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Introduction: Precarious low-wage work, marked by instability, limited protections, 
and high occupational risk, disproportionately affects Latine immigrant workers, 
contributing to chronic stress, poor health, and cardiovascular risk. In Arizona, 
sectors such as agriculture, hospitality, and domestic services expose workers to 
compounded work- and non-work-related stressors, amplified by right-to-work 
laws and anti-immigrant policies.
Methods: Hearts in Action, developed through the community-based 
participatory research (CBPR) initiative Aquí Entre Nos, is a community-driven 
intervention designed to address work as a social determinant of health 
and empower workers to advocate for healthy workplaces. Six bilingual and 
bicultural community health workers (CHWs) co-led four group-based sessions 
with 50 Latine precarious workers, integrating a workers’ rights advocacy toolkit 
with an adapted evidence-based cardiovascular health program.
Results: CHWs guided recruitment, retention, facilitation, and participatory 
data collection, ensuring cultural relevance and creating safe spaces for candid 
discussion. Strategic partnerships with community and academic partners 
and legal experts further strengthened intervention design and delivery. Pre-
post surveys and semi-structured group reflections assessed changes in health 
outcomes, occupational self-efficacy, and perceptions about workplace 
wellbeing and advocacy for change in the labor conditions.
Discussion: Findings underscore CHWs’ critical role in fostering trust, amplifying 
community voices, and supporting participant empowerment. Hearts in Action 
offers evidence of feasibility for a CHW-led and worker-centered approach to 
improve workplace conditions and worker health, offering a model for integrating 
community perspectives, legal expertise, and public health strategies to promote 
wellbeing, advocacy, and structural change in the context of precarious labor.
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1 Introduction

Recent labor discourse has increasingly highlighted the 
precarity of low-wage work and its effects on workers’ health and 
wellbeing (1). Precarious work is characterized by uncertainty and 
instability, where employees bear the risks of employment while 
receiving limited social benefits and protections (2–6). The 
consequences of precarious work extend beyond workplace 
insecurity and safety, impacting non-work domains such as 
individual physical and mental wellbeing, community cohesion, 
and broader social structures (7).

Emerging epidemiological and ethnographic research has 
demonstrated the impact of both work-related (8) and non-work-
related (9) stressors on precarious workers. Studies indicate that 
precarious workers experience numerous adverse health 
outcomes, such as cardiovascular disease (CVD), psychological 
distress, a greater number of days in poor physical and mental 
health, and increased activity limitations (10–12). In the United 
States, where Latines1 constitute the largest immigrant group and 
a substantial share of the workforce, it is important to recognize 
that about 40% of precarious workers are immigrants, who may 
experience additional stressors that worsen health disparities (13).

The present work focuses on specific occupations within this 
workforce in Arizona, including farmworkers, hotel housekeepers, 
and domestic cleaners (self-employed or otherwise). These 
workers typically belong to multiple social groups that face 
excessive occupational risks, including immigrants, migrants, 
people of color, women, and low-income workers (8). Job stressors 
such as job strain, work pressure, worker rights violations, 
employer retaliation (14, 15), co-worker conflict, musculoskeletal 
pain as a result of repetitive motion, and exposure to chemicals (9, 
16–20) are aggravated by non-work stress factors such as 
socioeconomic status, immigration status, housing conditions, 
discrimination, and work-life conflict (10, 11, 21). Together, they 
create a “double jeopardy” scenario that contributes to health 
disparities, including chronic stress and CVD (22–24). 
Additionally, limited legal protection and lack of occupational 
health and safety laws may worsen these challenges, further 
contributing to the vulnerability of these workers.

The main objective of this study was to develop and pilot a 
brief intervention led by CHWs to address work as a social 
determinant of health, safety, and quality of life among 50 Latine 
precarious workers in Arizona. This manuscript is intentionally 
focused on describing the CHW-led intervention and reporting 
findings derived from the quantitative and qualitative components 
of the study (i.e., pre-post survey, observations, and group 
reflections), with particular emphasis on participants’ experiences 
and an evaluation of primary (self-rated overall health), secondary 
(physical and mental health measures), and tertiary (occupational 
self-efficacy) outcomes.

1  Note on terminology: The term “Latine” reflects the evolving language 

practices within communities. 40 It is an alternative to Latino, Latina, or Latinx 

and promotes respect for cultural and individual 41 identities.

2 Methods

2.1 Intervention development

Hearts in Action is a community-driven intervention that emerged 
from Aquí Entre Nos, implemented through a partnership between 
Northern Arizona University’s Center for Community Health and 
Engaged Research and the Arizona Community Health Worker 
Association (AzCHOW) as part of the NIH-funded Arizona 
Community Engagement Alliance (AZ-CEAL). Established in 2001, 
AzCHOW serves as a professional association for CHWs, supporting 
capacity-building, collaboration, resource sharing, and workforce 
advocacy. The broader AZ-CEAL initiative aims to partner with 
communities and community-based organizations to identify and 
implement effective engagement and outreach practices that 
communicate trustworthy, science-based information to populations 
experiencing health disparities.

Aquí Entre Nos: Juntos Por la Salud (Just Between Us: United for 
Health) (herein referred to as Aquí Entre Nos) is a collaborative 
initiative that confronts the challenges faced by Arizona’s precarious 
workers through a partnership between university and community 
stakeholders, including workers themselves. The initiative seeks to 
enhance social connections and build capacity within communities 
engaged in precarious employment across Arizona. Grounded in 
principles of community-based participatory research (CBPR), Aquí 
Entre Nos centers the community’s voices and experiences in all efforts 
to drive meaningful change (25) and positions community health 
workers (CHWs) or promotores de salud (herein referred to as CHWs) 
as trusted leaders and key agents of advocacy, mobilization, and 
systemic transformation.

As frontline public health workers, CHWs have a unique 
understanding of their communities; they share the culture, language, 
and lived experiences of the clients and therefore serve a vital role in 
addressing negative medical and social determinants of health (SDoH) 
among marginalized populations (26, 27). This study adopts a 
comprehensive approach, addressing both the structural, population-
level factors that influence health (i.e., SDoH, such as discrimination, 
education and employment opportunities, and access to healthcare, 
housing, and transportation) and their specific, individual-level 
manifestations (i.e., health-related social needs, such as unstable 
housing, food insecurity, and interpersonal safety concerns).

As an extension of Aquí Entre Nos, Hearts in Action is a pilot 
program focused on workers’ health, safety, and quality of life program 
that was co-designed with precarious worker community members 
and academic partners. The program emphasized the integration of 
public health and legal strategies to address systemic barriers and 
enhance the capacity of marginalized communities. Its objectives 
included raising awareness of the connection between workplace 
conditions and health, empowering workers to advocate for improved 
labor conditions, and ultimately improve health outcomes related to 
job strain—such as common CVD risk factors—by addressing both 
work-related and broader social stressors.

2.2 Intervention description

Hearts in Action integrated a workers’ rights toolkit that guides 
participants through a five-step advocacy plan to improve workplace 
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conditions (see Figure 1). The toolkit was created in 2020 as direct 
response to the Aquí Entre Nos CAB’s urgent call for workers’ rights 
education amid the COVID-19 pandemic. Collaboratively 
developed with legal, public health, and community partners, the 
toolkit provides expertise and resources to support precarious 
workers in addressing poor workplace conditions Arizona. The 
intervention was further adapted from the CHW-delivered 
evidence-based National Heart, Lung, and Blood Institute (NHLBI) 
program, “Your Heart Your Life” (28), which the team has tailored 
to regional contexts to address cardiovascular health (29, 30). 
Hearts in Action modified this program’s foundational CHW 
facilitation components, such as the participatory introduction, 
goal setting exercises, and action-planning framework, rather than 
cardiovascular-specific content. Supplementary Table S1 
summarizes the intervention by session topics.

The Hearts in Action intervention consists of four, two-hour 
sessions delivered by CHWs. The sessions are group-based, with 5–10 
precarious workers participating in each group. The same group of 
workers participates in four consecutive sessions together guided by 
one or two CHWs, depending on group size and CHW capacity. 
Initially, the intention was to hold one session per week over a month-
long period. However, CHWs and workers had the flexibility to 
choose the day, time, location, and frequency of the sessions. Most 
sessions were held in a period of two weeks between February and 
March of 2024, with the groups meeting multiple times per week.

Below is a detailed breakdown of each session.

	 1	 Session 1: Introduction to health and labor and work 
as a SDoH.

	 a.	 This session involves introductions to the group and the 
project. At the start of the session, several participants had 
already consented and completed the baseline survey over the 
phone or online. Participants who were new to the study were 
pulled aside by a research staff member to complete informed 
consent and the survey, while the other participants and CHWs 
settled in, grabbed refreshments, and talked with each other. 
Once all participants completed the consent and survey, the 
CHWs facilitated an ice-breaker activity for the group of 
workers to get to know each other. The CHWs then provided a 
brief overview of the research project and aims and participant 
involvement and incentives. Finally, the CHWs facilitated an 
activity and group conversation to together reflect on how 
labor experiences impact worker wellbeing, introducing work 
as a SDoH.

	 b.	 Participants are given a take home questionnaire on workplace 
conditions that impact health and prompted to reflect on their 
own experiences to be shared with the group in the following 
session.

	 2	 Session 2: Step 1. What is the problem? Step 2. What is the root 
cause of the problem?

	 a.	 Session 2 entails the first two of the five steps to improve 
workplace health. Participants return to this session having 
used the questionnaire on workplace conditions as a reflection 
tool to think about concerns they have related to work and 
health. The CHWs then ask participants to identify one priority 
issue they want to focus on and explore why that problem 
exists. Workers are encouraged to consider the root causes of 
the problem, emphasizing structural or organizational policies, 
practices, and norms rather than individual-level behaviors.

	 b.	 Participants are given a reflection prompt to take home and 
discuss with the group during the following session. Prompt: 
“Write 3 characteristics of your workplace that could support 
your wellbeing. Consider, what would your ideal workplace 
look like?”

	 3	 Session 3: Step 3. Re-imagine your workplace. Step 4. Create an 
action plan.

	 a.	 Session 3 involves steps 3 and 4 of the five steps to improve 
workplace health. Participants regroup for this session after 
being asked to engage in a personal reflection to help them 
think creatively about strategies and solutions to improve the 
workplace. The CHW guides conversations to identify existing 
strengths and assets and highlight changes that could be made 
to create a work environment that is more supportive of worker 

FIGURE 1

The five step advocacy plan to improve workplace health.
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wellbeing. Then, participants develop an action plan with a 
timeline and specific steps to take towards creating workplace 
change. Participants are provided with a printed worksheet for 
personal use to write down their action plans and reflections.

	 b.	 Participants are instructed to practice their action plan at home 
with a trusted family member or friend, or to execute it in the 
workplace if they feel safe and ready to do so. The CHWs 
acknowledge that not every person may be able to move 
forward with their action plan depending on their workplace 
situation and encourage participants to do what feels right 
to them.

	 4	 Session 4: Step 5. Review the progress on the action plan.

	a.	 The final session is intended to reflect on both the five steps, 
including any outcomes of practicing the action plan, and 
the overall experience participating in the Hearts in Action 
program. Participants are encouraged to share the outcomes 
of practicing the action plan and brainstorm future action 
steps, including changes in their own knowledge, 
perspectives, or attitudes related to workers’ rights. Finally, 
participants and CHWs together reflect on their overall 
experiences in the program, including an evaluation of 
what went well and what could be improved.

2.3 Community engagement

A variety of community-grounded strategies were utilized to 
develop, implement, and evaluate Hearts in Action. The approach 
began with community engagement and strategic partnerships, 
highlighting the contributions of advisory boards, CHWs, and multi-
sector collaborations in guiding the project. CHWs served as 
co-researchers in intervention design and implementation, 
contributing to recruitment, facilitation, and participatory activities. 
The intervention description outlines program content, structure, and 
delivery, followed by data collection and analysis methods used to 
assess participant outcomes and intervention effectiveness.

2.4 Building strategic partnerships

Building on the community advisory board (CAB), established at 
the onset of Aquí Entre Nos, Latine workers shaped the overall 
direction of Hearts in Action, ensuring that the program was culturally 
relevant and applicable. The CAB identified workers’ priorities and 
helped conceptualize the project’s vision and goals grounded in the 
lived experiences of Arizona workers. Details of this partnerships and 
engagement strategies are described in Sabo et al. (31).

CHWs and CHW leadership from AzCHOW were also engaged 
early on, leveraging community knowledge with academic expertise 
to develop and implement Hearts in Action. The six CHWs who 
delivered the intervention were bilingual, bicultural, and embedded 
within the communities they served. Their contributions informed 
community engagement strategies and the intervention’s final design, 

content, and delivery format. The CHW interventionists underwent 
training on the SDoH, with particular emphasis on work and its 
relationship to chronic illness and stress, including cardiovascular 
disease, to strengthen CHWs’ knowledge, facilitation skills, and 
confidence in leading open discussions on sensitive and complex 
topics related to precarious work and health.

Finally, a technical advisory board was formed in partnership with 
the University of Arizona College of Public Health and College of Law 
to include public health and legal expertise. Importantly, some 
members contributed long-term immigration community organizing 
experience in Arizona, providing grassroots knowledge. Rooted in a 
shared commitment to justice, these partners contributed to the 
intervention’s design, implementation, and evaluation and provided 
legal education and resources to help precarious workers better 
understand their rights in the workplace.

2.5 CHWs as co-researchers

As co-researchers, CHWs shaped every stage from recruitment 
and retention to data collection, analysis, and dissemination of results. 
The six CHWs, from across three rural and urban Arizona cities 
recruited 5–10 precarious workers using purposive word-of-mouth 
and snowball sampling within their social networks and communities. 
Unlike standard research recruitment methods that rely on advertising 
or institutional outreach, CHWs employed personal, trust-based 
communication grounded in shared lived experiences. Drawing on 
their own prior experience in precarious labor and knowledge of the 
local community, they strategically engaged individuals who were 
often underrepresented in conventional outreach efforts.

Utilizing participatory methods, such as structured group 
reflections and case studies, the CHWs facilitated discussions where 
both workers and CHWs shared personal stories, creating a mutual 
learning environment. During the four sessions, the CHWs guided 
group conversations with participants about the connection between 
work and health. Drawing on their own lived experiences as 
immigrant and Latine individuals who previously engaged in 
precarious work, the CHWs built strong relationships with 
participants based in mutual respect, trust, and learning. Additionally, 
the CHWs used the legal knowledge from the workers’ rights toolkit 
developed with law partners to discuss strategies informed by law to 
change workplace conditions. All sessions were held in Spanish with 
Latine workers and CHWs.

To support retention, CHWs created accommodating 
environments, adapted to participant needs, and maintained 
communication through calls, texts, and group chats. During 
intervention delivery, CHWs established group norms through 
collaboratively developed community agreements that reflected 
shared values—such as mutual respect, active listening, compassion, 
and confidentiality—and made ongoing decisions about 
communication, session logistics, and group dynamics. Barriers were 
addressed with culturally and contextually appropriate strategies, 
including holding sessions in familiar spaces (e.g., churches, homes, 
community centers, libraries), scheduling at convenient times (e.g., 
late evenings, Sundays), providing light refreshments, and adjusting 
session structure based on real-time feedback. For example, although 
the intervention was originally designed as four weekly sessions over 
a month, CHWs and participants often condensed the timeline and 
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met multiple times per week to maintain momentum and interest. 
Remaining flexible in this manner improved recruitment and 
retention among a hard-to-reach population.

Finally, CHWs contributed to data collection and qualitative 
analysis, ensuring findings accurately reflected participants’ 
experiences and translating results into culturally relevant materials 
for community members and stakeholders. To achieve this, CHWs 
were brought together via Zoom twice during the active intervention 
and debriefed with researchers before and after each reflection session 
to interpret the data.

2.6 Data collection and analysis

A pre-post survey and a final semi-structured group reflection 
were utilized to assess changes in overall health status, work 
environment perceptions, and self-efficacy to advocate for improved 
workplace conditions before and after the intervention.

2.6.1 Quantitative data: survey
The survey utilized a single-group pretest-post test design, where 

each participant’s outcomes were measured before and after the 
intervention to assess changes. A pre-post survey including close-
ended and open-ended questions was administered to evaluate the 
outcomes of the pilot intervention on self-reported overall health 
status (primary outcome), physical and mental health measures 
(secondary outcomes), and occupational self-efficacy (tertiary 
outcome) among a sample of 50 participants. All statistical analyses 
were performed in STATA.

2.6.1.1 Surveys power analysis
To determine statistical power, the following scenario was 

simulated using self-reported overall health status values derived from 
previous pilot research with hotel housekeepers (31), and intra-class 
correlation coefficient values derived from Dal Grande et al. (32): 50 
participants in a closed cohort with data at baseline and follow-up; an 
average self-reported overall health status at baseline of 3.0 
(corresponding to good); 5 CHWs each delivering the intervention to 
10 participants; a 0.75-point improvement in self-reported health 
immediately following the intervention (corresponding to the upper 
portion of the range from good to very good); and an intraclass 
correlation coefficient of 0.6. Based on 10,000 replicates on 50 
participants observed at baseline and follow-up, 96% power was 
detected against the null hypothesis of no effect on the primary 
outcome of self-reported overall health status at the α = 0.05 level. 
However, as a pilot intervention, the sample size is assumed to be 
small, and more attention is given to the direction of effects detected 
rather than their statistical significance. Results of this study are 
intended to inform the design and implementation of a future larger 
scale intervention.

2.6.1.2 Survey data analyses
Initially, a series of ANOVA tests were conducted to examine 

bivariate relationships between participant characteristics and primary 
and secondary outcomes. These analyses aimed to identify potential 
confounders that could be adjusted for in subsequent models. CHW 
cluster groups were also treated as potential confounders in the 
context of this pilot study.

Next, a series of multilevel models was developed to assess 
changes in the outcomes relative to the intervention. In each multilevel 
model, a random intercept was included for individuals to account for 
within-subject correlations, recognizing that repeated measures on the 
same individuals are likely to be more similar than measures across 
different individuals. This approach allowed for the estimation of both 
fixed effects (e.g., intervention effects, clustering by CHW, and 
potential confounders) and random effects (individual variability).

Three models were run for primary and secondary outcomes. The 
first model in the sequence assessed the effect of the intervention by 
comparing pre-intervention and post-intervention periods without 
adjusting for any additional variables. The second model included the 
grouping of participants by CHW to control for potential clustering 
effects within these groups. The third model further adjusted for 
potential confounders identified through the bivariate analyses, such 
as gender and other demographic variables.

2.6.2 Qualitative data: field note observations and 
final group reflections

Researchers attended multiple sessions and took handwritten field 
notes using an a priori observation template created with specific 
constructs to evaluate the intervention. CHWs co-facilitated semi-
structured final reflection sessions with the research team, during 
which participants discussed intervention outcomes, including 
changes in knowledge, perspectives, and attitudes toward workers’ 
rights, and plans for applying what they learned. Leveraging trust and 
shared experiences in precarious labor, CHWs elicited candid 
reflections on challenging topics to discuss such as workplace 
discrimination.

One researcher was present in all the final sessions and audio 
recorded the final reflections. Audio recordings were transcribed and 
handwritten notes were typed into digital documents. Handwritten 
and audio transcripts were entered into ATLAS.ti. Thematic analysis 
using inductive coding was conducted, where a codebook was 
developed and refined iteratively throughout the coding process. Two 
researchers coded the data separately in ATLAS.ti and meet weekly to 
discuss their findings until consensus was reached on final themes.

CHWs contributed to validating and contextualizing the results 
through a collaborative member-checking and reflection process. 
Researchers and CHWs met to assess the accuracy of the findings, 
explore public health implications for precarious workers, and identify 
next steps.

3 Results

3.1 CHW capacity building and research 
contributions

Co-facilitating reflection sessions enhanced CHWs’ leadership 
and research capacity by involving them directly in data collection and 
interpretation, evidenced by their ability to elicit deeper participant 
reflections and apply research concepts within community contexts 
(33). By encouraging candid dialogue and contextualizing findings, 
CHWs helped understand nuanced insights, contributing to the 
analytical interpretation and cultural validity of data analysis. Their 
involvement highlighted the critical role of CHWs as co-researchers 
in strengthening methodological rigor and cultural relevance to 
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inform more equitable research practices. The collaborative approach 
to data interpretation centered community voices in the findings and 
fostering shared ownership of the study’s outcomes and future 
direction.

Engaging CHWs as co-investigators across phases of the research 
process is a well-documented best practice in health intervention 
research that enhances study relevance and community engagement. 
(34). Beyond traditional clinical and community health roles, CHWs 
are well-positioned to serve as advocates for worker health and safety, 
leveraging their community ties to address the SDOH and 
occupational challenges among precarious workers (35). A 2018 
systematic review by Swanberg et al. synthesized evidence on CHWs’ 
contributions to occupational safety and health research, underscoring 
their potential to support worker-centered interventions and improve 
workplace health outcomes (33). Together, this literature highlights 
CHWs as key partners in advancing worker-centered health 
interventions and provides a strong rationale for the present study.

3.2 Survey data

3.2.1 Participant characteristics
Supplementary Table S2 presents the baseline characteristics of 

the participants relative to primary and secondary outcomes. The 
sample included a higher proportion of females (68%) compared to 
males (30%), with 2% self-identifying their gender identity as other. 
Most participants identified as Hispanic/Latine (86%). The age 
distribution showed that the largest group of participants were aged 
40–49 years (44%), followed by those aged 50–59 years (20%). The 
majority of participants worked in hotel housekeeping/domestic 
cleaning (46%), followed by agriculture (32%), the restaurant/food 
industry (14%), landscaping (6%) and construction (2%). Nearly all 
participants were born outside of the USA (98%) and spoke a 
language other than English at home (96%). At baseline, 
hypertension and cholesterol were the most common issues 
identified (both at 30%), followed by pre-diabetes and depression 
(both at 26%), pre-hypertension and diabetes (both at 12%), and 
cardiovascular disease (6%).

In the bivariate analyses, the primary outcome (self-assessed 
health) varied significantly in relation to gender identity and 
clustering CHW (Supplementary Table S2) at baseline. Across 
primary and secondary outcomes, there was appreciable variation in 
relation to clustering by CHW, hence this cluster was controlled for 
as a fixed effect in Model 2. Finally, the secondary outcomes also 
varied in relation to different participant characteristics, and these 
were accounted for in Model 3.

3.2.2 Mixed-effects models for primary and 
secondary outcomes

Supplementary Table S3 shows post-intervention improvements 
across primary and secondary outcomes, although confidence 
intervals included the null. For overall self-assessed health, slight 
improvements were observed in Models 1 and 2 (β = −0.2, 95% CI: 
−0.4 to 0.1), but the association was attenuated after adjustment for 
potential confounders (β = 0.0, 95% CI: −0.4 to 0.4).

Similarly, small improvements were consistently observed in the 
remaining outcomes (i.e., physical health limiting physical activity, 

difficulty performing everyday activities, physical or emotional 
problems limiting social activities, and self-assessed emotional 
problems), with effect sizes ranging from 0.12 to 0.32 
(Supplementary Table S3). However, confidence intervals were wide 
and crossed the null. Adjustment for clustering by CHW had little 
effect, while adjustment for potential confounders further weakened 
associations. The modesty of the effect sizes coupled with large 
confidence intervals across the primary and secondary outcomes 
should be interpreted in the context of this being a pilot study.

3.2.3 Tertiary outcome
Supplementary Table S4 presents the results for the tertiary 

outcome relative to baseline and follow-up. Effects are presented for 
models including only the post-intervention period as a fixed effect 
after adjusting for clustering by CHW. All occupational self-efficacy 
measures moved in a favorable direction post-intervention, except for 
the item assessing preparedness for a future career, yet confidence 
intervals included the null.

Across outcomes, the observed effects moved in the hypothesized 
direction, providing promising results for a future study with a larger 
sample size and a greater number of observation periods (before, 
during, and after the intervention).

3.3 Qualitative data

Hearts in Action intervention engaged 50 precarious workers 
across three geographic points in Arizona, including two urban cities 
and one rural community. Participants were employed in precarious 
work sectors including agriculture, hotel housekeeping, domestic 
cleaning, and restaurants.

The findings below are based on researcher field observations 
collected during the intervention and final reflection sessions across 
all worker groups participating in Hearts in Action. A central aspect 
of the intervention was to provide a platform to facilitate worker 
dialogue and solidarity. Results reflect participants’ general lived 
experiences discussed during sessions, except in the Application of 
Curriculum section, which captures how participants applied or 
planned to implement components of the intervention in their lives. 
Findings are organized into four overarching themes: precarious work 
challenges; solutions and strategies; support needed; and application 
of curriculum. All participant quotes were originally in Spanish and 
translated into English by the research team for inclusion below.

3.3.1 Precarious work challenges

3.3.1.1 Workplace conditions
Participants reported numerous physical and mental health 

challenges arising from poor work conditions. Stressful 
environments, extreme temperatures, exposure to hazardous 
materials, and lack of proper training were common issues. Many 
workers also described the emotional toll of these conditions, 
including physical symptoms such as headaches, fainting, and 
irritability. One participant highlighted the intensity of these 
experiences: “They have you in slavery, with a foot on your neck,” 
reflecting a feeling of oppression. Another described the emotional 
strain as overwhelming, stating, “That stress, that anger is 
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everything. And do not you think it’s not [true], because sometimes 
it happens to you, sometimes you even feel like crying.”

3.3.1.2 Interpersonal relationships with workplace 
management

A significant source of workplace stress was the perceived lack of 
concern for workers’ wellbeing from their management. This was 
evidenced by the prioritization of operational profits over health (e.g., 
disregarding sick leave to ensure team staffing or turning off air 
conditioning to save costs). Leadership often employed intimidation 
tactics, creating a pervasive atmosphere of fear in which participants 
felt vulnerable and afraid, as reflected in one account: “I lived in fear.”

3.3.1.3 Unfair treatment, discrimination, and workplace 
injustices

Participants shared numerous instances of discrimination and 
unfair treatment in the workplace based on their intersecting identities 
and social groups (e.g., race, ethnicity, immigration status, gender, 
age) as well as personal relationships with leadership. These 
discriminatory practices frequently resulted in specific harms such as 
wage theft, verbal abuse, and favoritism, which were often based on 
participants’ ethnicity, immigration status, nationality, and language. 
For instance, one participant recalled being paid less than the 
minimum wage due to their supposed “undocumented” status, despite 
having legal documents (i.e., management incorrectly assumed they 
were undocumented). Furthermore, some reported incidents of sexual 
harassment and discrimination based on gender and sexual 
orientation that led to unfair treatment in their jobs, such as being 
assigned to certain tasks or workspaces or given different workloads.

3.3.1.4 Feeling unappreciated
A pervasive theme was the feeling of being undervalued and easily 

replaceable. Many participants noted that their hard work went 
unrecognized and they were reprimanded for minor mistakes, making 
them feel invisible and unsupported. As one worker pointed out, “We 
are not slaves; we are workers, and we have rights,” underscoring the 
need for recognition and respect.

3.3.1.5 Fear of retaliation
The fear of retaliation was a key factor preventing workers from 

voicing their concerns. Many participants were concerned that 
speaking out about issues could jeopardize their job security, 
particularly those with precarious immigration status who feared 
further mistreatment. This fear was compounded by economic 
instability, making it difficult for workers to advocate for their rights.

3.3.1.6 Language barriers
Language differences were another significant barrier. Participants 

reported that language difficulties, especially when communicating with 
supervisors or clients, contributed to their stress and made it harder to 
advocate for better conditions. The lack of proficiency in English made 
workers feel vulnerable in expressing their needs or negotiating terms.

3.3.1.7 Work–family conflict
The long hours and stress of work often impacted workers’ family 

lives. Participants spoke about the difficulty of balancing work and 
family responsibilities, leading to feelings of isolation and guilt. One 

participant noted, “Because here there’s a lot of overtime and they say 
that people end up working for a long time and then they do not 
spend time with their family.” They went on to describe how the job 
strain may spill over into home life, causing stress and feelings of 
anxiety and depression that further affect personal relationships.

3.3.2 Solutions and strategies for addressing work 
challenges

Despite these difficulties, participants shared various strategies to 
mitigate work-related challenges. Each session ended with a small 
group reflection. The final session asked participants to reflect on the 
practical application of what they learned, suggested changes to the 
program, and their overall experience in it. Many reported being self-
employed, particularly as domestic cleaners, and exchanged tips on 
how to protect themselves at work. Common strategies included 
creating contracts, setting boundaries, and attending small-business 
owner classes to learn how to better manage their work.

Moreover, participants often responded to each other’s 
experiences by offering practical solutions for navigating difficult 
workplace dynamics. These strategies included educating themselves 
on their rights, establishing personal boundaries, speaking up 
assertively, and organizing collectively with colleagues. As one 
participant remarked, “If we do not take action ourselves, nothing is 
going to change,” emphasizing the importance of self-advocacy. 
Similarly, another individual reported that the intervention helped 
the group activate to develop a plan and create change in their 
workplace conditions, “You came to wake us up.”

A different worker shared how participating in the intervention 
helped them learn about potential strategies to address workplace 
challenges and feel better prepared to approach their co-workers and 
find a solution together:

Personally, I felt very good expressing my work-related problems 
and the stress it usually causes me. The various opinions my 
colleagues shared helped me realize that we can have several 
solutions, right? One is to work as a team, meaning that not just 
one person should know how to operate a machine or something, 
but we should teach more co-workers so they can do it too, and 
that will reduce stress for me.

3.3.3 Support needed by precarious workers
Participants expressed a need and a desire for more education 

and information overall on workers’ rights topics. For instance, they 
wanted further guidance in creating action plans and strategies, and 
details regarding their legal rights as employees. This includes more 
programs like Hearts in Action to help workers feel heard, valued, 
and supported:

That there be more programs like this, because in the 20 years 
I've been working here, this is the first time I've seen a 
program like this that helps advise us. In the good sense of the 
word, that opens our eyes so that, in some way, we don't feel 
just not alone, but that we feel the support of a program like 
this helps a lot… That there be more programs like this so that 
we can have more connection with a coworker, because I have 
a connection with her [points to her coworker, who was also a 
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program participant] because we work in the same hotel, but 
not in this way. Where we can talk calmly without the pressure 
that she has to do her job and I have to do mine. However, 
here we are talking very calmly, but this is a result of this 
program that exists.

Participants also discussed gaps in the SDoH in their 
community, such as medical resources, reliable and affordable 
childcare, and financial support for people who were laid off and 
are having trouble finding new employment: “It is necessary to 
have medical access, to have insurance, to have benefits.” 
Suggestions for resources related to workers’ rights included a 
community forum with legal experts, a list of accessible lawyers 
with expertise in labor issues, and wage theft workshops.

One group in a rural farming community concluded that they 
need an outside person with expertise on laws and workers’ rights 
to advocate on their behalf and represent them in talking with the 
leadership of farming companies to make a change (i.e., the town 
is so small that action from any one individual would place them 
at great risk of being isolated from the community and not being 
able to get hired anywhere in town).

3.3.4 Application of curriculum
The intervention equipped participants with valuable tools to 

improve their work environments. Several participants reported 
applying their learning in real-life situations, such as initiating 
conversations with their supervisors about work conditions or 
mediating conflicts with colleagues. For instance, one housekeeper 
requested a more balanced schedule, while another effectively 
handled a dispute with a colleague.

Participants emphasized that they now understood the 
importance of preparing for workplace advocacy through careful 
documentation, note-taking, and structured approaches. They 
also reflected on the connection between work stress and health, 
noting how labor-related stress can affect home life and 
relationships, and the value of adjusting attitudes or engaging in 
proactive conversations to manage stress. Participants discussed 
their intentions and plans to apply the knowledge and skills 
gained during the intervention in their daily lives, including 
sharing this information with others: “I would like to implement 
all the ideas I learned here in my job, the experiences I had, and 
be able to carry them out for my own benefit and that of my 
family.”

4 Discussion

Hearts in Action emerged as a direct response to the health 
and labor challenges expressed by Latine precarious workers in 
Arizona, developed with workers, for workers. Grounded in 
community-based participatory research, the project was shaped 
by community concerns about precarious working conditions, 
discrimination, immigration-related fears, and chronic stress (24, 
31). It aimed to recognize and address work as a SDoH and 
empower precarious workers through information and social 
support to know their rights to better navigate wellbeing in the 
workplace (36).

CHW participation transformed the project from a researcher-
driven agenda into a community-led process, with CHWs 
contributing as co-investigators at every step. Engaging CHWs as 
co-researchers centers community expertise, builds research 
capacity, and facilitates candid dialogue to produce nuanced 
insights, enhancing overall study relevance, rigor, and social 
impact (37, 38). CHWs bridged academic and community 
perspectives by applying research concepts in ways that resonated 
with participants and ensured their experiences were authentically 
represented. This role was especially critical amid heightened 
anti-immigrant sentiment, enabling open discussion of sensitive 
issues such as workplace exploitation, immigration-related stress, 
and health disparities (38). CHWs created a safe space where 
precarious workers could find solidarity and together, emotionally 
process previously unacknowledged experiences of workplace 
injustices and abuse. By fostering trust through a culturally 
grounded approach, CHWs made the intervention more 
empowering and impactful for participants.

The stressors faced by precarious workers can be amplified by 
broader sociopolitical factors such as the practices and policies 
that govern labor and occupational protection. Arizona’s right-to-
work and anti-immigrant policies and rhetoric contribute to a 
sociopolitical climate that limits workers’ ability to access health 
and legal resources and advocate for themselves (24). Right-to-
work (RTW) laws, which allow employees to opt out of union 
membership and dues even in unionized workplaces (39), have 
been linked to adverse health (40) and economic (41) outcomes 
for workers. These laws limit the power of collective bargaining 
and contribute to declining unionization rates, which in turn 
weaken workplace protections and negatively impact worker 
health and safety (40). Furthermore, RTW laws exacerbate both 
work-related and non-work-related stressors, creating a double 
jeopardy effect for precarious workers. Financial instability is 
elevated as workers in RTW states often earn lower wages and 
have reduced access to employer-sponsored benefits, making it 
difficult to secure housing, healthcare, and other essential 
resources (40–42). The intersection of these financial and 
occupational challenges may deepen health inequities and 
perpetuate long-term socioeconomic disparities among precarious 
workers. Given that union density in RTW states is roughly half 
that of non-RTW states, precarious workers in states such as 
Arizona are more likely to live in poverty, lack health insurance, 
earn less money, and have higher mortality rates compared to 
states without these laws (31, 41).

These challenges are compounded by Arizona’s anti-
immigrant legislative history and persistent sentiment, which 
create a climate of fear that limits access to resources and services 
among communities of color and immigrants (43, 44). Policies 
such as SB 1070, which authorized local law enforcement to verify 
immigration status and increased the risk of immigration-related 
penalties, intersect with RTW and anti-union laws, heightening 
Latine precarious workers vulnerabilities (45, 46). In turn, this 
sociopolitical environment facilitates employer practices that 
exploit and contribute to workers’ lack of knowledge about their 
rights. This is evident in the prevalence of worker misclassification, 
where some precarious workers, particularly in the cleaning 
industry, believe they are self-employed (i.e., independent 
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contractors) when they are actually misclassified employees 
legally entitled to fundamental rights. Furthermore, farmworkers 
often lack clarity regarding the identity of their real employer 
(e.g., the farmer versus a contractor), intensifying their 
employment precarity.

Overall, Hearts in Action underscores the value of CBPR in 
addressing health disparities among precarious workers. By 
engaging CHWs and adopting participatory methodologies, this 
project identified structural barriers and provided tools and 
knowledge for workers to advocate for themselves in the 
workplace. Community-university and multi-sector partnerships 
were intentionally cultivated to implement CBPR principles such 
as co-learning, shared leadership, and action-oriented outcomes. 
Leveraging community knowledge with academic and legal 
support allowed for an intervention that was responsive to 
immediate needs while laying the groundwork for broader 
systemic change. In Arizona, where political and economic factors 
significantly constrain precarious worker rights and access to 
resources, partnerships between community organizations, 
academic institutions, and other local stakeholders are needed to 
effect meaningful change.

Hearts in Action provides evidence that a CHW-led, worker-
centered intervention can feasibly support precarious workers in 
gaining the knowledge, tools, and confidence to improve their 
workplace conditions and health.

5 Conclusion

Hearts in Action demonstrates the transformative potential of 
community-driven research in addressing health disparities 
among precarious workers. The participatory methods employed 
enhanced precarious workers’ knowledge and advocacy skills 
while also creating a supportive community where workers could 
share their experiences and learn from each other. By addressing 
work as a SDoH, Hearts in Action contributes to a 
broader commitment to promote fairness, improve working 
conditions, and enhance the overall health of precarious workers 
in Arizona.
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