
Vol.:(0123456789)1 3

https://doi.org/10.1007/s11892-022-01450-7

ECONOMICS AND POLICY IN DIABETES (AA BAIG AND N LAITEERAPONG, SECTION 
EDITORS)

Policy Implications of Structural Violence and Syndemic Dynamics: 
A Lens for Addressing Latinx Immigrant Diabetes Health Disparities

Janet Page‑Reeves1  · Lidia Regino2 · Terry Schleder3

Accepted: 24 November 2021 
© The Author(s), under exclusive licence to Springer Science+Business Media, LLC, part of Springer Nature 2022

Abstract
Purpose of Review The purpose of this review is to explore using theoretical frameworks of structural violence and syn-
demics to understand Latinx health disparities with a focus on type 2 diabetes (T2D). We propose that combining these 
frameworks is a valuable approach for revealing complex root-cause dynamics and explaining the nuances of how and why 
health disparities exist. We discuss the importance of the relationship between T2D, fear, and stigma.
Recent Findings Immigration policy creates structural conditions that invite unauthorized immigration while simultane-
ously excluding undocumented immigrants from access to healthcare resources. Structural exclusion then breeds fear of 
immigration status disclosure and deportation and, in the highly politicized immigration context that has emerged over the 
past two decades, also assigns social sigma to immigration status. Undocumented immigrants lack access to healthcare and 
health insurance; they cannot afford state-of-the-art drugs, they tend to be socially isolated and lack social capital to navigate 
systems; they are financially limited by poverty and lack of resources, emotionally taxed by the experience of discrimination, 
humiliation, and language-related challenges; and they have a toxic immigration stress load in the form of multidimensional 
fear. Potential areas for policy change are identified.
Summary Type 2 diabetes (T2D) follows racial, ethnic, and class fault lines that reflect unequal social and structural dynam-
ics. Latinx immigrants are at disproportionate risk and explaining immigrant T2D social geography requires a holistic lens.

Keywords Structural violence · Immigrants · Health disparities · Diabetes · Policy

Latinx Diabetes Health Disparities

Over 34 million people in the USA have type 2 diabetes 
(T2D) (10.5% of the US population) and another 88 mil-
lion (34.5%) have pre-T2D [1]. But T2D is not an equitable 

disease. T2D follows racial, ethnic, and class fault lines that 
reflect unequal social and structural dynamics [2, 3••, 4]. 
The burden of the disease and its consequences have a dis-
proportionate impact among Hispanics/Latinos (the Latinx 
population), the largest minority population in the USA [5]. 
An analysis of National Health and Nutrition Examination 
Survey (NHANES) data found that Latinx T2D prevalence 
(22.6%) was twice as high as that for non-Hispanic Whites 
(11.3%) and was higher than any other racial/ethnic group 
included in the study [5]. The Latinx T2D incidence rate 
(12.5%) is similarly significantly higher than that for non-
Hispanic Whites (7.5%),1 with individuals of Mexican herit-
age, the largest Latinx ethnic group in the USA, having an 
even higher rate of 14.4% [6]. And not only are Latinx adults 
70% more likely than non-Hispanic Whites to be diagnosed 
with T2D [7], the incidence of Latinx T2D is increasing at 
a faster rate [7]. They, and they are more likely to develop 
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T2D at a younger age [5]. Moreover, Latinx T2D patients 
are more likely to have comorbidities including CVD, dia-
betic retinopathy, chronic renal disease, and diabetic neu-
ropathy [8], and to experience critical negative impacts 
from comorbidities such as higher rates of amputations, 
kidney failure, vision morbidities, and blindness [5]—and 
disturbingly, the Latinx T2D-related mortality rate is nota-
bly higher [8, 9] with Latinx T2D patients 1.3 times more 
likely to die of T2D-related causes than their White non-
Hispanic peers [5].

Diabetes Health Disparities Among Latinx 
Immigrants

When thinking about these Latinx T2D health disparities, 
it is important to consider the situation specific to Latinx 
immigrants. More than 40 million immigrants (13.7% of 
the population) reside in the USA [7], and nearly a third 
of the US Latinx population is immigrants [10]. Roughly 
25% (~ 11.3 million) of all immigrants do not have legal 
immigration documents [11], and Latinx immigrants 
account for three-quarters of all immigrants without legal 
immigration status [10, 11], with Mexico the leading 
country of origin for both authorized and unauthorized 
immigration [10, 11].

Reflecting the disproportionate impacts of T2D among 
the overall US Latinx population discussed above, Latinx 
immigrants are also at disproportionate risk, and T2D has 
been rated as the most significant health-related threat for 
Latinx immigrants [12]. While some Latinx immigrants 
arrive with better health than their USA-based counter-
parts, the advantage decreases in relation to the amount 
of time they live in the USA [13]. One study of healthcare 
utilization among Latinx immigrants with T2D found that 
undocumented immigrants experienced notably poorer T2D 
outcomes than immigrants with documentation [14]. In a 
study conducted along the border, researchers found that 
1-in-4 adults who tested positive for T2D (25.9%) were 
undiagnosed, with Mexican immigrants more likely to have 
T2D, and that those who tested positive for T2D who did not 
previously have a diagnosis had extremely poor glycemic 
control. Similarly, but even more remarkable, in a study with 
Mexican immigrants that we conducted in Albuquerque, 
New Mexico [15], we found that out of 100 people tested, 
the prevalence for T2D or pre-T2D was 56% (38% of par-
ticipants were in the pre-T2D range and an additional 18% 
had uncontrolled T2D). The finding of 56% was extremely 
high, but even more concerning was that only 29 of those 
56 people were aware of their T2D status (51.8% diagnosed, 
48.2% undiagnosed).

Diabetes, Social Determinants of Health, 
and Structural Violence

Explaining the T2D social geography in the Latinx immi-
grant community requires a holistic lens as many of the 
contributing factors are social, structural, and political. 
The social determinants of health (SDoH) framework that 
emerged from the socio-ecological model in public health 
[16, 17] which has now become mainstream in the design 
of health research and considerations for health promotion 
programming has helped to expand our understanding of the 
extent to which health outcomes reflect dynamics outside 
of the realm of medical care. As such, SDoH thinking has 
significantly enhanced our ability to comprehend the nature 
of health disparities in a valuable way. However, too often, 
SDoH are framed in a way that fails to move beyond a one-
dimensional conceptualization of context. As we have pre-
viously argued, “the socio-ecological model acknowledges 
that individuals exist within a context of social determinants 
without [necessarily] investigating how those social deter-
minants operate” [15, p. 16]. In relation to T2D and immi-
grant health, we proposed moving beyond merely locating 
people within a context. The health literature, including our 
work, has demonstrated that a structural violence theoreti-
cal framework can reveal complex root-cause dynamics that 
might not be apparent using other analytical approaches.

Structural violence is understood to occur when unjust 
social structures (including public policy) create differences 
in access to resources and lead to disparate health outcomes 
for different populations [15, 18]. Early conceptualizations 
of the relationship that structural violence has to health dis-
parities and T2D arose out of inquiry identifying negative 
health impacts resulting from colonialized contexts, oppres-
sion, and the production of powerlessness. In 2008, Kurtz 
[19] discussed how impacts of colonization and structural 
inequalities in health care and social services for Aboriginal 
women in Australia “silence” women’s voices in a form of 
structural violence that produces health disparities, includ-
ing high rates of T2D and other chronic diseases. Similarly, 
in 2011, Maar and colleagues [20] showed that social and 
political marginalization are root causes of high rates of T2D 
among First Nations communities in Canada. In 2017, Jur-
riaan2 used structural violence to understand T2D in case 
studies from the USA, Mexico, India, and the Pacific Islands 
where dynamics of large-scale, international agribusiness 
operate to disempower local, historically oppressed popula-
tions, and in 2019, Wilson and McLennan [21] found that 
the industrialization of the food systems in Caribbean and 
Pacific Island communities has produced a form of structural 
2 Jurriaan, Bart (2015). Structural violence, diabetes and agroco-
lonialism. A case study of the United States, Mexico, India and the 
Pacific Islands. Masters Thesis. Instituto Interuniversitario de Desa-
rollo Social y Paz. United Nations.
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violence that is then further reproduced in nutrition interven-
tions to address chronic disease such as T2D. In 2020, Lynch 
[22] expanded these notions through identification of the 
myriad ways that social disadvantage and inequality oper-
ate to produce specific social patterning in the distribution 
and incidence of T2D. The T2D social landscape reflects 
unequal social position and power that result in differential 
vulnerability to disease. It has become clear that biomedical 
interventions to treat or prevent T2D must take into account 
these up-stream and more sophisticated social, political, and 
cultural dynamics.

Understanding Diabetes Structural Violence 
and the Syndemics of Toxic Fear Among 
Latinx Immigrants

In relation to T2D among Latinx immigrants, a structural 
violence approach has proven particularly useful for explain-
ing the nuances of how and why health disparities exist. 
The most important contributor to our understanding of 
the complex nature of T2D health disparities in the Latinx 
immigrant community, and in relation to T2D in general, 
is Emily Mendenhall. In her groundbreaking anthropologi-
cal work on the syndemics of T2D, including her signifi-
cant and extensive research with Latina immigrants [3••, 
23–31], Mendenhall adds depth to the structural violence 
framing. Syndemics conceptualizes how multiple streams 
of influence—social, environmental, economic, and politi-
cal—come together in a negative synergistic way to dis-
proportionately impact the health of a particular group and 
produce health disparities. Mendenhall’s syndemic approach 
disentangles the ways that T2D is a by-product of poverty 
and inequality that emerges through the synergistic interac-
tion of context-specific factors that interplay with structural, 
emotional, and physical forms of violence. The resulting 
stress, social distress, and depression create unique social 
and physiological pathways for T2D that follow the exist-
ing social fault lines of oppression, historical trauma, and 
poverty.

The work of Mendenhall and that of other scholars 
explicitly utilizing a structural violence framework calls 
our attention to the importance of the relationship between 
T2D, fear, and stigma in immigrant communities. Larchan-
ché [32] showed how structural violence is enacted in the 
lives of undocumented immigrants in France. Immigration 
policy creates structural conditions that invite unauthorized 
immigration while simultaneously excluding undocumented 
immigrants from access to healthcare resources. Structural 
exclusion then breeds fear of immigration status disclosure 
and deportation, and, in the highly politicized immigration 

context that has emerged over the past two decades in 
Europe, also assigns social sigma to immigration status. The 
intersection of these dynamics promotes health disparities 
among undocumented immigrants, regardless of their coun-
try of origin.

Toxic Fear

In 2013 [33], we pursued a similar approach to understand 
T2D health disparities among Mexican immigrants in 
Albuquerque, New Mexico. We used a structural violence 
framework to explore the nature of a ubiquitous fear that 
we unexpectedly identified to exist in qualitative data that 
we gathered. We conducted three two-session focus groups 
with a total of 18 people and six interviews with key com-
munity stakeholders. Focus group participants were Mexican 
immigrants with diabetes or family members/caregivers of 
people with diabetes. In reviewing the transcripts, we identi-
fied the theme of fear as a significant cross-cutting factor that 
affected how people approach their everyday lives. We found 
that exclusionary immigration policy and a highly politi-
cized immigration context in the USA create three specific 
dimensions of fear that operate as risk factors for T2D by 
increasing stress:

1. Fear related to the cost of having T2D and being unable 
to pay given high rates of poverty and lack of access to 
healthcare—and inability to pay converges with a perva-
sive fear that third-party debt collection action will lead 
to disclosure of unauthorized immigration status

2. Fear related to language and discrimination—monolin-
gual Spanish speakers fear not being able to commu-
nicate, and both monolingual speakers and those who 
speak English with a Spanish accent fear being discrimi-
nated against and humiliated because of their status as 
immigrants—and these language and discrimination-
related fears blend with the all-encompassing fear of 
being identified as an undocumented immigrant and 
being deported

3. Fear related to “cultural disconnect”—immigrant 
patients are humiliated and made to feel shame about 
their health beliefs or about the health practices they 
employ—and again, this culturally based fear intersects 
with the fear of unwanted attention that could lead to a 
dangerous disclosure of immigration status

In 2019, Stutz and colleagues [34] further investigated 
how this generalized culture of fear creates toxic, chronic 
stress within undocumented Latinx immigrant communi-
ties in the USA, resulting in a wide range of detrimental 
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health outcomes, including in relation to T2D. Horton and 
colleagues,3 considering the dynamics of structural violence 
on the everyday lives of immigrants more broadly, implicate 
physical infrastructure and the built environment in relation 
to five key domains: transportation, spatial access to medi-
cal facilities, equitable law enforcement, equitable income, 
and insurance status and type. They demonstrate how social, 
legal, and economic barriers converge with spatial and infra-
structural inequalities in the lives of undocumented Latinx 
immigrants in a Texas border community to create “infra-
structural violence” in the allocation of resources and an 
arrangement of social space that perpetuates and reproduces 
inequality.

The syndemic synergy of fear, stress, and inequality pro-
duced by these structurally violent dynamics is not merely 
a philosophical concern, but has real, concrete, and cascad-
ing impact on the health of immigrants and their families, 
regardless of immigration status. In a study of data from 
the 2015 Latino National Health and Immigration Survey 
from 1493 Latinx children [35], researchers found that chil-
dren from mixed-status families—where the children are US 
citizens (born in the USA) to immigrant parents without 
documents—had significantly poorer health. Among par-
ents with a negative perception of their state’s policy toward 
immigrants, there tended to be a higher fear of separation 
from their children if they sought medical care, and that 
those children tended to have even worse health outcomes. 
We know from recent history that separation of immigrant 
parents from children is not a fiction, but a real and pre-
sent danger. Anecdotally, in 2016, while we were recruiting 
Latinx participants for a comparative effectiveness study 
on models of culturally appropriate T2D self-management 
[36] in the midst of the escalation of anti-immigrant pub-
lic narrative and a deteriorating political climate in relation 
to immigration, we discovered that because of heightened 
fear, one woman who was experiencing symptoms of a heart 
attack and was told by her doctor that she needed to seek 
immediate treatment all but refused to go to the emergency 
room. Immigrant parents were not only canceling their own 
medical appointments all together, including T2D-related 
care, but they were also keeping children home from school. 
And we were incredibly disturbed by horrifying stories we 
gathered from the community. We heard of parents signing 
documents transferring legal custody of children to family 
members or friends with legal immigration status in case the 
parents were deported. We were told of parents who were 
providing children as young as kindergarteners with detailed 

instructions about what to do “in case mommy and daddy 
don’t show up to get you after school”. Although subsequent 
to 2016, the political climate did improve, the underlying 
fear lingers, and it is not hyperbole to imagine the dramatic 
negative psychological and emotional impact that these 
experiences had on both parents and children. One of our 
project advisory board members described how her 8-year-
old niece became so anxious that she had begun chewing her 
fingernails down to the quick.

Toxic Fear and Gender

In addition to thinking about the impact of structural vio-
lence on families, a number of studies focus on the unique 
experience of female immigrants with fear and trauma. In 
her 2012 book, Syndemic Suffering, Mendenhall [25] identi-
fied a syndemic interaction between violence, immigration 
stress, diabetes, depression, and abuse (VIDDA) common 
across the lives of her female Mexican immigrant partici-
pants who were patients in a public health diabetes clinic in 
Chicago. In 2019 [37], we refined our work on the impact 
of exclusionary immigration policy through a project that 
included exploring and understanding how dynamics of 
fear of “discovery” and deportation lead to and converge 
with social isolation, depression, and food insecurity among 
Mexican immigrant women, all of which are connected to 
increased risk for T2D. We reviewed transcript data from 
20 interviews and 11 group sessions. Women shared expe-
riences of social isolation, depression, food insecurity, fear 
of T2D, and the dangers and challenges associated with 
immigrant status. Participants described loneliness; domes-
tic violence; rape; suicidal thoughts or attempted suicide; 
anger management problems; parenting challenges; interper-
sonal relationship dramas; physical, emotional, and financial 
abuse; chronic disease; legal and immigration-related threats 
to the health of their families; lack of self-confidence or low 
self-esteem; and poverty.

Similarly, in 2020, Meierotto, Castellano, and Curl [38] 
investigated how social isolation caused by fear of deporta-
tion synergistically produces multidimensional barriers to 
well-being among undocumented Latina farmworkers in 
Southwestern Idaho. Saleem and colleagues [39] described 
how structural violence operates in the lives of undocu-
mented Latinas “who thought [life in the U.S.] would be 
different.” They identified the importance of recognizing 
how gender, ethnicity, race, and immigration status intersect 
and are played out through direct and indirect violence and 
fear that characterize the female immigration experience. 
Not surprisingly given the social, cultural, and symbolic 
importance of food in the lives of Latinas [40], food insecu-
rity is a primary source of struggle. Stanford [41] describes 
how the destructive dynamics of poverty and the politics of 

3 BS, S. N. H., Horton, S., Brett, J., Anthamatten, P., & Hutson, S. 
(2017). Understanding social, legal, economic and spatial barriers to 
healthcare access in El Paso County, Texas Colonias an examination 
of structural violence using mixed methods. Masters Thesis, Univer-
sity of Colorado, Master of Arts Anthropology Program.
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immigration policy come together in the operation of emer-
gency food assistance programs where immigrant women 
in a border community in New Mexico come to get food for 
their families, creating both humiliating social interactions 
and unequal treatment. Carney [42] discusses immigrant 
women’s strategies for surviving food insecurity in Santa 
Barbara, California, and how poverty and immigration status 
structure women’s experience of food and the food envi-
ronment. Food insecurity creates chronic stress and depres-
sion—risk factors for T2D—through what she calls a type of 
gendered suffering where the various fears associated with 
illegality are exacerbated by women’s fear of being unable to 
fulfill the gendered responsibilities and social expectations 
of wife and mother.

Metabolic Implications of Toxic Fear

Structural violence has a specific direct impact on T2D 
health and healthcare. Mendenhall [27], Carney [43], and 
others discuss the metabolic implications of toxic immigra-
tion stressors. But immigrant T2D patients in our studies 
[15, 33, 36, 37] also postpone doctor visits or important tests 
to monitor blood sugar; they wait to buy their T2D medica-
tions or testing equipment until the end of the week, the 
month, or the next pay check—even if they are already run-
ning out—or, sometimes, they go without medicines in order 
to pay for food or other household expenses. Immigrant T2D 
patients who pay out-of-pocket for prescription medications 
because they lack insurance are not able to afford newer, 
more expensive options and instead must rely on inexpensive 
drugs such as metformin and glipizide, even if they prove 
individually less suitable, less effective, require more dosing, 
and have more side effects.

Structural Violence, Diabetes Risk, 
and Public Policy

Clearly, for undocumented Latinx immigrants, T2D risk is 
multidimensional. Undocumented immigrants lack access to 
healthcare and health insurance; they cannot afford state-of-
the-art drugs and quality health services, and safety-net pro-
viders who may have lower cost services are overwhelmed 
and often booked-out. In addition, undocumented immi-
grants tend to be socially isolated and lack social capital to 
navigate systems, financially limited by poverty and lack 
of resources and physically taxed from long hours of work 
at multiple low-wage jobs, food insecurity, and poor nutri-
tional quality diet. They are also emotionally taxed by the 
experience of discrimination, humiliation, and language-
related challenges and having to navigate culturally dif-
ferent or inappropriate social contexts. And, importantly, 

unauthorized immigrants have a toxic immigration stress 
load in the form of multidimensional fear as described 
above.

In obvious ways, these structurally violent and syndemic 
impacts have implications for public policy—specifically in 
relation to the need to improve access to health insurance 
and healthcare and create more paths to citizenship. In stud-
ies of healthcare utilization among Latinx immigrants with 
T2D [e.g., 14], the data suggest that high rates of uncon-
trolled T2D are directly related to a lack of health insur-
ance—which means that undocumented immigrants com-
monly lack a primary care provider or regular healthcare 
facility. Similarly, in our study with Latinx immigrants in 
Albuquerque [15], the different dimensions of fear that we 
identified as stemming from structurally exclusionary immi-
gration policies and resulting undocumented and uninsured 
statuses make it significantly less likely that undocumented 
immigrants will seek preventive care or treatment. The result 
is visible in the excessively high rates of undiagnosed and 
uncontrolled T2D that we found.

Relatedly, in a study of adaptive strategies to deal with the 
consequences of inadequate access to health care employed 
by undocumented Latinx immigrants, Patterson4 identified 
adjustments and improvisations used to fill the gaps and 
manage patients’ T2D. Promotoras (e.g., Community Health 
Workers/CHWs) provide crucial information and access to 
resources, but rarely is their work fully funded—much of 
what they do is not recognized as work and therefore lit-
erally done for free, meaning that it is not truly valued or 
recognized by the health system, nor is it sustainable. In 
addition, providers and patients rely on alternative forms 
of care that are not standard-of-care treatments or not con-
sidered best-practice—but they may be the only options 
available. The resulting fragmentation of care makes it less 
likely that a T2D patient will be able to self-manage their 
condition and exacerbates suffering, disease progression, 
and complications.

What Difference Does Policy Make?

Undocumented immigrants can access some health care 
services at community health centers or private neighbor-
hood clinics at a reduced cost or free of charge depending on 
their income,5 and under federal law, hospitals must provide 
emergency care, and Medicaid provides some supplemental 

4 Patterson, K. L. (2020). Filling in the gaps: adaptive strategies for 
latinx patients managing type 2 diabetes while lacking healthcare 
access. Masters Thesis, California State University, Long Beach, 
Department of Anthropology.
5 https:// www. nilc. org/ issues/ health- care/ update- on- access- to- health- 
care- for- immig rants- and- their- famil ies/
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funding.6 However, they are not eligible for Medicare, Med-
icaid, or the Child Health Insurance Program (CHIP), and 
they cannot purchase insurance through the Affordable Care 
Act (ACA) marketplaces. In a study of 50,000 immigrants in 
the USA from the Survey of Income and Program Participa-
tion (SIPP) [44], researchers found in relation to the number 
of health provider visits that states with more restrictive laws 
(such as Mississippi) have significantly fewer visits among 
undocumented adults. And related but not surprising, a 
review of 29 articles that focused on health disparities for 
immigrants living in the USA [43] found that although state 
immigration policy varied, immigrants residing in states 
with restrictive immigration laws had a higher prevalence 
of chronic illness.

Federal mandates dictate eligibility guidelines that 
restrict access for undocumented immigrants to feder-
ally funded resources, benefits, and programs, but states 
also have some discretion to modify policies [45••]. A 
number of policies make insurance more affordable and 
improve access to care. For example, since 2002, 16 states 
have opted to extend CHIP coverage to unborn children 
without consideration of the mother’s immigration status.7 
Six states (CA, IL, MA, NY, OR, and WA) and DC use 
state funds to cover income-eligible children regardless of 
immigration status, and California adopted expanded cov-
erage for income-eligible undocumented immigrant young 
adults up to age 25.8 Ten states and municipalities [45••] 
use public funds to cover insurance-type comprehensive 
coverage using the rhetoric of coverage for all local resi-
dents, with all being a euphemism for uninsured people, 
including undocumented immigrants. California, Massa-
chusetts, and New York are also using local (county/city 
or state) funds to establish innovative pilot medical home 
programs for undocumented immigrants.9 In the Wash-
ington Health Benefit Exchange Sponsorship Program 
(Washington State),10 mixed-status families can apply for 
premium tax credits or lower out-of-pocket costs for pri-
vate insurance for dependent family members who are eli-
gible for coverage. Those who are not applying for health 
coverage for themselves are not asked if they have eligible 

immigration status. And, various pieces of legislation11 
that were passed in relation to the COVID-19 pandemic 
provided funds to health care providers that expanded 
the availability of free testing for COVID-19. States have 
flexibility to cover testing, treatment, and vaccines for 
COVID-19 as emergency Medicaid. US Citizenship and 
Immigration Services (USCIS) posted an alert clarifying 
that it will not consider COVID-19 testing, treatment, or 
preventive care to create a problem in relation to the public 
charge determination.

A Case Study from New Mexico

In New Mexico, the second poorest state [46], nearly 50% 
of the population is Latinx (49.3%) [47], and Latinx poverty 
is 21.3%.12 There are approximately 60,000 undocumented 
Latinx immigrants in New Mexico,13 and immigrants are 
known to experience poverty at an even higher rate. Given 
that individuals in New Mexico living in poverty are three 
times more likely to have diabetes than those making over 
$50,000 a year [48], the diabetes risk for low-income, 
undocumented Latinx immigrants is disproportionately 
high and is recognized as a significant health threat in the 
immigrant community. This fact dovetails with broader 
efforts to improve access to healthcare for immigrants in 
New Mexico. For nearly 20 years, public health advocates 
pressured for comprehensive safety net or charity care pro-
grams to cover some or all of the cost of needed medical 
and preventive care for undocumented immigrants. A key 
element of this struggle was intensive advocacy on the part 
of public, nonprofit, academic, and community stakehold-
ers and allies in Albuquerque/Bernalillo County (including 
co-authors Regino and Schleder). The primary objective 
was for the state’s largest safety-net health system, a pub-
licly funded non-profit hospital, to change a uniquely dis-
criminatory policy that excluded undocumented immigrants 
from the hospital’s publicly funded indigent and charity 
care program. Denying access to anyone without a Social 
Security number effectively made healthcare out of reach 
for undocumented immigrants.

7 https:// www. kff. org/ racial- equity- and- health- policy/ issue- brief/ 
health- cover age- and- care- of- undoc ument ed- immig rants/
8 https:// www. kff. org/ racial- equity- and- health- policy/ issue- brief/ 
health- cover age- and- care- of- undoc ument ed- immig rants/
9 https:// www. commu nityc ataly st. org/ resou rces/ publi catio ns/ docum 
ent/ Advoc acy- Guide- Immig rants Cover age. pdf
10 https:// www. wahbe xchan ge. org/ new- custo mers/ who- can- sign- up/ 
immig rants/

11 https:// www. nilc. org/ issues/ health- care/ update- on- access- to- 
health- care- for- immig rants- and- their- famil ies/
12 Talk Poverty—New Mexico. Poverty stats for NM related to all 
people, whites, Latinos, women, and women headed HHs. https:// 
talkp overty. org/ state- year- report/ new- mexico- 2020- report/
13 Immigrants help drive New Mexico’s economy. New Mexico 
Voices for children; https:// www. nmvoi ces. org/ archi ves/ 14197

6 https:// www. kff. org/ racial- equity- and- health- policy/ issue- brief/ 
health- cover age- and- care- of- undoc ument ed- immig rants/
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Through years of negotiations with the hospital and 
local political leadership, a Governor’s Healthcare Summit, 
a public media campaign that framed access to healthcare 
as a basic human right, many lawsuits, community organ-
izing, and a “listening tour” where those with primary 
impact could voice their concerns, many small reforms 
were achieved that benefitted low-income New Mexicans, 
including undocumented immigrants: improved access to 
language support services, a self-pay discount of 45% for 
uninsured/uninsurable patients, agreements to change debt 
collection for low-income debtors and institute payment 
plans, the expansion of primary care/family medicine clinics 
to four low-income neighborhoods, the creation of two low-
cost primary care community clinics (Casa de Salud and 
One Hope Centro de Vida) with training opportunities for 
medical students and medical residents, and the formation 
of a CHW network located in community-based organiza-
tions and funded by the county. However, in the long run, a 
key factor influencing more dramatic policy change was the 
increasing awareness on the part of the public and policy-
makers that undocumented immigrants are also taxpayers, 
paying their share of personal, property, sales, and excise 
taxes even as they are ineligible for most public benefits. A 
report from New Mexico Voices for Children14 found that 
approximately 60,000 undocumented New Mexicans pay 
roughly $68 million in annual state and local taxes.

In culmination of these numerous and intensive advocacy 
efforts and evolving policy arguments, in 2021, the state of 
New Mexico passed historic legislation prohibiting county 
indigent programs from discriminating against or deny-
ing health care to immigrants based on their immigration 
status. This legislation requires that the hospital amend its 
policies and provide coverage regardless of whether or not a 
patient has a Social Security number. The change is sure to 
positively impact the health and wellbeing of the immigrant 
community, with particular potential for improvements in 
T2D prevention, treatment, and self-management.

Implications for Policy

Potential for policy change to address immigrant health dis-
parities has two dimensions—one is about expanding access 
to healthcare, and one is about a paradigm shift in the way 
that we think about health and healthcare from a perspective 
of human rights.

Areas for policy change that would expand access have 
been identified in a report by Community Catalyst,15 a 

national health advocacy organization that works on health 
equity issues:

• Require non-profit hospitals (like that in New Mexico) to 
make financial assistance programs available to undoc-
umented immigrants. As per ACA requirement, non-
profit hospitals must work with community partners and 
develop strategies to meet community health needs and 
this sort of change is allowable.

• Allow undocumented immigrants to buy into state-
administered basic health plans (BHPS) created under the 
Affordable Care Act (ACA). Under the ACA, states have 
the option to create BHPSs to meet the health needs of 
community members less than 200% of the Federal Poverty 
Level and low-income legally documented immigrants. A 
state must create the infrastructure to leverage the federal 
funds, but after established, states can elect to cover the 
cost of subsidy to immigrants not eligible for federal funds.

• Allow undocumented immigrants to buy into Medicaid. 
States are allowed to create a Medicaid Buy-In Option 
without federal approval. The Buy-In Option would allow 
immigrants an opportunity to purchase insurance at a pre-
mium equivalent to that of other payees and, if possible, 
create a state-funded subsidy to allow low-income immi-
grants a sliding scale.

• Offer low-income, undocumented immigrants bronze-like 
plans to supplement existing emergency Medicaid ben-
efits. States could use state funds to subsidize purchase 
of coverage in the individual market to supplement emer-
gency Medicaid benefits for low-income undocumented 
immigrants to cover emergency hospitalization and labor/
delivery services. Those covered would still be responsi-
ble for deductibles and coinsurance which could be costly.

The need for a paradigm shift was highlighted in a study 
by Arega [45••] of vastly different health outcomes for 
undocumented immigrants in Indiana and Illinois that pro-
vides important insights into the relationship between the 
policy landscape and local politics and offers a roadmap 
for public health advocates. Arega did not find that policies 
granting access in the two states were particularly differ-
ent, but rather attributed differential inter-state differential 
health outcomes to fundamentally different local rhetoric 
about immigrants, immigration, and healthcare-related 
deservingness. In Indiana, the public narrative assumes 
that undocumented immigrants do not deserve health care, 
and this message has been normalized in the community 
and internalized by immigrants themselves—so that they 
do not seek care. In Illinois, public discussions of undocu-
mented immigrants and health care access use the language 
of healthcare as a basic human right. Larchanché [32], in 
some of the earliest work using a structural violence frame-
work to understand health disparities among undocumented 

14 Immigrants help drive New Mexico’s Economy. New Mexico 
Voices for children; https:// www. nmvoi ces. org/ archi ves/ 14197
15 https:// www. commu nityc ataly st. org/ resou rces/ publi catio ns/ docum 
ent/ Advoc acy- Guide- Immig rants Cover age. pdf
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immigrants in France, called attention to the role of dis-
course in creating stigma through a narrative of undeserv-
ingness that negatively impacts patient health status (low 
self-esteem and psychological distress) while actively dimin-
ishing access to care and discursively reproducing negative 
immigrant stereotypes and promoting attitudes that moralize 
about illegitimacy. The key take-away from both Illinois and 
New Mexico, then, is that to achieve meaningful change, 
advocacy efforts related to health care access for undocu-
mented immigrants must be rooted in this basic understand-
ing—and by extension, the need for a national narrative shift 
to embrace healthcare as a human right. This type of shift 
aligns with the theoretical frameworks of structural violence 
and syndemics that provided a foundation for this review of 
T2D disparities among Latinx immigrants.

In Conclusion

This review examined the literature employing structural vio-
lence and syndemic theoretical frameworks for understanding 
health disparities on Latinx immigrant health disparities with 
a focus on T2D. Latinx immigrants are at disproportionate 
risk, and explaining immigrant T2D social geography requires 
a holistic lens. We proposed that combining these frameworks 
is a valuable approach for revealing complex root-cause 
dynamics and explaining the nuances of how and why health 
disparities exist. We discuss the importance of the relationship 
between T2D, fear, and stigma. We discuss how immigration 
policy creates structural conditions that invite unauthorized 
immigration while simultaneously excluding undocumented 
immigrants from access to healthcare resources. Structural 
exclusion then breeds fear of immigration status disclosure 
and deportation and, in the highly politicized immigration 
context that has emerged over the past two decades, also 
assigns social sigma to immigration status. Undocumented 
immigrants lack access to healthcare and health insurance; 
they cannot afford state-of-the-art drugs; they tend to be 
socially isolated and lack social capital to navigate systems; 
they are financially limited by poverty and lack of resources 
and emotionally taxed by the experience of discrimination, 
humiliation, and language-related challenges; and they have a 
toxic immigration stress load in the form of multidimensional 
fear. Potential areas for policy change are identified.
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