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One of the factors that might explain the lower index
of coverage of Mexican immigrant women is their lower
work participation rate. However, an analysis of the situ-
ation of working women reveals significant disparities
between the groups, since Mexican-born women are far
less likely to have this job benefit. Nearly half the total
number of Mexican-born female workers are uninsured, a
rate that is four times higher than the rate for the white
female U.S.-born labor force (Figure 20). This is closely
linked to the Mexican immigrant population’s pattern of
labor insertion, which is strongly conditioned by their low
level of academic achievement and citizenship status, ex-
pressed in a high concentration in poorly paid jobs offer-
ing limited or no job benefits. Even when this job benefit
is provided by their employers, their low salaries make it
very difficult for them to cover the premium.

Figure 20. Working women ages 18 to 64 living in the U.S.
without health insurance by race/ethnicity, 2009
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Source: CONAPO estimates based on Current Population Survey (CPS), March
2009.

The concentration of Mexican female workers in hazardous
exacerbates jobs their vulnerability in the face of the lack of
medical insurance

The possibility of having employment-linked health insur-
ance therefore varies by type of occupation, to the dis-
advantage of workers engaged in less qualified activities
and the advantage of those at the top of the occupational
scale. Unskilled service occupations, agriculture and in-
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dustries that depend largely on Mexican female labor are
very unlikely to offer health insurance as a job benefit
(Figure 21). The low rates of insurance of female workers
from Mexico in many unskilled occupations, some with a
high incidence of occupational injuries and job-related ill-
nesses, are extremely worrying. The least protected group
is that of textile workers, three out of four of which lack
health insurance coverage.

Figure 21. Proportion of Mexican immigrant women ages 18 to
64 in the U.S. without health insurance in selected occupations,
2005-2009
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The lack of health insurance mainly affects the Mexican
population with the greatest need

Groups at the greatest socio-economic disadvantage are
the most likely to be excluded from the health system.
In the case of Mexican immigrant women, the index of
non-insurance among those living in poverty is dramatic:
68% lack health insurance. This situation is less unfa-
vorable among those living in families with incomes over
150% above the Federal Poverty Line: fewer than half
(40%) are uninsured (Figure 22). There is a counterpro-
ductive effect on health in the population when the poor-
est groups have to pay the most to look after their health
and have to suffer the consequences of neglected health
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coverage. It is not surprising, then, that Mexican-born
women in this condition (many of whom are undocu-
mented) tend to postpone diagnosis or treatment of a
disease as long as possible or face serious financial crises
in the event of having to go to hospital centers. That is,
preventive measures that are often most cost-effective
(e.g. vaccination, cancer screening, dental care) are ne-
glected resulting in more expensive health care needs for
diseases that develop.

Public programs designed for low-income families may
help offset the weaknesses of a system that leaves health
provision primarily in employers’ hands. However, immi-
grant populations with scant resources, particularly the
Mexican-born population, experience serious difficulties
in gaining access to these programs, given the compulsory
requirement of citizenship or a minimum of five years’ le-

gal residence.’

Figure 22. Mexican immigrant women ages 18 to 64 in the U.S.
without health insurance by income level, 2005-2009
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2005-2009.

1 The data analyzed do not as yet reflect modifications to the eligibility criteria of
low-income immigrant populations for public health programs but the main obsta-
cle faced by the Mexican population —undocumented status- continues to exist.
This means that no significant variations in the results are expected.
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The poorest Mexican-born women have the lowest rates
of access to federal programs designed to look after the
health of the most disadvantaged populations (Figure
23). Approximately 22% meet the eligibility criteria that
enable them to benefit from public health insurance (20%
are insured by only a public program while 2% also have
private health insurance). In comparison with the other
ethnic/racial groups, Mexican women benefit least from
public health programs, which corroborates the socio-eco-
nomic and migratory disadvantages of the Mexican popu-
lation living in the U.S. (Figure 23).

Figure 23. Women ages 18 to 64 living in the U.S., with low
incomes,! by type of medical insurance and race/ethnicity,
2009
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Health System Reform in the United States

In March 2010, the U.S. Congress approved a landmark U.S. health system reform, and it was signed into law
by the President. This legislation involved a major change in the current laws regarding health care coverage. Its
main objectives are to: 1) expand access to health coverage for the vast majority of U.S. society, through the
expansion of public medical care programs and the reduction of the cost of private medical insurance; 2) improve
the public health care system by modernizing and streamlining it; and 3) reform the private medical insurance
market, traditionally characterized by being expensive, restrictive and inefficient.

The provisions included in the reform will be gradually implemented over the next few years and nearly 95%
of the U.S. population is expected to have medical coverage within 10 years. The most generous provisions will
begin to be implemented over the next few years and it is only then that advances in the health system will be
able to be evaluated. These provisions include the expansion of coverage provided by the states; the improve-
ment of public medical care services; the reform of the private coverage market through the reduction of acqui-
sition costs, the elimination of restrictions and rejection due to pre-existing conditions, and an improvement in
the medical services provided. They will also include the implementation of a series of government supports,
including tax support for the middle class, the implementation of a mandatory health insurance for virtually all
the U.S. population, channeling more resources into Community Health Centers, etc.

The health reform has established the basis for constructing a fairer national health system, which is an impor-
tant step towards the incorporation of millions of individuals and families in the United States. This universe
includes a significant number of legal residents who, after a period of legal residence of five years in the country,
will be able to enjoy and benefit from the facilities provided by the government to acquire public coverage or
assistance to minimize the costs of private insurance in the medium term. The reform will not cover everyone
and it is estimated that between 15 and 20 million people will be excluded from the health system. This will
happen to a high number of non-institutionalized individuals® —including U.S. citizens—, and others who,
for religious and ethnic reasons, will be unable to qualify and obtain the advantages and benefits included in
the reform, since they do not, for example, have a permanent place of residence. This will also be the case of
at least 12 million undocumented immigrants —more than half of whom are from Mexico— who will be un-
able to enjoy the benefits provided by the U.S. reform and government, since there is no prior mechanism that
will enable them to regularize their migratory status in the U.S. The lack of a comprehensive migratory reform
that provides a solution for these millions of undocumented immigrants is an intrinsic limitation on the plan to
achieve universal health care in the US.

Given the lack of political consensuses to establish the basis for a universal health system, a large package of
economic assistance with annual increases for the next few years was approved that will benefit the Commu-
nity Health Centers. They will continue to provide primary, preventive and ambulatory health care to virtually
anyone that requires it, regardless of his or her socio-economic condition, coverage status or migratory situ-
ation. This will make it easier to increase the capacity for dealing with the public and improving the services
provided by nearly 1,500 federally-approved Community Health Centers that provide services in over 3,200
communities without medical services distributed throughout all 50 states and the District of Colombia. In
short, although undocumented migrants are the main group excluded from health reform, it is worth noting that
in comparison with their current situation, they will improve their degree of access and medical care through

these centers.

1 Homeless persons, persons enlisted in the armed forces, migrant or seasonal workers.
Source: http://www.healthcare.gov/.
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A common myth regarding Mexican migrants is that the
motivation for much of the migration to the U.S. is to gain
access to social benefits. The small proportion of eligible
Mexican-born women ages 18 to 64 that are enrolled in
the Medicaid program belies this statement (Figure 24).
Although exclusion from the health system of a large
sector of Mexican immigrant women has not reduced
migration, which is primarily due to the desire to find
employment, it has contributed to exacerbating social in-
equalities in health access.

Figure 24. Women ages 18 to 64 living in the U.S. affiliated
with Medicaid by race/ethnicity, 2009
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Source: CONAPO estimates based on Current Population Survey (CPS), March
2009.
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Socio-Demographic Profiles by Type of Cover-
age

Health insurance coverage is strongly associated with so-
cio-demographic profile (Figure 25). As expected, those
that benefit most from public insurance are women living
in the most precarious familial contexts: 71% of immi-
grant Mexican women live in low-income circumstances.?
They are also younger, with lower educational achieve-
ment and the most likely to have dependent children.
Conversely, most of those with private health insurance
have higher incomes, higher educational attainment, high-
er citizenship rates and are more likely to work full time.
At the same time, the most vulnerable group, which does
not have health insurance, is far more likely to live in low-
income circumstances than those with private insurance:
nearly two out of three uninsured Mexican-born women
live in low-income circumstances and therefore have very
few resources for meeting their health care needs. There
is a high concentration of young adult females among un-
insured Mexican women, which implies a greater need for
reproductive health care. However, this is unlikely to be
achieved in a highly precarious context. At the same time,
the majority have dependent children.

Mexican female immigrants, by far the largest foreign
female contingent in the country, are characterized by a
high level of exclusion from the health system. This situ-
ation is exacerbated among the poorest women, who in-
clude undocumented immigrants, the group on the lowest
rung of the social ladder. Their vulnerability assumes dra-
matic proportions when they have accidents or become
seriously ill and have to go to hospital centers.

Since the recently passed health system reform excluded
the most vulnerable immigrant population, those that
are undocumented, a large segment of the Mexican im-
migrant population, is likely to remain excluded from the
system. The new reform will therefore create a new form
of social inequality: one that distinguishes undocumented
immigrants from all others and thereby contributes to ex-
acerbating the impacts of segregation, discrimination and
xenophobia that affect Mexican immigrants throughout
the U.S.

2 150% below the Federal Poverty Line.
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Figure 25. Mexican Immigrant Women ages 18 to 64 in the U.S. by Selected Characteristics and Type of Health Coverage,

2009
HEALTH COVERAGE
SELECTED CHARACTERISTICS TotAaL
PusLic PRIVATE UNINSURED

Ace
18-24 14.5 8.0 13.4 11.8
25-34 25.5 23.5 34.5 29.6
35-44 27.4 30.0 29.6 29.4
45-54 15.8 27.2 15.3 19.2
55-64 16.8 11.4 7.2 10.0
ToTAL 100.0 100.0 100.0 100.0
IncomE
BeLow 150% FebeRAL PoverTy LinE 70.6 19.3 60.4 48.7
150% AND MORE OF FEDERAL POVERTY LINE 29.4 80.7 39.6 51.3
ToTAL 100.0 100.0 100.0 100.0
EDUCATIONAL ATTAINMENT (POPULATION AGES 25 To 64)
Less THAN HIGH ScHooL 64.2 44.2 65.3 58.0
HiGH ScHooL 21.4 28.5 23.4 24.8
INCOMPLETE DEGREE 10.3 13.4 6.6 9.5
COMPLETE DEGREE OR MORE 4.1 139 4.7 7.7
ToTAL 100.0 100.0 100.0 100.0
CITIZENSHIP
U.S. cmizen 26.0 41.0 16.8 26.1
Non-U.S. cimizen 74.0 59.0 83.2 73.9
ToTAL 100.0 100.0 100.0 100.0
WiTH/WITHOUT CHILDREN UNDER 18
WITHOUT CHILDREN UNDER 18 25.4 34.2 25.2 28.4
CHILDREN UNDER 18 74.6 65.8 74.8 71.6
ToTAL 100.0 100.0 100.0 100.0
FAMILY STRUCTURE WITH CHILDREN UNDER 18
SINGLE MOTHER 31.8 9.9 17.7 17.4
BOTH PARENTS 68.2 90.1 82.3 82.6
ToTAL 100.0 100.0 100.0 100.0
TYPE OF WORKING DAY
WORKS FULL TIME 39.7 69.7 47.9 55.9
WORKS PART TIME 36.4 22.0 34.0 294
UNEMPLOYED 23.9 8.3 18.0 14.7
ToTAL 100.0 100.0 100.0 100.0

Source: CONAPO estimates based on Current Population Survey (CPS), March 2009.
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Chapter Ill. Disparities in Access to Medical Insurance

at the State Level

Health insurance coverage varies significantly at the state
level, which is closely linked to the enormous diversity of
state policies. Within this context, immigrants’ degree of
access to public health programs targeting low income
groups also varies substantially. Most health care programs
available at the state and even local level are partly or large-
ly financed by federal government funds, such as Medicaid
and CHIP. While those funds include specific federal rules
about eligibility and benefits, states and localities often
have discretion over a variety of eligibility rules.

For example, federal rules and guidelines determining
qualification for and access to many public advantages
and benefits offered by the U.S. government demand at
least 5 years' legal residence in the country. Some states,
however, require at least one of these 5 years’ legal resi-
dence to have been within their jurisdiction. Likewise, the
states can also stipulate socio-economic evaluations, vis-
its to inspect the applicant’s dwelling or the exhaustive
checking of personal information included in the applica-
tion form. Consequently, a person qualifying for a medical
treatment program in a certain state would not qualify in
other states in which qualification criteria were stricter.

This chapter attempts to add a new dimension to the anal-
ysis of ethnic/racial inequities in access to medical insur-
ance coverage: the state dimension. Political discussions
and decisions at the state level, in issues such as medi-
cal insurance coverage, medical care costs, medical in-
frastructure, medical insurance at work and reproductive
health have a significant impact on women's access to and
experience of the health system. That is why it is impor-
tant to go beyond national statistics to the state level to
acquire a better understanding of existing inequities in
health issues. This chapter begins with a brief evaluation
of the laws passed during the recent period defining im-
migrants’ rights and public benefits, which affect Mexican

1 For example, the state of Maine requires at least one year of legal residence

within its jurisdiction.
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immigrant women's access to health. It also examines the
index of non-insurance among this group and analyzes
the scope of the differences in relation to U.S.-born white
women.

State authorities are defining their own immigrant policies
and the rights/benefits of immigrant populations

Given the lack of action on immigration reform at the fed-
eral level, U.S. states are now defining their own immigra-
tion policy which, whether directly or indirectly, affects
immigrant population’s access to health. According to
reports by the U.S. National Conference on State Legisla-
tures, between 2005 and 2009, 567 state laws on immi-
gration and immigrants were passed. These laws regulate
work, access to public benefits, education, driving licenses
and other identification documents, human trafficking,
security and immigration controls, among other aspects.

In general, the new state regulations have created a more
favorable context for the documented immigrant popula-
tion. Conversely, undocumented immigrants have faced
more restrictive conditions that prevent their integration:
80% of the laws related to this group were restrictive and
limited their rights.

An analysis of the direction of the laws passed in recent
years on unauthorized immigrants shows that they can be
classified according to the degree to which they reduce
their rights and restrict access to public benefits. A case in
point is the legislative activity promoted in recent years in
at least seven states in the United States: Arizona, North
Carolina, South Carolina, Colorado, Florida, Georgia and
Virginia, whose practices seek to hamper and prevent un-
documented immigrants from reaching them. This con-
trasts with some of the laws promoted by the legislatures
of the states of California and lllinois (Figure 26).
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Figure 26. State legislative activity targeting irregular immigrant population in the United States,! 2005-2009
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and immigrants, 2005-2009.

The laws targeting undocumented immigrants regarding ac-
cess to public programs and benefits are largely restrictives

The issue of access to health, like other fundamental rights
such as access to education and certain public benefits has
been consistently dealt with and regulated in recent years.
In the period between 2005 and 2009 alone, the legisla-
tures of 26 state governments approved approximately
120 bills affecting immigrants in areas linked to medical
care and other public services. These laws were designed
to impose greater restrictions on immigrant groups in ac-
cess to public programs or benefits, particularly access for
undocumented immigrants. The exception to this trend
is emergency medical care and the application of vacci-
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nations and services for the detection and treatment of
contagious or easily transmitted diseases.

Arizona, Colorado, Florida, Georgia, North Carolina, South
Carolina and Virginia have recently passed several immi-
gration laws that implement practices severely restricting
access to the advantages and benefits provided by the
state to persons without citizenship or legal residence.
This includes services related to health and maintenance
(Figure 27). Other states with less legislative activity
have enacted similar laws as a result of specific factors at
the time of this legislation. This is the case in the follow-
ing states: Missouri, New Jersey, Oklahoma, Pennsylva-
nia, Tennessee, Texas, Utah, and Washington.
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The opposite is true of the laws passed in California and
lllinois between 2005 and 2009 which, for example, per-
mit medical care for undocumented immigrants through
local programs. They also channel more state funds into
the Community Health Centers and Migratory Health
Centers that treat anyone regardless of his or her migra-
tory status.? There are also some states that have decided
to use their own funds to provide medical care for certain
vulnerable groups, as in the case of expectant mothers
and children that do not qualify for federal programs. Ex-

amples include California and Illinois which in recent years
have worked on a series of legal mechanisms to improve
immigrants’ living conditions, including health care (Fig-
ure 27).

Despite this discouraging scenario at the national level, it is
worth highlighting the fact that a significant number of im-
migrants —the majority undocumented— who cannot gain
access to the advantages and benefits available in the various
U.S. states have benefitted somewhat from local programs.

Figure 27. State legislative activity regarding access to health services, advantages and benefits oriented towards the irregular

immigrant population in the United States, 2005-2009
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Health Insurance Coverage and North Carolina (where it varies from 80% to 65%).

At the other extreme are the states of Michigan, Arkan-
The lack of health insurance among Mexican women is dra-  sas, lowa, California and lllinois, where the index of non-
matic in the states with the most recent immigration and  insurance varies from 38% to 45% (Figure 28).
greatest anti-immigrant activism

The highest indices of non-insurance of Mexican immi-

grant women occur, in order of importance, in Mississippi,
Georgia, Ohio, Oklahoma, New Jersey, Colorado, Florida

Figure 28. Mexican-born female population ages 18 to 64 without health insurance by state of residence in the U.S., 2005-2009
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The low propensity of Mexican women to have private in-
surance can be observed throughout the U.S.

As noted in the previous chapter, the low rate of health
insurance among Mexican immigrant women is linked
to the lower likelihood that they will receive health in-
surance from their employers. Figure 29 shows that in a
large number of states, where the available information is

statistically significant, a small proportion of Mexican im-
migrant women have health insurance through employ-
ment (whether their own or a relative’s). In states such
as Georgia, New York, North Carolina, Colorado, Washing-
ton and Oregon, where Mexican immigration is relatively
recent and therefore characterized by a large number of
undocumented immigrants, this proportion is lower than
25%.

Figure 29. Mexican-born women ages 18 to 64 with private health insurance by state of residence in the U.S., 2005-2009
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Source: CONAPO estimates based on Current Population Survey (CPS), March 2005-2009.

Very few states in the U.S. have a large proportion of
Mexican immigrant women within the universe of Med-
icaid beneficiaries. This belies the argument that immi-
grants in general and Mexicans in particular place a heavy
burden on the welfare system. According to the available
information, there are three states where this proportion
is significant (Figure 30). In California they account for
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25% as opposed to 18% in Arizona and nearly 13% in
Texas respectively. Among the most conservative groups
in these states, concerns have probably been raised about
the cost of the use of this program by foreign beneficia-
ries, which has boosted efforts in state legislatures to re-
strict their rights. In California, unlike Arizona and Texas,
the existence of a state legislatures that is better disposed
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towards the Latino community, together with the ac-
tivism of large organizations in favor of immigrants, has
curbed attempts by the most conservative sectors seeking
to restrict the rights of immigrants, particularly undocu-
mented ones.

Figure 30. Distribution of female population ages 18 to 64
receiving Medicaid benefits by race/ethnicity and selected
state of residence in the U.S., 2005-2009
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Source: CONAPO estimates based on Current Population Survey (CPS), March
2005-2009.
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Inequities within states

Ethnic/racial inequities in terms of health insurance cover-
age are reproduced at the state level

The ethnic/racial disparities in access to health insurance
observed nationwide are reproduced to a greater or lesser
extent at the state level. Figure 31 shows the scope of
these disparities within each state through an indicator
showing the number of time U.S.-born white women
exceed Mexican immigrant women in medical insurance
coverage. A case in point is Mississippi, where white U.S.-
born women have an index of coverage four times higher
than that of Mexican-born women. Mississippi is followed,
in descending order, by Kentucky, Georgia, Ohio, New
Jersey, Colorado, Oklahoma, North Carolina and Florida,
which have the highest differences in coverage between
the two groups. At the opposite extreme are the District
of Colombia and states such as Michigan, California, Ne-
vada, lowa and lllinois, where the differences between
U.S.-born white and Mexican immigrant women are insig-
nificant. A direct link can be observed then, between the
index of non-insurance of Mexican women and the dis-
parities (Figure 28) in coverage in relation to U.S.-born
white women (Figure 31).

There are sharp disparities in the level of health insurance
coverage for Mexican immigrant women between states.
These are largely linked to the possibility of obtaining
job-related health insurance. At the same time, these dif-
ferences are linked to the enormous diversity of public
health policies that are frequently restrictive with regard
to immigrant populations. In fact, recent years have seen
intense legislative activity at the state level that affects
the rights granted to immigrant populations. A signifi-
cant number of states have legislated to restrict access
by immigrants, particularly undocumented ones, to public
benefits and programs, including those related to health
care. This dynamic seems to operate as yet another tool
for migratory control by attempting to discourage immi-
gration and immigrants’ irregular residence, which it has
patently failed to achieve. In fact, these measures merely
exacerbate the inequities in health access, largely affect-
ing Mexican women.
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Figure 31. Health coverage ratio of non-Hispanic White women ages 18 to 64 in relation to Mexican immigrant women by state of

residence in the U.S., 2005-2009
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Chapter IV. Use of Health Care Services

Experiences in women'’s use of health services differ be-
tween each ethnic/racial group according to age, health
needs and socio-economic, cultural, technological, lin-
guistic and migratory factors, among others. Many wom-
en experience significant financial and logistic difficulties
in obtaining timely medical care. As mentioned earlier,
health insurance is the main facilitator of the timely use
of health care since it provides financial access to a wide
range of services for the prevention, diagnosis and treat-
ment of disease. Conversely, the lack of health insurance
is the main barrier to needed medical services. Low-in-
come Americans, especially Mexican immigrants, are the
most likely to lack health insurance.

In general, medical insurance does not cover the full cost
of services, since part of the medical visit and prescrip-
tion costs are paid out of pocket by the patient through
co-payments and deductibles. These costs can be burden-
some for low-income populations.

This chapter uses a comparative perspective with other
ethnic/racial groups to analyze regular health service use
by Mexican immigrant women, the type of services they
use, and the timeliness with which they receive medical
care.

Access to health care services and health insur-
ance

Nearly a third of Mexican immigrant women in the United
States reported that they did not have a usual source of
care

Having periodic check-ups obviously requires having a
place to go for regular health care. There are sharp discrep-
ancies between different groups of women, with Mexican
immigrants being in the position of greatest relative dis-
advantage: nearly a third do not have a source of regular
health care. This is the case for only 15% of other immi-
grants and 13% and 11% of U.S.-born African-American
and white women respectively (Figure 32).
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Figure 32. No Usual Source of Care by Race/ethnicity and
Nativity, Women ages 18-64, U.S., 2007-2009
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Source: CONAPO estimates based on National Health Interview Survey (NHIS),
2007-20009.

A lack of health insurance correlates with a weak link to
health services. The data clearly show that persons with-
out health insurance are more likely not to have a usual
source of care. This situation is more common among
Mexican-born women (46%) than among other immi-
grant women (42%), U.S.-born whites (38%), and Af-
rican-American women (36%) (Figure 33). The lower
level of having a usual source of care by uninsured Mexican
immigrant women is probably linked to many factors in-
cluding greater financial difficulties, linguistic and cultural
barriers, and fear associated with the lack of immigration
papers. Conversely, there are no significant differences in
having a usual source for obtaining health services when
women have health insurance, demonstrating that this is
a factor that “democratizes” access to health care.
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Figure 33. No Usual Source of Care by Race/ethnicity and
Nativity and by health insurance status, Women ages 18-64,
u.S., 2007-2009
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Source: CONAPO estimates based on National Health Interview Survey (NHIS),
2007-2009.

Type of health care service

Mexican immigrant women are less likely to use private

physicians

The quality of health care received is closely linked to the
source of care. In principle, those seeking care from pri-
vate physicians are likely to receive better care than those
that who use public health centers or clinics since they are
able to establish a more stable relationship with the doc-
tor, who in turn provides more personalized care.

Half the Mexican immigrant women with a regular source
of health care use public centers or clinics, a much higher
proportion than that of other groups (Figure 34). Con-
versely, the proportion with a regular source of private
medical care (40%) is significantly lower than that of im-
migrants from other parts of the world (71%), U.S.-born
African-American (73%) and white women (80%).
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Figure 34. Type of Usual Source of Care by Race/ethnicity and
Nativity, Women ages 18-64, U.S., 2007-2009
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It is noteworthy that public health centers or clinics are
more accessible to Mexican immigrant women, not only
because they cost less and are often located in immigrant
neighborhoods, but also because they provide culturally
and linguistically appropriate services. Data from the His-
panic Healthcare Survey show that in 71% of cases of
Mexican immigrant women receiving care at these clin-
ics or centers, the medical visit is conducted in Spanish.
No significant differences were detected in the use of
Spanish when they were seen by a doctor (68%) or in
an emergency room (71%) (Figure 35). There is a clear
difference, however, in relation to other Hispanic immi-
grant women that visit private medical care, since only
44% used Spanish during their conversations with the
doctor. When it comes to choosing a private physician,
Mexican immigrant women, who have a limited English
proficiency, are likely to prefer health care providers that
speak Spanish.

Mexican immigrant women's perception of the quality of
service provided is similar for both clinics and private doc-
tors. Of those who visited public health centers or clinics,
76% rated their care as good or excellent. At the same
time, 22% regarded the quality of the care as average or
poor. In the case of those that received medical care in a
private doctor’s office, four out of five regarded the qual-
ity of the service as good or excellent while 19% regarded
it as average or poor (Figure 36).
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Figure 35. Language Used in Medical Visit by Type of Usual
Source of Care, Mexican-born and Other Hispanic Immigrant
Women ages 18-64, U.S., 2007
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Figure 36. Perceived Quality of Medical Care by Source of Care,
Mexican-born and Other Hispanic Immigrant Women ages 18-
64, U.s., 2007
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It is a common myth that immigrant populations without
health insurance or a regular source of medical care tend
to use hospital emergency services more often. But emer-
gency use data reveal the opposite. The use of emergency
services by other immigrant/ethnic groups is up to twice
the low rate of use among Mexican immigrant women
(16%) (Figure 37).

Figure 37. Emergency Room Visit Past Year by Race/ethnicity
and Nativity, Women ages 18-64, U.S., 2007-2009
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Source: CONAPO estimates based on National Health Interview Survey (NHIS),
2007-20009.

Preventive and primary health care

The majority of Mexican immigrant women think that they
are in good health

The frequency with which adults use health care services
in the U.S. is closely linked to their perception of their
state of health. When people perceive their health to be
fair or poor their medical visits are likely to be more fre-
quent, and visits are more widely spaced when people per-
ceive their health as being good, very good, or excellent.
In this study, at least one medical visit every six months is
regarded as the minimum necessary for those reporting an
average or poor state of health.

No significant differences were detected in the percep-
tions of different groups of women regarding their state
of health (Figure 38). Nevertheless, U.S.-born African-
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American and Mexican immigrant women were more like-
ly to regard themselves as having health problems (18%
and 13% respectively, as opposed to 10% of U.S.-born
whites and other immigrant women).

Figure 38. Self-Assessed Health by Race/ethnicity and Nativity,
Women ages 18-64, U.S., 2007-2009
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Uninsured adult Mexican-born women with health problems

are less likely to receive timely health care

Mexican immigrant women who perceive their state of
health as being fair or poor are less likely than other pop-
ulation groups to consult a doctor within a short period
of time: approximately 72% consulted a doctor in the
past six months. This figure is higher among immigrants
from other countries (78%), U.S.-born African-American
(82%) and whites (85%) (Figure 39). Once again, hav-
ing health insurance is associated with more physician
visits by women in all the populations analyzed (Figure
40).

Mexican immigrant women are less likely to have a usu-
al source of care or to have a timely visit to the doctor,
particularly among those without health insurance. Like-
wise, Mexican women visit public health centers and
clinics more frequently. Thus, socio-economic disparities

Figure 39. Doctor Visit in Past 6 Months Among Women ages
18-64 with Fair/Poor” Self-Assessed Health, by Race/ethnicity
and Nativity, U.S., 2007-2009
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Figure 40. Doctor Visit in Past 6 Months Among Women ages
18-64 with Fair/Poor! Self-Assessed Health, by Insurance
Status, Race/ethnicity and Nativity, U.S., 2007-2009
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between groups result in different health care practices,
not only in terms of the regularity and timeliness of seek-
ing services for the prevention, diagnosis and treatment
of disease, but also in the degree of specialized service
received.
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Chapter V. Health conditions

Mexican-born women, like the majority of the U.S. fe-
male population, are mostly healthy and able-bodied. It
is, however, possible to identify a pattern of health needs
for this group on the basis of information on their health
conditions.

This chapter constructs an approach to the health status
of Mexican immigrant women living in the U.S. in com-
parison with the other groups of women considered in
this study. To this end, it analyzes the prevalence of cer-
tain diseases, the pervasiveness of certain risky conditions
and maternal and child health outcomes.

Disease prevalence

In general, immigrants are often considered to be healthier
than the U.S.-born population. However, a more detailed
analysis reveals considerable differences in the prevalence
of certain diseases and ailments that reflect different pat-
terns of health needs between the populations.

Mexican immigrant women generally have better overall

health than other immigrant and U.S.-born women

Mexican immigrant women have better health than one
would expect, given their socio-economic level and low
rates of health insurance and healthcare use. Some au-
thors refer to this as the “Immigrant Paradox” or the “His-
panic Paradox.” This apparent paradox may, however, be
in part due to the biases resulting from the selectivity fac-
tors among migrants and return migrants. Some research-
ers have even attributed it to inaccurate data.

According to data from the National Health Interview
Survey (NHIS), Mexican immigrant women are less likely
to suffer serious chronic conditions, such as cardiovascular
disease (5.5%), cancer (3%), hypertension (12%) and
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asthma (4%) than are other ethnic or racial groups (Fig-
ure 41).}

Figure 41. Ailments of women ages 18 to 64 living in the U.S.
by race/ethnicity, 2007-2009
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Source: CONAPO estimates based on National Health Interview Survey (NHIS),
2007-20009.

Two factors might significantly explain the low prevalence
referred to earlier. First, the younger age structure of
Mexican immigrant women and second, the under-regis-
tration associated with the health insurance conditions of
this group. We know that the prevalence of these diseases
is probably under-estimated, since populations’ health is
mediated by a combination of various factors which, in
the case of Mexican immigrant women, is noticeably

1 According to the World Health Organization (WHO), the main chronic diseases
include cardiopathies, cerebrovascular accidents, cancer, chronic respiratory diseas-
es and diabetes. Visual disability and blindness, hearing defects and deafness, buco-
dental diseases and genetic disorders are the other chronic ailments that represent
a substantial portion of the world burden of disease. According to the mortality
statistics of the National Center for Health Statistics, cardiovascular diseases and
cancer are the first and second leading cause of death among Hispanic women in
the United States.
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unfavourable: high index of lack of documentation, dis-
proportionately high incidence of poverty, low education-
al attainment, limited command of English and low rates
of health insurance and health service use (Chapters I, llI
and IV).

These circumstances result in underreporting of these di-
agnoses and thus an underestimation of the true preva-
lence in the population. The most disadvantaged groups
find it the most difficult to visit the doctor. This increases
the likelihood that the disease will only be diagnosed once
they have developed serious symptoms that require medi-
cal care. Conversely, those with mild clinical symptoms or
who are still at an asymptomatic stage have little incen-
tive to visit a doctor.

Certain diseases such as diabetes, peptic ulcers and muscu-
loskeletal diseases are frequent among Mexican immigrant

women

Despite this potential underestimation of disease preva-
lence, Mexican-born women are more likely to be di-
agnosed with certain diseases. Diabetes is particularly
common among Mexican immigrant women who have
lived longer in the U.S. (9.1%), compared with the preva-
lence among non-Hispanic whites (5.7%).% At the same
time, among recently-arrived Mexican immigrant women,
only 4% report suffering from this disease (Figure 42).3
This suggests that many factors common to Mexican im-
migrants in the U.S. including poor eating habits have
increased the development of diabetes among this popu-
lation. Indeed, this is the fifth cause of death among the
Latino population living in the U.S. (both immigrant and
U.S. born).

Diabetes is an extremely serious disease requiring life-
long management. Without proper treatment and control,
a diabetic runs the risk of developing severe complications
such as blindness, amputation of the lower limbs, and
heart and kidney disorders. That is why continuous moni-
toring of the evolution of this disease is a crucial require-

2 Immigrants with 10 years or more residence in the U.S.
3 Immigrants with less than 10 years residence in the U.S.
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Figure 42. Women ages 18 to 64 living in the U.S. diagnosed
with diabetes by length of residence and race/ethnicity, 2007-
2009
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Source: CONAPO estimates based on National Health Interview Survey (NHIS),
2007-20009.

Figure 43. Women ages 18 to 64 living in the U.S. diagnosed
with diabetes without health insurance, by race/ethnicity,
2007-2009
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Source: CONAPO estimates based on National Health Interview Survey (NHIS),
2007-20009.

ment for preventing these complications. It is therefore
extremely worrisome to find that approximately 38% of
Mexican-born women diagnosed with this disease lack
health insurance, more than three times the figure for
U.S.-born white and African-American women in this con-
dition (Figure 43).
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Nearly one out of every five Mexican immigrant women
reports that they suffer from musculoskeletal disorders,
usually associated with intense pain and the loss of physi-
cal functions, causing them difficulties in their everyday
activities.* This same condition was reported by a simi-
lar proportion of women from the other groups (Figure
44), However, Mexican immigrant women experience far
greater difficulties that other groups in receiving proper
medical supervision and treatment, since 63% lack health
insurance. This percentage of women without insurance
is far higher than that for women from other ethnic and
racial groups (Figure 45).

Figure 44. Women ages 18 to 64 living in the U.S. with
musculoskeletal disorders by race/ethnicity, 2007-2009
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4 Musculoskeletal diseases are chronic degenerative pathologies that seriously

affect people’s ability to work or carry out their everyday activities. They sharply
reduce their quality of life (Iumbago, peri-articular rheumatism around the articula-
tion or disorders that affect the soft tissue in various parts of the body, arthrosis,
inflammatory arthritis, bone disease and diseases of the connective tissue).
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Figure 45. Women ages 18 to 64 living in the U.S. with
musculoskeletal disorders and without health insurance, by
race/ethnicity, 2007-2009
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Source: CONAPO estimates based on National Health Interview Survey (NHIS),
2007-20009.

At the same time, Mexican immigrant women are more
likely to suffer from peptic ulcers: nearly half (46%) re-
ported suffering from some type of ulcer, whether gastric
or duodenal, in the 12 months prior to the interview.”
This proportion is much higher than for non-Hispanic U.S.-
born white (27%) or African-American women (33%)
(Figure 46). The most common cause of peptic ulcer is
infection with Helicobacter pylori. The second leading
cause is the prolonged use without professional supervi-
sion, in other words, self-medication of drugs to reduce
the symptoms of inflammation, pain and fever. The latter
may particularly affect Mexican immigrant women, who
are less likely to have medical supervision and more in-
clined to self-medicate.

> A simple definition of peptic ulcer is that it is a disease of the digestive apparatus
expressed through a wound in the mucus covering the stomach or duodenum.
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Figure 46. Women ages 18 to 64 living in the U.S. diagnosed
with peptic ulcers, by race/ethnicity, 2007-2009
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Source: CONAPO estimates based on National Health Interview Survey (NHIS),
2007-20009.

Prevalence of risk factors for disease

Certain individual risk factors or behaviors, such as obe-
sity, lack of physical activity, and tobacco and alcohol con-
sumption, account for a substantial amount of the risk for
several chronic diseases. Various studies document lower
alcohol and drug consumption among Mexican immigrant
women, which is thought to be partly as a result of the
protective effect of strong family and community links in
Mexico.

Mexican immigrant women, together with U.S.-born Af-
rican-American women, are far more likely to suffer some
disorder related to being overweight (74% and 79%
respectively). The problem of obesity among Mexican
immigrant women is less severe than among U.S.-born
African-Americans. Among Mexican immigrants, obesity
and extreme obesity have lower reported prevalences
than among U.S.-born African-Americans (30% and 6%
versus 35% and 12%, respectively) (Figure 47).

Figure 47. Women ages 18 to 64 living in the U.S. by body
mass index categories and race/ethnicity, 2007-2009
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It is of concern that overweight and obesity affect Mexi-
can immigrant women at early ages: 61% of those ages
18 to 24 and 72% of those ages 25 to 34 suffer from
this problem, which are far higher proportions than those
of other immigrants and non-Hispanic U.S.-born whites
(Figure 48).

Figure 48. Women ages 18 to 34 living in the U.S. by body
mass index categories and race/ethnicity, 2007-2009
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These findings show that interventions to reduce over-
weight among these young women are crucial to pre-
venting future adverse long-term effects on their health
(diabetes, cardiovascular diseases, hypertension).

Mexican-born women are more prone to physical inactivity

in leisure-time than other women

In general, physical activity in leisure-time is widespread
among adult women in the United States. However, ac-
cording to available information, regular, structured phys-
ical activity is not an important part of the lives of half the
Mexican female immigrant population (49%), represent-
ing an additional risk factor for cardiovascular disease.
The second most sedentary group are U.S.-born African-
Americans (45%), with non-Hispanic U.S.-born whites at
the other extreme (28%) (Figure 49).

Figure 49.Women ages 18 to 64 livingin the U.S.by engagement
in leisure-time physical activity and race/ethnicity, 2007-
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Source: CONAPO estimates based on National Health Interview Survey (NHIS),
2007-2009.

A significant proportion of Mexican immigrant women re-
ported smoking every day

Smoking is more widespread among U.S.-born Americans
than among immigrants. In fact, immigrant women are
very likely to be never smokers: 52% of Mexican-born
women and 54% of other immigrant women reported
never having smoked. However, nearly a third of Mexican
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immigrant women in this sample reported smoking every
day (32%), a similar proportion to that of other immi-
grant women and significantly less than that of U.S.-born
women (Figure 50). In comparative terms, these Mexi-
can-born women, who are regular smokers, smoke fewer
cigarettes on average than non-Hispanic U.S.-born whites
and other immigrant women (Figure 51).

Figure 50. Women ages 18 to 64 living in the U.S. by frequency
with which they smoke and race/ethnicity, 2007-2009
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Source: CONAPO estimates based on National Health Interview Survey (NHIS),
2007-2009.

Figure 51. Average number of cigarettes smoked by women
ages 18 to 64 (regular smokers) living in the U.S. by race/
ethnicity, 2007-2009
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Source: CONAPO estimates based on National Health Interview Survey (NHIS),
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Migration and Health * Mexican Immigrant Women in the U.S.

Data on smoking vary greatly. For example, only 5-10%
of recent Mexican immigrant women in rural areas are
current smokers. Unfortunately, this prevalence increases
with time lived in the U.S., and the prevalence may be
four-times as great among women who immigrated at a
young age or were born in the U.S.

Mexican immigrant women are more likely to consume less
alcohol

According to the NHIS, in comparison with other groups,
Mexican immigrant women report having drunk less al-
cohol in the year prior to the interview (33%). U.S-born
white women are at the other extreme, since two out of
three report drinking alcohol (see Figure 52).

Figure 52. Women ages 18 to 64 living in the United States
that drank alcohol on at least one day in the year prior to the
interview, by race/ethnicity, 2007-2009
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Source: CONAPO estimates based on National Health Interview Survey (NHIS),
2007-20009.

Alcohol consumption itself is not harmful. In the field of
research, theses maintaining that moderate drinking may
have positive effects on health have gained ground. Con-

6 consumption may have negative reper-

versely, excess
cussions on health. It is important to determine whether
the Mexican immigrant women that reported drinking
do so in excess. The data reveal a low average number of
days of excess consumption among Mexican immigrant
women (60) regarding women from other groups (85
other immigrants, 99 U.S.-born non-Hispanic whites and

123 U.S.-born African-Americans) (Figure 53).

6 5 or more drinks a day.
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Figure 53. Average number of days on which women ages 18
to 64 years in the U.S. drank excessively® in the year prior to
the interview, by race/ethnicity, 2007-2009
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Note: 1/ Consumption of 5 or more portions a day.
Source: CONAPO estimates based on National Health Interview Survey (NHIS),
2007-20009.

It is important to note that risk behaviors may vary greatly
between urban and rural populations, with social class and
with degree of assimilation of the population.

Maternal and child health

Maternal and child health among the Mexican immigrant
population can be examined using U.S. vital statistics.”

In general, Mexican immigrant women are not at a disad-
vantage in comparison with other groups regarding the
likelihood of developing diseases during pregnancy, or
adverse birth outcomes (Figure 54). Indeed, they have
a lower rate of low and very low birthweight babies than
the comparison groups. In other words, Mexican-born

7 The estimates in this section are drawn up on the basis of information on births
in the U.S. Vital Statistics for 2007 available at http://www.cdc.gov/nchs/data_
acess/Vital StatsOnline.htm. The information presented only reflects the events
registered through comparable or homogenized documents. It does not consider
cases in which uncertified information appeared. The states that have unified their
registration documents are: California, Colorado, Delaware, Florida, Idaho, Indiana,
lowa, Kansas, Kentucky, Nebraska, New Hampshire, New York state, except New
York City, North Dakota, Ohio, Pennsylvania, South Carolina, South Dakota, Ten-
nessee, Texas, Vermont, Washington, and Wyoming. These 22 states account for
53% of all births in the U.S. For the purposes of this study, it is useful that these
states contain two of those with the highest concentrations of Mexican population
(California and Texas).
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Figure 54. Percentage of births occurring in the U.S. by selected characteristics of the mother by race/ethnicity, 2007

MOTHER'S RACE /ETHNICITY

Non-Hispanic
SELECTED HEALTH CHARACTERISTICS OTHER U.S.-BORN ToTAL

MEexicAN U.S.-BORN
IMMIGRANTS AFRICAN-AMERICAN
WHITE

RISKY ILLNESSES DURING PREGNANCY

HYPERTENSION ASSOCIATED WITH PREGNANCY 2.30 2.54 4.47 4.69 3.86
CHILDBIRTH CHARACTERISTICS

POOR PRESENTATION DURING CHILDBIRTH 5.89 5.27 5.60 4.54 5.45
(BREECH BARTH)

BIRTHWEIGHT

VERY Low WEIGHT (< 1500 GRs.) 1.01 1.28 1.20 3.27 1.48
Low weiGHT (< 2500 GRs.) 5.89 7.52 7.32 14.41 8.19
4 KG OR OVER 8.14 6.62 9.08 3.80 7.67
APGAR BEFORE 5 minuTEs 1_/

0-3 (poor) 0.45 0.41 0.42 1.03 0.50
4-6 (INTERMEDIATE) 0.75 0.76 111 1.66 1.06
CONGENITAL ANOMALIES

ANENCEPHALY 2_/ 0.02 0.01 0.01 0.01 0.01
MENINGOMYELOCELE/ SPINA BIFIDA 3_/ 0.01 0.01 0.02 0.02 0.02
CLEFT PALATE/HARE LIP 0.06 0.05 0.09 0.04 0.08

1-/ Medical examination conducted for quick assessment of newborn babies’ physical condition after childbirth to determine the immediate need for any additional treat-
ment or medical emergency. A score of seven over a minute after Barth is usually taken to mean that the baby is in good health, a score of between four and six indicates
that the baby needs special attention immediately, a score lower than four many require advanced medical care and emergency measures.

2_/ Lack of much of the brain and Skull.

3_/ Birth defect in which the spinal column and the spinal canal do not close before Birth. This disorder is a type of spina bifida.

Source: CONAPO estimates based on National Center for Health Statistics, Vital Statistics, Births, 2007.

mothers do not seem to have special problems giving and Figure 55. Distribution of women giving birth in the U.S. by

preserving life. Such results also agree with the general  age, 2007
concept of “migrant paradox”, however, it would be desir-
ercen
able to have certified data for all states in the American 40 -
Union, in order to sustain this hypothesis. 35 B < 0
oMo R
30 QRN o
Mexican-born women tend to become mothers at earlier 25 NI g
-
ages N
J 20 N
© (=
m
D 15
Early motherhood, regardless of the population involved, -
marks the start of greater responsibilities and a limita-  1©
tion in work opportunities. Mexican immigrant women 5
tend to have children at the second earliest age, after )
. , 15-19 20-24 25-29 30-34 35-39 40-44
U.S.-born African-American women. Conversely, other ) o
. m Mexican-born mm Other immigrants
groups of women tend to postpone pregnancy until a 1 US-born non-Hispanic White US-born African-American

later age. Nearly 40% of Mexican-born women that
gave birth in 2007 were under 25 years of age, @ much Source: CONAPO estimates based on National Center for Health Statistics, Vital
higher proportion than among non-Hispanic U.S.-born  statistics, Births, 2007.

women (Figure 55).
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Early motherhood among the Mexican population, which
is associated with limited economic, social, educational
and work conditions, could be a factor in perpetuating
these adverse factors.

Risk factors during pregnancy

Mexican-born women have a tendency to develop diabetes

during pregnancy

Mexican and other immigrant women are more likely to
develop diabetes during pregnancy (gestational diabe-
tes). In these cases, health care during pregnancy is cru-
cial to control glucose and avoid additional complications.
Health care should be associated with several behaviors
including eating a healthy diet and taking medication
where necessary (Figure 56).

Figure 56. Births in the U.S. to women diagnosed with
pregnancy-linked diabetes by mother’s race/ethnicity, 2007

Percent
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Source: CONAPO estimates based on National Center for Health Statistics, Vital
Statistics, Births, 2007.

Mexican women are more likely than other groups to have
insufficient weight gain during pregnancy

Low maternal weight gain during pregnancy may be prob-
lematic for both the mother’s and the baby’s health.®
Nearly 9% of Mexican-born mothers reported a weight
increase during pregnancy of less than 11 Ib, a higher

8 The Institute of Medicine of National Academies (IOM) makes recommenda-
tions on weight gain of women during pregnancy and provides that the minimum is
eleven pounds and up to 40 pounds (Institute of Medicine, 2009).
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proportion than that of other immigrant women and of
non-Hispanic U.S.-born whites (Figure 57). Higher rates
of teenage pregnancy may contribute to this outcome, as
may other factors.

Figure 57. Births in the U.S. by mother’s weight increase during
pregnancy (under 11 Ib.) by mother’s race/ethnicity, 2007
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Source: CONAPO estimates based on National Center for Health Statistics, Vital
Statistics, Births, 2007.

Health care during pregnancy

Antenatal care is important to the health of both the
pregnant mother and the baby. Mexican-born mothers
are less likely to receive antenatal care in the first trimes-
ter of pregnancy (62%) than other immigrants (72%)
and U.S.-born whites (76%). U.S.-born African-American
women fare worst in this context since only 59% receive
health care during this period (Figure 58). Likewise, 7%
of Mexican immigrant women that gave birth began re-
ceiving health care during the last months of pregnancy
while 3% did not visit a doctor during their entire preg-
nancy. These figures are lower among other immigrant
women, 5% and 2% respectively and 4% and 1% among
U.S.-born whites.

Mexican immigrant women have a lower prevalence of
chronic diseases such as cancer, hypertension, asthma
and cardiovascular illnesses, but the prevalence of these
diseases may increase with time since immigration. The
women are more likely to suffer from diabetes and pep-
tic ulcers. As for risk factors, Mexican immigrant women
have strikingly high rates of overweight and obesity. An-
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Figure 58. Births in the U.S. by trimester when doctor’s visits
started and mother’s race/ethnicity, 2007

Percent

76.3
59.2
0+ . — . — . — ! —
Mexican-born  Other immigrants US-born non- US-born
Hispanic White African-American

First trimester mm Second trimester  mm Third trimester /1 mm No doctor visits

Note: 1/ Also includes those that went beyond the third term of pregnancy.
Source: CONAPO estimates based on National Center for Health Statistics, Vital
Statistics, Births, 2007.

other closely related factor is the lack of regular, struc-
tured physical activity in Mexican-born women's lives.
This type of risk factors fits with the greater prevalence of
diabetes yet contrasts with the lower prevalence of car-
diovascular diseases and hypertension. Cigarette smoking
rates are low among many Mexican immigrant women,
but increase with time since immigration. This represents
a dramatic risk for increased chronic disease in future
years.

It is important to see whether there is a systematic bias in
reporting rates for chronic disease among Mexican immi-
grant women. This could be due to underdiagnosis, linked
to low health insurance coverage or other factors.

There is no significant disparities between populations
regarding the prevalence of illnesses during pregnancy,
or the incidence of congenital anomalies in newborns.
Recent immigrants have lower rates of low-birthweight
babies, but this difference disappears after 5 years living
in the U.S. However, Mexican immigrant women are obvi-
ously more vulnerable to adverse outcomes of pregnancy
because of their lower rate of access to prenatal care.
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Conclusions

Inequities in health access in the United States reflect and
reinforce broader social and economic disparities based
on race/ethnicity and citizenship status. This document
highlights the disadvantaged position of Mexican-born
women in comparison with immigrants of other nation-
alities and U.S.-born, non-Hispanic Whites and African-
Americans.

Mexican immigrant women are an important demo-
graphic group in the U.S. This country is currently home
to five million Mexican-born women, constituting by far
the largest female immigrant group (five times larger than
the second largest, Filipina immigrants). Mexican immi-
grant women account for more than 40% of all immigrant
women in at least ten states and are therefore mothers of
a large number of U.S.-born children.

Mexican immigrant women tend to be younger than
those in other ethnic or racial groups. They are also more
likely to marry and start families at young ages, making
them responsible for the care of small children. Mexican-
born women share the same disadvantages as their male
counterparts regarding citizenship status, limited English
proficiency, and low educational attainment. In compari-
son with other U.S.-born women, Mexican immigrants are
at a disadvantage regarding health insurance (over half
do not have this benefit) and tend to receive less medi-
cal and health care when they need them. Indeed, Mexi-
can-born women are also at a disadvantage in comparison
with immigrant women from other parts of the world,
who have almost the same health insurance rates as U.S.-
born women (although these other immigrant women,
particularly recent arrivals, are also in a relatively vulner-
able position).

Mexican-born women's disadvantages regarding health
access can be attributed to their citizenship status and oc-
cupational and socio-economic conditions. In particular,
employed Mexican-born women work disproportionate-
ly in poorly-paid jobs (particularly in the service sector)
where they are less likely to receive health insurance as a
job benefit. Even those entitled to health insurance face
problems, since Mexican immigrant women are more
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likely to have to survive on low incomes, meaning that
they are often unable to afford the premiums to obtain
insurance, and even with insurance, they may not be able
to afford the deductibles and copayments. In addition,
jobs with poor benefits often lack paid sick leave benefits,
meaning that the women also lose a day’s pay when they
seek medical care for themselves or their children.

Mexican-born women's greater vulnerability regarding
health insurance and services is reinforced to varying de-
grees at the state level. This is closely linked to the differ-
ent job opportunities and employment standards across
states, and the enormous variation in public health poli-
cies and programs at the state and local levels.

Despite these disadvantages, analysis of the illnesses di-
agnosed among Mexican-born women reveals a lower
prevalence of chronic diseases, such as cancer, hyperten-
sion, asthma and cardiovascular diseases in comparison
to women belonging to other ethnic or racial groups. It
is worth noticing, that, in some cases, lower prevalence
might be associated with the younger age-structure of
Mexican-born population. Conversely, data shows that
Mexican-born women are more frequently diagnosed with
diabetes and peptic ulcers. This epidemiological situation
is consistent with the published scientific literature. Nev-
ertheless, the data are not conclusive and more detailed
studies are required before a higher incidence of certain
illnesses can be ruled out.

The discovery of a higher prevalence of diabetes and pep-
tic ulcers among Mexican migrant women logically leads
to concerns about health care access among women suf-
fering from these diseases. If we only consider women in
the U.S. that contract these two illnesses, we find once
again that Mexican immigrant women are more likely to
lack the health insurance needed to facilitate health care.
This result shows that Mexican women with health prob-
lems, including both curable illnesses (such as peptic ul-
cers) and chronic illnesses (such as diabetes) face greater
barriers to curing their diseases or at least to improving
their quality of life in regards to their health.
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As for risk healt factors, Mexican immigrant women have
strikingly high rates of overweight and obesity. Another
closely related factor is the lack of regular, structured lei-
sure-time physical activity in Mexican-born women'’s lives.
These types of risk factors fit in with the greater preva-
lence of diabetes, yet contrasts with the lower prevalence
of cardiovascular diseases and hypertension. This incon-
sistency makes it essential to determine whether Mexi-
can immigrant women actually suffer certain diseases less
frequently, or whether there are problems of under-diag-
nosis that are caused by low health insurance coverage,
health literacy problems, and/or difficulties navigating an
increasingly complex and automated health system.

For example, according to NHIS data used in this report,
Mexican-born women report a noticeably low frequen-
cy of arthritis diagnoses, which is consistent with other
research. The same source, however, includes specific
questions for detecting undiagnosed ailments. In partic-
ular, this survey examines whether persons suffer from
musculoskeletal problems (whether rheumatic or move-
ment-related) that restrict their everyday activities. The
answers to this particular question showed that Mexican-
born women suffer this type of ailment as often as other
women in the U.S,, raising doubts about the low diagnosis
of arthritis. This result raises doubts regarding the "“im-
migrant paradox”, whereby these women are assumed to
enjoy excellent health.

In regards to maternal health, the data fail to show sig-
nificant inequalities for Mexican migrant women regard-
ing risks and health problems during pregnancy, or the
incidence of congenital anomalies in their babies. These
results agree with the general concept of the “immi-
grant paradox”, but it would be desirable to have verified
documentation for all the U.S. states. Regarding medical
services, the data reveal Mexican-born women's vulner-
ability, given the lack of antenatal care.

Within this general context, the recently passed U.S. health
care reform legislation will have a likely positive impact on
legal Mexican immigrant women (both permanent resi-
dents who have been in the U.S. at least five years and those
who have obtained citizenship). They are likely to benefit
from at least three different provisions. First, Mexican im-
migrant women will benefit from the provisions designed
to increase the eligibility threshold of federal health care
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programs (Medicaid) that benefit low-income populations.
Second, federal subsidies to assist low-income individuals
purchase health insurance will benefit the many immigrants
who are in low-wage jobs where the employer is unlikely to
offer health insurance benefits. And third, the expansion of
community health centers will improve the availability of
services, especially as most community clinics emphasize
family and maternal care.

Although the reform is obviously a great step forward,
it fails to eliminate the inequity based on the citizenship
status of the resident population, since it continues to
exclude undocumented immigrants and the most recent
legal permanent residents. Those groups will have to rely
primarily on the community health center system which
provides primary care to everyone, regardless of immi-
gration status. In general, President Obama’s health care
reform package can be regarded as a significant improve-
ment. Nevertheless, efforts are still underway to achieve
equitable health access in which people’s right to these
services will be guaranteed, regardless of their citizenship
status.

This struggle to achieve the right to health, particularly for
Mexican immigrant women, is crucial to the future of the
U.S. The aging of the population, accompanied by other
demographic changes, constitutes a key concern associ-
ated with the future sustainability of the health system
and the welfare of all its inhabitants. It is estimated that
by 2050, Hispanics or Latinos will comprise a third of the
U.S. population. Therefore, it is in the best economic and
social interests that Mexican-born women gain access to
the American healthcare system, and to the benefits de-
rived from regular medical supervision.

Lastly, we hope that this document will contribute to
frame the debate on health access within a perspective
of social justice and human rights. In terms of social jus-
tice, the wealth and well-being of the U.S. has historically
been built and will continue to be largely built on the so-
cial and economic contributions of immigrant groups. And
it is also true that women have always played a key role
in supporting their families and communities. Given these
factors, it is a matter of concern that Mexican immigrant
women should be among the most disadvantaged groups
in the U.S.
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It is generally acknowledged that migration phenomena
should imply shared responsibilities among participat-
ing countries. Thus, Mexican and American governments
should explore the possibility of implementing a bination-
al medical insurance program in order to provide immi-
grants with full medical attention. This shared insurance
could also contribute to the process of immigrant integra-
tion to American society, promoting more favorable legal
conditions, and thereby reducing their current status of
vulnerability.

The feminization of the migratory phenomenon has
proved the need to empower Mexican-born women so
that, among other things, they will be able to demand and
obtain the right to health access that is currently denied
them. Given the crucial role of women in our societies,
obtaining this right will also have a direct effect on helping
their communities of ‘origin’ and ‘destination’ to prog-
ress. That is why we state that in many respects, Mexican
immigrant women'’s health will be of growing importance
to the determination of the nation’s health.
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