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Abstract

Although immigration and immigrant populations have become increasingly
important foci in public health research and practice, a social determinants
of health approach has seldom been applied in this area. Global patterns of
morbidity and mortality follow inequities rooted in societal, political, and
economic conditions produced and reproduced by social structures, policies,
and institutions. The lack of dialogue between these two profoundly related
phenomena—social determinants of health and immigration—has resulted
in missed opportunities for public health research, practice, and policy work.
In this article, we discuss primary frameworks used in recent public health
literature on the health of immigrant populations, note gaps in this litera-
ture, and argue for a broader examination of immigration as both socially
determined and a social determinant of health. We discuss priorities for fu-
ture research and policy to understand more fully and respond appropriately
to the health of the populations affected by this global phenomenon.
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INTRODUCTION

Although immigration and immigrant populations have become increasingly important foci in
public health research and practice, public health scholars have seldom applied a social determi-
nants of health approach in this area. A social determinants of health approach focuses on the
structural factors, aside from medical care, that are determined by social and economic policies
and inequalities and have important effects on health (22). This approach, as we define it, focuses
especially on upstream, macrolevel social factors. Social determinants are increasingly recognized
as central to health, as global patterns of morbidity and mortality follow inequities rooted in
conditions produced and reproduced by political economy, such as social structures, policies, and
institutions. There is growing acceptance by researchers and practitioners that they must un-
derstand how social and institutional contexts shape individuals’ lives and how factors such as
employment, housing and living conditions, access to food and social services, and legal status are
consequential for well-being. Immigration is a process that is both the result of these factors and
can result in changes in each of these areas.

As migration flows increase worldwide, the social determinants of health surround the many
individuals who choose to or are forced to leave their homelands for survival, work, safety, and,
in some cases, a new home in another land. Yet, these two profoundly related areas in public
health—social determinants of health and immigration—are not in sufficient dialogue with each
other. We argue that this disconnect has resulted in missed opportunities for research, practice,
and policy work. In this article, we examine the primary frameworks used in the recent public
health literature on the health of immigrant populations, note gaps in this literature, and argue
for a broad examination of immigration as both socially determined and a social determinant of
health. We close with a discussion of priorities for future research, practice, and policy to further
investigate and respond responsibly to the health of individuals and communities affected by this
global phenomenon. Such work is necessary for the field of public health to eliminate health
inequities and aid in the development of healthy societies for all people.

Immigration as a Public Health Challenge

According to recent World Health Organization estimates, there are at least one billion migrants
across the world (141), whose lives have been shaped by social determinants in their homelands
and who face new social, economic, and political conditions in destination countries. In the United
States, heightened immigration enforcement in recent years, including historic levels of deporta-
tion, has resulted in negative impacts on health and well-being (2, 47, 92), making immigration
policy a salient issue for public health that requires greater attention. As debates over new im-
migration policies continue, reforms to the current set of laws need to consider health impacts,
especially those on the 11 million undocumented people who live under discriminatory policies,
experiencing prejudicial attitudes, and lacking access to critical health resources.

An extensive literature examines specific health outcomes and issues among immigrant popu-
lations and, as a result, the overall immigrant experience. For example, past articles in the Annual
Review of Public Health have brought attention to the health status of immigrants broadly (61),
as well as to that of specific groups such as migrant and seasonal farmworkers (7, 134), along
with the impact of acculturation on health (69). Prominent public health organizations have also
recently commented on the impact of immigration policies on increasing stress and decreasing
access to health care (4–6, 93). However, this growing public health literature on immigration
and immigrants, as we illustrate below, has retained a relatively narrow focus on behavioral
and cultural topics such as the role of acculturation, adherence to treatment regimens, health
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screening, eating behaviors, and exercise behaviors, as well as culturally competent practices and
interventions.

Whether voluntary or involuntary, migration poses challenges to individuals and communities,
requiring an almost complete realignment of daily life that can have significant social, economic,
and health consequences (110). Although immigration is a consequence of social determinants,
such as poverty, occupational and educational opportunities, and political persecution, immigra-
tion must also be positioned as a social determinant in its own right. Lacking are studies that apply
a broad social determinants lens to understand immigrants’ experiences and how related policies
directly impact health. Without this perspective, the immigration experience is cast as secondary
to more proximal factors such as behavior, language, norms, income, or education, thus limiting
explanatory power and the capacity to create effective interventions that respond to some of the
root causes of ill-health in these communities. The enormous consequences of immigration on
daily life, and thus on broader health and well-being, cannot be reduced simply to a “protective
factor” or an acculturative “stressor” that affects health. Rather, immigration must be understood
as a broad social determinant of health and well-being. Examining immigration through a social
determinants of health lens provides a more holistic approach to allow greater understanding of
these complex, interrelated, and far-reaching impacts.

Social Determinants of Health

Research has increasingly identified ways in which social (including economic) inequality imposes
specific risks and constraints on choice (22). Critical public health approaches propose a broad
range of overlapping concepts for understanding and responding to the effects of social inequality:
These include social epidemiology (37, 43, 105), the eco-social or socio-environmental perspective
(23, 24, 65, 67, 115, 129), eco-epidemiology (128), and the risk environment framework (114, 113,
125). They call for a focus on social inequalities through concepts such as fundamental social causes
(73–75, 103), social stratification (78), social determinants of health inequality (63, 76, 78, 80, 125),
income inequality (63), webs of causation (65), higher-order causal-level structural factors (87),
upstream factors (86), discrimination, and racial disparities in health outcomes (42, 66, 71, 79,
123, 144). Drawing from the social sciences, frameworks have incorporated concepts related to
the importance of social structures and social inequalities, such as political economy and political
and economic determinants (94, 95, 121), structural violence (41), symbolic violence (19, 21,
54), structural vulnerability (29, 54, 111), conjugated oppression and hierarchies of embodied
suffering (20, 52), zones of abandonment (16), intersectionality (136, 139), and discourses of
deservingness (28, 53, 81, 119, 133, 143). Here, we do not explore each of these concepts in
depth because they overlap and together inform our understanding of the importance of the social
determinants lens for understanding the health effects of immigration. Rather, we utilize a broad
social determinants of health approach, focusing on the health effects of social structures, such as
economic inequalities, citizenship inequalities, ethnic hierarchies, and gender hierarchies, to name
a few.

These concepts have both influenced and emerged from models that focus on the social
determinants of health with a focus on upstream fundamental causes, many of which are useful
for examining health issues in immigrant populations and for guiding related population-level
interventions. These approaches all emphasize the construction and impact of social structures
and the relative positions of individuals and communities in stratified hierarchies and power
relationships. In addition, these approaches share a concern with the interconnectedness of social,
structural, and/or ecological factors that affect health status. The analysis of disease causation,
as well as intervention strategies and policy changes to address it, requires an understanding
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of how social, physical, and biological phenomena interrelate and overlap. As a result, pathways
and interactions are understood as multicausal and complex, requiring attention to institu-
tional practices and to the relationships between macrostructural processes and microlevel
behaviors.

Seeing Immigration through a Social Determinants of Health Lens

We argue that if substantive changes in health outcomes are to be achieved, immigration must
be treated as a health determinant itself. Being an immigrant limits behavioral choices and, in-
deed, often directly impacts and significantly alters the effects of other social positioning, such as
race/ethnicity, gender, or socioeconomic status, because it places individuals in ambiguous and
often hostile relationships to the state and its institutions, including health services. How can
public health researchers and practitioners respond to the challenges posed by this complex social
determinant of health?

To delineate the advantages of a social determinants of health lens on immigration, we must first
review existing approaches in the public health literature. In the following sections, we summarize
the most common frameworks—which we denote as behavioral, cultural, and structural—that are
evident in the immigration and health literature published since 2000.

RECENT STUDIES OF IMMIGRATION AND HEALTH:
PRIMARY FRAMEWORKS

As a general pattern, most articles have focused on behavioral or cultural factors, whereas the
consideration of structural factors is more limited. Each of these frameworks for understanding
the relationship between immigration and health is explored more fully below through a summary
of the assumptions, topics, and outcomes most commonly considered and includes limitations
inherent to each framework. In the remainder of this article, we focus primarily on US-based
studies because of the unevenness of the literature on immigrant health in other countries, as
well as the very different circumstances internationally, including different systems of health care
and prevention; dissimilar notions of race and ethnicity in various countries; and unique national
developments in public health as a field of scholarship and practice.

Behavioral Framework

The behavioral framework is used most often in the current literature. In this approach, the
individual is generally the primary unit of analysis and intervention. As a result, the focus tends
to be on individuals’ behavioral choices, and thus the recommendations focus on individuals.
Although social or cultural factors influencing these choices are sometimes also recognized, these
factors tend not to be foci of the analysis.

The primary topics addressed by the behavioral approach to immigration and health include
health service utilization (44, 64), cancer risk behaviors and screening (18, 83, 146), chronic
disease (30, 60, 70), and mental health (10, 64). Most articles conduct analyses of immigrants’
health practices rather than of the social or economic contexts of these practices. Within this
literature, a primary area of focus involves identifying specific behavioral factors that may explain
the healthy immigrant effect or Latino health paradox, such as low prevalence of smoking (50, 120,
137). The healthy immigrant effect or Latino paradox refers to a common pattern in immigrant,
and specifically Latino immigrant, population health that appears to contradict expectations based
on the well-documented social gradient in health, in which individuals of higher socioeconomic
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status (SES) fare better than do those of lower SES. However, these paradoxes have long been
critiqued for their ambiguity of definition, limited empirical evidence, limited testability, and lack
of intervention application (1, 54).

In focusing primarily on individual health behaviors, researchers emphasize behavior change
theories to understand the causes of disease and design interventions. For example, a review arti-
cle on breast cancer screening found that the most common theory underlying such programs is
the health belief model (100). These individually oriented theoretical approaches appear to arise
from this behavioral focus and subsequently perpetuate the primary focus on personal respon-
sibility, self-esteem, and self-efficacy as opportunities for changing health behavior within the
existing context, rather than investigating contextual drivers of behaviors and the possibility for
upstream change. The centrality of personal responsibility within the immigrant health literature
is highlighted in work on nutrition within maternal and child health. Most studies in these areas
emphasize parental responsibility for child well-being, calling for programs aimed at improving
parenting skills or modifying parenting practices or attitudes (32, 84, 99) as a primary intervention
strategy. And yet, most of these studies fail to recognize social determinants such as neighborhood
access to healthy food, differential pricing correlated with nutrition, and labor system hierarchies
that complicate certain groups’ ability to afford healthy food or to expend energy obtaining it.
In general, a narrow focus on individual behaviors or outcomes is likely to be inadequate for
explaining the origins of community-level inequities.

The use of health behavior change theories in understanding immigrant health leads to an in-
dividualization of responsibility and risk and assumes individual choices are largely unconstrained
by social structures, policy environments, and economics (54). Although many authors acknowl-
edge structural factors when introducing their studies (e.g., 55), these tend to be overlooked when
analyzing the data and identifying opportunities for interventions. Thus, this framework has sev-
eral limitations. First, it is largely deficit based, viewing health behavior as the result of a lack of
personal education, motivation, readiness, or self-efficacy. Second, it places accountability for be-
havior change on the individual, rather than locating accountability within the social systems that
drive poor health outcomes. In the case of immigration, phenomena such as labor policies and im-
migration enforcement create systems of prejudice and fear that impinge on health behavior. This
focus results in a narrow range of proposed interventions because it cannot sufficiently account for
the historical, political economic, and societal processes associated with certain health behaviors.
Without addressing larger contextual factors, recommendations fall back on interventions that
place the responsibility on the individual.

One area in which behaviorally focused research and interventions begin to expand past in-
dividual health behaviors in the literature on immigrant populations is the use of acculturation
frameworks. However, many current theories and definitions of acculturation and “culture” in
general focus on the individual level. Acculturation is often cited as one of the drivers of individual-
level behavioral choices, thus linking behavioral frameworks with cultural ones and making them
difficult to disentangle. Such writing may reinforce perspectives on immigrants that may not be
empirical, useful, or effective, as we discuss in the following section.

Cultural Framework

The cultural framework is the second most common approach to understanding immigration and
health in the public health literature. Articles in this framework emphasize the role of assumed
group traits, shared beliefs, values, customary practices, or traditions, which are often linked
explicitly to race, ethnicity, or national origin. These are understood to influence behaviors, shape
choices, and affect perceptions of health-related risk.
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The cultural framework is used in relation to topics and outcomes such as acculturation (e.g.,
31, 76, 132, 145), mental health (e.g., 9, 33), chronic disease (11, 38, 122), health care access (e.g.,
31), maternal and child health (26, 104, 145), substance use (132), physical activity and obesity (76),
and social capital (3, 15, 14). Most outcomes within this framework are captured as individual-
level behaviors. Thus, this framework tends to presume that cultural or ethnic group membership
becomes a major—even primary—determinant of health-related individual behaviors and tends to
assume that the responsibility for adopting healthy cultural practices lies with individuals. Thus,
the studies in the cultural framework share many assumptions with the studies in the behavioral
framework discussed above. Some studies within this framework acknowledge social factors such as
social networks, ties, or social capital (e.g., 15, 14) and the health effects of stress or allostatic load
(e.g., 101). Within this framework, although the data imply political, economic, and historical
realities related to race and ethnicity, the primary focus remains on how race and ethnicity—
through culture—affect individual health-related behaviors.

One primary assumption within this framework is that immigrant or minority groups are
“acculturating,” or moving toward behaviors that are more in line with the mainstream group.
Typically, this process is found to impact health negatively (31, 62, 76, 132, 145), with level of
acculturation directly corresponding with individual-level health risk behaviors, especially diet,
smoking, and use of health services. Meanwhile, the mainstream population is not defined or
described in terms of cultural traits or behaviors (57). The practice of assuming a mainstream
population toward which other groups are presumed to be acculturating is often subtly and dan-
gerously ethnocentric. In other cases, researchers emphasize resiliency and the protective factors
associated with biculturalism or the maintenance of cultural patterns (e.g., 9). This emphasis is
especially true for the healthy immigrant or Latino paradox, where interventions focus on main-
taining positive cultural practices. Although this reframes culture as a positive factor, it also risks
implying homogeneity or a permanence of traits or behavioral characteristics. Indeed, the use
of acculturation in health research has been critiqued because of its use of poorly defined and
operationalized variables for culture and largely unexplored underlying assumptions (57, 89, 107,
136, 135). Indeed, few articles in this framework define culture or provide empirical backing for
their representations of culture (57).

Studies may rely on superficial or stereotyped notions of culture and present a static view of
intergroup relations and a belief that acculturation is more or less uniform across populations.
Culture and ethnicity are often conflated: Cultural groups are generally defined by ethnic groups
(e.g., Hispanics, Asians) regardless of sociohistorical and geographic differences. Researchers may
view Latino immigrants, for example, largely as a homogenous group instead of accounting for
different histories and contexts of migration, class, legal status, SES, and the large nonimmigrant
Latino population in the United States. Although much of the acculturation and healthy migrant
paradox literature focuses on the potentially protective factor of individual behaviors linked to
cultural practices, a wide body of literature focuses on negative cultural narratives of immigrant
populations. Of particular concern are simplified notions of gender, family relations, and cultural
values such as “fatalism” and “machismo” (e.g., 26). This practice produces an essentialization of
culture, which implies that underlying, socially shared dispositions give rise to behavioral charac-
teristics of specific racial/ethnic groups. Thus, such studies ultimately revert back to an apolitical
and ahistorical understanding of differences between populations that eschews social inequalities
and social determinants of health. Related to the behavioral framework, the logic remains that
if beliefs and attitudes explain differences in behaviors, then behavior-based interventions can be
made more effective if they are more culturally relevant. Again, however, studies in this framework
largely tend to assume that the responsibility for adopting the desired cultural values and practices
lies with individuals.
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The overreliance on cultural explanations for immigrant health outcomes obscures the impact
of contributing structural factors, such as poor access to transportation, elevated health care costs,
changing access to healthy foods, or differences in labor practices (136, 135)—factors that affect im-
migrant communities disproportionately regardless of their cultural, racial, or ethnic background.

Structural Framework

The third but least common framework employed in recent scholarship on immigration and health
is the structural framework. This framework interprets health outcomes through understanding
and accounting for the large-scale social forces that impact health. Research utilizing this approach
tends to focus on either (a) access to health care or (b) the health outcomes directly associated with
immigration status, including living and working conditions and the impact of deportation and
detention.

The most common structural factor explored in the literature is access to health care. Although
access varies among immigrant populations (e.g., 36), immigrants, and especially undocumented
immigrants, clearly experience limited access to health care (e.g., 6, 97). Scholarship in public
health that takes a structural approach to understanding limited health care access among immi-
grant communities includes analyses of the social and policy determinants, such as the Personal
Responsibility and Work Opportunity Reconciliation Act of 1996 (PRWORA) (e.g., 17, 45, 77), a
pattern that is expected to continue for many immigrants under the Affordable Care Act of 2010.
This analysis of the structural factors impacting access to health care is the largest focus within
the structural framework; however, access is often one of the downstream results or products of
larger structural conditions.

The second, less common area in this framework explores the general impacts of immigration
status, specifically how immigration status impacts immigrants’ ability to access health-protective
resources. Status-related impacts include social, economic, and political factors that are external
to immigrant bodies and that are shaped by local and national policies, such as housing conditions,
neighborhood safety, and labor protections. For a few of these factors, immigrants are explicitly
excluded from resources that other US residents receive (e.g., preventive care, certain labor protec-
tions). For other factors, immigrants experience challenges similar to those of other low-income
communities of color (e.g., poor housing quality, poor neighborhood safety). The additional bur-
den that immigrants face, however, is that they often choose not to interact with government
services that could provide some relief to their situations out of fear that the interaction could
lead to deportation or family separation. Some articles provide reviews focused on subpopulations
of immigrants, including farmworkers (134), women (91), and children (91, 118), whereas others
examine how the stress of racial discrimination, lack of legal status, and general exclusion affects
mental health (27, 127, 148), and specifically depression (46, 51, 72). Many immigrant groups
experience discrimination that exacerbates the challenges of living as immigrants (117, 148) or
results in lower self-worth (111). Other articles discuss workplace issues, specifically violation of
labor rights (34, 35, 130). This focus on the health effects of immigration status fits more squarely
with a broad, macrostructural social determinants of health lens. Finally, an important minority
of articles discusses the direct impact of legal status, including the health effects of immigration
enforcement actions such as detention, deportation, and family separation (47, 48, 85, 92, 116,
126, 131, 138). Other articles focus on the stress and other impacts resulting from losing a family
member through deportation (2, 85, 126, 131, 138). This focus on legal status is congruent with
a social determinants of health lens.

Scholarship utilizing a structural framework frequently conceptualizes and measures social
position through variables such as income or highest education level. However, in applying this
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approach to immigrants, social position should also include examination of the institutional prac-
tices and policies that limit rights, resources, and sense of security in navigating everyday life.
While an analysis of the impact of these forms of exclusion is critical to understanding the larger
context, most articles within this framework limit themselves to explaining access to care rather
than addressing the broader impacts of other public policies in the inclusion and exclusion of
immigrant populations or the impact of ethnic/racial hierarchies. Overall, we see inadequate at-
tention to the various social and policy-related factors that affect immigrant health outside of
health care access, even though such structural approaches have the most potential to engage with
the laws, policies, and enforcement activities that define the health landscape that immigrants must
navigate. An explicit commitment to the social determinants of health lens can aid researchers,
practitioners, and policy makers in addressing these gaps.

ADDRESSING THE KNOWLEDGE GAPS

Priorities for Future Research

Given the limitations of the dominant behavioral and cultural frameworks in immigration and
health, as well as the potential of structural frameworks to provide greater insight into practice
and policy opportunities, we delineate a number of conceptual and topical gaps in the current
public health literature on immigration and health.

We take the strengths and relatively unharnessed potential of the structural framework as our
point of departure, arguing that these should be further developed within a social determinants
approach to immigration and immigrant health. The structural framework, as noted above, has
been applied primarily in research on access to care; this scope must be expanded significantly to
include economic and social opportunities and resources, as well as other specific structural factors,
such as access to legal support, housing, food security, and living and working conditions. Concep-
tually, these specific factors and related policies should be employed to explore and intervene on
the structural factors that affect immigrant population health. Such a focus would better integrate
and emphasize nonmedical factors that influence health, especially upstream determinants such
as living and working conditions.

Furthermore, the broader historical context of migration must be more explicitly considered
in scholarship on immigrant health. This focus should include attention to the political economic
circumstances that produce the motives for migration. Scholars often strive to distinguish between
voluntary and forced migration because each produces different consequences in host countries.
Voluntary migrants are often assumed to choose to cross borders in search of economic oppor-
tunity, whereas involuntary migrants (or refugees) are forced by circumstances to flee their home
countries in search of physical security. However, the conventional understanding of active choice
in the migration decision has been contested. People can be driven out of their home countries
by economic desperation—that is, forcibly displaced by material factors aside from war and nat-
ural disasters—and some have argued that the idea of voluntary migration ignores the realities of
structural violence that push people out of their home countries (see, e.g., 54, 108, 147). Immi-
gration is fundamentally determined by social, economic, and political inequalities. This reality is
particularly important because when immigrants’ circumstances are viewed as a choice, they are
less likely to be viewed by policy makers as inherently deserving of social and health services, as
we discuss in the section on deservingness below.

Although many of the studies reviewed here examine immigration as a critical variable in
the experience of health and sickness, they have a heavy focus on health behaviors, health care
interactions, and access. Research questions should be expanded to consider the policies that shape

382 Castañeda et al.



PU36CH22-Castaneda ARI 25 February 2015 13:12

the broader health landscapes in which immigrants live. The ability to document measures such
as leading health indicators is necessary to highlight where immigrants deviate from national
populations (61); however, we also need further explanations of the root causes that lead to harsh
conditions for immigrants by acknowledging the damage of structural conditions and related
policies. Immigration and immigration status affect health through many mechanisms, including
fear, stress, differential access to resources, experiences of prejudice and violence, and differential
access to safe work and housing. In addition, immigration impacts the health of nonimmigrants.
For example, most children living in 2.3 million mixed-status families are US citizens by birth.
They are directly affected by the undocumented status of their family members; they access health
care benefits at a lower rate or receive delayed treatment (49, 56), experience greater developmental
risk in childhood (12, 98, 149), and experience higher levels of family conflict and stress (131),
including the effects of deportation of individual household members, often parents (2, 47, 48, 92,
116, 131). In addition, children are often left in the community of origin and experience negative
effects of familial separation. These situations underscore that immigrants are embedded in social
units, creating a cumulative ripple effect on households and communities that must be considered.

Immigrant legal status must be understood as a fluid characteristic that can change—often
multiple times—over the course of an individual’s lifetime owing to personal circumstances (e.g.,
marriage) and shifting policy environments (e.g., legalization). Some examples include the relief
provided under the Immigration Reform and Control Act of 1986, which allowed some 2.7 million
migrants to gain legal status, and the deferred action for childhood arrivals (DACA) program
announced in 2012, which has provided semilegal status to more than a half-million undocumented
youth for a renewable period of two years. In both of these examples, the variable of legal status
changed virtually overnight, but the lifelong experiences that affect health status may remain.
Thus, legal status should not be viewed simply as a dichotomous variable; in addition to a number
of ambiguous situations [such as DACA and temporary protected status (TPS)], federal policies
stratify the relationships between various statuses and access to services and programs. The 2010
Affordable Care Act, for example, draws on federal eligibility categories that distinguish between
“qualified” and “nonqualified” immigrants as well as “lawfully present immigrants” (which includes
both “qualified” and some “nonqualified” categories) and “not lawfully present immigrants.”

Similarly, we must investigate and respond to the impacts of specific, and often local, immigra-
tion, labor, and education policies. Doing so is especially important for undocumented people; for
example, the vulnerabilities associated with deportation and family separation remain understud-
ied, even though undocumented status is associated with socioeconomic indicators known to affect
health. Recent studies have begun to examine the interaction between deportation and well-being,
for example on mental health (2), drug use (116), and HIV risk (92). A recent systematic review
of the health impact of immigration policies found that the majority of policies focused on the
impact on access to health care rather than on specific health outcomes (82). In addition, research
is needed into specific labor and education policies: for example, states adopting explicit rights for
farmworker organizing (142), adopting equal minimum wages for restaurant workers and other
workers, changing identification card or driver’s license eligibility, and implementing policies for
educational access for immigrant children. Often, these are state-level changes that affect only
some populations, such as those in new settlement areas facing a large influx of immigrants for
the first time without an infrastructure established to serve them (102). Studies should account for
such localized circumstances, striving for deeper understanding of a policy’s impact rather than
seeking to make broad generalizations for all immigrant populations.

Although arguably very important, deservingness of immigrant populations has been a relatively
neglected area. Deservingness refers to how some groups, but not others, are considered worthy
of attention, investment, and care, particularly against the backdrop of the retrenchment of the
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welfare state and increasing health care costs (28, 53, 81, 90, 109, 119, 133, 143). Conceptions
of deservingness are distinct from formalized entitlements as well as from pragmatic questions of
access. However, “although we have well-developed analytic toolkits for investigating questions of
both entitlement and access, the subtler moral positions that undergird them—identified here as
local ways of reckoning health-related deservingness—remain conspicuously underinvestigated”
(143, p. 805). Given the many ways in which assumptions about deservingness affect public opinion,
elections, and allocation of social and health resources, this is an especially important area of future
study related to immigration and health. Indeed, deservingness may be inflected by immigration
status, language use, accent, perceived ethnicity or race, and many other factors.

Despite the relatively common focus on ethnicity and “culture” in the literature on immigration
and health, there is a lack of discussion of the role of discrimination, including racism and anti-
immigrant prejudice. We know from public health research that forms of racism and prejudice
affect health significantly (59, 68, 71, 144), likely through factors such as stress, violence, and
exclusion from resources. These factors are likely very important in the experiences and health
outcomes of immigrants (54) and should receive more research and political attention.

Finally, we recommend increasing the focus on resiliency. Resiliency, or the ability of a popula-
tion to respond positively despite factors challenging its health (140), represents a strengths-based
research approach as opposed to the more common deficit and sickness focus in health research.
This type of approach related to immigration and health is found primarily within the focus on
the Latino paradox or the immigrant health paradox. However, given critiques of these frame-
works, especially in clumping together people with diverse experiences, histories, and statuses
(1), researchers must explore resiliency in other ways among immigrant individuals, families, and
communities. This expansion may include analyses of such positive aspects as social capital and
informal care networks as well as community organizing and resistance to policies and practices
detrimental to health. Taking seriously the resiliency of immigrants suggests a commitment to
working with communities not only to understand their needs but also to identify and build on
their strengths. Thus, research with this focus may benefit especially from a community-based
participatory framework (8, 88).

Policy Implications

The social determinants approach to immigrant health compels public health practitioners to
support specific policy and programmatic interventions, in addition to attending to the future
research priorities discussed above. Despite the considerable health effects of migration, there is a
lack of coordinated policy and program efforts to address these effects. Policy making on migration
has been conducted generally by institutions composed of international aid, security, immigration
enforcement, trade, and labor, which rarely include the health sector and often have incompatible
goals (e.g., 150). And even though the hallmark 1978 Declaration of Alma-Ata expressed the
need for action by governments and health and development workers to protect and promote
the health of all people, it is apparent that such action—not to mention its accomplishments—
has been woefully inadequate for immigrants among many other populations. Equity remains
the chief human rights dilemma in health in the twenty-first century (40, 39). Taking seriously
immigration as a social determinant of health in its own right requires policy efforts that emphasize
the following:

1. Equal access to health care for im/migrants. Access to prevention and treatment (39) should
be “in proportion to need without discrimination” (112); yet, as evidenced by the Affordable
Care Act of 2010, the current system continues to exclude many immigrants, often based
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on assumptions of deservingness. The Affordable Care Act has expanded health insurance
and access to many immigrants. For example, lawfully present noncitizens can purchase
subsidized private insurance plans through the health insurance exchanges. However, many
lawful permanent residents are excluded from accessing Medicaid because of a five-year
residency requirement. Undocumented immigrants are excluded entirely from the ACA’s
various individual insurance provisions, as are some individuals with temporary status (e.g.,
TPS or DACA) (96). Thus, there is significant policy work to be done to expand access
to all immigrant groups. In addition, there are not enough community health centers to
serve the intended population (124). Contrary to popular perceptions, immigrants use fewer
health services (13, 25, 106) and tend to rely more on local community health centers and
their programs. Community health centers will continue to be a vital health care source
throughout most of the country for immigrants without coverage and should be supported
to decrease the negative health effects of immigration, not only on immigrants but also on
nonimmigrants in their communities and societies.

2. Improved enforcement of existing labor laws and protection of immigrant workers’ right to
organize. Despite the existence of many labor laws, immigrant workers around the world are
often mistreated (58, 88). Labor protections for immigrants are limited owing to their lack
of political power, language differences affecting access to power, and, for some immigrants,
fear of retaliation and potential deportation. For these reasons, it is important not only
to increase enforcement of existing labor laws but also to protect the rights of immigrant
workers to organize to protect themselves collectively on the job.

3. Fair immigration reform that includes a path to citizenship. Given that immigration func-
tions as a social determinant of health, the best way to address that determinant is to reform
the immigration system itself. In the United States, a fair and comprehensive policy change
is necessary and should focus on a path toward citizenship and a worker permit that would
not undermine workers already present nor deepen power differentials, as guest worker pro-
grams often do. These changes could significantly improve the health of immigrants and
should be promoted and subsequently tracked when implemented. One significant aspect of
immigration reform is the commitment to fair and more equitable economic development
globally so that many people would no longer be forced to leave their homes in the first
place.

4. Inclusion of immigrant communities through collaboration and participation. Public health
practitioners and researchers should reconsider how the field approaches immigration and
work more closely and directly with immigrant communities. Such participatory planning
of public health research and responses could increase sustainability of programs and tailor
programs to the needs and realities of specific immigrant communities.

CONCLUSION

Although the focus on social determinants of health is growing in public health research and
practice, this understanding has not made significant headway into the field of immigration and
health. Public health research on immigration and health is dominated by three primary frame-
works. The most common framework focuses on individual health behaviors and neglects broader
social, economic, and political forces. The second most common framework focuses on the cul-
ture of immigrants, moving beyond the level of the individual to some degree, yet still neglecting
many of the larger forces affecting immigrants. And finally, the third framework focuses on social,
economic, institutional, and political structures as they affect immigrant health. However, most
of the research in this third framework is limited to access to health care for immigrants and
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rarely addresses the many other ways in which such structures affect health. A structural approach
requires acknowledgment of the host of social factors and forces that affect health and operate
to either include or exclude individuals and communities from adequate health care as well as
from resources and experiences that foster health. We suggest expanding research in this struc-
tural framework as one important way to engage in research and practice related to immigration
utilizing a social determinants of health lens.

Immigration involves challenging adaptations that are more than processes of individual adjust-
ment to new environments or cultural assimilation or acculturation to new sociocultural contexts;
it is also a complex and often protracted process of negotiation with social structural, political,
and economic forces. Thus, we recommend that, to make substantive improvements in health
outcomes, immigration must be understood as a key social determinant of health in its own right.
Immigration influences all other social relationships and is a lived experience that directly af-
fects health and well-being. A serious consideration of immigration in this light is consistent
with and advances public health as a science that examines and responds to causes of disease on
a population level. Treating immigration as a social determinant of health poses challenges to
conventional understandings and practices because it requires going beyond the hold of individ-
ualism and behaviorism in public health and instead requires tackling a wider sphere of upstream
structural factors affecting health. These include more inclusive health care practices, engagement
with immigrant communities, and advocacy for fair immigration, economic, and health policies.
A concerted effort to understand the effects of immigration as a social determinant of health holds
the potential to position public health as a key actor in the development of a truly healthy global
society, inclusive of those compelled to cross international boundaries.
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