself to such despair. I learned from activists in Kern County that we cannot leave; we must lead. We must hang on tightly to the possibilities.

Valley fever affects people of all races, classes, ages, and gender identities. It catches everyone unexpectedly, including people who are only an arm’s length away from the best health insurance and primary care physicians. But it is also true that there are differential health pathways, outcomes, and chances of contracting and recovering from valley fever that have little to do with behavioral or biological explanations. As COVID-19 illuminated, there are underlying racial narratives and spatial legacies that both undermine the best intentions of experts and compromise patients’ immunity and subvert their chances of recovering long before they encounter toxic fungi spores. Throughout this book, my efforts have focused on hearing from community activists, abolitionists, farmworkers, and former prisoners. I amplify their broad approach to resolving valley fever precisely because they have placed their trust in our current health care system, and it is failing them.

Unlike a ravaging disease, medical experts classify valley fever as an orphan disease both because its impacts are not felt nationally enough and because proposed biomedical and pharmaceutical solutions are insufficiently lucrative (Arizona Valley Fever Center for Excellence 2024). In the political ecological sense, valley fever is a surplus disease within a specific geography and with a propensity to be exploited later. Biomedical research is cashing in on it. The University of California Research Initiatives (n.d.) were awarded $3 million for valley fever studies in 2018. The National Institutes of Health (2022) funneled $4.5 million for similar studies to three research institutions: two University of California campuses and the University of Texas, San Antonio, in 2022. While valley fever biomedical scholars look to better understand the physiological and climatic workings of valley fever, they are less inclined to examine the place-based social and environmental relationships shaping the outcomes and chances of recovery. Medical sociologists, anthropologists, and epidemiologists have shown that the strategies targeting biomedical solutions also conceal the exact social and environmental structures that generate the racial disparities in health (Roberts 1998; Briggs and Mantini-Briggs 2002; Krieger 2011). As Charles Briggs and Clara Mantini-Briggs (2002) find, treating the symptoms of a disease without addressing the social structures that cause and exacerbate it can increase the chances of recidivism and reinfection. Valley fever’s racial health outcomes expose the social and environmental fault lines that are unrepaired in endemic geographies and show how social decisions make people arbitrarily vulnerable to this disease.

The painful stories of farmworkers and people who are incarcerated in endemic facilities are used for the promotion of scientific research grants and developments. By the same strategy, however, their voices and observations are marginalized as uncredentialed, unintelligible, and unscientific. Like the lamentable category of the “orphan disease” attached to valley fever, where vulnerable groups are “regrettably” ill but not attended to, the sufferers are forced to wait for promised interventions by experts. The ways in which vulnerable groups experience valley fever are not only disingenuous but dangerous. Waiting for an adequate diagnosis at a hospital, clinic, or prison facility leads to multiple fruitless visits and unnecessary suffering. Paying the unaffordable prices for treatments perpetuates reducing doses and scrambling for cash, while incarcerated people find prison staff arbitrarily switching prescribed drugs to save money. This is preventable. The flaws of the red tape attached to bureaucratic social insurance and the failures of promised safety nets can be fixed. The lack of transitional medical care upon release from prison requires better programming. The pressure on the lives of community caregivers who shoulder the burdens of the inadequate social conditions and medical neglect can be alleviated across the state. What I propose is to think of the stories in this book not as anecdotal accounts to legitimate research funding but, instead, more as warning signs about the need for generating collaborative community-based participatory action research and social medicine practice in the service of democratizing medical care and collective health.

The people who contract valley fever while incarcerated or while working in agriculture are generators of creative perspectives about disease and solutions for it because they have the highest stakes in their recovery. The decisions that they make have direct consequences for reducing or improving their life outcomes. As gleaned from the interviews that they shared with me, most participants understand and highlight the social and environmental dimensions of the disease. Their observations and conclusions shift the analysis away from allegations about patient noncompliance, individual depravity, dysfunctional behaviors, and genetic predispositions for disease and toward what Sze (2007) describes as the social and environmental harms affecting the broader health of the community. The participants describe how the 3p’s worsen their prospects of recovering from valley fever, echoing what Rose Braz and Craig Gilmore (2006) found in their study of the most pressing problems facing Central Valley youths. None of these are natural or inevitable. Rather, these conditions stem from farming and resource extraction methods that, to channel profits to owners and investors, deepen differential access to pathogens among the differentially situated people and places. Without addressing the socioecological conditions facing vulnerable groups, the strategies and technologies aimed at reducing valley fever can produce the very problems they purport to remedy. The proposed medical solutions rooted in the hegemony of an individualized biomedical model of health are too narrow. They do not begin to address the political dynamics that determine who is made to seem disposable, displaceable, and deportable. They fail to engage with how the violent policing of nonwhite people and nonwhite communities perpetuates the hoarding of private wealth and holds nature hostage. They maintain the structural and symbolic violence that participants describe feeling in their bones and joints when they return to work while sick with valley fever, when they are exposed to dangerous air quality, and when they sacrifice their well-being by reducing their costly antifungal prescriptions or remaining silent while facing medical neglect because of potential deportability or incarceration. People at the grass roots craft strategies for recovery against all odds. They present clear visions of what needs to be done and how experts can help find rather than dictate paths toward better health.

Community organizers address both social and environmental issues as they mobilize to promote health, safety, and self-determination. In Chapter 1, the EJ community organizers described working collaboratively and collectively across partnerships, volunteers, and sometimes regulatory agencies. They accompanied people vulnerable to the hypersurveillance of the carceral state and engaged with the environmental health burdens they faced. They generated collective strategies and tools needed for establishing healthy social ecologies.

The long history of racial capitalism in the Central Valley has entailed treating nonwhite laborers and their communities as exploitable and deportable in ways that also deprive them of health care and healthful conditions. As we saw in Chapter 5, nonwhite laborers and their communities have paid a terrible price for the racist sanitation policies and segregation practices over the years. Yet, these conditions have almost always provoked the forging of powerful cultures of opposition, resistance, solidarity, and mutuality as mechanisms for self-defense, self-definition, and self-determination. As we saw in Chapters 2, 3, and 4, community solidarities and mobilizations have interrupted the capitalist imperatives of agribusiness at times, while also challenging the inadequacy of the state’s health programs. Today, the collective degradation experienced by farmworkers and people who are incarcerated in Kern County calls for a socioecological approach that treats health care as a human right rather than as an artificially scarce commodity to be rationed out unfairly and unjustly. Generating healthier lives requires leadership and collaboration that are willing to address the combined environmental and social risks percolating in a moment of unpredictable danger.

What has changed over the years is that the institutions contributing to unequal health outcomes are now faced with new challenges. For example, the carceral conditions of endemic facilities were contested in valley fever court cases. No matter the crime, confinement should not amount to cruel and unusual punishment. Yet, during the COVID-19 pandemic, the health outcomes of prisoners depended on whether carceral staff had adequately addressed the conditions of confinement. The Marshall Project (2021) reported the weekly cases of COVID-19 infections in federal and state prisons across the country due to a decentralized government reporting system. With the help of the Associated Press, they found that California state prisons and the Federal Bureau of Prisons had a similar number of cases (49,395 vs. 49,324). However, California state prisons had twice the rate of infections between March 2020 and June 2021 compared to the federal facilities, approximately 4,199 per 10,000 prisoners compared to 2,866 per 10,000 prisoners, respectively. Nationally, at least 2,715 inmates died from COVID-19 through June 2021. California was the state with the second greatest number of reported deaths, as approximately 227 people who were incarcerated died prematurely. Drawing on letters written by prisoners, the researchers from the Prison Accountability Project (2023) in the UCLA School of Law found that people incarcerated in California faced medical abuse, unsanitary conditions, and unsafe protocols. The letters showed how prison staff, including medical personnel, did not adequately clean medical supplies and did not comply with mask mandates, recklessly endangering the housed population. Prisoners report recovering from COVID-19 amid leaking roofs, mold, and vermin in their cells. They lacked access to basic hygiene and sanitary products. Solitary confinement became a regular method for isolating the infirm prisoners. Prison staff also cut down on visitors, prosocial programming, and recreational activities, which contributed to higher reports of mental health distress and violence among the incarcerated and at the hands of correctional officers. While COVID-19 was an unprecedented global health emergency that ravaged through carceral facilities, prisoners have long reported to the courts related abuses and neglect. Valley fever court cases have highlighted the deliberate indifference imbued in carceral facilities for twenty years. Historical documents further suggest such indifference was prominent during World War II with the Japanese American detention camps. Collaborations among the most vulnerable accompanied by trained experts and community leaders have generated eye-opening reports that reveal the urgent need for new approaches.

Disasters rarely happen in isolation. While valley fever cases are rising due to droughts from climate change, prisons are also facing natural disasters from floods, heatwaves, and wildfires. The incarcerated populations have become especially vulnerable to climate change disasters. According to the CDCR, the state now has thirty-five conservation camps located across twenty-five counties designed to provide nonviolent offenders with training to fight wildfires. The inmate firefighters make up about 30 percent of the wildland fire crews and are working alongside trained CAL FIRE employees (McCann 2023). The incarcerated people fighting wildfires face great chances of sustaining physical injuries. Investigative news reporters for Time magazine filed a written request under the Freedom of Information Act and found that inmate firefighters were four times more likely to suffer injuries, including cuts, bruises, dislocations, and fractures, and eight times more likely to be injured from inhaling smoke and dangerous particulates compared to professional firefighters (Vesoulis 2018). While fighting fires can provide California prisoners with transferable skills and an expunged record, it does so with hidden costs for prisoners’ health.

The stories presented in this book are fused together not by a fungus that hurls its toxic spores at workers outside in the fields or people confined inside carceral facilities; they are joined together because of the logic and vicious structures of racial and spatial domination that are ingrained in industrial agriculture, the carceral state, and the legacies of public health and medicine inside and outside of carceral facilities. When I think about the possibilities of a better future, I am reminded of the radical health movements focused on healing the socioecology. There are powerful alternative legacies that continue to survive in the stories told about the People’s Free Medical Clinic and the Terronez Clinic. The vision to promote self-determination fifty years ago seems ever more relevant to the pursuit for health justice today.
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A snowy geodesic dome, the childhood home of the author located in Takoma Park, Maryland, features various window shapes, including a large bubble hexagon window made up of connected triangles. The dome is surrounded by foliage, all weighed down by snow.
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