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ABSTRACT 
 

BACKROUND: Historically, US immigration policy, including border enforcement, has 

served to define national belonging and through this process, has constructed particular 

groups as undesirable or threatening to the nation.  Such political-economic strategies 

contribute to oppression through gender, ethnic, and class discrimination and economic 

and political exclusion.  This dissertation is based on three studies that collectivity 

explored these issues as structural determinants of health (SDH) and forms of structural 

and everyday violence.  OBJECTIVES: These studies aimed to (1) examine the relations 

between immigration related mistreatment and practices of ethno-racial profiling by 

immigration officials on health of Mexican immigrants of the Arizona border (2) 

contextualize the structural and everyday violence of such institutional practices through 

mistreatment narratives and (3) evaluate the impact of an intensive Border Health Service 

Learning Institute (BHSLI) on public health students’ ability to locate such forms of 

violence and identify the role of public health advocacy. METHODS: Study one and two 

are a secondary analysis of quantitative and qualitative data drawn from a random 

household sample of 299 Mexican-origin farmworkers.  Study three is a qualitative 

analysis of 25 BHSLI student reflection journals from 2010-2012.  RESULTS: 

Farmworkers were US permanent residents and citizens, employed in US agriculture for 

20 years.  Approximately 25% reported immigration related mistreatment, more than 

50% were personally victimized and 75% of mistreatment episodes occurred in a 
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community location while residents engaged in routine activities.  Immigration 

mistreatment was associated with a 2.3-increased risk for stress in adjusted models (OR 

2.3, CI 1.2, 4.1).  After a week at the US-Mexico border, BHSLI students articulated 

aspects of immigration and economic policy impacting health.  Students framed 

economic and immigration policies as health policy and found the role of public health to 

convene stakeholders toward multi-institutional policy solutions.  CONCLUSION:  

Immigration related mistreatment and ethno-racial profiling are historically embedded at 

institutional and individual levels and reproduce inequality overtime.  Such institutional 

practices of discrimination are SDH and forms of structural and everyday violence.  

Academic public health programs, engaged in service learning strengthen students’ 

abilities to learn and act on such SDH and contribute to campus-community engagement 

on related ethno-racial health disparities. 
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INTRODUCTION 
 

I. Explanation of the Problem  
 

Historically, US immigration policy, including border enforcement policy, has 

served to define national belonging and through this process, has constructed particular 

groups as undesirable or threatening to the nation (1). Such historical legal strategies are 

argued to contribute to oppression across generations through political and economic 

exclusion and gender, ethnic, and class discrimination (2, 3). Accordingly, public health 

scholars have called for research into the impact of such immigration policies on the 

health of immigrant families and communities and recognize these policies may 

exacerbate health disparities among immigrant populations (4). Furthermore, stress born 

of interpersonal and institutional practices of discrimination may proliferate over the life 

course and throughout generations and thus contribute to sustaining and widening of 

health inequities between advantaged and disadvantaged social groups (5).  

Immigration and specifically border enforcement policies that inherently threaten 

the personal safety and security of US citizen and permanent resident Mexican 

immigrants may disproportionate affect children within these households.  Discrimination 

stress experienced by an adult parent or family member may be transferred to children 

and other adults within the social network (5, 6).  Children of immigrant parents are 

particularly susceptible to misunderstanding the immigration trajectory of their parents 
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and may associate their own Mexican heritage with notions of illegality despite their own 

US citizen permanent residency status (7).  Such conflations of Mexican heritage and 

undocumented immigration status contribute to immigrant children denying their own 

cultural and linguistic ties to Mexico (7, 8). Furthermore, children exposed to anti-

immigrant environments in which Mexican descent family and community members are 

targeted by law enforcement and anti immigrant groups, experience fear for their 

personal safety and that of their parents and family members (7).  Mexican origin 

immigrant families and their non-immigrant co-ethnics living in the border region may 

experience disproportionate levels of such forms of immigration and discrimination stress 

due to their proximity to the US-Mexico border and the unprecedented level of 

militarization of the region (9).  

 In response to discrimination stress that spans the life course and effect 

generations across time the Institute of Medicine (10) has encouraged public health 

research and training programs to use ecological approaches that consider the social, 

economic, and political context of family and child health.  In light of the professional 

nature of the Doctorate of Public Health degree and my Maternal and Child Health major, 

this dissertation blends both research and systems level intervention strategies to counter 

immigration related ethno racial health disparities among families of the US-Mexico 

borderlands.  Specifically, this study weaves together quantitative and qualitative data to 

document the public health impact of anti-immigrant policies, specifically those that 

militarize and police Mexican origin residents of the region.  A service-learning approach 

to counter health disparities among border immigrant families is examined as a potential 
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community engaged systems level approach to strengthen the emerging public health 

workforce preparing to serve border and immigrant communities. 

This dissertation draws on the social science conceptualization of structural 

violence (2, 11) as an analytical framework in which  such macro-level forces can be 

shown to create an environment of disproportionate vulnerability for marginalized groups 

(12).  Furthermore, everyday violence, or the structural violence that comes in form of 

the daily interactions between disenfranchised groups and institutional structures of the 

state, create a climate rife for stigmatization (13), discrimination (14-16), human rights 

violations (9, 17), and rampant criminal institutionalization (18).  It is widely accepted 

that the accumulated experiences of such suffering or ‘assaults’ can be embodied 

throughout the life course (19) and predispose individuals to disproportionate risk for 

injury, disease, and premature death (16). Accordingly, eco-social theories (20), the 

emerging field of social epidemiology (21) and participatory research and teaching 

strategies (22) assist researchers, students and affected communities in locating and 

measuring institutional pathways of ethno-racial health disparities. However public health 

continues to struggle for research methods and teaching strategies to make the gross and 

nuanced effects of structural and everyday violence on health visible (23).  

Discrimination has been associated with several poor physical and mental health 

outcomes, including ethno-racial health disparities among Mexican immigrant 

populations (6, 24-28).  Early childhood and adolescence are considered sensitive periods 

in which children may be more susceptible to discrimination stress which may in turn 
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effect their own stress response and self regulation and interaction with peers (29) and 

internalizing problems (6, 27). Institutional practices of discrimination within US 

immigration and border enforcement  systems have only recently emerged as a structural 

determinant of health inequality (30) and few studies have linked these experiences to 

poor health outcomes among immigrant families (31). Broadly, restrictive or punitive 

immigration policies are known to limit immigrant families access to health and social 

services (4, 32), education opportunities, and adequate employment remuneration (30, 

33).  In Arizona, anti-immigrant policies have been documented to limit mobility among 

Mexican immigrant families to engage in normal activities (4). US citizen and permanent 

resident parents have described fear of engaging in educational and community events 

due to fear of reprisal of law enforcement and anti immigrant groups (4). Arizona 

immigrant families also report avoidance of health and social services due to fear (4).  

While the ill effects of immigration and border enforcement policies have 

historically beset Mexican origin families of the borderlands (34),  such policies may 

have been particularly palpable during the years spanning the aims of this dissertation 

research, 2006-2012. Between these years, Arizona enacted restrictive immigration law 

related to education, employment, identification, law enforcement, and language (9, 35).  

Simultaneous to restrictive immigrant legislation, increases in capital and human 

resources to the Office of Homeland Security in form of US border patrol agents and 

National Guard, border fencing and technology transformed Arizona border communities 

into highly militarized environments (35).  Locally, the presence of anti-immigrant 

militia groups was also present in most Arizona rural border communities, while the 
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pressure for local law enforcement to assume federal immigration law enforcement 

responsibilities was also mounting (35). Thus, during the time of these studies families 

living in border communities were operating within a particularly anti-immigrant political 

landscape, highly focused on restricting access to public services and accumulation of 

state and federal resources for border security.  

Nascent research describe public health programs and faculty as limited in their 

ability to prepare emerging public health professionals in the structural determinants of 

health (SDH), defined here as the macro-economic, social and public policies that 

produce social stratification by gender, race, and class (36). Many faculty committed to 

teaching the SDH also described lacking the competencies, methods and pedagogy to 

prepare emerging public health professionals in these areas (36). Service learning is one 

such pedagogy argued to enhance student awareness of and commitment to the 

elimination of health disparities rooted in social and structural determinants of health (37-

39).  Service-learning is a form of community-centered experiential education that locates 

emerging health professionals in community generated service projects and provides 

structured opportunities for reflection on the broader social, economic and political 

contexts of health (38).  Service-learning has the potential to link students service 

experience to broader systems level thinking (39, 40) , create a space for the exploration 

of cultural humility (41, 42) and increase civic engagement (43) to act on ethno racial 

health disparities rooted in SDH.  
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II. Aims and Hypotheses   
 
 The primary aims of this study are to: 1) explore the public health impact of 

immigration policies that militarize and police the US-Mexico border region; 2) describe 

the everyday violence of personal and witnessed immigration related mistreatment; and 

3) examine service-learning as a systems level intervention for preparing public health 

professionals in understanding and acting on such structural determinants of health of the 

US-Mexico border.  Aims 1 and 2 were pursued using data from a cross-sectional study 

of Mexican origin farmworkers of the Arizona-Sonora, Mexico border region.  Aim 3 

was explored through a cross-sectional evaluation study of public health students enrolled 

in the University of Arizona, Border Health Service-Learning Institute (BHSLI).  

 Based on theory and previous empirical findings the following aims and 

hypotheses are posited:  

 

Aim 1:  Document gender differences among Arizona border farmworkers with respect to 

demographics, depressive symptoms, stress, perceived racial profiling, and negative 

immigration-related encounters with officials;  

 

Hypothesis 1: Indicators of mental and physical health status among Mexican 

descent farmworkers who live and work in the Arizona border region will differ 

by gender (44, 45).  
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Hypothesis 2: Farmworkers with an immigration related mistreatment experience 

are more likely to perceive immigration related ethno racial profiling compared to 

farmworkers who are not mistreated (46). 

 

Hypothesis 3: Reported immigration related mistreatment episodes will be 

positively correlated with higher levels of reported poor mental health and stress 

among border farmworkers (31).  

Hypothesis 3a:  Female farmworkers who have experienced mistreatment 

will have worse mental health outcomes compared to mistreated male 

farmworkers.   

 

Aim 2: Document the prevalence of and ways in which immigration policy and 

militarization of the Arizona border is experienced and normalized as everyday violence 

by Mexican descent farmworkers.   

 

Hypothesis 4:  Farmworkers who have experienced immigration related 

mistreatment episode would not differ significantly in demographics, perceptions 

of immigration authorities, perceived use of ethno-racial profiling by immigration 

officials and border specific stressors from those farmworkers who have not 

experienced a mistreatment episode. 
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Aim 3:  Illuminate ways interdisciplinary public health students engaged in an intensive, 

binational, service-learning course, (1) conceptualize social and structural determinants 

of health and the role of public health advocacy and policy on health disparities; (2) 

locate social justice in service-learning projects and (3) experience personal and 

professional transformation and planned action on the ethno-racial health disparities.   
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III. Role of the Authors in Research  
 
 This research was conducted using data from two sources; data for Aims 1 and 2 

are drawn from the National Institute of Occupational Safety and Health, Challenges to 

Farmworker Health at the US-Mexico Border study (CFH), a cross sectional study of 

Mexican origin farmworkers from the Arizona-Sonora, Mexico border region.  Data for 

Aim 3 are drawn from the Rural Health Profession Program Evaluation (RHPPE), an 

ongoing evaluation of service-learning initiatives of the University of Arizona, 

Zuckerman College of Public Health.  The data used for Aims 1 and 2 are secondary and 

the hypotheses investigated herein are different than those posed in the original CFH 

study.  The data used for Aim 3 is primary as the hypotheses investigated were generated 

by the author and are consistent with the aim of the RHPPE program of which this author 

is co-investigator.  The appendices A-C to this dissertation include three manuscripts that 

address the study aims, for which the author conducted all analyses and discussions.  

Because of the de-identified nature of the CFH data used for these analyses and the 

course evaluation nature of the RHPPE, this study was not considered to be human 

subjects research by the University of Arizona Human Internal Review Board (Appendix 

D).   

IV. Dissertation Format  
 

 This dissertation is organized into four sections: Introduction, Present Study, 

Dissertation Conclusions and Future Directions, and Appendices.  The Introduction 
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includes a summary of the research questions to be addressed and a thorough review of 

the relevant literature.  The Present Study section summarizes the methods and results of 

the research.  The Dissertation Conclusions and Future Directions section integrates the 

study findings and concludes with future directions for research in response to this 

dissertation work.  The Appendices to this dissertation include three completed 

manuscripts that address the primary hypotheses of this dissertation and Human Subjects 

IRB documentation.  The author is first author on all manuscripts.  

 



23 
 

 

V. Review of the Literature 
 

 The following background sections provide an overview of theoretical 

frameworks and social epidemiological data related to the aims of this dissertation.   

 

A. Theories of Health Inequality 
 

In this section, I cover two main theories of inequality and their effects, 

specifically the social scientific conceptualization of structural and everyday violence and 

the structural determinants of health (SDH) put forth by the World Health Organization’s 

(WHO) Commission on the Social Determinants of Health (47) .  Each theory discussed 

shares the basic tenet that macro level political-economic policies and institutions limit 

individual agency and life chances causing disproportionate burdens of suffering, disease, 

and death among disenfranchised social groups (2, 48).  Structures of inequality are 

considered historically embedded and deeply entrenched at the institutional and 

individual levels serving to reproduce inequality overtime and at multiple levels (49).  

Many researchers signal the cumulative exposure to institutional arrangements that 

systematically marginalize individuals and groups based on ethnicity, gender and class, 

can be embodied on a biological level and manifest as poor mental and physical health 

outcomes (20).  Structural inequality is positively associated with disproportionate 

vulnerability (12), stigmatization (13) , stress (16) human rights violations (9, 17), 

rampant criminal institutionalization (18), disengagement from safety net systems (50), 
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and deep disparities in morbidity and mortality among disenfranchised groups(21).  

Theories of inequality discussed here serve as the theoretical foundation of this 

dissertation and guide the understanding of the structural pathways or ‘structural 

determinants’ of racial and ethnic health disparities of the US-Mexico border region, 

specifically among Mexican origin farmworkers of the region.  Theories of inequality 

also provide the rationale for the use of community-centered experiential teaching 

methods to prepare emerging public health professionals in SDH and the ethno racial 

disparities of the US-Mexico border region. 

  

A.1. Structural Violence  
 

  The theory of structural violence put forth by Paul Farmer and others (2, 19), 

offers a moral argument in which inequality stems from historical political and material 

exclusion wherein macro political economic forces contribute indirectly to oppression 

through gender, ethnic, and class discrimination (19). This theory argues that individuals 

and institutions of the state are embedded in relational structures that shape intentions, 

interests, and interactions (17).  Therefore, agency is limited when power is unequally 

distributed, thus creating the foundation for economic and social inequality.  The degree 

to which agency is limited depends on the social location of the individual within the 

social axes of gender, race/ethnicity, and class.  The axis of gender is of particular 

saliency to this dissertation as immigrant women are disproportionately excluded from 

economic and political spheres resulting increased structural vulnerability (23, 47).  In 
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Differential social stratification contributes to gender inequality and destructive physical 

and mental health outcomes among girls and women globally (47).   

 The empirical lens most often used to examine structural violence is an historical 

one, anchored in anti-colonial resistance movements and liberation theology (2).  

Through this type of critical, historical analysis social inequality is contextualized and 

empirically linked to disproportionate morbidity and mortality at the site of the body.  To 

make these connections, ethnographic techniques are often coupled with population level 

epidemiologic data to illuminate the “social machinery of oppression” manifested as poor 

health outcomes (49).  Researchers have explored mechanisms of structural violence in a 

variety of ways, most notably by Paul Famer’s (11) description of the intersections of 

colonialism, structural adjustment, and epidemics of multi-resistant tuberculosis and 

HIV/AIDS in Haiti; Linda Green’s (9)  historical analysis of the relationship among state 

sponsored violence, neoliberal economic policies and collective trauma among 

Guatemalan immigrants in the US ; and Beckfield and Kreiger’s (51) quantitative 

analysis of the magnitude of health disparities in the US and specific global political 

systems.   

 

A.2. Everyday Violence 
 

Nancy Shepher-Hughes’ (52) theory of everyday violence or normalized violence 

is situated at the “capillary level”, and takes the form of micro-level daily interactions 

between marginalized groups and the institutions of the state.  Everyday violence is 
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argued to dominate the lived realities of marginalized people rendering the larger 

structural phenomena and the pragmatic approaches to measure and decrease human 

suffering invisible (19).  Everyday violence is most often understood empirically through 

embedded ethnography, or longitudinal participant observation through which one can 

link institutional structures to micro behaviors of violence occurring at the interpersonal 

level.  Through these qualitative methods, everyday violence has been documented in 

relation to infant and child mortality and the invisibility of women and children and the 

indifference of rural Brazilian sugar producing states (52), gender-power relations and 

transmission of Hepatitis C (53), and interpersonal mitigation of HIV infection among 

US sex workers (13). 

   

A.3. Structural Determinants of Health  
 

 The WHO Commission for Social Determinants of Health renewed their 

conceptualization of SDH to include structural determinants of health defined by global 

governance regimes, macro-economic policies, social (labor, housing, land) and public 

(health, education, social protection) policies (47).  Borrowing from feminist theories of 

power and Diderichsen’s (54) social production of disease, the Commission contends 

these structural determinants work through education, income, occupation, class, access 

to resources, political power, prestige and discrimination, sexism, and racism, causing 

differential exposures and vulnerability. This vulnerability is further mediated by 
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determinants of material circumstances, behaviors, biological, and psychosocial factors 

which directly impact health status and wellbeing.   

Discursive practices of critical public health engage social epidemiology to 

conceptualize and measure structural determinants of health (21).  Social epidemiology 

offers highly focused and quantifiable institutional pathways of disease.  Nancy Kreiger’s 

(14) work in the field has specifically added quantitative measures of economic and 

social deprivation, exposure to toxic substances and hazardous conditions, socially 

inflicted trauma, targeted marketing of legal and illegal psychoactive substances and 

inadequate health care.   

A.4. Racism and Discrimination and Health of Mexican Immigrant Populations 
 

The Ecosocial Theory of disease production defines racism as ‘the exploitive and 

oppressive social relationship that simultaneously defines racial/ethnic groups and causes 

racial/ethnic social inequalities through specific pathways, operating as diverse levels and 

spatiotemporal scales, in historical context’ (55). Ethnic discrimination has been 

associated with detrimental mental health outcomes among multi ethnic and immigrant 

populations (16).  

Among Mexican immigrant populations, the focus of this dissertation, racial and 

ethnic health disparities associated with perceived ethnic discrimination include poor 

mental health (24, 56), depressive symptoms (25, 27, 57), anxiety (25), psychological 

distress (28),  emotions of threat, harm and anger  (25, 58), sadness and nervousness  (25, 

59) and internalizing problems, such as low self-esteem (60),  and stress (31, 61).  
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A.5. Role of Stress  
 

While stress is considered a mediator of poor mental and physical health, it is a 

person’s natural response mechanism to threatening situations (62).  Specifically, chronic 

psychosocial stress activates the sympathetic nervous system and the hypothalamic-

pituitary adrenal axis.  When activated these two systems mobilize the body’s energy 

reserves by turning off non-essential functions to increase alertness, and enable the 

response to potential threats.  Chronic activation of the sympathetic nervous system 

causes the hyperactivity of some bodily functions and the suppression of others and in 

turn can impair cognitive and physical function (62, 63).  

 

A.6. Discrimination Stress and the Life Course Approach  
 

 Discrimination stress is described to proliferate over the life course and 

generation and contributes to sustaining and widening of health inequities between 

advantaged and disadvantaged social groups (5). Gee (6) offers a life course approach to 

understand the impact of discrimination stress specifically on health inequity and the 

sensitive periods in which exposure to discrimination may have a greater effect (6). 

Accordingly, early childhood and adolescence are considered sensitive periods in which 

children may be more susceptible to stressors of discrimination which may in turn effect 

their own stress response and self regulation and interaction with peers (29) and 

internalizing problems (6, 27). Furthermore, the concept of link lives (6) in which the 

discrimination stress experienced by an adult parent or family member is transferred to 
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children and other adults within the network (5, 6).  Exposure to discrimination is also 

related to low birth weight deliveries (64) which may affect Mexican immigrant of child 

bearing age living in militarized communities. Therefore to reduce ethno racial health 

disparities associated with the accumulation of chronic stress including discrimination 

stress, meso-level policies should target child who are at long-term risk due to exposure 

to chronic and intergenerational poverty, inadequate school systems and neighborhood 

segregation.  

 

B. Social Determinants of Health of the US-Mexico Border  

B.1. Population  
 

 The US-Mexico border is a culturally rich and dynamic region defined by 2,000 

miles area reaching from the Gulf of Mexico to the Pacific Ocean (Figure 1).  The border 

is comprised of six Mexican states and on the US side, includes sections of California, 

Arizona, New Mexico, and Texas.  In 2000, the US census estimated a total of 6.5 

million people lived in the region, half of which were Hispanic, more specifically of 

Mexican descent.  The region has been characterized as a paradox, a region of both 

enormous wealth and extreme poverty, with highly dense and rural populations (65). 

Most importantly, the region is experiencing tremendous population growth, a population 

which doubled between 1970 and 2000, and incurred a 20% population increase between 

the years 1999-2000 (65).  This section extracts data from the US-Mexico Border Health 

Commission (USMBHC) report, Border Lives: Health Status in the United States –
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Mexico Border Region (65).  This report is the most current and comprehensive 

compilation of demographic and social epidemiological data available for the region.  

Unless otherwise cited, all data in this section were derived from this report, including the 

data used to create all tables and figures.  

 

 

Figure 1:  Map of US-Mexico Border Region   (Source: USMBHC, 2010) 
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B.2. Race and Ethnicity  
 

Arizona and respective border counties are predominately comprised of non-

Hispanic white (NHW) and Hispanic populations (Table 1).  Hispanic ethnicity in border 

counties ranges from 30% to 80% of the total population.  Mexican descent persons make 

up approximately 90-98% of the population of sister communities situated at the US-

Mexico border (65).  

Table 1: Percent distribution of population by race and ethnicity, Arizona border 
region, 2000 

 White     
 Total Non-

Hispanic 
Black American 

Indian 
Asian Hispanic 

Arizona  88.7 64.5 3.6 5.4 2.3 25.5 
Arizona Border  91.0 58.2 3.5 3.2 2.3 34.4 

Cochise 90.9 62.1 5.3 1.6 2.2 30.9 
Pima 90.1 62.1 3.6 3.7 2.5 29.6 

Santa Cruz 98.0 18.0 0.4 0.8 0.8 81.0 
Yuma 94.0 44.9 2.6 2.0 1.4 50.8 

(Source: USMBHC, 2010) 
 

B.3. Foreign-born 

  
 Compared to the US population, US- Mexico Border States contain a greater 

proportion of foreign-born populations (Figure 2).  Arizona is home to a greater 

proportion of Mexican born individuals compared to the US and other border states (65).  
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B.4. Language Ability  
 

 Compared to the US population and counties of the US-Mexico border, Arizona 

border counties are comprised of a greater proportion of youth that do not speak English 

(65).  Among adults and older adult, the proportion of non-English speaking persons is 

less than that of border counties (Figure 3).  
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Figure 2: Foreign-born population and country of birth, US 
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B.5. Income and Poverty  
 

 Hispanics of the US-Mexico border region are significantly more likely to be 

considered poor compared to NHW in the region, Arizona border residents experience 

higher poverty rates compared to the US and all US-Mexico Border States for all 

ethnicities (Figure 4).  Arizona border counties exceeded the state’s overall poverty rate 

for all ethnicities.  Poverty rates for NHW living in Arizona border counties ranged from 

7.8% to 11.6%, compared to 23% to 31% for Hispanics in the same region.  Although 

poverty rates have declined overall for Hispanics of the border (36% to 30%) the poverty 

rate remains high (65).  

 

  US Hispanic children are more likely to live in poverty compared to NHW 

children.  Among children living in US Border States, Hispanic children are 

approximately two to three times more likely to live in poverty compared to NHW 

children of the same region (65).  
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Hispanics of the US-Mexico border are also significantly more likely to earn less 

per capita income compared to NHW of the same region. Most recent aggregated US 

census income data, demonstrates NHW outpaced the per capita income of Hispanics by 

an average of $10,000 USD (65).  In 1999, per capita income of the US-Mexico border 

was less than two thirds that of national per capita income rate compared to Arizona rate, 

which was 86% lower than the national average (65).  NHW income is more than twice 

that of Hispanics ($27, 411 compared to $9, 928) (Table 2).  
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Table 2: Per capita income by race/ethnicity and percent change, US border region, 
1989 and 1999  

Per Capita Income 1999 
Percent Change 

1989-1999 
 Total NHW Hispanic Total Hispanic 

United States 21,587 24,819 12,111 11.4 7.3 
Border States 21,302 28,888 11,314 6.4 8.1 
Arizona 20,275 25,239 10,629 12.1 7.3 
Arizona Border  18,497 23,929 10,528 11 11 

Cochise 15,988 19,424 9,530 11.1 12 
Pima 19,785 24,775 11,318 11.8 10.3 

Santa Cruz 13,278 30,289 9,460 9.7 9.1 
Yuma 14,802 21,649 8,964 5.7 14.2 

(Source: USMBHC, 2010) 
 

 

B.6. Unemployment and Education 
 

 Populations of the US-Mexico border experience ethno-racial disparities in 

educational achievement (65).  In the year 2000, 86% of NHW completed high school 

compared to 52% of Hispanics of the same region (Figure 6).   
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Compared to NHW border populations, Hispanic ethnicity is significantly 

associated with differences in higher rates of unemployment (65).  In 2000, the 

unemployment rate for the Arizona border region ranged from 3-6% for NHW compared 

to 7 to 17.5 % (Figure 7). 

 

 

B.7. Access to Health Insurance  
 

 Historically, Hispanics in the US have been documented to be among the most 

chronically uninsured group across all race and ethnicities (65).  In 2007, the uninsured 

rate of the US –Mexico border region accounted for 30% of the total uninsured rate of the 

US (66). Uninsured rates among US border states range from 18%- 25% (67).  Hispanics 

of the border region are significantly less likely to have health insurance compared to 

Hispanics nationwide, a percent difference that reaches 17% between the ethnicities (66).  

US border Hispanics that currently lack health insurance coverage reached 38% in 2000 
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compared to 12% of NHW in the same region (65).  Short and long term lack of health 

insurance was also associated with Hispanic ethnicity in the region and significantly 

greater compared to NHWs (65). 

C. Leading Health Disparities of the US-Mexico Border  
 

 Despite deep disparities in income, education, health care insurance and access to 

primary, preventative and specialty care, the border region remains on target for 

achieving Healthy People goals set for breast cancer, diabetes mortality, tuberculosis, 

motor vehicle crashes, infant mortality from congenital anomalies and prenatal care (67).  

Health disparities remain for diabetes mellitus, cervical cancer, and infectious diseases of 

Hepatitis A and tuberculosis as well as unintentional injuries (67). 

C.1. Mental Health Status  
 

 National comparable measures of mental health for the US Hispanic community 

are drawn from the Substance Abuse and Mental Health Services Administration’s 

(SAMHSA) National Survey on Drug Use and Health (NSDUH).  NSDUH measures 

mental health in the form of serious psychological distress.  Nationally, Hispanics 

experience psychological distress at a higher rate than non-Hispanic whites, 10.2 to 12.8, 

respectively.  Rates among non-Hispanic whites and Hispanics in border counties do not 

differ statistically from national prevalence (65).  Yet, when data are disaggregated by 

nativity, ethno racial health disparities in mental health are illuminated.  Approximately 

15.4 % of US-born Hispanics experience psychological distress compared to 8.8% of 
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foreign-born Hispanics.  In terms of the border region, 12.4% of immigrant Hispanics 

reported psychological distress compared to 8.8% of immigrants nationwide.  Among 

farmworkers, a population predominantly Mexican-born, depression prevalence has been 

estimated to range from 20-40% (44).  This rate exceeds national and border prevalence 

rates for both US-born and foreign-born Hispanics. 

 

D. Immigration Policy as a Structural Determinant of Health  
 

Historically, US immigration policy, including border enforcement policy, has 

served to define national belonging and through this process, has constructed particular 

groups as undesirable or threatening to the nation (1). Accordingly, emerging 

immigration health literature has demonstrated an inverse relationship between restrictive 

or punitive immigration policy and the social determinants of access to health and social 
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Figure 8. Serious psychological distress among  Hispanics and NHW 
in the US border region, 2010  (Source: CDC, 2010) 
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services, education opportunities, and adequate employment remuneration (30, 33).  Anti-

immigrant policies have been argued to conflate ethnicity with immigration status, and 

thus result in hostile environments for entire ethnic groups, regardless of immigration 

status (1). Viruell-Fuentes (1) offers such an example for Latinos in the US, whereby to 

some ‘…all Latinos are perceived as Mexican, all Mexicans are seen as immigrants, and 

they in turn are all cast as undocumented’(p. 2103).  Such anti-immigrant environments 

have been associated with increased levels of discrimination, and poor mental and 

physical health outcomes among immigrant populations (4, 31, 68).  

 

D.1. Intersections of Immigration and Economic Policy   
 

Immigration policy, including US-Mexico border security takes a variety of 

forms, and includes economic and immigration policies (1) that simultaneously ‘push and 

pull’ Mexican origin people to the region  (9, 66).  Most notable of macroeconomic 

policies include the 1994 North American Free Trade Agreement (NAFTA) argued to 

have failed to improve the economic and social development conditions within Mexico 

(9, 69).  A ripple effect of NAFTA included a series of immigration policies enacted to 

curtail the predicted migration of Mexican workers to the NAFTA free trade zones of 

Northern Mexico and prevent undocumented immigration spillover to the US (34, 70).  

Such events coupled with a post September 11th climate of national security have greatly 

expanded the scope and breadth of the Department of Homeland Security (DHS) (1). 

DHS has been afforded dramatic increases in human and financial capital, in form of 
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Border Patrol Agents, National Guard and border security infrastructure designed to 

detect, detain and deport undocumented migrants (9).  

 

D.2. Immigration Policy and Arizona  
 

Arizona has experienced a proliferation of anti-immigration policies aimed at 

restricting access to education, social services and employment and strict policies 

regarding the Spanish	  language and identification (4, 71).  Most notable is the Arizona 

Senate Bill 1070 (SB 1070), which granted federal immigration law enforcement 

capabilities to local law enforcement, specifically the authorization to request proof of 

citizenship and immigration status from anyone suspect of being in the country 

unlawfully (72). Highly contentious, SB 1070 is argued to have increased ethno-racial 

profiling and criminalization of Mexican origin immigrants and their co-ethnics 

regardless of immigration status (1).   
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D.3. Impact of Immigration Policy on Health 
 

Mexican origin immigrants of the Arizona-Mexico borderlands and non-border 

Mexican descent non-immigrants, known throughout this document as ‘co ethnics’ 

experience day-to-day ethnic and immigration related discrimination, immigration related 

stress, limited mobility to engage in normal activities and fear of accessing health and 

social services (4). Most specifically, the institutionalized practice of ethno-racial 

profiling in immigration and local law enforcement, and the sanctioned use of 

‘Mexicanness’ or ‘Mexican appearance’ as probably cause for citizen inspection has been 

documented among Mexican US citizen and permanent residents (46) (p. 97). Such anti-
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immigrant environments have been associated with increased levels of discrimination, 

and poor mental and physical health outcomes among immigrant populations (16).  

 

E. Farmworker Health  

E.1. Social Determinants of Farmworker Mental Health  
 

 Historical exemptions to fair labor standards, national labor relations law and the 

federal subsidization of US agriculture contribute to fewer worker protections and below 

subsistence living wages among the US farmworker population (69).  Institutional 

arrangements such as these have resulted in dehumanizing living conditions, human and 

civil rights violations and disproportionate structural vulnerability in the population (19, 

44).  In review of the literature, stressors associated with migrant farmworker anxiety and 

depression fall into three major categories, and include: (1) living and working 

conditions; (2) family and social support; and (3) acculturation and language issues (73, 

74).  Living and working conditions range from the unpredictability of finding work and 

housing, the physical toil of long working hours and no days off, dehumanizing living 

conditions, and exploitive employers that pay less than agreed, or not at all (73, 74).  

Crowded inadequate housing has been documented as a risk factor for depression among 

this population (75). Lack of family and social support give rise to stress and anxiety 

related disorders due to the physical separation from family members left behind in the 

farm worker country of origin, or the geographical isolation of migrant farm worker 

communities which pose barriers to socialization and supervision of migrant children.  
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Fear of violence in farmworker communities due to drugs and alcohol, immigration and 

police officials have also been documented as major stressors (75). Acculturation and 

language barriers also play a role in migrant farm workers’ ability to access health and 

social services (44).  

 

E.2. Farmworker Mental Health Status  
 

 Prevalence of mental health issues among farm worker communities has only 

recently gained attention (76).  Such mental health issues of stress, anxiety, and 

depression are predominately measured through cross-sectional study designs using a 

variety of measurements (77-80), with only few prospective cohort designs that follow 

farmworkers over time and over throughout the agricultural season (81, 82).  In a review 

of the related literature, and in review of the Migrant Health Monograph Series (44), 

depression prevalence ranged from 20-40% among this community. Magana (75) found 

almost 40% of farmworkers scored with significant depression compared to 20% in the 

general US population and found 30% of farm workers demonstrated anxiety compared 

to 16% in the general US (83).  Depressive symptoms were found to follow a U-shaped 

curve, with depressive symptoms being at the highest at the onset and termination of the 

agricultural season when finding and mastering work was high, and lowest during the 

middle of the season, in which farmworkers were gainfully employed and had mastery 

over their specific job task.  
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F. Service-Learning and Public Health Education 

F.1. Service-Learning  
 

Service-learning is a form of community-centered experiential education that 

locates emerging health professionals in community generated service projects and 

provides structured opportunities for reflection on the broader social, economic and 

political contexts of health (38).  Through academic reading, service and guided 

reflection, students link their service experience to broader systems level thinking (39, 

40) , cultural humility (41, 42) and increased civic engagement (43). Widely applied in 

clinical health professions of nursing (84), medicine (41, 85) and pharmacy (86), service-

learning is relatively new to public health (38).    

F.2. Service-Learning and Structural Determinants of Health  
 

In recognition of the multiple and complex social and structural determinants of 

population health, specifically those discussed in the previous sections, the Institute of 

Medicine has encouraged ecological approaches that consider the social, economic, and 

political context of health as essential for public health education (10). Others have called 

for a refocused attention of public health, to the ‘changes in the social, political and 

economic contexts in which mortality inequalities are produced and reproduced’ (87).  

Furthermore, nascent research related to teaching structural determinants of health, 

defined as the macro-economic, social and public policies that produce social 

stratification by gender, race, and class; found public health faculty at a crossroads (36). 

Although united in their role as advocates for social change on health inequity, many 
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faculty described lacking the competencies, methods and pedagogy to prepare emerging 

public health professionals in these areas (36). Service learning is one such pedagogy 

argued to enhance student awareness of and commitment to the elimination of health 

disparities rooted in social and structural determinants of health (37-39).  
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PRESENT STUDY 
  

 The methods, results, and conclusions of this study are presented in the papers 

appended to this dissertation.  The following is a summary of the most important findings 

from these documents, as well as additional analyses relevant to the aims and hypotheses 

of this dissertation not included in these papers.  Table 3 provides an overview of the 

three studies. 

 

 

Table 3.  Three Manuscript Schematic by Aim  
 Aim 1 Aim 2 Aim 3 
 Challenges to Farmworker Health Study 

(CFH) 
(2006-2008) 

Rural Health Profession 
Program Evaluation 

(RHPPE) 
(2010-2012) 

 
Population  

 
Male and female Mexican descent  

Farmworkers aged >21 

 
MPH students enrolled in 
the Border Health Service 
Learning Institute (BHSLI) 

 
Sample  

 
Random household sample (n=299) 

 
25 final BHSLI student 

reflection journals  
 
Analysis 
Approach  

 
Quantitative analysis 
assessing relations of 
immigration related 
mistreatment and 
mental health 
outcomes  

 
Mixed methods 
analysis of the 
everyday violence 
and normalization of 
immigration related 
ethno-racial 
profiling and 
mistreatment 

 
Qualitative analysis of the 
impact of BHSLI on 
awareness and action on 
structural determinants of 
health of the US-Mexico 
border  
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I. Methods 

A. Study Design 
 
 
 The current study used data from the National Institute of Occupational Safety 

and Health, Challenges to Farmworker Health at the US-Mexico Border Study (CFH) and 

the Zuckerman College of Public Health, Rural Health Profession Program Evaluation 

(RHPPE).  In this section CFH and RHPPE study design, explanatory and outcome 

variables and analysis approach are summarized.  

 

1. Challenges to Farmworker Health at the US-Mexico Border 
 

  CFH is a cross-sectional, community-based participatory research study, 

conducted from August 1, 2006- October 30, 2008 by the Mel and Enid Zuckerman 

College of Public Health (MEZCOPH) and the Mexican American Studies and Research 

Center (MASRC) of the University of Arizona, in collaboration with community based 

partner agencies.  The primary objective of the CFH study was to create a health risk 

profile of the local farmworker population based on National and California agricultural 

workers health surveys and a recent Border Community and Immigration Stress Scale 

(BCISS).   

The current study draws from quantitative and qualitative data that was collected 

from a random household sample of 299 farmworkers.  This study explored relations 

among selected explanatory and outcome variables described in Table 4 and conducted 

content analysis on farmworker short narratives regarding negative encounters with 
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immigration officials, defined as border patrol agents, immigration and customs 

enforcement (ICE), as well as local police, sheriff and highways patrol officers.  

 

 

Table 4:  Description of challenges to farmworker health study variables used for present study 

Explanatory Variables Variables Specific Aims 
Addressed 

Biological Age* and sex* 1 & 2 
Social Marriage, immigration status*, education*, years working 

in US agriculture, cross border to work in US agriculture. 1 & 2 

Cultural Birthplace, age at immigration*, years residing in the US, 
and English language proficiency* 1 & 2 

Economic Individual and family income*, and household below 
100% federal poverty* 1& 2 

Access to Care Health care coverage, and participation in contribution 
based and needs based governmental programs 1 & 2 

Perceived 
discrimination Ethno racial profiling characteristics 1 & 2 

 
Experiences and 
Perceptions of DHS 
Immigration 
Authority/Local 
Police 

Sighting of authorities in community, detained by 
DHS/police, reporting abuses, Reasons not to file, Know 
how to file report 

1 & 2 

 
Encounters with DHS 
Immigration 
Authorities 
 

Encounters at port of entry/non port of entry in previous 2 
years, questioned about rights to be in US, language and 
gestures, physical abuse, emotional impact, ethno racial 
profiling 

1 

Outcome Variables Variables Specific Aims 
Addressed 

Physical Health Status 
(PHS) 

Self-reported PHS, physician diagnosed diabetes or 
hypertension 1 

Mental Health Status 
(MHS) 

Self-reported poor physical health status and number of 
days of poor mental health in last 30 days, physician 
diagnosed depression, RAND depression screener 
 

1 & 2 

Stress Border Community Immigration Stress Scale (BCISS) 1 & 2 
* For assessment of potential confounders or effect modifiers in Aim 1 
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2.  Rural Health Profession Program Evaluation Study (RHPPE) 
	  

 RHPPE is an ongoing evaluation of service-learning initiatives of the University 

of Arizona, Zuckerman College of Public Health.  The primary objective of the RHPPE is 

to evaluate the impact of service-learning courses on MEZCOPH faculty, students and 

community partners.  The current study draws from qualitative data collected from public 

health masters and doctoral level students enrolled in a week long, intensive service-

learning course called the Border Health Service Learning Institute (BHSLI) for course 

years 2010-2012.  BHSLI has occurred in 3 of the Arizona-Sonora, Mexico border sister 

cities.  Final student reflections were hand written by students and submitted in hard copy 

form to course faculty within one week of course completion.  Of approximately 30 

BHSLI student final reflection journals, 25 journals were physically available for 

analysis.   

 

B.  Data Analysis 
 
 All quantitative data for this study were analyzed using STATA 12.0 (StataCorp, 

College Station, TX), with statistical significance defined as a two-sided alpha level of 

0.05.  Descriptive data were generated through frequencies and percentage calculated for 

categorical data and mean and standard deviations for continuous variables.  Fishers 

Exact and t-tests were conducted for categorical and continuous data respectively.  

Multiple logistic regressions were performed to determine the relationship between the 

outcome variables (mental health) and mistreatment.  These results are presented in the 
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form of odds ratios, from both unadjusted models and from models adjusting for potential 

confounders of age, education, poverty, English language proficiency, immigration 

status, and age at immigration to US.  Models were stratified by gender.  

 All explanatory and outcomes meta variables were generated by this researcher, 

including immigration related mistreatment categorized as dichotomous variables, 

wherein each mistreatment “type” counted as “1” when present, and 0 when not present.  

Mistreatment categories included four groups: verbal, physical, emotional, ethno racial 

profiling and total mistreatment.  Mistreatment categories were then organized as yes/no 

a (1) personal experience, (2) witnessed experience or (3) any experience (personal or 

witnessed).  An ‘any mistreatment’ variable was calculated by summing all mistreatment 

categories as (yes/no): (1) personally experienced any type mistreatment category; (2) 

witnessed any type of mistreatment and (3) Personally or witnessed any type of 

mistreatment category.  Stress was measured as the median stress of the cumulative 

BCISS score for all 24-stress categories.  The median stress score was also calculated by 

this researcher and transformed into a dichotomous variable, whereby 1 = respondents 

that scored at or above the median and 0 = respondents below the median for BCISS.   

Qualitative data were organized and coded in Nvivo 8 qualitative data software 

(QSR international) (88). Directed and inductive content analysis were performed to 

identify themes that frequently emerged from farmworker narratives and student journal 

reflections, respectively (88). Farmworker mistreatment narratives were transcribed by 

this researcher from archived CSF surveys in their original language of Spanish into an 

Excel database then imported into NVivo 9 software.  In terms of mixed methods 
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analysis, everyday violence was explored through Arizona farmworkers narratives 

regarding negative encounters with Department of Homeland Security (DHS) 

immigration officials, and local police.  Mistreatment narratives were quantified and used 

to identify those farmworkers with and without at mistreatment episode (89). Data was 

stratified by mistreatment episode to compare the effect of a mistreatment on selected 

demographic, perceptions of immigration authorities, perceived use of ethno-racial 

profiling by immigration officials and border specific stressors.  When applicable, direct 

quotes, most descriptive of the thematic category were offered to contextualize responses.   

C. Results 
 
 The results of this dissertation work are summarized by Aim and Hypotheses 

below.  Some results have been reproduced from the attached manuscripts that follow in 

Appendices A-C.  Other results, particularly in cases where analyses were limited to a 

subset of outcomes for manuscript submission, have been included for completeness of 

dissertation aims.   
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1. Aim 1 
 
 
 Overall, Aim 1 found female farmworkers to be significantly younger (p <0. 001), 

less likely to be married (p<0.001), and more likely to have graduated from high school 

(p< 0. 01) compared to their male counterparts.  Female farmworkers also immigrated at 

a younger age (p<. 01), had fewer years working in US agriculture (p<. 01), and earned 

less personal income (p<. 001) compared to male farmworkers.  Half of all farmworker 

respondents had some type of health care coverage at the time of the survey, and 

approximately 30% had gone without health insurance in the last year.  Female 

farmworkers were slightly more likely to lack health insurance compared to males, but 

this difference was not statistically significant (Table 5). 

Table 5.  Characteristics of Arizona border farmworkers by gender, 2007 
 Total Male Female P-

Value* 
 % (N) % (N) % (N)  
Gender 299 51 (154) 48 (145)  
Age, y, mean (SD) 44 (11.0) 47 (11.6) 41 (9.6) 0.000  
Education     

Less than elementary  46 (135) 52 (79) 39 (56) 0.006 
Less than high school 38 (111) 35 (54) 40 (57)  

High school graduate + 17  (50) 13 (20) 21 (30)  
     
Age immigrated to US, y, mean (SD) 34.1 (11.0) 36.2 (11.0) 31.9 (10.1) 0.017 
Years residing in US, y, mean (SD) 10.3 (8.8) 11.0 (9.6) 9.5 (7.7) 0.122 
Years in US Agriculture, mean (SD) 18.1 (12.2) 23.7 (11.7) 12.2 (9.6) 0.000 
English proficient  6 (18) 5 (8) 7 (10) 0.630 
Households living at/below poverty  77 (229) 81 (124) 72 (105) 0.103 
Personal Income (USD)     

<10k 33.2 (99) 12 (19) 56 (80) 0.000 
10- 20k 40 (120) 46 (71) 34 (49)  
20-50k 27 (79) 41 (64) 10 (15)  

Boldfaced values indicate P < .05 
* Fisher’s Exact/T-test ** Ns differ depending on available data. 
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Hypothesis 1: Indicators of mental and physical health status among Mexican descent 

farmworkers who live and work in the Arizona border region were found to significantly 

differ by gender (Table 6).  

 
 The prevalence of diabetes and hypertension among this population reached 16% 

and 21% respectively.  Male farmworkers experienced worse physical health outcomes 

compared to females and were significantly more likely than females to have a medical 

diagnosis of diabetes (p=0.01).  Conversely, female farmworkers experienced poorer 

mental health outcomes for all measures, except BCISS total stress, compared to males.  

Females were significantly more likely to be medically diagnosed with depression (p<. 

01), and reach case status for depressive symptoms as defined by the RAND depression 

screener (p<. 01).  Female farmworkers were also significantly more likely to rate their 

mental health status as regular or poor (p<. 01), and report more days of poor mental 

health in last month (p<. 01) compared to male farmworkers.  Yet, in terms of stress as 

measured by the BCISS, male farmworkers were significantly more likely to experience 

stress compared to females with a mean BCISS stress score of 20.2 (SD=18.9) compared 

to 15.7 (13.8), respectively (Table 6). 
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Table 6.  Physical and mental health status and access to care among Arizona border 
farmworkers by gender, 2007 
 Total Male Female  
 % (n/299) % (n/154) % (n/145) P-

Value* 
Physical Health Status (PHS)     
Physician Diagnosed Diabetes  16.0 (48) 21.4 (33) 10.3 (15)  0.011 
Physician Diagnosed Hypertension 21.4 (64) 24.6 (38) 17.9 (26) 0.162 
Self-Reported Poor PHS 37.7 (113) 40.2 (62) 35.1 (51) 0.404 
     
Mental Health Status (MHS)     
Physician Diagnosed Depression  12 (36) 7.1 (11) 17.2 (25) 0.008 
Self-Reported Poor MHS 34  (102) 27 (42) 41 (60) 0.011 
Days of poor mental health, mean (SD) 2.9 (6.9) 1.7 (4.6) 4.2 (8.6) 0.002 
RAND Major depression  20 (61) 14 (22) 27 (39) 0.009 

Depressive symptoms, <2 wks.  Last 12 
mo. 

20 (59) 14 (21) 26 (38) 0.009 

Depressive symptoms, <1 week last 30 dy 27 (79) 26 (40) 27 (39) 0.896 
BCISS Stress Scale 49 (147) 49 (76) 49 (71) 1.00 

Mean (SD) 18.0 (16.8) 20.2 (18.9) 15.7 (13.8) 0.021 
Min Max 0-66 0-66 0-52  

Boldfaced values indicate P < .05 
* Fisher’s Exact/T-test ** Ns differ depending on available data. 
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Hypothesis 2:  Farmworkers with an immigration related mistreatment experience are 

more likely to perceive immigration related ethno racial profiling compared to 

farmworkers who had no experience of mistreatment. 

 Farmworkers who reported an incident of mistreatment were significantly more 

likely to perceive that immigration officials identified undocumented individuals based 

on clothing compared to those farmworkers with no experiences of mistreatment (Table 

7).  Other than this finding, there were no other statistical differences to confirm the 

hypothesis that mistreatment would be associated with perceptions of ethno racial 

profiling.   

 

 

Table 7.  Perceived ethno racial profiling by US immigration officials among Arizona border 
farmworkers by immigration related mistreatment, 2007 
  Mistreatment  
 Total Yes No  
 % (n/113) % (n/81) % (n/216) P-Value 
Ethno Racial Profiling 
Characteristics 

    

Any 37.9 (113) 40.0 (33) 36.8 (80) 0.592 
Any Sum, Mean (SD) 4.2 (1.9) 4.48 (1.7) 4.1 (2.0) 0.223 

Mexican Appearance 69.4 (207) 71.6 (58) 68.6 (149) 0.673 
Foreign Appearance 72.1 (215) 69.1 (56) 73.2 (159) 0.472 

Skin Color 65.7 (196) 70.3 (57) 64.0 (139) 0.339 
Spanish Language  57.9 (172) 61.7 (50) 56.4 (122) 0.432 

Clothing 85.5 (255) 95.0 (77) 82.0 (178) 0.003 
Type of Vehicle  76.7 (228) 80.2  (65) 75.4 (163) 0.442 

Boldfaced values indicate P < .05 
* Fisher’s Exact/T-test ** Ns differ depending on available data. 
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Hypothesis 3: Reported immigration related mistreatment episodes would be positively 

correlated with higher levels of reported poor mental health and stress among border 

farmworkers.  

Arizona border farmworkers who personally experienced or witnessed any 

mistreatment by immigration officials were approximately twice as likely to experience 

stress compared to those farmworkers who had never experienced or witnessed any 

mistreatment (Table 8).  These findings persisted after adjusting for age, education, 

poverty, English language proficiency, immigration status, and age at immigration to the 

US farmworkers who experienced any verbal or physical mistreatment were 

approximately three times more likely to experience stress.  Farmworkers who 

experienced any emotional distress or who perceived that ethno-racial profiling was 

related to their mistreatment were approximately twice as likely to experience stress.  

While no significant relationship was found between mistreatment and number of days 

with poor mental health, RAND depression score, or depressive symptoms for either 

gender, female farmworkers who experienced personal mistreatment were 2.9 times 

(p=0.04) as likely to be medically diagnosed with depression compared to females who 

had not personally experienced mistreatment (Data not shown.) 
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Table 8.  Odds ratios (OR) representing relations between mistreatment by United States 
immigration official and stress among Arizona border farmworkers, 2007 

 Total Stress  
 Total  

 % (n/N) * Unadjusted 
OR (CI) 

Adjusted 
OR (CI) 

Any Mistreatment**    
Any 35.3 (52/147) 2.3 (1.3, 3.9) 2.3 (1.2, 4.1) 

Any Personal 15.5 (23/147) 1.4 (.75, 2.8) 1.2 (.87,1.6) 
Any Witnessed 30.6 (45/147) 2.1 (1.2, 3.7) 2.1 (1.1, 3.8) 

Verbal Mistreatment    
Personal 11.5 (17/147) 3.1 (1.2, 8.3) 2.9 (1.0, 8.0) 

Witnessed 17.6 (26/147) 1.8 (.93, 3.5) 2.0 (.96, 4.4) 
Total 27.8 (41/147) 2.5 (1.4, 4.6) 2.8 (1.4, 5.4) 

Physical Mistreatment    
Personal 3.4 (5/147) - - 

Witnessed 15.6 (23/1470 2.6 (1.2, 5.7) 2.7 (1.1, 6.6) 
Total 193.7 (29/147) 3.1 (1.5, 6.5) 3.4 (1.5, 7.7) 

Emotional Distress    
Personal 14.9 (22/147) 1.4 (.75, 2.9) 1.2 (.56, 2.6) 

Witnessed 29.2 (43/147) 2.1 (1.0, 4.2) 2.5 (1.3, 4.9) 
Total 14.9 (22/147) 1.4 (.75, 2.9) 1.2 (.56, 2.6) 

Racial/Ethnic Profiling    
Personal 10.8 (16/147) 1.7 (.76, 3.9) 1.4 (.58, 3.5) 

Witnessed 19.0 (28/147) 2.5 (1.4, 4.6) 2.1 (1.0, 4.4) 
Total 29.2 (43/147) 2.2 (1.2, 3.8) 2.0 (1.1, 3.8) 

Boldfaced values indicate P < .05; OR, odds ratio; -Model did not converge. 
** Total of verbal, physical, emotional, and perceived racial/ethnic profiling. 
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Hypothesis 3a:  Female farmworkers who have experienced mistreatment will have 

worse mental health outcomes compared to mistreated male farmworkers.   

This hypothesis was not confirmed.  In adjusted models, males were significantly 

more likely to experience stress if they experienced any mistreatment, any verbal 

mistreatment, witnessed physical mistreatment or emotional distress or perceived or 

witnessed ethno racial profiling (Table 9).  

Table 9.  Odds ratios (OR) representing relations between mistreatment by United States 
immigration official and stress among Arizona border farmworkers, 2007, stratified by 
gender. 

                  Total Stress 
 Females Males 

 % (n/N) Adjusted 
OR (CI) 

% (n/N) Adjusted 
OR (CI) 

Any Mistreatment**     
Any 38.0 (27/71) 2.1 (.94, 4.7) 32.8 (25/76) 2.6 (1.0, 6.5) 

Any Personal 16.9 (12/71) 1.2 (.44, 3.4) 14.4 (11/76) 1.0 (.34, 3.4) 
Any Witnessed 32.3 (23/71) 1.4 (.65, 3.3) 28.9 (22/76) 3.9 (1.4, 10.5) 

     
Verbal Mistreatment     

Personal 11.2 (8/71) 1.9 (.51, 7.4) 11.8 (9/76) 7.6 (.88, 66.2) 
Witnessed 18.3 (13/71) 1.6 (.60, 4.7) 17.1 (13/76) 3.4 (.95, 12.3) 

Total 29.5 (21/71) 1.9 (.81, 4.4) 26.3 (20/76) 5.8 (1.7, 19.2) 
Physical Mistreatment     

Personal 4.2 (3/71)  2.6 (2/76) - 
Witnessed 18.3 (13/71) 3.0 (.95, 0.6) 13.1 (10/76) 5.6 (1.0, 30.6) 

Total 23.9 (17/71) 3.7 (1.3, 10.5) 15.7 (12/76) 6.7 (1.3, 34.7) 
Emotional Distress     

Personal 15.4 (11/71) 1.1 (.40, 3.4) 14.4 (11/76) 1.0 (.34, 3.4) 
Witnessed 32.3 (23/71) 1.7 (.75, 4.0) 26.3 (20/76) 4.8 (1.6, 14.5) 

Total 36.6 (26/71) 1.8 (.80,4.0) 31.5 (24/76) 2.4 (.99, 5.8) 
Racial/Ethnic Profiling     

Personal 9.8 (7/71) .86 (.23, 3.0) 11.8 (9/76) 1.7 (.47, 6.7) 
Witnessed 22.5 (16/71) 1.7 (.66, 4.6) 15.7 (12/76) 3.7 (1.0, 13.3) 

Total 30.9 (22/71) 1.5 (.68, 3.7) 27.6 (21/76) 2.8 (1.1, 7.3) 
Boldfaced values indicate P < .05, OR, odds ratio, -Model failed. 
** Total of verbal, physical, emotional, and perceived racial/ethnic profiling. 



59 
 

2. Aim 2 
 

Hypothesis 4: Farmworkers who have experienced immigration related mistreatment 

episode would not differ significantly in demographic, perceptions of immigration 

authorities, perceived use of ethno-racial profiling by immigration officials and border 

specific stressors from those farmworkers who have not experienced a mistreatment 

episode. 

There were no patterns to suggest a difference between mistreated and non-

mistreated farmworkers.  Mistreated farmworkers were slightly younger compared to 

those farmworkers that did not describe an episode of mistreatment, no other 

demographic differenced existed (data not shown.  Farmworkers were also significantly 

more likely to believe officials used type of clothing to profile undocumented persons.  

Beyond these independent factors, no other differences existed between the two groups 

(Table 10).  
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Qualitative Component  

 Arizona-Sonora farmworkers who are predominately US permanent residents and 

citizens, with more than two decades of experience working in US agriculture live and 

work in a highly militarized environment, in which ethno-racial profiling and 

Table 10.  Comparisons of experiences and encounters with US Immigration officials and 
intensely reported stressors among Arizona border farmworkers by presence of mistreatment, 
2007 
  Mistreatment  
 Total Yes No  
 % (n/299) % (n/65) % (n/234)  P-

Value 
Daily immigration sightings, last 12 mo.  89 (258) 91 (59) 88 (199) 0.660 
Immigration official sightings in 
community settings (non US port 
entry) 

    

Neighborhood 94 (282) 98 (64) 93 (218) 0.134 
Worksite 60 (178) 62 (40) 59 (138) 0.776 

Corner store 44 (133) 34 (22) 47 (111) 0.066 
Supermarket 22 (67) 31 (67) 20 (47) 0.092 

Characteristics used by immigration 
officials to identify undocumented 
persons  

    

Total Sum, Mean (SD) 4.2 (1.9) 4.4 (1.7) 4.1 (1.9) 0.302 
Perceived immigration officials to use:      

Type of Clothing 86 (298) 94 (61) 83 (194) 0.029 
Type of Vehicle 77 (228) 82 (53) 75 (175) 0.406 

Mexican appearance  69 (207) 71 (46) 69 (161) 0.879 
Foreign-looking 72 (215) 69 (45) 73 (170) 0.536 

Skin color 66 (196) 66 (43) 66 (153) 1.00 
Spanish Language 57 (172) 66 (43) 56 (129) 0.155 

     
Immigration detention experiences     
Local police questioned immigration 
status, last 24 mo. 

11 (34) 11 (7) 12 (27) 1.00 

Local police called immigration 5 (12/34) 5 (3/7) 5 (9/27) 1.00 
Detained by immigration  3 (7/12) 3 (2/7) 3 (5/9) 0.662 

BCISS self-reported stressors**      
Military patrolling the border 30 (90) 25 (16) 32 (74) 0.358 
Encounters with local police 25 (73) 25 (16) 24 (57) 1.00 

Encounters with immigration officials 21 (62) 22 (14) 21(48) 0.864 
 
Boldface P values indicate P < .05 from Fisher exact tests.  
* US Department of Homeland Security 
 ** Frequency of intensely reported stressors from the Border Community and Immigration Stress 
Scale (BCISS)  
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mistreatment by immigration officials is a common immigration law enforcement 

practice.  One quarter of Arizona border farmworkers reported some form of immigration 

related mistreatment.  More than half of farmworkers were personally victimized and two 

thirds of mistreatment encounters occurred in a non- US port of entry, community 

location, while individuals were engaged in routine activities.  Moreover, female 

farmworkers reported higher levels of all types of mistreatment.  Everyday violence came 

in the form of physical and emotional victimization, as many farmworkers described 

immigration officials beating them and others with closed fists, with nightsticks, or 

repeated kicks to the head or ribcage.  In several instances immigration officials 

brandished firearms, and used handcuffs.  Farmworkers expressed immigration officials’ 

behaviors as rude, arrogant, offensive and experienced and witnessed officials use 

intimidating language and gestures.  Farmworkers described immigration officials to 

speak in a suspicious and confusing manner and were perceived by farmworkers to be 

attempting to trick or provoke nervous behavior.  These instances often caused emotional 

distress described as anger, fear, embarrassment, shame, humiliation, and nervousness.   

US citizen and permanent resident farmworkers distinguished mistreatment of 

undocumented Mexican persons as comparatively worse than that of citizens and 

permanent residents and described witnessing immigration officials ‘trapping’, beating, 

and threatening undocumented persons, even when these individuals appeared not to 

resist arrest.  Farmworkers described scenarios in which immigration officials chased, 

pushed, tackled, or threw border crossers to the ground.  Farmworkers described being 

randomly stopped, followed on foot, pulled over in personal vehicles or taxis, inspected 
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while in private farmworker transportation buses, and waited for outside of stores or 

public bathrooms by immigration officials.  Some farmworkers referenced their Mexican 

appearance, or skin color as the only probable cause for the encounter.  Although far less 

frequent, in some instances farmworkers described ways in which they or others 

attempted to document mistreatment, mainly through video, observation and complaint 

making. 

3. Aim 3 
 

Study findings demonstrate that through BHSLI students increased their 

awareness of and ability to articulate macro and micro aspects of immigration and 

economic policy that directly and indirectly impact health.  Students underscored the role 

of public health policy and advocacy as the ability to research and frame economic, social 

and immigration as health policy and convene diverse stakeholders toward multi-

institutional policy solutions, at micro and macro levels.  Through service learning, 

students also observed the salient health disparities within border communities, 

community-centered outreach, access to primary prevention and care, and economic 

development efforts.  Students also experienced several processes of transformation, 

including a renewed sense of purpose and direction as public health professionals and a 

connection with community agencies, students and faculty with a shared passion for 

border health.  Through service-learning partners, students described learning culturally 

salient and locally relevant tools of social change and how best to address disparities.  

Overall BHSLI students appreciated the complex relationship between immigration, 

economic development, and health in a border context. 
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DISSERTATION CONCLUSIONS AND FUTURE DIRECTIONS  
 
 

I. Dissertation Conclusions 
 

Overall, this present study, encompassed in these 3 studies contributes to a better 

understanding of the nuances of border enforcement policies and institutional practices of 

DHS officials and local police that serve to marginalize and disenfranchise Mexican 

origin border residents.  Furthermore, this study contributes to understanding how 

academic public health programs, engaged in service-learning have the potential to 

strengthen the public health workforce understanding and action on structural 

determinants of border health and ethno racial health disparities of the region (38).  

First and foremost, this study supports emerging evidence that US-Mexico border 

communities are at particular risk for immigration related stress and mistreatment (9) .  

These findings also contribute to better understanding of the public health implications of 

anti -immigrant and militarized environments at the regional level (4).  Although not 

generalizable, findings are salient to the national level, as Latino communities continue to 

grow throughout the US, whom may be at particular risk for immigration related stress 

and mistreatment (30). This study is one of the first to have empirically tested the 

relationship between immigration border enforcement policies and the mental wellbeing 

of US citizen and permanent resident Mexican immigrants.  Specifically, Arizona border 

farmworkers experience immigration related mistreatment at approximately twice the rate 

of a non-farmworker urban border community of predominately of Mexican decent 

Latinos in the border region (46) (27% versus 11.9% respectively) and reported higher 
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levels of personal mistreatment respectively (13.2% compared to 9.3%) (46). 

Furthermore, quantitative findings of this study were coupled with compelling stories of 

immigration related mistreatment.  Narratives of border resident farmworkers articulated 

nuanced experiences of institutional practices of ethno-racial profiling and immigration 

mistreatment.  These provocative stories detailed insights into several forms of everyday 

violence.  Forms of everyday violence include and were not limited to, an excessive 

presence of immigration law enforcement who act with impunity, the total lack of 

accountability of federal, state and local officials to civil and human rights laws, and a 

deep undercurrent of social disorder at neighborhood, worksite and community levels.  

Similar forms of everyday violence have been documented in other US communities 

marked by gender, race and class (19, 90).   

Second, intensive, binational service learning was found to be a highly effective 

systems level intervention for which to communicate complex information in a short 

amount of time.  This finding is particularly salient because at this moment in time, 

immigration reform is under serious consideration at our highest levels of government.  

BHSLI contributes to understanding how to build knowledge and empathy among 

emerging public health professionals regarding the complex relationship between 

economic and immigration issues and population health (36). Moreover, this study 

provides evidence for the promising practice of service learning to prepare a public health 

workforce adept at locating gross and nuanced health impacts of macro-level polices on 

health.  Through BHLSI, student identified ‘reframing’ the immigration and border 

enforcement debate as a public health issue.  Public health graduate students involved in 
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BHSLI further articulated such examples of everyday violence and injustice.  

Furthermore, student observations of structural determinants of health in the border 

region mirrored many of the themes discovered in farmworker narratives.  Including 

student’s ability to describe the stress of living in a militarized space, as one student 

stated, the region was ‘crawling with border patrol’.  Students also provided concrete 

examples on the roles of public health advocacy on binational public health issues 

including convening multiple stakeholders to solve binational problems. This study 

confirmed the notion that through service-learning, students link their service experience 

to broader systems level thinking (39, 40) , cultural humility (41, 42) and increased civic 

engagement (43) .   

Finally, this study contributes to the call for a quantitative and qualitative baseline 

from which to measure the public health impacts of future immigration and border 

enforcement policies on Mexican immigrant communities of Arizona (4).  Consequently, 

policy implications of this research are threefold and include federal, regional, and state 

level pathways of public health research and advocacy.  At the federal level, public health 

experts should be paramount to congressional committees in which international trade, 

economic and immigration policies are discussed, negotiated, and brought to law (36).  

On a regional level, the United States-Mexico Border Health Commission (USMBHC), 

the binational body that sets public health research and monitoring priorities for the US-

Mexico border region, must officially recognize immigration and border enforcement 

policy as a structural determinant of health for the region.  Currently, the USMBHC 

Healthy Border 2020 Framework does not include social determinants of health.  
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Benchmarks for monitoring the public health impact of such policies and institutional 

practices deleterious to the mental health of border residents must be prioritized and 

measured.  Moreover, as border security remains paramount to all immigration reform 

policy rhetoric, the USMBHC plays a key role in providing the evidence for the negative 

public health impact of such policies and advocate for transparency in DHS border 

enforcement practices.  

At the state level and more specifically within the Mel and Enid Zuckerman 

College of Public Health (MEZCOPH) the health of immigrant and border communities 

should be prioritized in the areas of research, teaching, and service.  Service learning as a 

teaching practice should be further institutionalized within the college and recognized as 

a best practice in communicating and acting on the complex social, economic, and 

immigration policies and health of Arizona communities.  Service –learning also serves 

as the vehicle to further strengthen campus –community partnerships on immigration and 

border enforcement policy issues.  It is through meaningful student and faculty 

interactions with community that potential solutions to the pressing issues in the region 

can emerge and acted on.   

As border health is often considered a programmatic area of public health, and 

although public health programs targeting the US-Mexico border region have existed 

since the 1940s, federal and state public health infrastructure and agencies did not emerge 

until well into the 1990s (65). Therefore, a public health workforce equipped to function 

effectively in a highly dynamic and politicized region in which so many of the 

immigration and economic policies play out on the community level, requires an equally 
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dynamic and community engaged educational approach. As the only College of Public 

Health in the region, MEZCOPH has the potential to expand the use of service learning 

within the broader public health system, including application of such types of courses 

with county and local health departments.  This type of systems level approach has the 

potential to strengthen the broader public health workforce serving border communities 

and specifically those initiatives that target Mexican immigrants and their co-ethnics in 

the region.  Furthermore, as economic and immigration policies emerge as central 

structural determinants of health in the region and throughout immigrant communities in 

the US, it is increasingly important that emerging health professionals comprehend and 

possess the capacity to manage such structural vulnerability once entering professional 

life (30). 

II. Implications for Family and Child Health  
 

 In 2010-2011, a record number of 400,000 individuals were deported from the 

US, the majority of whom were Mexicans (7).  Approximately 25% of all deportees are 

parents of US born citizens (7, 8).  This study provides compelling evidence of the 

negative mental health impact of border enforcement policies on adult mental health and 

the everyday violence of militarization and discrimination family members experience in 

their communities.  The majority of respondents were parents, who often lived with their 

children.  Stress is described to proliferate over the life course and generation and 

contributes to sustaining and widening of health inequities between advantaged and 

disadvantaged social groups (5). Gee (6) offers a life course approach to understand the 
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impact of discrimination stress specifically on health inequity and the sensitive periods in 

which exposure to discrimination may have a greater effect (6). Accordingly, early 

childhood and adolescence are considered sensitive periods in which children may be 

more susceptible to stressors of discrimination which may in turn effect their own stress 

response and self regulation and interaction with peers (29) and internalizing problems 

(6, 27). Furthermore, the concept of link lives (6) in which the discrimination stress 

experienced by an adult parent or family member is transferred to children and other 

adults within the network (5, 6).  Exposure to discrimination is also related to low birth 

weight deliveries (64) which may affect Mexican immigrant of child bearing age living in 

militarized communities.   

 Local and state level policies are required to reduce ethno racial health disparities 

associated with chronic stress exacerbated by discrimination stress.  Local and state level 

policies should focus on immigrant children exposed to chronic and intergenerational 

poverty, inadequate school systems and neighborhood segregation (5).  Such 

environmental interventions could include, planning and zoning policies that contribute 

to the co-location of Mexican-immigrant and non-Hispanic White border residents in 

border communities and schools.  Such policies have been found to alleviate the 

cumulative stress burden of concentrated levels of poverty encountered in immigrant 

communities (5, 30).  Community and parental level advocacy in schools can strengthen 

the school systems’ policies and practices that honor Mexican heritage and language.  

Schools systems should support children living in militarized environments to feel 

successful in school and support them in graduating from high school and attending 
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college.  Such systems level changes can increase earning power, disrupt intergeneration 

cycles of poverty and contribute to reduction in the cumulative burden of stress only 

exacerbated by discrimination stress (1).  

 

III. Future Directions  
 

Clearly, a policy change is required within immigration law enforcement to curtail 

future victimization within immigrant populations and their co ethnics.  Yet, recent anti-

immigration rhetoric signal policy solutions that are in fact in direct opposition to this 

public health issue (1). For example, at the time of writing this dissertation, Arizona 

House Bill 2293, the Hospital Admissions Restrictions law, was introduced, requiring 

medical personnel to ask for proof of citizenship if a patient presents for treatment and 

does not have health insurance (91). US-Mexico border communities may be at particular 

risk for ethno-racial discrimination as US immigration policy continues to link 

immigration reform with border security policies that militarize and police immigrant 

communities (9).  As this research demonstrates, militarization of the border region 

increases the likelihood of institutional practices of discrimination and mistreatment of 

Mexican immigrants and their co ethnics.  Training on civil rights and civil liberties for 

DHS immigration officers has been outlined in the Obama Administration’s immigration 

reform plan thus signaling the need to address the institutional practices of ethno-racial 

profiling and mistreatment among immigration and local law enforcement officials.  This 

research whole-heartedly supports this type of training and a limit to border security 

policy approaches that further militarize and police residents of border communities.  
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Since 1978, the American Public Health Association has adopted eight immigrant 

related policies.  The majority of these polices calling on the protection of immigrant 

populations were adopted after 1994 when border enforcement policies and restrictive 

immigrant policies escalated in the US legislation.  The common denominator among 

APHA adopted policies calls for attention and action on the public health impact of ‘anti-

immigrant racism’ and policies, like the federal Secure Communities Program or the 

Patient Protection and Affordable Care Act (PPACA) that specifically target or exclude 

specific immigrant populations in the US.  The health and human rights of all 

immigrants, regardless of immigration status are inextricably linked to the health and 

human rights of all Americans.  Specific attention must be focused on those policies and 

institutional practices that serve to conflate an individual’s ethnicity with his or her 

immigration status and thus jeopardize the civil liberties of these US residents (30).  As 

border security remains compulsory to the US immigration reform policy rhetoric, our 

study provides evidence for (1) the negative public health impact of increased border 

security on the mental health of US citizen and permanent residents and (2) the need to 

limit immigration law enforcement that further militarize immigrant and border 

communities.  Moreover this research responds to APHA adopted immigrant protection 

policies that call for community oriented surveillance systems to monitor immigration 

related victimization that potentially exacerbate racial and ethnic health disparities among 

immigrant population of the US-Mexico borderlands. 

Finally, this dissertation research provides direction into four main areas of ethno-

racial health disparity research, specifically; (1) the intersection of immigration, racism 
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and health among Mexican origin immigrant and their co ethnics and the meso-level 

policy solutions to mitigate such stressors; (2) the public health impact of institutional 

arrangements that sanction the use of ethno-racial profiling of individuals based on 

phenotype characteristics and ethnic group, (3) the short and long term mental and 

physical health implications of personal and witnessed immigration related mistreatment 

and  (4) inquiry into how service-learning contributes to engagement within economic, 

social and immigration policy spheres among faculty, students and community partners 

toward the elimination of ethno-racial health disparities.  

 

  



72 
 

 REFERENCES 
 

1. Viruell-Fuentes EA, Miranda PY, Abdulrahim S. More than culture: Structural 
racism, intersectionality theory, and immigrant health. In: Soc Sci Med: 2012 
Elsevier Ltd; 2012. 

2. Farmer P. An Anthology of Structural Violence. Current Anthropology 
2004;45(3):305-325. 

3. Farmer P. Health, Healing, and Social Justice: Insights form Liberation Theology. 
In: Pathologies of Power. Berkley, CA: University of California Press; 2005. p. 
139-160. 

4. Hardy L, Getrich  C, Quezada J, Guay A, Michalowski R, Henley E. A Call for 
Further Research on the Impact of State Level Immigration Policies on Public 
Health. American Journal of Public Health 2012;102(7):1250-1254. 

5. Thoits P. Stress and Health: Major Findings and Policy Implications. Journal of 
Health and Social Behavior 2010;51:S41-52. 

6. Gee GC, Walsemann KM, Brondolo E. A life course perspective on how racism 
may be related to health inequities. Am J Public Health 2012;102(5):967-74. 

7. Dreby J. The Burden of Deportation on Children in Mexican Immigrant Families. 
Journal of Marriage and Family 2012;74:829-845. 

8. Dreby J. Divided by borders : Mexican migrants and their children. Berkeley: 
University of California Press; 2010. 

9. Green L. The Nobodies: Neoliberalism, Violence, and Migration. Medical 
Anthropology 2011;30(4):366-385. 

10. Century CoEPHPfts. 3. The Future of Public Health Education. In: Who Will 
Keep the Public Healthy?  Educating Public Health Professionals for the 21st 
Century. Washington, DC: The National Academies Press; 2003. 

11. Farmer P. On suffering and structural violence: A view from below. In: Kleinman  
A, Das  V, Loc M, editors. Social Suffering. Berkley,  CA: University of 
California Press; 1997. p. 261-283. 

12. Delor F, Hubert M. Revisiting the concept of 'vulnerability'. Social Science & 
Medicine 2000;50(11):1557-1570. 

13. Shannon K, Kerr T, Allinott S, Chettiar J, Shoveller J, Tyndall MW. Social and 
structural violence and power relations in mitigating HIV risk of drug-using 
women in survival sex work. Social Science & Medicine 2008;66(4):911-921. 



73 
 

14. Krieger N. Does racism effect health? Did child abuse exist before 1962? On 
explicit questions, critical science and current controversies: An eco-social 
perspective. American Journal of Public Health 2003;93:193-199. 

15. Williams DR. Race, socioeconomic status, and health - The added effects of 
racism and discrimination. Socioeconomic Status and Health in Industrial 
Nations: Social, Psychological, and Biological Pathways 1999;896:173-188. 

16. Williams D, Neighbors H, Jackson J. Racial/ethnic discrimination and health: 
Findings form community studies. American Journal of Public Health 
2003;93:200-208. 

17. Ho K. Structural Violence as a Human Rights Violation. Essex Human Rights 
Review 2007;4(2):1-14. 

18. Bourdieu P, Wacquant L. Symbolic Violence. In: Scheper-Hughes N, Bourgois P, 
editors. Violence in War and Peace: An Anthology. Malden, MA: Blackwell; 
2004. p. 272-274. 

19. Quesada J, Kain Hart L, Bourgois P. Structural Vulnerability and Health: Latino 
Migrant Laborers in the United States. Medical Anthropology 2011;30(4):339-
362. 

20. Krieger N. Embodying inequality: a review of concepts, measures, and methods 
for studying health consequences of discrimination. Int. J. Health Serv 
1999;29:295-352. 

21. Berkman L, Kawachi I, editors. Social Epidemiology. New York, NY: Oxford 
University Press; 2000. 

22. Seifer S. Engaging Colleges and Universities as Partners in Healthy Communities 
Initiatives. Public Health Reports 1997;115:233-237. 

23. Nguyen V. Anthropology, Inequality and Disease : A review. Annual Review 
Anthropology 2003;32:448-474. 

24. Finch BK, Kolody B, Vega WA. Perceived discrimination and depression among 
Mexican-origin adults in California. J Health Soc Behav 2000;41(3):295-313. 

25. Brondolo E, Hausmann LR, Jhalani J, Pencille M, Atencio-Bacayon J, Kumar A, 
et al. Dimensions of perceived racism and self-reported health: examination of 
racial/ethnic differences and potential mediators. Ann Behav Med 2011;42(1):14-
28. 

26. Brondolo E, Love EE, Pencille M, Schoenthaler A, Ogedegbe G. Racism and 
hypertension: a review of the empirical evidence and implications for clinical 
practice. Am J Hypertens 2011;24(5):518-29. 

27. Umana-Taylor A, Updegraff K. Latino adolescents' mental health: Exploring the 
interrelations among discrimination, ethnic identity, cultural orientation, self-
esteem, and depressive symptoms. Journal of Adolescence 2007;30(4):549-567. 



74 
 

28. Byrd D. Race/Ethnicity and Self Reported Levels of Discrimination and 
Psychological Distress, California, 2005. Preventing Chronic Disease 2012;9. 

29. Romero A, Roberts RE. Stress within a bicultural context for adolescents of 
Mexican descent. Cultural Diversity and Ethnic Minority Psychology;9:171-814. 

30. Acevedo-Garcia D, Sanchez-Vaznaugh EV, Viruell-Fuentes EA, Almeida J. 
Integrating social epidemiology into immigrant health research: A cross-national 
framework. Soc Sci Med 2012;75(12):2060-8. 

31. Carvajal SC, Rosales C, Rubio-Goldsmith R, Sabo S, Ingram M, McClelland DJ, 
et al. The Border Community and Immigration Stress Scale: A Preliminary 
Examination of a Community Responsive Measure in Two Southwest Samples. J 
Immigr Minor Health 2012. 

32. Hacker K, Chu J, Lueng C, Marra R, Pirie A, Brahimi M, et al. The impacts of 
Immigration and Customs Enforcement on immigration health: Perceptions of 
immigrants in Everette, Massachusetts, USA. Social Science and Medicine 
2011;73:586-594. 

33. Viruell-Fuentes EA. "Its so hard": Racialization Processes, Ethnic Identity 
Formations, and Their Health Implications. Du Boise Review: Social Science 
Research on Race 2011;8(1):37-52. 

34. Orrenius P. The Effect of U.S. Border Enforcement on the Crossing Behavior of 
Mexican Migrants. In: Durand J, Massey D, editors. Crossing the Border: 
Research from the Mexican Migration Project. New York, NY.: Russell Sage 
Foundation; 2004. p. 281-298. 

35. Rubio-Goldsmith P, Romero M. "Aliens", "Illegals" and Other Types of 
"Mexicaness" : Racial profiling and border policing. In: Hattery A, Embreck D, 
Smith E, editors. Globalization and America: Race, Human Rights, and 
Inequality. Plymoth, UK: Rowman & Littlefield; 2008. p. 127-142. 

36. White S. Public health at a crossroads: assessing teaching on economic 
globalization as a social determinant of health. Critical Public Health 
2012;22(3):281-295. 

37. Dunlap M, Scoggin J, Green P, Davi A. White Students’ Experiences of Privilege 
and Socioeconomic Disparities: Toward a Theoretical Model. Michigan Journal 
of Community Service Learning 2007(Spring):19-30. 

38. Cashman SB, Seifer SD. Service-learning: an integral part of undergraduate 
public health. Am J Prev Med 2008;35(3):273-8. 

39. Steinman E. “Making Space”: Lessons from Collaborations with Tribal Nations. 
Michigan Journal of Community Service Learning 2011(Fall):5-18. 

40. Camacho M. Power and Privilege: Community Service Learning in Tijuana. 
Michigan Journal of Community Service Learning 2004;Summer:31-42. 



75 
 

41. Buckner AV, Ndjakani YD, Banks B, Blumenthal DS. Using service-learning to 
teach community health: the Morehouse School of. Acad Med 2010;85(10):1645-
51. 

42. Matsunaga DS, Rediger G, Mamaclay B, Sato D, Yamada S. Building cultural 
competence in a interdisciplinary community service-learning. Pac Health Dialog 
2003;10(2):34-40. 

43. Roschelle A, Turpin J, Elias R. Who Learns From Service Learning? American 
Behavioral Scientist 2000;43(5):839-847. 

44. Hovey J. Migrant Health Monograph Series, Monograph 4. 4 ed: National Center 
for Farmworker Health Inc.; 2001. 

45. Villarejo D, McCurdy S, Bade B, Samuels S, Lighthall D, Williams D. The 
Health of California Immigrant Hired Farmwoerkers. American Journal of 
Industrial Medicine 2010;53:387. 

46. Goldsmith PR, Romero M, Rubio-Goldsmith R, Escobedo M, Khoury L. Ethno-
racial profiling and state violence in a Southwest barrio. Aztlán: A Journal of 
Chicano Studies 2009;34(1):93-123. 

47. CSDH. Closing the gap in a generation: health equity through action on the social 
determinants of health. Final Report of the Commission on Social Determinants 
of Health. Geneva; 2008. 

48. Marmot M. Global action on social determinants of health. Bull World Health 
Organ 2011;89(10):702. 

49. Farmer P. On suffering and structural violence. In: Pathologies of Power. Berkley, 
CA: University of California Press; 2005. p. 29-51. 

50. Becker G. Deadly inequality in the health care "safety net": uninsured ethnic 
minorities' struggle to live with life-threatening illnesses. Med Anthropol Q 
2004;18(2):258-75. 

51. Beckfield J, Krieger N. Epi + demos + cracy: Linking Political Systems and 
Priorities to the Magnitude of Health Inequities—Evidence, Gaps, and a Research 
Agenda. Epidemiologic Reviews 2009;31(1):152-177. 

52. Scheper-Hughes N. Two Feet Under and a Cardboard Coffin: The Social 
Production of Indifference to Child Death. In: Shepher-Hughes N, Bougois P, 
editors. Violence in War and Peace : An Anthology. Malden, MA: Blackwell; 
2004. p. 275-280. 

53. Bourgois P, Prince B, Moss A. The everyday violence of hepatitis C among 
young women who inject drugs in San Francisco. Human Organization 
2004;63(3):253-264. 



76 
 

54. Diderichsen F. The Social Basis for Disparities in Health. In: Evans T, editor. 
Challenges Inequities in Health: From Ethics to Action. New York, NY: Oxford 
University Press; 2001. p. 12-23. 

55. Krieger N. Methods for the Scientific Study of Discrimination and Health: An 
Ecosocial Approach. American Journal of Public Health 2012;102(5):936-945. 

56. Gee GC, Ryan A, Laflamme DJ, Holt J. Self-reported discrimination and mental 
health status among African descendants, Mexican Americans, and other Latinos 
in the New Hampshire REACH 2010 Initiative: the added dimension of 
immigration. American Journal of Public Health 2006;96(10):1821. 

57. Crouter A, Davis K, Updegraff K, Delgado M, Fortner M. Mexican American 
fathers' occupational conditions: Links to family members' psychological 
adjustment. Journal of Marriage and Family 2006;68(4):843-858. 

58. Brondolo E, Thompson S, Brady N, Appel R, Cassells A, Tobin JN, et al. The 
relationship of racism to appraisals and coping in a community sample. Ethn Dis 
2005;15(4 Suppl 5):S5-14-9. 

59. Broudy R, Brondolo E, Coakley V, Brady N, Cassells A, Tobin J, et al. Perceived 
ethnic discrimination in relation to daily moods and negative social interactions. 
Journal of Behavioral Medicine 2007;30(1):31-43. 

60. Smokowski P, Bacallao M. Acculturation, internalizing mental health symptoms, 
and self-esteem: Cultural experiences of Latino adolescents in North Carolina. 
Child Psychiatry & Human Development 2007;37(3):273-292. 

61. Romero AJ, Martinez D, Carvajal SC. Socio-cultural stress as a source 
of  adolescent health disparities in Latinos and non-Latino Whites. Ethnicity and 
Health 2007. 

62. Sawyer P, Major B, Casad B, Townsend S, Mendes W. Discrimination and the 
Stress Response: Psychological and Physiological Consequences of Anticipating 
Prejudice in Interethnic Interactions. American Journal of Public Health 
2012;102(5):1020-1026. 

63. Squires EC, McClure HH, Martinez CR, Eddy JM, Jimenez RA, Isiordia LE, et al. 
Diurnal cortisol rhythms among Latino immigrants in Oregon, USA. In: J Physiol 
Anthropol; 2012. p. 19. 

64. Mustillo S, Krieger N, Gunderson EP, Sidney S, McCreath H, Kiefe CI. Self-
reported experiences of racial discrimination and Black-White differences in 
preterm and low-birthweight deliveries: the CARDIA Study. In: Am J Public 
Health. United States; 2004. p. 2125-31. 

65. USMBHC U-MBC. Border Lives: Health status in the US-Mexcio border region: 
US-Mexico Border Commission; 2010. 



77 
 

66. Bastida E, Brown Iii HS, Pagán JA. Persistent disparities in the use of health care 
along the US-Mexico border: an ecological perspective. American journal of 
public health 2008;98(11):1987. 

67. Robinson KL, Ernst KC, Johnson BL, Rosales C. Health status of southern 
Arizona border counties: a Healthy Border 2010 midterm review. Rev Panam 
Salud Publica 2010;28(5):344-52. 

68. Viruell-Fuentes EA. Beyond acculturation: immigration, discrimination, and 
health research among Mexicans in the United States. Soc Sci Med 
2007;65(7):1524-35. 

69. Brown G. NAFTA's 10 Year failure to Protect Mexican Workers Health and 
Safety: Maquiladora Health and Safety Support Network; 2004. 

70. Hagan J. The U.U. Immigration Control Offensive: Constructing an Image of 
Order on the Southwest Border. In: Suarez-Orozco M, editor. Crossings: Mexican 
Immigration in Interdiciplinary Perspectives. Cambridge, MA.: Harvard 
University Press; 1998. p. 341-362. 

71. Morse A, Littlefield L, Speasmaker L. State legislation related to immigrants, 
2005-2011: National Conference of Legislatures; 2012. 

72. Eagly I. LOCAL IMMIGRATION PROSECUTION: A STUDY OF ARIZONA 
BEFORE SB 1070. Ucla Law Review 2011;58(6):1749-1817. 

73. Mines R, Mullenax N, Saca L. The binational farmworker health survey: an in-
depth study of agricultural worker health in Mexico and the United States. Davis, 
CA: California Institute for Rural Studies; 2001. 

74. Magana CG, Hovey JD. Psychosocial stressors associated with Mexican migrant 
farmworkers in the midwest United States. In: J Immigr Health. United States; 
2003. p. 75-86. 

75. Magaña CG, Hovey JD. Psychosocial stressors associated with Mexican migrant 
farmworkers in the midwest United States. Journal of Immigrant Health 
2003;5(2):75-86. 

76. Hovey J, Magana C. Exploring the mental health of Mexican migrant farm 
workers in the Midwest: psychosocial predictors of psychological distress and 
suggestions for prevention and treatment. Journal of Psychology 2002;136(5):493. 

77. Crain R, Grzywacz JG, Schwantes M, Isom S, Quandt SA, Arcury TA. Correlates 
of mental health among Latino farmworkers in North Carolina. J Rural Health 
2012;28(3):277-85. 

78. Hiott AE, Grzywacz JG, Davis SW, Quandt SA, Arcury TA. Migrant farmworker 
stress: mental health implications. The Journal of Rural Health 2008;24(1):32-39. 



78 
 

79. Alderete E, Vega WA, Kolody B, Aguilar-Gaxiola S. Lifetime prevalence of and 
risk factors among Mexican migrant farmworkers in California. American Journal 
of Public Health 2000;90:608. 

80. Vega W, Kolody B, Aguilar G, Alderete E, Catalineo R. Lifetime prevalence of 
DSM-III_R psychiatric disorders among urban and rural Mexican Americans. 
Archives of General Psychiatry 1998;55:771. 

81. Grzywacz J, Quandt S, Chen H, Isom S, Kiang L, Vallejos Q, et al. Depressive 
symptoms among Latino farmworkers across the agricultural season: Structural 
and situational influences. Cultur Divers Ethnic Minor Psychol 2010;16(3):335. 

82. Nguyen HT, Quandt SA, Grzywacz JG, Chen H, Galvan L, Kitner-Triolo MH, et 
al. Stress and cognitive function in Latino farmworkers. Am J Ind Med 
2012;55(8):707-13. 

83. Magana CG, Hovey JD. Psychosocial stressors associated with Mexican migrant 
farmworkers in the midwest United States. Journal of Immigrant Health 
2003;5(2):75. 

84. Lashley M. Nurses on a mission: a professional service learning experience with 
the. Nurs Educ Perspect 2007;28(1):24-6. 

85. Meurer LN, Young SA, Meurer JR, Johnson SL, Gilbert IA, Diehr S. The urban 
and community health pathway: preparing socially responsive physicians. Am J 
Prev Med 2011;41(4 Suppl 3):S228-36. 

86. Brown B, Heaton PC, Wall A. A service-learning elective to promote enhanced 
understanding of civic, cultural. Am J Pharm Educ 2007;71(1):9. 

87. Navarro V. What we mean by social determinants of health. Global Health 
Promotion 2009;16(05). 

88. Patton M. Qualitative Research and Evaluation Methods. 3rd ed. Thousand Oaks, 
CA: Sage Publications; 2002. 

89. Morse J. Procedures and Practice of Mixed Methods Design: Maintaining 
Control, Rigor and Complexity. In: Tashakkori A, Teddlie C, editors. Handbook 
in Mixed Methods in Social and Behavioral Research. 2nd ed. Thousand Oaks, 
CA: Sage; 2010. p. 339-352. 

90. Bourgois P. Recognizing Invisible Violence. In: Rylko-Bauer B, Whiteford L, 
Farmer P, editors. Global Health in Times of Violence. Santa Fe, NM: School of 
Advanced Research Press; 2009. p. 18-40. 

91. Hospital Admissions Restrictions Law. In: Arizona State House of 
Representatives; 2012. 

 

 



 
 

APPENDIX A: MANUSCRIPT 1 

MENTAL HEALTH IMPACT OF IMMIGRATION RELATED MISTREATMENT 
AND ETHNO-RACIAL PROFILING AMONG ARIZONA BORDER RESIDENTS 

Paper is pending publication in the American Journal of Public Health 

79



 
	  

Title Page:  
 

MENTAL HEALTH IMPACT OF IMMIGRATION RELATED MISTREATMENT AND 
ETHNO-RACIAL PROFILING AMONG ARIZONA BORDER RESIDENTS 

 
 

American Journal of Public Health  
 

Abstract Word Count: 242 
Manuscript Word Count: 3,225 
References Word Count: 874 

Number of References (not word count): 36 

80



 
	  
MENTAL HEALTH IMPACT OF IMMIGRATION RELATED MISTREATMENT AND 
ETHNO-RACIAL PROFILING AMONG ARIZONA BORDER RESIDENTS 
 
Samantha Sabo, MPH 
University of Arizona  
Mel and Enid Zuckerman College of Public Health  
Arizona Prevention Research Center  
Division of Health Promotion Science  
 
Scott Carvajal, PhD, MPH  
University of Arizona  
Mel and Enid Zuckerman College of Public Health  
Arizona Prevention Research Center  
Division of Health Promotion Science  
 
Nicolette Teufel-Shone, PhD 
University of Arizona  
Mel and Enid Zuckerman College of Public Health  
Division of Health Promotion Science  
 
Jill Guernsey de Zapien, BS  
University of Arizona  
Mel and Enid Zuckerman College of Public Health  
Arizona Prevention Research Center  
 
Jean McClelland, MLS 
University of Arizona  
Mel and Enid Zuckerman College of Public Health  
Division of Health Promotion Science  
 
Janet Rothers, PhD, MS 
University of Arizona  
College of Medicine  
Arizona Respiratory Center  
 
Raquel Rubio Goldsmtih, PhD  
University of Arizona  
College of Social and Behaviorlal Science 
Department of Mexican American Studies 
Binational Migration Institute  
 
Flor Redondo, BS 
Campesinos Sin Fronteras 
Yuma, Arizona  

81



 
	  
 
John Ehiri, PhD, MPH, MSc 
University of Arizona  
Mel and Enid Zuckerman College of Public Health  
Division of Health Promotion Science  
 
Cecilia Rosales MD, MS 
University of Arizona  
Mel and Enid Zuckerman College of Public Health  
Arizona Prevention Research Center  
Division of Community, Environment, and Policy   
 
Corresponding Author:  
 
Samantha Sabo, MPH 
University of Arizona  
Mel and Enid Zuckerman College of Public Health  
Arizona Prevention Research Center  
Division of Health Promotion Science 
1295 N. Martin Avenue 
Campus PO Box 245209 
Drachman Hall, Tucson, AZ 85724 
c.520 419 2671 
sabo@email.arizona.edu  
  

82



 
	  
 
Abstract 

 

Public health scholars have called for research into US immigration policies that 

militarize communities and recognize they may exacerbate health disparities among immigrant 

populations, and their non-immigrant co-ethnics.  Objective: We aimed to estimate the 

prevalence of personal and witnessed immigration-related mistreatment, defined as negative 

immigration motivated verbal, physical, and psychological interactions, including racial-

profiling with immigration officials and how such mistreatment relates to mental health.  

Methods:  This study used a random household sample of 299 Mexican-descent Arizona border 

residents.  Multiple logistic regression assessed relations between immigration mistreatment 

categories and mental health markers, including the Border Community and Immigration Stress 

Scale (BCISS).  Results: A primary finding included 27% of the sample reported personal or 

witnessed mistreatment.  Also, personal mistreatment was significantly associated with reported 

diagnosed depression among females.  Immigration mistreatment and witnessed mistreatment 

was associated with a 2.3 and 2.1 increased risk for stress in adjusted models (OR 2.3, CI 1.2, 

4.1) (OR 2.1, CI 1.1, 3.8), respectively.  Discussion: Immigration policies aimed at securing the 

US-Mexico border contribute to the militarization of communities and a climate in which 

immigration officials, including local police often conflate Mexican ethnicity with immigration 

status.  Conclusion:  Anti-immigrant environments pose a direct and indirect threat to the mental 

health of immigrant communities and their non-immigrant co ethnics.  Our study responds to the 

call for research on the public health impact of immigration and border enforcement policies and 

lends evidence for immigration reform policy that limits militarization of the border region.  
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Key words: farmworkers, immigration, border, policy, mental health, stress, discrimination  

 

Introduction 

Public health scholars have called for research into the impact of state and federal level 

immigration policies on the public’s health and recognize these policies may exacerbate health 

disparities among immigrant populations and their non-immigrant co-ethnics (1-3).  Cumulative 

exposure to institutional arrangements that systematically marginalize groups based on ethnicity, 

gender and class, can manifest on a bio psychological level (4-6).  US immigration enforcement 

policies that militarize and police communities have been shown to negatively impact immigrant 

health, specifically Mexican immigrant health, despite immigration status (3, 7, 8).  Specifically, 

restrictive or punitive immigration policies are known to limit access to health and social 

services (3, 9), higher education, and adequate employment opportunity and remuneration (1, 2, 

10). Emerging research focused on the Arizona-Mexico borderlands indicate that Mexican 

immigrants experience immigration related mistreatment and ethno-racial profiling (8), stress 

(7), fear of accessing health and social services and limited mobility to engage normal activities 

of everyday life (3).  Ethno-racial discrimination has been linked to depressive symptoms (11-

13), anxiety (11), psychological distress (14), emotions of threat, harm and anger  (11, 15), 

sadness and nervousness (11, 16) and internalizing problems, such as low self-esteem (17),  and 

stress (7) among Mexican immigrant populations.  Given the prominent role interpersonal and 

institutional discrimination plays on health and development throughout the life course (6, 11, 

13, 14, 18, 19), immigration and border enforcement policies that create anti immigrant and 
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militarized environments have only recently been considered as structural determinants of health 

and contribute to ethno racial health disparities (1). Ethnic and racially motivated profiling and 

criminalization of minority person has been documented extensively in the human rights and 

criminal justice studies (20-25), yet, few studies have empirically linked such immigration 

related stressors with poor health outcomes (3, 9).  This study aims to explore how such 

structural phenomena create an environment of disproportionate vulnerability for US citizen and 

permanent residents of Mexican descent living in the Arizona border region.  Specifically, using 

novel measures of mistreatment new to public health and community responsive mental health 

indicators, we aimed to estimate the prevalence and mental health impact of immigration-related 

ethno-racial profiling and mistreatment among this population.  Immigration related 

mistreatment is defined as the ethnic or immigration motivated negative verbal, physical, and 

psychological interactions with Department of Homeland Security (DHS) officials including 

local police.  This study is particularly salient as immigration reform has reemerged as a 

significant political issue in the US and the security of the US-Mexico border continues to 

dominate immigration reform rhetoric.   

Anti-Immigrate Climate and the Public’s Health  

Elevated levels of immigration related ethno-racial profiling and mistreatment by 

immigration officials and local police has been documented among Mexican descent US citizen 

and permanent residents (8).  During the years of the current study (2005-2007) anti-immigrant 

discourse and state level legislation gained significant traction throughout the US (Figure 1).  

Approximately 300 immigration laws were introduced in US state legislatures in 2005 compared 

to 1562 in 2007 (26). In Arizona, anti-immigrant and border enforcement policies were also 
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embedded into the daily lives of residents.  Specifically, Arizona immigration laws aimed to 

limit immigrant access to education, health, and social services.  Dramatic increases in 

immigration agents, National Guard, border fencing, and technology transformed Arizona border 

communities into highly militarized environments.  The presence of anti-immigrant militia 

groups were also present in most Arizona rural border communities (27), while the pressure for 

local law enforcement to assume federal immigration law enforcement responsibilities was also 

mounting (8).  Thus, during the time of this study, Mexican descent Arizona residents and rural 

border communities were experiencing a harsh anti-immigrant political landscape focused on 

restricting access to public services and social protections, and simultaneous accumulation of 

state and federal resources to protect and secure the Arizona-Sonora Mexico border.  

Methods 

 This study is part of the National Institute of Occupational Safety and Health Challenges 

to Farmworker Health (CFH) at the US-Mexico Border (2006-2007).  The CFH study was 

community based participatory research (CBPR) conducted by the by the Mel and Enid 

Zuckerman College of Public Health (MEZCOPH) and the Mexican American Studies Research 

Center (MASRC) of the University of Arizona in partnership with a community based 

organization serving border residents and a human rights organization advocating on behalf of 

immigrant families (28).  CFH is comprised of a proportionately representative random 

household sample of 299 Mexican descent males and females aged 21 years and older who 

worked in seasonal agricultural during in the 12 months preceding the survey.  CFH 

demographic and health survey questions were based on the National Agricultural Workers 

Survey (NAWS) and the California Agricultural Worker Health Survey (CAWHS) (29, 30). 
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Immigration encounter and US-México border specific survey questions were based on questions 

developed in the context of studying human rights and criminalization of minority persons (20, 

24, 25, 27). Through CBPR such questions were expanded by community partners specifically to 

explore public health dimensions of immigration related victimization.  Essential to the CFH 

study, were Community Health Workers (CHWs), specifically, Promotoras de Salud employed 

by our partner agencies.  CHWs shared cultural and linguistic history of the participants and 

were instrumental in the selection and modification of survey questions, and recruitment 

strategies that contributed to a 93% response rate.  CHWs were trained by UA research staff to 

conduct interviews and collected data over the summer months of 2006-2007.  A detailed 

description of the CFH study sampling frame and partner agency relationships is found 

elsewhere (7).  

Explanatory Variables 

 Descriptive statistics were calculated for demographics (age, education, income, years 

working in US agriculture), immigration indicators (birthplace, age at immigration, years 

residing in the US, and English language proficiency) and access to care indicators of health care 

coverage, and participation in contribution based and needs based governmental programs (31).   

Perceived Ethno-Racial Profiling and Immigration Related Mistreatment  

Respondents were asked about their experiences with immigration officials and the 

perceptions of how immigration officials differentiate between US permanent residents and 

citizens and those individual unauthorized to be in the US.  Characteristics used by DHS to 

differentiate between such immigrant populations included Mexican appearance, foreign 

appearance, skin color, Spanish language, clothing, and type of vehicle.  Immigration related 
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mistreatment encounters were measured for those participants who in the previous 2 years, had 

personally or witnessed an encounter with immigration official at a US port of entry or a non-

port of entry location.  Individuals with an encounter were asked a series of questions related to 

verbal, physical, emotional and ethno racial profiling.  Meta-variables were created for 

mistreatment encounter categories, including verbal (language or gestures that were insulting, 

humiliating, rude, or sexual in nature, and or threatened physical harm), physical (push, hit with 

a closed fist, hit with a nightstick, handcuff, touch in a sexual manner and/ or brandish a firearm) 

mistreatment, and emotional distress (shame, dishonor, belittled, fearful, anger, humiliation, 

embarrassment, or degradation) resulting from the mistreatment encounter.  Respondents were 

also asked if this mistreatment encounter occurred due to …  race or ethnic appearance, skin 

color, the way in which you/they were dressed, the type of vehicle you/they drove, and or the 

activity in which they or others were engaged.   

Outcome Variables 

Bivariate analysis by gender was performed for mental health indicators of physician 

diagnosed depression, self-reported poor mental health status and number of days of poor mental 

health in last 30 days were also examined by gender (32). The RAND Depression Screener was 

used to assess clinical depression, defined as experiencing 2 weeks or more of depressed mood 

or loss of interest in pleasurable activities during the last year (33). Depressive symptoms of 2 

weeks or more of depressed mood in last year and 1 week or more of depressed mood in last 

month were also included.  Stress was measured through the Border Community and 

Immigration Stress Scale (BCISS), a 24-item scale that are culturally and contextually relevant to 

our study population. BCISS considers the presence and intensity of stressors in the previous 
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three months that are salient to Mexican descent populations and community characteristics of 

the US Mexico border (7).  BCISS stress domains include border and migration stress, 

acculturation stressors, barriers to health care, discrimination, economic strains, and family 

separation.  BCISS has demonstrated high internal consistency (α=0.91).  Full description of the 

BCISS can be found elsewhere (7). The median stress of the cumulative stress score for all 24-

stress categories was calculated and transformed into a dichotomous variable.  

Statistical Analysis  

Fisher’s exact tested gender differences among selected demographic, depressive 

symptoms and any, personal, witnessed mistreatment for each mistreatment category.  Multiple 

logistic regression models examined relations between mistreatment categories and mental health 

indicators and are presented as odds ratios.  All statistical analysis were performed using STATA 

10.0 software.  The UA Office of Human Subject Protection approved this research.  

RESULTS  

 Approximately 90% of respondents were US citizens (naturalized or born) or permanent 

residents and the proportion of male to female respondents was approximately equal (Table 1).  

Overall, respondents were married, had less than a high school education and were over the age 

of 40, with 50% of the sample aged 50 years and older.  Two thirds of all respondents in the 

region had children, and more than half earned an annual family income of less than $20,000, 

while 75% of households lived at or below the federal poverty level for the study year of 2007.  

Approximately half of respondents were born in the Mexican Border States.  Almost half of 

Arizona border residents were enrolled in Medicaid and food stamp programs and nearly one 

quarter utilized Women, Infants, and Children (WIC), the US nutritional supplement program for 
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low-income families.  Female residents were significantly younger (P<. 001), less likely to be 

married (P<. 001), and were more likely to have graduated from high school (P<. 01) compared 

to their male counterparts.  Females also permanently immigrated to the Arizona border region at 

a younger age (P<. 01), had fewer years working in US agriculture (P<. 01), and earned less 

personal income (P<. 001) compared to males.  

Mental and Physical Health Status and Access to Care  

 Female Arizona border residents experienced significantly worse mental health 

outcomes for all measures, except BCISS total stress, compared to males.  Females were 

significantly more likely to be medically diagnosed with depression (P<. 01), and reach case 

status for depressive symptoms as defined by the RAND depression screener (P<. 01).  Females 

were also significantly more likely to rate their mental health status as poor (P<. 01), and 

reported more days of poor mental health in last month (P<. 01) compared to males.  Males were 

significantly more likely to experience stress compared to females with a mean BCISS stress 

score of 20.2 (SD 18.9) compared to 15.7 (SD 13.8), respectively.  In contrast males experienced 

a greater prevalence of poor physical health outcomes and were significantly more likely to be 

diagnosed with diabetes.  Half of all respondents had some type of health care coverage at the 

time of the survey, and approximately 30% had gone without health insurance in the last year 

(Table 2).   

 

Militarization of the Arizona Border Environment 

 Approximately 90% of participants reported seeing immigration official on a daily basis 

(Table 3).  Specifically, almost all respondents reported seeing officials in their neighborhoods, 
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more than half encountered officials at work and no less that one quarter of respondents 

encountered officials in their local supermarkets or corner store.  In terms of immigration related 

experiences with local police more than 10% of respondents were questioned by local police 

about their immigration status, in 5% of these encounters, the local police called border patrol 

and resulting in 3% of respondents detained by border patrol.  Males were significantly more 

likely to be questioned about their immigration status by local police compared to females.  

Respondents reporting such an incident were US permanent residents. 

 

Perceived Ethnic racial Profiling and Negative Encounters with US Immigration Officials  

Approximately 91% of Arizona border residents perceived immigration officials to use 

ethno-racial profiling to differentiate between individuals with undocumented immigration status 

(Table 3).  In order of frequency, respondents perceived immigration officials profiled based on 

characteristics of type of clothing, vehicle, foreign appearance, Mexican appearance, skin color 

and use of Spanish language.  Females were significantly more likely to report Mexican 

appearance (P=0.023), and Spanish language (P=. 019) as profiling characteristics.  One quarter 

of respondents experienced immigration related mistreatment by immigration officials or local 

police (Table 3).  More than 20% of respondents have experienced verbal mistreatment and 13% 

have experienced physical mistreatment.  Approximately 27% of farmworkers have experienced 

emotional distress and 22% believed their immigration encounter was due to ethno-racial 

profiling.  Mistreatment prevalence did not differ significantly by gender. 

Immigration Related Mistreatment and Mental Health   

91



 
	  

Mistreatment was not significantly associated with self reported diagnosed depression, 

poor mental health in the full sample.  However a significant association was found among 

females who had experienced personal mistreatment.  Mexican descent border residents that 

personally experienced or witnessed any mistreatment by immigration officials were 

approximately twice as likely to experience stress compared to those who had never experienced 

or witnessed any mistreatment (Table 5).  These findings persisted after adjusting for age, 

education, poverty, English language proficiency, immigration status, and age at immigration to 

the US.  Residents who experienced any verbal or physical mistreatment were approximately 

three times more likely to experience stress.  Residents who experienced any emotional distress 

or perceived mistreatment was due to ethno-racial profiling were approximately twice as likely 

to experience stress. 

In unadjusted models, females who experienced any mistreatment or physical 

mistreatment were 2.2 and 3.5 more likely to experience stress, respectively.  In adjusted models, 

females who experienced any physical mistreatment were 3.5 times more likely to experience 

stress.  In adjusted models, males who experienced any mistreatment, an verbal mistreatment, 

witnessed physical mistreatment or emotional distress or perceived or witnessed ethno racial 

profiling were significantly more likely to experience stress. Although 90% of the sample were 

US citizen or permanent residents, and the remaining 10% had a temporary immigration status, 

citizenship and permanent residency status was found protective for mistreatment.  Respondents 

living at or below poverty, and or lacking a high school degree were more at risk.  Age at 

immigration was not found to pose increased risk for mistreatment.  No significant relationship 

was found between mistreatment and diagnosed depression, number of days with poor mental 
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health, RAND depression score, or depressive symptoms in the full sample.  However, female 

residents who experienced personal mistreatment were 2.9 times (p=0.04) as likely to be 

medically diagnosed with depression compared to females who had not personally experienced 

mistreatment (Data not shown.).  [Table 3]  

DISCUSSION 

Stress accumulates and proliferates over the life course and contributes to sustaining and 

widening of health inequities between advantaged and disadvantaged social groups (34). This 

study documented elevated rates of poor mental health and stress among a population of US 

citizen and permanent residents of Mexican descent with a significant history of living and 

working in the US.  Cultural, social, and economic determinants of health were found to create 

conditions for structural vulnerability among the population.  Vulnerability was evidenced by 

elevated rates of poverty, low educational attainment, limited English language proficiency, and 

lack of access to consistent health care coverage, social security and disability insurance; and 

high utilization of food stamp and WIC programs to supplement basic human needs.  

Mexican descent Arizona border residents experience immigration related mistreatment 

at approximately twice the rate of urban populations of the same ethnicity (27% versus 11.9% 

respectively) and reported higher levels of personal mistreatment (13.2% compared to 9.3%) (8).  

We confirmed the hypothesis that immigration related mistreatment, in form of personal or 

witnessed verbal, physical, emotional, or ethno-racial profiling is related to higher levels of self-

reported stress among Mexican descent border residents.  To our knowledge this was the first 

study to empirically test the relation between immigration law enforcement mistreatment and 

mental health among a US citizen and permanent resident population.  For both males and 
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females, witnessing physical and emotional mistreatment of others was significantly associated 

with increased levels of stress.  Witnessing immigration officials use ethno-racial characteristics 

to select community members was also significantly associated with stress.  Although there was 

not evidence immigration related mistreatment was associated with depressive symptoms in the 

full sample, we did identify a significant positive relationship between personal mistreatment and 

physician-diagnosed depression among females.  The current study contributes to the growing 

body of knowledge and emerging empirical argument that direct and indirect forms of 

immigration related ethno-racial discrimination and mistreatment is a psychological stressor that 

serves as a risk factor for mental health (35).  

Since 1978, the American Public Health Association has adopted eight immigrant related 

policies.  The majority of these polices calling on the protection of immigrant populations were 

adopted after 1994 when border enforcement policies and restrictive immigrant policies 

escalated in the US legislation. The common denominator among APHA adopted policies calls 

for attention and action on the public health impact of ‘anti-immigrant racism’ and policies, like 

the federal Secure Communities Program or the Patient Protection and Affordable Care Act 

(PPACA) that specifically target or exclude specific immigrant populations in the US.  The heath 

and human rights of all immigrants, regardless of immigration status are inextricably linked to 

the health and human rights of all Americans.  Specific attention must be focused on those 

policies and institutional practices that serve to conflate an individuals ethnicity with his or her 

immigration status and thus jeopardize the civil liberties of these US residents (1).  As border 

security remains compulsory to the US immigration reform policy rhetoric, our study provides 

evidence for (1) the negative public health impact of increased border security on the mental 
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health of US citizen and permanent residents and (2) the need to limit immigration law 

enforcement that further militarize immigrant and border communities.  Moreover this research 

responds to APHA adopted immigrant protection policies that call for community oriented 

surveillance systems to monitor immigration related victimization that potentially exacerbate 

racial and ethnic health disparities among immigrant population of the US-Mexico borderlands. 

Limitations and Strengths 

This study may not be generalizable to non-border communities; study participants may 

be more likely to be in frequent contact with immigration authorities compared to those 

individuals in non-border communities.  These results may also underestimate the prevalence of 

immigration related mistreatment and associated stress in highly militarized and policed 

communities, as those individuals with an undocumented immigration status may be less likely 

to participate.  Data is self-report and the potential for social desirability may also contribute to 

over or under estimation of mistreatment experiences.  The CBPR approach however contributed 

to the overall strength of the study, specifically, in survey development, data collection and the 

validity of the study constructs to community identified health issues.  Study partners were 

uniquely embedded in the community, and shared many of the cultural and immigration 

trajectories of study participants thus giving UA researchers invaluable insight and access to a 

highly vulnerable population.  This historical and trusting relationship between University 

researchers and study partner agencies, and the utilization of Promotoras as primary data 

collectors contributed to increased cultural salience of sampling procedures, survey instrument 

development and implementation as evidenced by a 93% response rate and limited missing data. 
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CONCLUSION 

 US-Mexico border communities may be at particular risk for discrimination stress and 

victimization as US immigration policy continues to link immigration reform with border 

security policies that militarize and police immigrant communities (36).  This study generates a 

baseline prevalence of immigration related mistreatment, and measured the deleterious mental 

health impact such victimization presents to Mexican origin US citizen and permanent residents.  

Data presented here contribute to the emerging empirical argument that direct and indirect forms 

of ethno-racial discrimination is a psychological stressor that serves as a risk factor for disparities 

in mental and physical health outcomes (35)
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Table 1.  Characteristics of Arizona Border Residents by Gender, 2005-2007 
 Total Male Female  
 % (n/299) % (n/154) % (n/145)  P-Value* 
     
Gender 299 51 (154) 48 (145)  
     
Age, y, mean (SD) 44 (11.0) 47 (11.6) 41 (9.6) 0.000  
Age, y     

22-39 17 (52) 14 (21) 21 (31) 0.000 
40-49 34 (103) 28 (43) 41 (60)  
50-59 30 (90) 34 (52) 26 (38)  

60+ 18 (54) 25 (38) 11 (16)  
Birthplace     

Mexican border state 48 (144) 49 (76) 47 (68)  0.937 
Mexican non border state  48 (143) 47 (72) 49 (71)  

     
Education     

Less than elementary  46 (135) 52 (79) 39 (56) 0.006 
Less than high school 38 (111) 35 (54) 40 (57)  

High school graduate + 17  (50) 13 (20) 21 (30)  
     
Age immigrated to US, y, mean, (SD) 34.1 (11.0) 36.2 (11.0) 31.9 (10.1) 0.017 

Less than 29 35 (105) 30 (46) 41 (59)  
30-39 34 (101) 32 (49) 36 (52)  

40 + 31 (93) 38 (59) 23 (34)  
Immigration Status     

US Born or Naturalized Citizen 15 (43) 16 (25) 13 (18) 0.429 
Permanent Resident 77 (229) 77 (117) 78 (112)  

Temporary Status  7 (22) 6 (9) 9 (13)  
Undocumented  .3 (1) 0.6 (1) 0.0 (0)  

     
Years residing in US, y, mean (SD) 10.3 (8.8) 11.0 (9.6) 9.5 (7.7) 0.122 
     
Years in US Agriculture, mean (SD) 18.1 (12.2) 23.7 (11.7) 12.2 (9.6) 0.000 

Less than 4  14 (41) 5 (8) 23 (33) 0.000 
5-10  24 (71) 12 (18) 37 (53)  

11-20 20 (60) 21 (32) 19 (28)  
21+ 42 (126) 62 (96) 21 (30)  

     
English proficient  6 (18) 5 (8) 7 (10) 0.630 
     
Households living at/below poverty  77 (229) 81 (124) 72 (105) 0.103 
Personal Income (USD)     

<10k 33.2 (99) 12 (19) 56 (80) 0.000 
10- 20k 40 (120) 46 (71) 34 (49)  
20-50k 27 (79) 41 (64) 10 (15)  

Participation in contribution-based 
programs 

    

Unemployment Insurance 88.1 (238/270) 90.1 (128/142) 85.9 (110/128) 0.347 
Social Security 6.6 (18/270) 7.0 (10/142) 6.2 (8/128) 0.813 
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Disability Insurance 4.8 (13/270) 7.0 (10/142) 2.3 (3/128)  0.090 
     
Participation in needs-based programs     

Medicaid 48.5 (131/270) 44.3 (63/142) 53.1 (68/128) 0.180 
WIC 20.7 (56/270) 16.9 (24/142) 25.0 (32/128) 0.132 

Food Stamps 41.8 (113/270) 40.1 (57/142) 43.7 (56/128) 0.621 
     
Boldfaced values indicate P < .05 
* Fisher’s Exact/T-test ** Ns differ depending on available data. 

 

Table 2. Physical and Mental Health Status and Access to Care Among Arizona Border Residents by 
Gender, 2005-2007 
 Total Male Female  
 % (n/299) % (n/154) % (n/145) P-Value* 
Access to Care     
Healthcare Coverage 53.8 (160) 54.5 (84) 53.1 (76) 0.817 

Gone without coverage in last 6 months  39 (73/188) 35 (34/96) 42 (39/92) 0.370 
 
Physical Health Status 

    

Diabetes  16.0 (48) 21.4 (33) 10.3 (15)  0.011 
Hypertension 21.4 (64) 24.6 (38) 17.9 (26) 0.162 
Poor/Regular physical health status 37.7 (113) 40.2 (62) 35.1 (51) 0.404 
     
Mental Health Status     
Diagnosed Depression  12 (36) 7.1 (11) 17.2 (25) 0.008 
Poor mental health status 34  (102) 27 ( 42) 41 (60) 0.011 
Days of poor mental health, mean days (SD) 2.9 (6.9) 1.7 (4.6) 4.2 (8.6) 0.002 
Major depression  20 (61) 14 (22) 27 (39) 0.009 

Depressive symptoms, 2 weeks + in last year 20 (59) 14 (21) 26 (38) 0.009 
Depressive symptoms,  1 week + in last month 27 (79) 26 (40) 27 (39) 0.896 

BCISS Stress Scale 49 (147) 49 (76) 49 (71) 1.00 
Mean (SD) 18.0 (16.8) 20.2 (18.9) 15.7 (13.8) 0.021 

Min Max 0-66 0-66 0-52  
Boldfaced values indicate P < .05 
* Fisher’s Exact/T-test ** Ns differ depending on available data. 
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Table 3.  Perceived Ethno Racial Profiling and Negative Encounters with US Immigration Officials 
and Local Police Among Arizona Border Residents by Gender 2005-2007 
 Total Male Female  
 % (n/299) % (n/154) % (n/145)  P-Value* 
Daily immigration sightings, last 
12 mo  

89 (258) 89 (134) 87 (124) 0.716 

Immigration official sightings in 
community settings (non US port 
entry) 

    

Neighborhood 94 (282) 95 (146) 94 (136) 0.805 
Worksite 60 (178) 65 (100) 54 (78) 0.059 

Corner store 44 (133) 49 (75) 44 (58) 0.162 
Supermarket 22 (67) 21 (33) 23 (34) 0.680 

Perceived Ethno Racial Profiling      
Any   91 (273) 89 (138) 93 (135) 0.311 
Mean (SD) 4.2 (1.9) 4.1 (1.9) 4.3 (1.9)  

Mexican Appearance 69 (207) 63 (97) 76 (110) 0.023 
Foreign Appearance 72 (215) 71 (109) 73 (106) 0.796 

Skin Color 66 (196) 65 (100) 66 (96) 0.903 
Spanish Language  58 (172) 51 (78) 65 (94) 0.019 

Clothing 86 (255) 88 (134) 83 (121) 0.321 
Type of Vehicle  77 (228) 78 (120) 75 (108) 0.495 

Immigration detention 
experiences 

    

Local police questioned 
immigration status, last 24 mo 

11 (34) 18 (27) 5 (7) 0.000 

Local police called immigration 5 (12/34) 7 (8) 3 (4) 0.254 
Detained by immigration  3 (7/12) 2 (2) 4 (5) 0.279 

     
Mistreatment      

Ever 27.0 (81) 24.6 (38) 29.6 (43) 0.363 
Ever Personal 13.3 (40) 12.3 (19) 14.4 (21) 0.614 
Ever Witness 23.7 (71) 20.7 (32) 26.9 (39) 0.224 

     
Verbal Mistreatment      

Personal 7.6 (23) 7.1 (11) 8.2 (12) 0.829 
Witnessed 14.0 (42) 12.9 (20) 15.1 (22) 0.629 

Ever 20.4 (61) 17.5 (27) 23.4 (34) 0.251 
Physical Mistreatment      

Personal 1.6 (5) 1.3 (2) 2.0 (3) 0.676 
Witnessed 11.0 (33) 9.7 (15) 12.4 (18) 0.468 

Ever 13.3 (40) 11.0 (17) 15.8 (23) 0.238 
Emotional Distress     

Personal 12.7 (38) 12.3 (19) 13.1 (19) 0.864 
Witnessed 21.4 (64) 17.5 (27) 25.5 (37) 0.120 

Ever 26.7 (80) 24.0 (37) 29.6 (43) 0.297 
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Racial/Ethnic Profiled     
Personal 8.7 (26) 8.4 (13) 8.9 (13) 1.00 

Witnessed 14.3 (43) 11.6 (18) 17.2 (25) 0.190 
Ever 22.4 (67) 20.1 (31) 24.8 (36) 0.336 

Boldfaced values indicate P < .05 
* Fisher’s Exact/T-test ** Ns differ depending on available data +-3 observation maximum.  
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Table 4.  Odds ratios (OR) representing relations between mistreatment by United States immigration official and stress among Arizona border residents by gender , 2007 
 Total Stress   

 Total  Females Males 

 % (n/N) * Unadjusted 
OR (CI) 

Adjusted 
OR (CI) 

% (n/N) Unadjusted 
OR (CI) 

Adjusted 
OR (CI) 

% (n/N) Unadjusted 
OR (CI) 

Adjusted 
OR (CI) 

Any Mistreatment**          
Any 35.3 (52/147) 2.3 (1.3, 3.9) 2.3 (1.2, 4.1) 38.0 (27/71) 2.2 (1.0, 4.6) 2.1 (.94, 4.7) 32.8 (25/76) 2.4 (1.1, 5.2) 2.6 (1.0, 6.5) 

Any Personal 15.5 (23/147) 1.4 (.75, 2.8) 1.2 (.87,1.6) 16.9 (12/71) 1.4 (.57, 3.7) 1.2 (.44, 3.4) 14.4 (11/76) 1.4 (.56, 3.9) 1.0 (.34, 3.4) 
Any Witnessed 30.6 (45/147) 2.1 (1.2, 3.7) 2.1 (1.1, 3.8) 32.3 (23/71) 1.7 (.82, 3.6) 1.4 (.65, 3.3) 28.9 (22/76) 2.7 (1.2, 6.3) 3.9 (1.4, 10.5) 

          
Verbal Mistreatment          

Personal 11.5 (17/147) 3.1 (1.2, 8.3) 2.9 (1.0, 8.0) 11.2 (8/71) 2.2 (.63, 7.7) 1.9 (.51, 7.4) 11.8 (9/76) 5.1 (1.0, 24.4) 7.6 (.88, 66.2) 
Witnessed 17.6 (26/147) 1.8 (.93, 3.5) 2.0 (.96, 4.4) 18.3 (13/71) 1.6 (.64, 4.0) 1.6 (.60, 4.7) 17.1 (13/76) 2.0 (.78, 5.5) 3.4 (.95, 12.3) 

Total 27.8 (41/147) 2.5 (1.4, 4.6) 2.8 (1.4, 5.4) 29.5 (21/71) 1.9 (.89, 4.3) 1.9 (.81, 4.4) 26.3 (20/76) 3.6 (1.4, 9.1) 5.8 (1.7, 19.2) 
Physical Mistreatment          

Personal 3.4 (5/147) - - 4.2 (3/71) -  2.6 (2/76) - - 
Witnessed 15.6 (23/1470 2.6 (1.2, 5.7) 2.7 (1.1, 6.6) 18.3 (13/71) 3.0 (1.0, 9.1) 3.0 (.95, 0.6) 13.1 (10/76) 2.2 (.71, 6.8) 5.6 (1.0, 30.6) 

Total 19.3 (29/147) 3.1 (1.5, 6.5) 3.4 (1.5, 7.7) 23.9 (17/71) 3.5 (1.3, 9.6) 3.7 (1.3, 10.5) 15.7 (12/76) 2.7 (.91, 8.1) 6.7 (1.3, 34.7) 
Emotional Distress          

Personal 14.9 (22/147) 1.4 (.75, 2.9) 1.2 (.56, 2.6) 15.4 (11/71) 1.5 (.57,4.0) 1.1 (.40, 3.4) 14.4 (11/76) 1.4 (.56, 3.9) 1.0 (.34, 3.4) 
Witnessed 29.2 (43/147) 2.1 (1.0, 4.2) 2.5 (1.3, 4.9) 32.3 (23/71) 2.0 (.95, 4.4) 1.7 (.75, 4.0) 26.3 (20/76) 3.6 (1.4, 9.1) 4.8 (1.6, 14.5) 

Total 34.0 (50/147) 2.0 (1.2, 3.5) 2.0 (1.1, 3.6) 36.6 (26/71) 1.9 (.93, 4.0) 1.8 (.80,4.0) 31.5 (24/76) 2.3 (1.0, 4.9) 2.4 (.99, 5.8) 
Racial/Ethnic Profiling          

Personal 10.8 (16/147) 1.7 (.76, 3.9) 1.4 (.58, 3.5) 9.8 (7/71) 1.2 (.39, 3.8) .86 (.23, 3.0) 11.8 (9/76) 2.4 (.73, 8.4) 1.7 (.47, 6.7) 
Witnessed 19.0 (28/147) 2.5 (1.4, 4.6) 2.1 (1.0, 4.4) 22.5 (16/71) 2.1 (.86, 5.1) 1.7 (.66, 4.6) 15.7 (12/76) 2.2 (.78, 6.3) 3.7 (1.0, 13.3) 

Total 29.2 (43/147) 2.2 (1.2, 3.8) 2.0 (1.1, 3.8) 30.9 (22/71) 1.9 (.89, 4.1) 1.5 (.68, 3.7) 27.6 (21/76) 2.5 (1.1, 5.9) 2.8 (1.1, 7.3) 
Boldfaced values indicate P < .05 
OR, odds ratio  
-Model did not converge 
** Total of verbal, physical, emotional and perceived racial/ethnic profiling. 
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ABSTRACT 
 

Public health scholars have recognized immigration laws that militarize and police 

communities may exacerbate ethno-racial health disparities.  Objective: We document the 

prevalence of and ways in which immigration policy and militarization of the US-Mexico border 

is experienced as everyday violence by Mexican origin border farmworkers.  Methods:  

Qualitative and quantitative data were examined to document the prevalence and type of implicit 

and explicit experiences of immigration related profiling, mistreatment and resistance to 

institutionalized victimization.  Data were drawn from a random household sample conducted 

between 2006-2008 of Mexican origin US citizen and permanent resident farmworkers in the 

Arizona border region.  Results: Approximately 25% of farmworkers described an immigration- 

related mistreatment episode, of which 50% of farmworkers were personally victimized. Nearly  

75% of episodes occurred in a community location rather than at a US port of entry.  Females 

were more often victimized.  There were no significant differences between farmworkers who 

reported a mistreatment episode and those who had not.  These data coupled with farmworker 

mistreatment narratives suggest the normalization of immigration-related mistreatment among 

the population.  Conclusion: Farmworkers described living and working in a highly militarized 

environment, wherein immigration-related profiling and mistreatment were common 

immigration law enforcement practices.  This paper argues for the recognition of immigration 

policy that sanctions the institutional practices of discrimination, such as ethno-racial profiling 

and mistreatment by officials, as forms of structural and everyday violence.  
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INTRODUCTION  

The purpose of this study was to apply the concept of everyday violence to analyze 

immigration policy and militarization of the US-Mexico border among Mexican-origin border 

farmworkers during the years 2005-2007.  Theories of structural and everyday violence argue 

that macro-level political economic forces cause oppression (1, 2) through gender, ethnic, and 

class discrimination and political and economic exclusion (1, 3).  Such forms of violence 

translate into disproportionate vulnerability (4), stigmatization (5), discrimination (6-8), human 

rights violations (9, 10), rampant criminal institutionalization (11),  disengagement from safety 

net systems (12).  Ever deepening disparities in morbidity and mortality exist among 

disenfranchised groups (13-16).  The accumulated experiences of suffering or ‘assaults’ 

associated with such forms of violence can thus be embodied throughout the life course (17) and 

expose individuals to disproportionate risk for injury, disease, and death (8). This study aims to 

magnify the complications and diversity of  structural violence through the lens of everyday life 

(18). 

Everyday violence takes many forms, and is defined as the violence encountered by 

disenfranchised groups at the hands of institutions of the state, including health, education, legal, 

and other social systems.  Everyday violence can include substandard treatment in medicine and 

pharmacy, concentrations of extreme poverty and social disorder, excessive or absence of law 

enforcement and legal accountability (19-21), and inadequate epidemiological surveillance of 

health disparities (22). Such mechanisms of violence experienced in everyday life contribute to 

suspicion and distrust of state institutions and avoidance of local authority and safety net systems 

among marginalized groups (18, 23). Everyday violence encountered among groups marked by 
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ethnicity and class living in militarized states is evident in the saturation of and pervasive 

encounters with military and police who act with de facto and de jure impunity (24). Such 

encounters occur in public and private spaces in the form of formal and informal checkpoints, 

discretionary identity inspection, and arbitrary abuse and detentions of community members (24) 

 These encounters contribute to a collective experience of being under siege (23, 24) in 

which targeted groups must endure contestation of their own identity and citizenship (25-27). 

Often such ‘identity encounters’ result in arbitrary consequences that further compound 

suspicion and distrust of state institutions and authority (24, 28, 29).  Targeted groups often 

strategically use silence and secrecy to cope and self preserve (30).  Such coping strategies are 

evident in the use of language that minimizes experienced victimization (30). Chronic 

minimization and suppression of traumatic events may be internalized and manifest at the site of 

the body, in the form of stress, anxiety and increased risk for debilitating mental and physical 

health conditions (19, 30).  Fear of reprisal, criminalization and lack of transparent pathways for 

resistance to human rights violations may contribute to the reproduction of oppression among 

minority groups (29-31).   

While the structural violence of immigration and border enforcement policies have 

historically plagued Mexican origin residents of the borderlands (32), the everyday violence of 

such  policies may have been particularly palpable during the time of this research, 2006-2008. 

Between these years, Arizona enacted restrictive immigration law related to education, 

employment, identification, law enforcement, and language (9, 33).  Simultaneous to restrictive 

immigrant legislation, increases in capital and human resources to the Office of Homeland 

Security in form of US border patrol agents and National Guard, border fencing and technology 

transformed Arizona border communities into highly militarized environments (33). Locally, the 
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presence of anti-immigrant militia groups was also present in most Arizona rural border 

communities, while the pressure for local law enforcement to assume federal immigration law 

enforcement responsibilities was also mounting (33). Thus, during the time of this study, 

farmworkers were operating within a particularly anti-immigrant political landscape, highly 

focused on restricting access to public services.  This anti immigrant legislative environment was 

paralleled by an unprecedented accumulation of state and federal resources for Arizona-Mexico 

border security (34-36).  

Emerging evidence has demonstrated an inverse relationship between restrictive or 

punitive immigration policy and major social determinants of health, specifically in access to 

health and social services, education opportunities, and adequate employment remuneration (37-

39).  Immigration health scholars have also begun to examine how an anti-immigrant climate has 

the potential to increase levels of discrimination, fear, stress, and illness among immigrant 

populations (40-43).  Most recently, anti-immigrant policies have been argued to produce the 

conflation of ethnicity and immigration status at both interpersonal and institutional levels, thus 

creating a hostile environment for entire ethnic groups, regardless of immigration status (35).  

According to Viruell-Fuentes et al.  (35) Latinos in the US, whereby ‘…all Latinos are perceived 

as Mexican, all Mexicans are seen as immigrants, and they in turn are all cast as undocumented’.  

Emerging evidence also reveals that Mexican origin immigrants and their non-immigrant co-

ethnics of the Arizona borderlands experience day-to-day ethnic and immigration related 

discrimination, immigration related stress, limited mobility to engage normal activities, and fear 

of accessing health and social services (38, 40, 44).  Specifically, institutionalized ethno-racial 

profiling in immigration and local law enforcement, or the sanctioned use of ‘Mexicanness’ or 

‘Mexican appearance’ as probably cause for citizen inspection, has been documented among 
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Mexican US citizen and permanent residents since 1994 (45, 46). As immigration reform 

emerges as a highly salient political issues for both political parties, and border security remains 

at the core of immigration reform discourse, it is imperative that scholars advance the 

understanding of the public health impact of such enforcement policies on the daily lives of 

Mexican-origin US permanent residents, and their non immigrant US citizen co-ethnics.   

 

METHODS 

 The National Institute of Occupational Health and Safety, ‘Challenges to Farmworker 

Health at the US-Mexico Border’ study (CFH) is a cross-sectional, community-based 

participatory research study conducted by the Mel and Enid Zuckerman College of Public Health 

(MEZCOPH) and the Mexican American Studies and Research Center (MASRC) of the 

University of Arizona, in collaboration with community based partner agencies located along the 

Arizona- Mexico border (2006-2008).  Community Health Workers, or Promotoras de Salud, 

from a grassroots organization serving farmworkers in the region were integral to CFH study 

design, instrument development, and data collection efforts.  CHWs share cultural and linguistic 

characteristics with the farmworkers they serve and were trained by UA research staff to conduct 

surveys, they collected the majority of survey data.  

 CFH included a random household sample of 299 Arizona-Sonora, Mexico border 

farmworkers.  Farmworkers were male and female; at least aged 21 years, reported working in 

US agricultural in the previous 12 months, and lived in the surrounding Arizona and Sonora, 

Mexico border counties.  Survey questions were based on National and California agricultural 

workers surveys, US immigration ethno racial profiling encounter survey,  and a recently 

developed Border Community Immigration Stress Scale (BCISS).  A mixed methods approach 
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guided the secondary analysis of quantitative and qualitative data (47), which was particularly 

appropriate for weaving immigration encounter data with farmworker accounts of immigration 

related mistreatment. Together quantitative and qualitative data illuminated and contextualized 

the everyday violence of immigration policy and border enforcement in the region.  A detailed 

description of all survey instruments and the present CFH study, sampling frame, and partner 

agencies can be found elsewhere (40).   

Quantitative Component 

Descriptive statistics were calculated for age, education, immigration status, age at 

immigration to the US, years living in the US and years working in US agriculture.  Perceived 

use of ethno-racial profiling by immigration officials was gauged by the question, ‘Do you 

believe that immigration officials use the following information to differentiate between those 

individuals with undocumented immigration status and US residents? …  Mexican appearance, 

foreign appearance, skin color, Spanish language, clothing, type of vehicle’.  Farmworkers were 

also asked a series of questions to assess the frequency and location of immigration official 

sightings and direct encounters with immigration officials, including immigration related 

detention.   

Selected immigration related stressors were measured through the BCISS, a 24-item 

stress scale which measures multiple context relevant stressors experienced in the previous 3 

months (40). BCISS considers the presence and intensity of stressors salient to Mexican descent 

populations and community characteristics of the US-Mexico border (40).  BCISS stress 

domains include border and migration stress, acculturation stressors, barriers to health care, 

discrimination, economic strains, and family separation.  BCISS has demonstrated high internal 

consistency (α=0.91).  Full description of the BCISS can be found elsewhere (40) . We measured 
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intensely reported stress for three stressors specific to border enforcement policy strategies.  

Stressors included intensely reported stress due to the presence of the US military at the border, 

encounters with immigration officials, or encounters with local police.   

Qualitative Component  

Farmworkers provided short narratives regarding negative encounters with Department of 

Homeland Security (DHS) immigration officials, defined as border patrol agents, immigration 

and customs enforcement (ICE), as well as local police.  Narrative data were collected in third 

person voice by CHWs who asked farmworkers if  ‘In the last 2 years, have you [personally 

experienced or personally witnessed] an encounter with a US immigration officials… at the US 

port of entry or at a non US port of entry location’.  All responses were transcribed, coded, and 

analyzed in their original language of Spanish by the first author.  A random sample of 10 % of 

all qualitative responses was independently coded by a second researcher, resulting in 90% inter 

rater reliability rate (48).   

Analysis  

 Qualitative data were organized and coded in two phases using Nvivo 8 software.  In the 

first phase of coding, a directed content analysis protocol was developed based on CFH 

quantitative mistreatment categories which included physical, verbal mistreatment, emotional 

distress and ethno-racial profiling. The location of the mistreatment was also determined be it at 

a US port of entry or a non port of entry community location as well as if that experience was 

personally experienced or witnessed.  The second phase of coding process was an inductive 

content analysis that examined the nuanced forms of everyday violence of militarization of the 

region.  When applicable, direct quotes most descriptive of the thematic category were offered to 

contextualize farmworkers responses to these questions.   
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 Finally, qualitative mistreatment responses were quantified and used to stratify the 

quantitative demographic, immigration encounter and BCISS stress data by the presence or 

absence of an immigration related mistreatment encounter.  The relationship between 

mistreatment and selected demographics, perceptions of immigration authorities, perceived use 

of ethno-racial profiling by immigration officials and border specific BCISS stressors were 

assessed by Fisher’s exact test.  All statistical analysis was performed using STATA 10.0 

software.  Human subjects approval was obtained from the University of Arizona for both the 

original CFH study and the current secondary analysis.  

RESULTS  

Quantitative Component  

 Overall, farmworkers were permanent residents or US born and naturalized citizens, in 

their mid to late forties, had less than a high school education and reported an average of 20 

years of experience working in US agriculture (Table 1).  Farmworkers described first 

immigrating to the US in their mid- thirties and reported living permanently in the US for about a 

decade.  The majority of farmworkers reported close ties with Mexico, including children and 

relatives currently living in Mexico and sending money to relatives in Mexico (data not shown).   

Encounters with U.S. Immigrant Officials  

Approximately 90% of border farmworkers reported daily sightings of immigration 

officials.  Farmworkers reported seeing immigration officials in a variety of non-US port of entry 

locations, most predominately in neighborhoods, worksites and corner or convenience stores 

(Table 3).  More than half of all farmworkers reported seeing immigration officials at their 

worksite.  Approximately 85% of all farmworkers believed that immigration officials use ethno-

racial profiling to differentiate undocumented individuals from the larger population.  More than 
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75% of farmworkers believed immigration officials used type of clothing, or vehicle type to 

identify undocumented persons and 72% believed foreign appearance was a factor.  More than 

50% of farmworkers believed Mexican appearance, skin color and use of the Spanish language 

were profiling characteristics.  

In terms of immigration detention experiences, local police detained and questioned the 

immigration status of approximately 11% of farmworkers.  Among those  5% of farmworkers 

that reported local police called immigration authority, and 3% were eventually detained by 

immigration officials.  Farmworkers questioned about their immigration status by local police 

were all US permanent residents.  The majority of farmworkers believed that such negative 

encounters with immigration official including local police should be reported, and less than one 

third of all farmworkers reported knowing how to file a complaint.  

 Quantitative data were stratified and analyzed for statistical differences by presence of a 

mistreatment episode (Table 2).  In terms of demographics, mistreated farmworkers were 

significantly younger compared to farmworkers that did not describe a mistreatment encounter. 

No other demographic differences existed between the two groups.  In terms of encounters and 

perceptions of immigration officials, mistreated farmworkers were significantly more likely to 

believe officials used type of clothing to differentiate between undocumented individuals the 

larger population.  Mistreated and non-mistreated farmworkers experienced border related 

stressors, including intense stress caused by military patrolling the border, and encounters with 

local police and immigration officials at almost equal rates.  

 

Qualitative Component  
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In the following sections, farmworker mistreatment narratives were told in the third 

person, as they were recounted by the farmworker to the Promotora interviewer.  All 

mistreatment encounters were described by farmworkers who were permanent residents or US 

born and naturalized citizens and were going about their everyday routines including traveling to 

work or home, working in the agricultural fields, or shopping in local shops.  Promotoras most 

often transcribed the story as told verbatim by the farmworker.  Many times, farmworkers 

preempted their mistreatment story with a phrase, ‘Solo he visto o experimentado …’ or, ‘I have 

only observed or experienced’.  Other times, an example was related to the Promotora in which 

clear violations of human and civil rights had occurred, only to be followed by the phrase, ‘Pues, 

solamente esto, no mas’, or, “ But just or only this, nothing else’.  Such expressions minimize the 

importance of the comments that followed.   

Because narratives were often captured in the margins of the survey in response to a 

question related to encounters with immigration officials, Promotoras sometimes wrote notes that 

described that the respondent originally described not having an encounter with an official, then 

after they told their mistreatment narrative, went back and changed their answer to the 

affirmative.  These ‘marginal stories’ were also testimony to how farmworkers became aware of 

their mistreatment by talking it out with Promotora and were better able to answer the questions 

regarding encounters with encounters with immigration officials.  

Approximately 25% of Arizona-Sonora farmworkers personally experienced and/or 

witnessed immigration related mistreatment encounter (Table 2).  Mistreatment was defined as 

an act of aggression by an immigration official in which abuse of civil or human rights occurred 

or an instance in which the actions of the official was not in line with codes of conduct as per the 

Department of Homeland Security (DHS). Approximately 70% of mistreatment encounters 
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occurred in a non US-port of entry community location, and more than 50% of all mistreatment 

encounters were experienced personally as opposed to witnessed.  More than half of all 

mistreatment was reported by female farmworkers.  Although not statistically significant, a 

greater proportion of female farmworkers experienced and witnessed mistreatment in general 

and in a community locations compared to males.   

 
Physical Mistreatment  
 

Many farmworkers described immigration officials beating them and others with closed 

fists, with nightsticks, or repeated kicks to the head or ribcage.  In several instances immigration 

officials brandished firearms, and used handcuffs.  In this scenario Juan (a pseudonym, as all 

farmworkers names herein), described being forced into an immigration law enforcement vehicle 

against his will.  Juan is a 38 year old, married, man with three children and 21 years experience 

working in US agriculture:   

La persona cuento que a él lo habían tratado bien mal los oficiales de inmigración 
cuando el caminaba para su casa cuando lo paro un migra (oficial de inmigración) a lo hecho  a 
la ‘perrera’ sin preguntarle si tenía papeles. El siente que fue un abuso porque lo empujaron 
para que se metiera y no le preguntaron si tenía papeles.’ 

 
[The person said that he had been treated really badly by immigration officials, once he 

was walking to his home when one immigration official put him in the back of the immigration 
vehicle (aka ‘the dog kennel’) without asking if he had papers [proof of immigration status].  He 
feels that this was an abuse because they pushed for him to get in [the vehicle] and never asked if 
he had papers] 

 
Verbal and Emotional Mistreatment 

Farmworkers described immigration officials’ behaviors as rude, arrogant, offensive. The 

majority experienced and witnessed officials use intimidating language and gestures.  

Farmworkers said immigration officials spoke in a suspicious and confusing manner and seemed 

to be attempting to trick them or provoke nervous behavior.  These instances often caused 
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emotional distress described as anger, fear, embarrassment, shame, humiliation, and nervousness.  

Emotional distress also resulted from personal and witnessed mistreatment and home and vehicle 

inspections, where damage to personal property often occurred.  Immigration officials entered 

farmworkers’ homes on the pretext of seeking people who were aiding and abetting 

undocumented individuals.  Immigration officials broke down front and back doors and property 

fencing, often scaring unsuspecting family members sleeping in the home or trailer.  Josefina, a 

49-year-old married woman of three children, working in US agriculture since the age of 21, 

described witnessing immigration officials break into her neighbor’s house and humiliate here 

neighbor’s family:   

Esta persona miro cuando saltearon la casa de vecino porque la border patrol pensaba que 
tenían a indocumentados en la casa. La migra llego a tumbar a la puerta y asusto a todo la 
familia. Los hizo que pusieron boca abajo en la calle enfrente de toda la comunidad. No 
hallaron nada los dejaron y ninguna disculpa les dieron. Ni la puerta les arreglaron aunque 
dijeron que si se las iban a arreglar. 
 
[This person observed immigration officials jump the fence of a neighbor because they thought 
they had undocumented persons hiding in the house.  The officials broke down the front door 
and scared the whole family.  Officials made the family lie face down in the street in front of the 
entire community.  The officials found nothing and left without even an apology.  They never 
fixed the door even though they said they were going to fix it.] 
 
 
Witnessing Abuse of Bordercrossers 
 

Farmworkers distinguished mistreatment of unauthorized border crossers as 

comparatively worse than that of Mexican decent US citizens and permanent residents.  

Farmworkers described witnessing immigration officials’ ‘trapping’, beating, and threatening 

persons they perceived as border crossers, even when these individuals appeared not to resist 

arrest.  Antonio, a 37-year-old, married man with three children and employed in US agriculture 

for 19 years, described watching immigration officials treatment of a group of boys crossing into 

the US:  
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Un día unas muchachos cruzaron y unos migras que no estaban en servicio los 
detuvieron,  los aventaron a la banqueta hasta que sacaron su pistola para amenazarlos y les 
puso las esposas. Los maltrataron y después llamaron a la patrulla fronteriza que si estaba en 
servicio, todos  fueron muy prepotentes. 

[One day some boys crossed [into the US illegally] and some off duty immigration 
officials stopped them and tossed the boys to the curb, they pulled out their guns to threaten them 
and then handcuffed them.  They [immigration officials] abused the boys and then called Border 
Patrol agents who were on duty, everyone was very arrogant.] 

 
Farmworkers described scenarios in which immigration officials chased, pushed, tackled, 

or threw border crossers to the ground.  These public displays of power by officials took place in 

public parks and neighborhoods.  While walking on a main community walking path, which runs 

along the border fence with Mexico, Jose observed officials beat a suspected border crosser:  

 
La migra tiraba aun muchacho que parecer acababa de cruzarse lo aventaron al suelo y 

miro como empezaron a golpearlo aunque el muchacho no puso resistencia. 
 
[Immigration officials’ threw a boy to the ground who had just crossed illegally, the 

official just threw him to the ground and started beating him, even though the boy did not resist.] 
 
Ethno-racial Profiling and Discretionary Stops 
  

Farmworkers described being randomly stopped, followed on foot, pulled over in 

personal vehicles or taxis, inspected while in private farmworker transportation buses, and 

waited for outside of stores or public bathrooms by immigration officials.  Random citizen 

inspections often occurred at the US port of entry, where immigration officials do not require 

probable cause to search property or person.  Octavio, a 59-year-old farmworker, who 

immigrated permanently to the US at age 48, described a typical harassment episode at the US 

port of entry: 

‘ El señor observo a su amigo que lo paró por que el perro detecto un olor en el carro. El 
perro al tratar de subirse al carro raspó todo el exterior de carro. En inspección secundaria no 
hallaron nada no le pintaron el carro e le dijeron que era la culpa de el por “loco” se trató de 
formular una queja sin resolución.’  

[This man observed his friend stopped [at a US port of entry] because the immigration 
dog detected an odor in the car.  When the dog jumped up on the car, it completely scratched the 

121



 
	  

	  

outside of the car.  On secondary inspection immigration did not find anything [in the car] and 
they did not paint the car and told his friend that the damage to his car was his fault, like a crazy 
person, his friend tried to formulate a complaint but nothing was resolved’.]  
 

Some farmworkers referenced their Mexican appearance or skin color as the only 

probable cause for the encounter.  Farmworkers’ immigration status was often questioned, and 

proof of citizenship or residency was required.  Gerardo, a 43-year-old permanent resident from 

Michoacán, Mexico, who has been working in US agriculture since the age of 23 describes being 

victimized at gunpoint: 

‘…. el iba corriendo por el canal, haciendo ejercicio cuando lo pararon lo hicieron que 
acostara en el piso, lleno de animalitos.  Pensaba que esa ‘indocumentado’ lo acostaron al arma 
de fuego y lo detuvieron hasta que llamo a sus parientes que le trajeron los papeles. Dice el 
señor que todo le ocurrió por ser un ‘mexicano muy oscuro’. 

 
[…  He was running for exercise near the irrigation canal, when he was stopped and 

detained by immigration officials who thought he was ‘undocumented’.  They made him lie 
down on the ground, which was full of insects at gunpoint until he called his relatives to bring 
his documents.  The man believes this all happened because he is a ‘very dark Mexican’.] 

 
 In some instances, officials based on their activity and body language, which was 

perceived as suspicious seemed to stop farmworkers.  Angela, 27 years old, US Citizen, who 

permanently immigrated to the US and began working in US agriculture when she was 19, 

described being followed by officials on her way home from work in fields: 

‘El otro día que venía llegando de mi trabajo llevaba prisa porque quería usar el baño y 
los emigrantes fueron tras de mí; esperaron hasta que yo saliera del baño para pedirme que 
mostraron una identificación de EEUU para verificar que yo tuviera mis documentos y yo soy 
ciudadana.’ 

 
 [The other day returning from work I was in a hurry because I had to go to the bathroom.  

The immigration officials were behind me and they waited for me to leave the bathroom to ask 
me to show them US identification and to verify that I had my documents and I am US citizen.] 
 

Farmworkers described how immigration officials boarded private transportation buses 

used by local growers to transport farmworkers to the worksite.  Farmworkers observed officials 
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inspecting each person on the bus by walking slowly down the bus aisle, as if they were looking 

for someone in particular.  This type of random citizen inspection also occurred at the 

agricultural job site.  Farmworkers described several instances where officials showed up 

unannounced on the job site and harassed workers.  Eugenio, a 47 year old US citizen with more 

than 20 years experience living in the US and working in US agriculture described how officials 

provoked his co-worker Rogelio, who was engaged in the precarious work of harvesting lemons:  

‘Cuando trabajaba en limo llego la patrulla fronteriza y le pido documentos a un 
compañero el estaba sobre su escalera cortando limón e le dijo “sus documentos” y el 
compañero dijo ahorita que hecho estos limones que traigo el mano; el emigrante dijo ‘ Mo 
ahora’ y jalo la escalera de compañero arroja mente, el compañero no formulo queja por temor. 

 
[When I worked cutting lemons, a Border Patrol agent came into the orchard and 

questioned my colleague, ‘Your documents?’ My colleague was up on his ladder cutting lemons 
and replied to the agent just a minute let me put these lemons down and the agent said, ‘No 
now!’ and angrily shook the ladder.  My colleague did not file a complaint due to fear.] 

 
 

Farmworkers were also accused of being ‘polleras (os)’ or human smugglers, when their 

skin color did not match that of the child with whom they were traveling.  These encounters were 

accompanied by verbal, physical mistreatment, emotional distress, and long detention times.  

This type of encounter mainly occurred at the US port of entry and at permanent immigration 

checkpoints located on major outbound highways.  A female immigration official accused 

Raquel, a 57 year old grandmother with more than three decades working in US agriculture, of 

engaging in human trafficking of her own grandson; both she and her grandson were detained at 

the US port of entry for three hours:  

‘La detuvieron en la pasada porque no le creyeron que era su nieto las detuvieron 3 
horas la trataron muy mal y más una mujer que le decía que era ‘pollera’ se tuvo quedar hasta 
que fue su hijo y nuera.’ 
[She was detained in the past because they did not believe it was her grandson, they were 
detained for three hours and treated very badly, at one point, a female [agent] accused her of 
being a “pollera” (human trafficker].  She and her grandson were detained until her son and 
daughter arrived.] 
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Identify confusion or accusation of false identity occurred for males as well.  An official 

verbally and physically abused Julian, a 47-year-old grandfather, when he tried to cross into the 

US with his grandson.  Officials accused Julian of not being the child’s grandfather.  It is unclear 

where the child was held when his grandfather was being abused or if the child witnessed the 

humiliation of his grandfather.  

 
Resistance to Mistreatment  
 

In some instances farmworkers described ways in which they or others attempted to 

document mistreatment, mainly through video, observation and complaint making.  Women 

predominantly described resistance.  Yoli, a 23-year old mother of two children who had been 

working in agriculture since she was 15, described how the community reacted to a public act of 

violence: 

‘Una patrulla fronteriza tumbo a un muchacho a la calle y lo tenía a patadas, cuando el 
migra miro que la gente de la comunidad comenzó a salir de sus casas molesta por como lo 
estaba tratando, el emigrante subió al indocumentado a empujones al carro.’ 

 
[A border patrol knocked a young male to the ground and had him on his knees, 

community members upset by the way he was treating the boy began to come out of their homes, 
when the agent observed this he shoved the boy into the car in handcuffs.] 
 

In another instance, Luis, a 37, year old farmworker described how a neighbor made her 

dismay known to the official regarding the way he was treating the border crosser.  

‘Una vez venia corriendo un muchacho y el migra le cuento algo a los pies y lo tumbo en 
la calle,  después lo pateo, y  una vecina molesta salió y le dijo que dejara a que si no lo dejaba 
le iba a tomar video.’ 

[One time, a young male was running and an immigration official threw something at the 
boy’s feet which caused him to fall into the street, then the immigration officials started to kick 
the boy, an upset neighbor came out of her house and told the agent that if he did not stop 
kicking the boy that she would take video] 
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 In sum, everyday violence came in the form of overt physical, verbal, and emotional 

mistreatment by immigration officials in both port of entry and community locations while 

farmworkers were engaged in everyday activities such as going to and from work, shopping or  

visiting family members in Mexico.  Farmworkers described observing excessive abuse of 

border crossers in both port of entry and community locations.  These events were everyday 

occurrences and were perceived by farmworkers to be excessive.  Ethno-racial profiling and 

discretionary stops were a common practice and often ended with feelings of anger and 

humiliation.  Acts of resistance to mistreatment were less often mentioned by farmworkers, and 

among those that were mentioned were first hand observations of community members.  

DISCUSSION 

This research suggests that Arizona border farmworkers who in this sample are 

predominately permanent residents and citizens with more than two decades of experience 

working in US agriculture, live and work in a highly militarized environment in which ethno-

racial profiling and mistreatment by immigration officials are common.  One quarter of Arizona 

border farmworkers surveyed reported some form of immigration related mistreatment, which is 

twice the rate found in similar studies among non-farmworker Latinos of the Arizona border 

region.  More than half of farmworkers in our study were personally victimized.  Two thirds of 

mistreatment encounters in a community location (non US port of entry) while individuals were 

engaged in routine activities.  Our primary finding is that the everyday violence of immigration 

and border enforcement may have become normalized among the population, as mistreated 

farmworkers do not differ significantly from those farmworkers living in the same militarized 

environment.  Mistreated and non-mistreated farmworkers experienced border related stressors, 
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including intense stress caused by military patrolling the border, and encounters with local police 

and immigration officials at almost equal rates.  

Out of, and Not in Control  

 Everyday violence was observed in excessive presence of immigration officials in 

community locations, public and private and the perception that these officials seem to act with 

de facto and de jur impunity (30).  Immigration officials were described as patrolling public 

parks, shops and neighborhoods and agricultural fields on foot, bikes, and in ‘la perrera’ or the 

‘dog catcher’ vehicle.  Such practices of militarization communicate the power and force of the 

State and contribute to a stressful living and working environment.  More than one quarter of 

farmworkers we surveyed reported experiences of intense stress in anticipation of encounters 

with military, police, or immigration.  Furthermore, farmworkers’ daily lives are suffused by 

observations of border crossers, neighbors, and family members being ‘loaded up and taken 

away’ by officials, which creates an ongoing climate of fear regarding personal safety.  The 

combination of excessive presence of law enforcement and public and private displays of 

intimidation may also contribute to distrust of law enforcement and other public safety systems 

that may translate into to social disorder at the community level (19-21).   

 

Dangers of Immigration Officials Use of Discretion   

In previous research conducted in an urban US Southwest barrio, immigration related 

mistreatment episodes, and the probability of having an encounter or being mistreated by an 

immigration authority was positively associated with identification with Mexican ethnicity, even 

after adjusting for citizenship status, socio economic status, gender and age.  Among Arizona 

border farmworkers, such conflations or discretionary acts of ethno racial profiling and citizen 
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inspection were often coupled with arbitrary detention and use of force and intimidation.  The 

fear, humiliation, and damage to reputation and property inherent in these interactions were most 

often met with impunity.  Such identity encounters and use of discretion places US born Mexican 

descent and Mexican immigrants at greater risk for ethnic discrimination and victimization, both 

of which are associated with increased stress and poor mental health outcomes in this population 

(40, 49, 50).   

.  

Bearing Witness and the Fear of Silence, and Silence of Fear 

 In order to interpret the way in which the ‘routinization’ and ‘normalization’ of human 

suffering occurs we draw on our own reflections of how farmworkers chose to describe their 

experience.  Farmworkers often used language that minimized their experiences of explicit and 

implicit immigration related violence.  Farmworkers often prefaced or concluded a compelling 

story of personal or witnessed victimization with ‘ But that’s the only thing that’s happened to 

me’.  Testimonies of abuse in the presence of a grandchild or being held at gun point and 

detained for hours while engaged in normal everyday activities, that are minimized by 

farmworkers may provide evidence of how such violence has become internalized or normalized 

among community members.  Furthermore, Promotoras as data collectors often wrote in the 

margins of the survey to signal when participants changed his or her answer regarding whether 

or not they were mistreated.  Often these notes would signal first answering no, they had 

experienced no such an encounter, then possibly by virtue of telling thier story to the Promotoras 

they may have realized that indeed yes they had experienced a negative encounter.  Both 

linguistic minimization and the use of the margins to record a process of consciousness raising 

may signal practices of normalization of violence.  
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 Linda Green’s article, ‘Fear as a Way of Life’ describes the strategic use of silence and 

secrecy in the presence of horrendous violence and overt racism.  She describes this silence as 

both enlightening as a form of coping and self-protection and disturbing as a signal of the fear 

and terror entrenched in processes of institutional racism (30).  Promotoras who collected the 

data may also have experienced similar accounts victimization and discrimination due their own 

race, class, and gender or immigration trajectory.  They themselves may be less likely to relay 

details of immigration related victimization.  Minimization and internalization of civil and 

human rights violations among farmworkers and Mexican immigrant communities of the border 

region have public health implications, including increased risk for poor mental and physical 

health (8, 51).  Specifically, discrimination stress is described to proliferate over the life course 

and generation and contributes to sustaining and widening of health inequities between 

advantaged and disadvantaged social groups (52).  

 

Limitation and Strengths  

The study is not generalizable to all Mexican origin farmworkers in the US, who are 

younger, predominately of an undocumented immigration status and fewer years of experience 

working in US agriculture (53). Thus our results may in fact underestimate the prevalence of 

immigration-related mistreatment in highly militarized farmworker communities.  Due to its 

geographic location at the US-Mexico border, study participants are more likely to be in frequent 

contact with immigration authorities compared to those farmworkers in non-border communities.  

However, encounters with immigration officials, including local police, have been documented 

as a stressor for non-farmworker, urban border populations of Mexican descent as well (49).   

CONCLUSION  
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 Institutionalized practices of ethno-racial profiling by immigration officials are 

historically embedded and deeply entrenched at the institutional and individual levels, serving to 

reproduce inequality over time and at multiple levels (1). This paper calls for public health to 

recognize these institutional practices of discrimination as a structural determinant of health and 

as forms of structural and everyday violence.  Study findings merit a deeper investigation into 

the public health impact of immigration policy and associated anti-immigrant climate created for 

Mexican origin immigrants and their co ethnics, including those immigration policies that aim to 

secure the US Mexico border through militarization and surveillance. The Border Security, 

Economic Opportunity, and Immigration Modernization Act of 2013 (S. 744) introduced by the 

Gang of 8 and is argue to be the nations larges scale change in 25 years of immigration law.  A 

corner stone of this legislation is a roadmap to citizenship.  Yet this road is contingent on 

securing the US-Mexico border and outlines the use of drones and other technologies for 

surveillance, maintaining high staffing of border patrol agents in the region. Although the 

legislation calls for strengthening laws to stop racial profiling and inappropriate use of force.  

The bill also calls for a commission to community leaders and elected to monitor border security 

issues.  This research provides evidence of the disproportionately high prevalence and pervasive 

nature of immigration –related mistreatment encounters and calls for US Senators involved in 

this historical legislation to consider the public health impact of future militarization of the 

region and mandate locally controlled surveillance of victimization of US citizens and permanent 

residents.
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Table 1.  Comparisons of demographics, experiences and encounters with US immigration officials and intensely 
reported stressors among Arizona-Mexico farmworkers by mistreatment, 2007 
  Mistreatment  
 Total Yes No  
 N=299 N=65 N=234  
 % (N) % (N) % (N)  P-Value 
Demographics      
Age, mean (SD) 44 (11.0) 41 (11.6) 45 (10.7) 0.017 
High school Graduate + 17 (50) 22 (14) 16 (36) 0.264 
US Citizen/Permanent Resident 92 (272) 92 (59) 92 (213) 1.00 
Age at immigration to US, mean (SD) 34 (11.2) 32 (10.3) 34 (11.4) 0.127 
Years living in US, mean (SD) 10 (8.8) 9 (8.1) 11 (8.9) 0.302 
Years in US Agriculture, mean (SD) 18 (12.2) 16 (11.0) 19 (12.4) 0.106 
     
Daily immigration sightings, last 12 mo  89 (258) 91 (59) 88 (199) 0.660 
Immigration official sightings in community 
settings (non US port entry) 

    

Neighborhood 94 (282) 98 (64) 93 (218) 0.134 
Worksite 60 (178) 62 (40) 59 (138) 0.776 

Corner store 44 (133) 34 (22) 47 (111) 0.066 
Supermarket 22 (67) 31 (67) 20 (47) 0.092 

Characteristics used by immigration officials 
to identify undocumented persons  

    

Total Sum, Mean (SD) 4.2 (1.9) 4.4 (1.7) 4.1 (1.9) 0.302 
Perceived immigration officials to used:      

Type of Clothing 86 (298) 94 (61) 83 (194) 0.029 
Type of Vehicle 77 (228) 82 (53) 75 (175) 0.406 

Mexican appearance  69 (207) 71 (46) 69 (161) 0.879 
Foreign-looking 72 (215) 69 (45) 73 (170) 0.536 

Skin color 66 (196) 66 (43) 66 (153) 1.00 
Spanish Language 57 (172) 66 (43) 56 (129) 0.155 

Immigration detention experiences     
Local police questioned immigration status, last 
24 mo 

11 (34) 11 (7) 12 (27) 1.00 

Local police called immigration 5 (12/34) 5 (3/65) 5 (9/234) 1.00 
Detained by immigration  3 (7/299) 3 (2/65) 3 (5/234) 0.662 

     
Reporting immigration encounters     
Believes negative immigration related 
encounters should be reported to DHS officials 

99 (296) 100 (65) 99 (231) 1.00 

Knows how to officially document an 
immigration related mistreatment encounter 
with DHS* 

32 (95) 23 (15) 34 (80) 0.130 

BCISS self-reported stressors**      
Military patrolling the border 30 (90) 25 (16) 32 (74) 0.358 
Encounters with local police 25 (73) 25 (16) 24 (57) 1.00 

Encounters with immigration officials 21 (62) 22 (14) 21(48) 0.864 
 

134



	  
 

	  

	  

 

 

 

 

 

Table 2.  Frequency of Immigration-related Mistreatment by Immigration Officials Among US-
Mexico Farmworkers by Mistreatment Type, Location and Gender, 2007 
 Total  Male Female 
 % (N) % (N) % (N) 
Mistreatment  22  (65/299) 43 (28/154) 57 (37/145) 
Mistreatment Type     

Personal 62 (41/66) 46 (19/41) 54 (22/41) 
Witnessed 38 (25/66) 36  (9/25) 64 (16/25) 

Mistreatment Location    
US Port of Entry  27 (18/48) 50 (9/18) 50 (9/18) 

Other Community Location  72 (48/66) 40 (19/48) 60 (29/48) 
Forms of Mistreatment Referenced by 
Farmworkers  

   

Physical  38% (28/66) ND ND	  
Verbal 23% (17/66) ND	   ND	  

Ethno-racial profiling  50% (33/66) ND	   ND	  
Boldface P values indicate   P < .05 from Fisher exact or t test depending on nature of variable.  
Ns differ according to available data. 
ND No data 
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ABSTRACT  

Structural determinants of health (SDH) of the US-Mexico border include a complex 

interplay of macro - micro level economic and immigration policies often challenging to teach in 

a traditional classroom setting.  Service-learning is a form of community-centered experiential 

education that locates emerging health professionals in a community generated service project 

and provides structured opportunities for reflection on broader social, economic, and political 

contexts of health inequity.  Objective:  The purpose of this research was to evaluate the impact 

of an intensive weeklong Border Health Service Learning Institute (BHSLI) on public health 

students and explored student conceptualization of SDH in a binational context, and the role of 

public health advocacy on SDH.  Secondarily, this study explored student perceptions of how 

social justice was achieved by service-learning partners and the processes of transformation and 

planned action among students.  Methods: Inductive analysis was performed on qualitative data 

drawn from 25 student final reflection journals (2010-2012).  Results: BHSLI students can 

articulate nuanced aspects of immigration and economic policy that directly and indirectly 

impact health.  Students underscore the role of public health advocacy as the ability to research 

and frame economic, social and immigration policies as health policy and convene stakeholders 

toward multi-institutional policy solutions.  Through service-learning, students observed 

community-centered outreach, access to primary prevention and primary care, and economic 

development efforts as social justice.  Students also experienced several processes of 

transformation, including a renewed sense of purpose and direction as public health 

professionals.  Conclusion: Service –learning serves as the vehicle to further strengthen campus 

–community partnerships on policy issues and through student and faculty interactions with 
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community, provide potential solutions to the pressing issues.  Further inquiry into long-term 

engagement of BSHLI students in economic, social and immigration policy spheres as they relate 

to health equity and the elimination of ethno-racial health disparities is needed. 

INTRODUCTION 

In recognition of the multiple and complex social and structural determinants of 

population health, the Institute of Medicine has encouraged ecological approaches that consider 

the social, economic, and political context of health as essential for public health education (1). 

Others have called for refocused attention in public health on the ‘changes in the social, political 

and economic contexts in which mortality inequalities are produced and reproduced’ (2).  

Despite this paradigm shift toward upstream systems level thinking and critical appraisal of the 

policies and politics related to ever deepening health disparities (2), public health continues to 

struggle to make the gross and nuanced effects of structural inequity on health visible (3). 

Furthermore, nascent research related to teaching structural determinants of health (SDH), 

defined as the macro-economic, social and public policies that produce social stratification by 

gender, race, and class, found public health faculty at a crossroads (4). Although united in their 

role as teachers and advocates for social change on structural determinants of health inequity, 

many faculty described lacking the competencies, methods and pedagogy to prepare emerging 

public health professionals in these areas (4). Service-learning is one such pedagogy argued to 

enhance student awareness of and commitment to the elimination of health disparities rooted in 

social and structural determinants of health (5-7).  

 Service-learning is a form of community-centered experiential education that locates 

emerging health professionals in community generated service projects that provides structured 

opportunities for reflection on the broader social, economic and political contexts of health (6).  
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Through academic reading, service and guided reflection, students link their service experience 

to broader systems level thinking (7, 8) , cultural humility (9, 10) and increased civic 

engagement (11) .  Widely applied in clinical health professions such as nursing (12), medicine 

(9, 13) and pharmacy (14) service-learning is relatively new to public health (6). The current 

study aims to illuminate ways in which interdisciplinary public health students engaged in an 

intensive, binational, service-learning course, (1) experience personal and professional 

transformation, (2) conceptualize social and structural determinates of health, in a binational 

context and locate social justice in service-learning projects and finally (3) examine the related 

role of public health advocacy and policy to decrease health disparities of the region.  

Structural Determinants of Health at the US-Mexico Border 

Structural determinants of health (SDH) of the US-Mexico border take a variety of forms, 

and include economic and immigration policies (15) that simultaneously ‘push and pull’ 

Mexican origin people to the region  (16, 17).  Arguably, the macroeconomic policy shaping 

border health, the 1994 North American Free Trade Agreement (NAFTA) has failed to improve 

the economic and social conditions within Mexico (17, 18).  A ripple effect of NAFTA included 

a series of immigration policies enacted to curtail the predicted migration of Mexican workers to 

the NAFTA free trade zones of Northern Mexico and prevent undocumented immigration 

spillover to the US (19, 20).  Such events, coupled with a post September 11th climate of national 

security, have greatly expanded the scope and breadth of the Department of Homeland Security 

(DHS) (15). Overtime, DHS has been afforded dramatic increases in human and financial capital, 

in form of Border Patrol Agents, National Guard and border security infrastructure designed to 

detect, detain and deport undocumented migrants (17).  
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 More specifically to the Arizona-Mexico border, is the proliferation of restrictive 

immigration policies aimed at access to education, social services and employment and strict 

policies regarding the Spanish language and identification (21, 22).  Most notable is the Arizona 

Senate Bill 1070 (SB 1070), which granted federal immigration law enforcement capabilities to 

local law enforcement, specifically the authorization to request proof of citizenship and 

immigration status from anyone suspected of being in the country unlawfully (23) . Highly 

contentious, SB 1070 is argued to have increased ethno-racial profiling and criminalization of 

Mexican origin immigrants and their co-ethnics regardless of immigration status (15).  It is in 

this multi dimensional and extremely complicated context that the Border Health Service-

learning Institute (BHSLI) was initiated.  BHSLI was a direct response to the need to prepare 

emerging public health professionals in the dynamic social, economic, and political context that 

characterize the US-Mexico border.   

 

Border Health Service-learning Institute (BHSLI) Conceptual Framework  

BHSLI was initiated in 2008 through the Community–Campus Partnerships for Health 

(CCPH), Health Disparities Service-Learning Collaborative.  BHSLI is one of five weeklong 

intensive graduate level service-learning courses offered at the University of Arizona, 

Zuckerman College of Public Health.  BHSLI is oriented to masters and doctoral level public 

health students and dual degree seeking students co-enrolled in Latin American and Mexican 

American studies, law, or medicine.  Since 2009, over 50 students have participated in the 

course.  BHSLI rotates each year among three US-Mexico sister city communities of Douglas, 

Arizona-Agua Prieta, Mexico; Nogales, Arizona-Nogales, Mexico and Somerton/San Luis, 

Arizona-San Luis Colorado, Mexico (Figure 1).  BHSLI is developed in collaboration with 
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community partners from the US and Mexico.  Students are required to have a valid US passport 

to participate.  BHSLI is based on a conceptual model that integrates the themes of economic 

development, migration and health and the role of public health advocacy (Figure 2).  This 

framework anchors the course in predominant structural determinants influencing ethno-racial 

health disparities in the region.  

 

A Day in the Life of a BHLI Student 

Service-learning opportunities include a combination of applied traditional public health 

opportunities addressed by local, state and federal health departments of both countries, 

including immunization and vector control campaigns, and chronic disease prevention education.  

These experiences are coupled with service in governmental and grass roots organizations 

focused on SDH including, food insecurity, housing, humanitarian aid to border crossers, 

economic development, and immigration issues.  BHSLI also incorporates interactive tours and 

discussions with agencies and individuals integral to the globalized and militarized US-Mexico 

border environment, including the Mexican consulate, US Border Patrol and associated 

immigration detention centers, humanitarian aid groups, local policy coalitions and border 

crossers.  Students have the opportunity to live in an Arizona border community and cross the 

US-Mexico border almost daily.  BHLSI runs Sunday through Friday afternoon.  Days begin at 

eight and often complete late in the evening, usually around nine or ten.  The course is kicked off 

with an orientation to the border region and the public health challenges encountered in the 

region.  These introductory elements of the course are organized through our partnerships with 

the Area Health Education Centers (AHEC).  AHECs are integral to orienting students, as often 

staff are from the community and are able to bring together a variety of community voices to 
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help students understand what it is like to grow up in a border town and reflect on how 

communities have changed overtime.  That first evening, service partners from the US and 

Mexico are invited to an informal dinner.  This dinner provides an opportunity for students to 

interact with partners in a more intimate setting.  Over the years we have found this dinner to be 

particularly important for service partners, as they are able to network and reconnect with 

partners in their border sister city.  Students are organized for service-learning experiences as 

small groups of 5-6 students and one faculty member bilingual in Spanish English.  We are 

strategic in forming the students groups, and take into consideration student demographics, 

language ability, and public health concentration.  Small service teams engage in a five-hour 

morning service-learning experience three of the six days of the course.  Service partners provide 

student service groups the opportunity to learn about the mission and reach of the organization 

and engage in an authentic and ‘real’ need of the agency or their clients.  These service 

opportunities take place in both the US and in Mexico.  In some cases agencies are binational 

and serve transnational communities members, thus service may starts on the US side and end on 

the Mexican side.  Service-learning experiences conclude with student-service group student 

reflect.  We provide daily reflection questions that are specific to the type of service encountered 

and encourage students to go beyond suggested themes.  Small service groups then present their 

reflections and facilitate deeper reflections with the larger student faculty group regarding other 

service groups’ experiences.  In the later afternoon, the entire course group has the opportunity to 

engage in site visits and interactive sessions with organizations in the community, including 

border patrol, immigrant rights groups, farmworker organizations, faith based groups and 

grassroots coalitions.  As faculty, we work very hard with site visit agencies to ensure these 
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sessions are safe and authentic environments where students and agencies feel comfortable 

speaking candidly about the realities of living, working and serving in a binational community.   

We also organize one daylong in which the entire course and interested service partners 

experience a common theme of the particular course.  Although each border sister city has its 

own unique border environment and challenges these day long activities range but always focus 

on the immigration migration experience and how this immigration trajectory impacts health.  

Most often a daylong experience will trace the ‘migrant trail’.  We start in various staging areas 

in Mexico following the migration stops back into the US.  Along the trail, students have the 

opportunity to engage with Mexican health officials faced with the challenge of serving a highly 

vulnerable migrating community, and Mexican immigration officials facing the challenge of 

keeping migrating people aware of the dangers of crossing the open desert and knowing their 

rights once they enter into the US.  These days also offer ample time for students to talk to and 

interact with border crossers who are preparing for their journey northward and those that have 

been recently deported from the US and are planning their next move.  That evening we host a 

partner dinner in Mexico.  This dinner is also binational and serves an opportunity to thank both 

Mexican and US partners.  The last day of the course focuses on final oral reflection 

presentations.  Service-learning partners are invited to attend.  BHSLI students have been known 

to engage in a variety of role paly, song writing and other creative and engaging performances of 

the broader social, cultural and political issues tied up in the intersections of migration, economic 

development and health of the US-Mexico border.  

 

METHODS 
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Qualitative data were drawn from 25 student final reflection journals for course years 

2010-2012.  Reflections were hand written by students and submitted to course faculty within 

one week of course completion.  Reflections were transcribed verbatim and thematically code 

and analyzed using Nvivo 8 software and secondary hand coding (24).  An inductive process was 

used to identify themes that frequently emerged from student reflections (24).  Interviews were 

coded to understand students’ (1) personal and professional transformations, (2) conceptualize 

economic and immigration policy, in a border context, and (3) asses how social justice is 

achieved by service-learning partner agencies and (4) the role of public health advocacy and 

policy on related health disparities.  Once reflection data was organized into major thematic 

categories, the BHSLI conceptual framework and Kiely’s (25) transformational service-learning 

process model (dissonance, processing, personalizing and connecting)   was applied to extract 

sub themes within each category. Transformational process model concepts are explained in 

context within the results section.   

RESULTS 

Among the 25 BHSLI students whose journals were available for analysis, 22 (88%) were 

MPH students (seven maternal and child health (MCH), six policy and management (PM), four 

public health practice, three health behavior health promotion, one epidemiology and one 

environmental health); two were DrPH students (one MCH and one PM) and one public health 

undergraduate.  Students were 88% (22) female and 12% (3) male with an average age of 26 (SD 

4.4) and a range of 21-40 years.  Half of all students were under the age of 25 years.  BSHLI 

students self-reported race and ethnicity included, 68% (17) white, 16% (4) Hispanic, one 

African American, one Native American, one Asian American student and one international 

student from Somalia, Africa.  In terms of Spanish language level of students, one was bilingual, 
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64% (11) were moderate, and 29% (5) had none.  The following results section is organized in 

the following major thematic categories including; (1) conceptualization of the SDH of the US-

Mexico border region, specifically economic and immigration policy; (2) the role of public 

health policy and advocacy, (3) examples of social justice in service-learning; and (4) student 

personal and professional transformation and planned action.  

 

Locating the Structural Determinants of Health of the US-Mexico Border 

 BHLSI students are provided multiple opportunities to engage with undocumented border 

crossers preparing to cross into the US-Mexico border to relocate with family and to work.  

Students conduct service with humanitarian aid agencies that serve recently deported border 

crossers and have both formal and informal opportunities to interact and learn from border 

crossers about their rational for leaving their home country and their migration trajectory thus 

far.  BHSLI students draw on such experiences with border crossers and the agencies that serve 

them, as well as reading and reflection to describe facets of immigration and economic policy as 

a SDH.  Students specifically related immigration policy to anti-immigrant discourse, 

militarization of border communities and lack of protection for undocumented workers and 

families.  Economic policy was related to bilateral trade policy, status of the US economy, 

institutional policies that limit economic development and household level economic disparities.  

Immigration Policy 

 Anti-immigrant discourse emanating from Arizona legislative decisions and national and 

local media was described by many students to create a ‘climate of fear’, misunderstanding, and 

misrepresentation of the region.  One students stated: ‘…press coverage focusing so singularly 
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on border violence has only served to spread fear as well as an inaccurate portrait of the border.’  

Anti-immigrant discourse was perceived by students to contribute to the marginalization of 

immigrant communities and to decrease utilization of social services and health care among 

immigrant families.  One student stated:  

‘The political climate of Arizona also exacerbates health problems experienced by anyone in 

AZ-resident or non-resident who is too afraid to seek health care because they are afraid to 

engage with authority or anyone who may question their [immigration] status.  This also limits 

access to law enforcement for victims of domestic violence or sexual assault who have the right 

to protection regardless of immigration status.’ 

 Militarization was characterized as the physical border fence, described as ‘monstrous 

fence [built] through the heart of [the community] cutting off families from one another’.  Others 

described the quantity and quality of border patrol agents, as “highly concentrated’ and reported 

border communities to be ‘crawling with immigration law enforcement’.  Others questioned the 

cultural and linguistic training of border patrol agents and recommended the need for 

‘…humanization and increased cultural humility in border security’.  Others argued for shift of 

federal and state resources away from border security to address root causes of health disparities 

in the region.   

Undocumented status and protection of workers: Through service with agencies serving 

undocumented workers recently deported to Mexico and other non profits of that employ 

deported individuals in the border region, students described the lack of efficient and safe 

pathways for temporary work visas and felt undocumented workers were afforded little worker 

protection and were at risk for human rights violations and exploitation by employers.  One 
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student described the criminalization and exploitation of undocumented workers, and the 

potential for expanding work visas to improve worker health and safety:  

‘Expand the H2A visa program so that all workers are getting insurance, healthcare, and a 

minimum wage.  If workers are documented into a system, they are less likely to be exploited.  

Workers need to be able to come out of the shadows without being treated like criminals simply 

for working.’ 

 Some students described the relationship between current immigration policy, which was 

argued to produce a transitory environment, with a large floating population, which prohibited 

social cohesion and community engagement in the region and made providing continuity of care 

difficult for the health sector.   

Economic Policy  

Economic disparities at the individual, local, state and federal levels were often 

mentioned as a ‘root cause’ of migration, lack of quality jobs, lack of access to care and poor 

health outcomes.  Although some students specified economic policies such as international 

trade agreements, like NAFTA, others spoke of the perceived unequal relationship or power 

differential between the two countries.  One student stated: ‘…The root causes of migration must 

be addressed, and this would entail reexamining NAFTA and recognizing that the “freedom” it 

offers makes it unrealistic for many outside the U.S. to make a living where they are without 

migrating’.  Other students critiqued immigration policy as it related to economic development: 

‘A giant border wall is an example of treating a migration symptom, Just Coffee [a binational 

fair trade coffee cooperative] is an example of treating the root cause.’  
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A few students mentioned institutional policies, and particularly a Department of 

Economic Security (DES) policy that prohibits seasonal farmworkers collecting unemployment 

benefits from engaging in training or continuing education during the off-season.  Students saw 

this policy as a hindrance to the human and economic development of farmworkers.  One student 

stated, ‘Public health partners can work with community organizations in the area to design 

training programs, and advocate for policy changes within the DES’.  Other students discussed 

the isolated and rural geographic location of the border communities, a factor that was 

considered to make border communities as less marketable to investors and large business.   

Locating the Social Justice in Service-Learning  

BHSLI students described community-centered outreach to vulnerable populations, 

access to primary prevention and primary care, and economic development opportunities as acts 

of social justice.  Community-centered outreach was the most often referenced form of social 

justice.  BHSLI students were struck by unique strategies community partners used to access 

vulnerable populations.  Student characterized these actions as ‘not waiting’, and ‘going to where 

the people are’.  The use of variety of methods to reach out and build trust as equal partners in 

health included the Community Health Worker model (26), specifically articulated as social 

justice.  Students also described social justice, as the passion service-learning partner’s possessed 

in making people ‘feel loved, welcome and cared for’.   

Most BHSLI characterized providing access to primary prevention and primary care, as 

key to serving the most vulnerable regardless of immigration status or economic status.  Offering 

low cost, no cost, and sliding fee services could serve as a buffer to national and state policy that 

effect community health.  Among these students, alleviating suffering through direct service, 
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access to health and education was described as a vital aspect of social justice.  Half of BHSLI 

students described social justice as improving SDH, by providing access to prevention activities 

(yoga and zumba classes, chronic disease prevention education, domestic abuse and substance 

abuse services), and skill building (English language classes, assistance with employment and 

housing applications).  

Economic development opportunities were less often mentioned as social justice, 

although a few students characterized them as service-partners’ unique approach to self-

sufficiency. Students were exposed to gardening and vegetable production and the small 

cooperatives that enabled poor people to earn income through brick making, wheelchair repair, 

recycling, and sewing as examples of local economic opportunities.  

The Role of Public Health Policy and Advocacy on Health Disparities  

The majority of students described the role of public health policy and advocacy was to 

convene stakeholders to solve broad policy issues.  One student stated:  ‘Public health 

practitioners should advance policies that address migration, economic challenges, and health by 

bridging the gap amongst all three aspects and working to bring all stakeholders in on issues 

together.  Public health practitioners should also take a greater role in the research that can be 

used to advance policy.  Tangible data is always more effective than anecdotal data.’  Students 

described the power of public health to provide a framework to see health as economic, social 

and immigration policy:  

‘Public health practitioners should use their unique voices to advocate for evidence-based 

policies that promote general health (physical, mental, social wellbeing) as defined by the World 

Health Organization (WHO).  By defining health as more than the absence of disease, public 
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health professionals have a role in promoting economic development and other factors that 

socially determine wellbeing.’ 

  Other students described the responsibility as public health professionals to understand 

the structural determinants of health and work for policy from this vantage point:  

 ‘ As public health practitioners, we can see the whole situation…. how all parts of the puzzle 

play a role in life and when creating policies, how changing one can change the other in the 

context of health. …  It is easy for health professionals to concentrate on one tiny focus, but 

public health has the advantage of ‘meterse en cual quier parte’ [getting involved wherever you 

can].  I think that is one of the biggest challenges in public health to really embrace that the 

scope is MUCH bigger than you want it to be.  But PH people need to be looking at the other 

sides of the triangle and looking for ways to move policy in those areas.’ 

The majority of students described traditional roles of public health advocacy and policy 

work, including binational coordination in disease surveillance, and coordination of health care 

delivery among transnational community members.  Others discussed a need for coordination of 

binational resources to maximize financial and physical public health and primary care 

resources, such as hospitals, and specialty care options in the region.   

Butterfly effect: personal transformation and planned action  

 All BHSLI students reported a variety of processes of transformation and opportunities to 

engage in social change.  Predominant thematic categories of transformation included aspects of 

dissonance, personalizing, processing, and connecting (25).  Dissonance, or the incongruence 

related to BHSLI students’ worldview prior to service-learning, included feelings of shock and 
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sadness of the hardships of the migration and immigration trajectory, perceptions of immigration 

related mistreatment of border residents by US institutions and disparities in infrastructure 

between the US and Mexico.  Some students grappled with new and renewed ‘emotional 

connections’ to the SDH of the border region.  Students also expressed remorse and guilt for the 

power and resources to return to their relatively comfortable lives.  One student expressed the 

notion of ‘survivor guilt’: 

‘I remember looking out the window and marveling at how surreal and gorgeous the view of the 

mountains and greenery was.  We passed by about nine border patrol cars which is the most 

concentrated I’d seen the entire trip.  I suddenly realized that it was very possible that another 

person like myself could have the very same view but a totally different perception if he/she had 

been trekking for days and trying to make her water last while dodging border patrols and other 

threats.  I felt in that instance an almost overwhelming sense of remorse for enjoying the view.’ 

Students also described incongruence with preconceived notions of the border portrayed 

by their family, friends, and media, the border as ‘dirty, immoral, and dangerous’.  One student 

states by day three of the course her mood had shifted from, ‘“What is the most immediate 

danger,” to “What more can I learn today?” and “Do I have my passport?”’.   

 Personalizing, or the ways student responded and learned from dissonance was expressed 

mainly through the realization of the importance of bilingualism, and specifically speaking 

Spanish and a renewed sense of public health.  Students responded to their inability to 

communicate with community members and service partners through feelings of frustration and 

embarrassment.  Many students also expressed public health as ‘their place’ and an increased 

sense of purpose and direction in their choice of public health as a profession.  For some 
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students, the border region became less intimidating and more accessible through the course 

experience.  Although students were overwhelmed with the complexity of the region they saw 

opportunity for involvement, and felt they had made personal and professional connections to 

carve out space for action.  

‘.  Our projects allowed us to shift our perspective to see ourselves, as American graduate 

students, as part of the same interconnected world as the people we want to learn to serve.  I 

believe it is from this intertwined connectedness that we will be empowered to become public 

health professionals who can step back and learn about a situation only long enough to recognize 

how best to step forward and make changes to serve….’ 

 Processing and connecting, or the interconnected and reflective link between cognitive 

(processing) and affective (connecting) process of transformation was expressed through making 

meaning of binationalism and transnationalism, and a renewed sense of camaraderie and 

professional community.  One student made meaning of living in a transnational community by 

comparing her experience of border crossing to a community partner’s:  

‘It’s one thing to hear Oscar talk about sitting in line for two hours to cross the border 

each day.  It’s totally another experience to sit in the heat, inhale the vehicle exhaust, see the men 

peddling wares among the cars, before you finally make it through the lines, only to be flagged 

for a secondary search and be made to wait another half hour before you continue your journey’.   

Many students mentioned making friends and feeling a sense of unity on border issues.  

Students expressed gratitude for the new community to discuss and act on issues they 

experienced during BHSLI.  Several students described concrete steps for returning to the region 

to volunteer or engaged in an internship.  Others described the Learning, Understanding, and 
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Cultivating Health Advocacy (LUCHA), student organization started by several BHSLI students 

in 2009.  LUCHA is a venue that connects students to community service opportunities in order 

to cultivate awareness for border health and human rights issues in the U.S.-Mexico border 

region.  

DISCUSSION  

 Border health is often considered a programmatic area of public health, and although 

public health programs targeting the US-Mexico border region have existed since the 1940s, 

federal and state public health infrastructure and agencies did not emerge until the 1990s (27).  

Furthermore, as economic and immigration policies emerge as central structural determinants of 

health in the region and throughout immigrant communities in the US, it is increasingly 

important that emerging health professionals understand and feel equipped to manage such 

structural vulnerability once entering professional life (28). The BHSLI serves as a powerful 

mechanism to prepare emerging public health students for the complexities of SDH and an ethno 

racial health disparity experienced in the US-Mexico border region, and introduces students to 

the local and binational strategies used to mitigate these issues.    

Study findings demonstrate that through BHSLI students increased their awareness of and 

ability to articulate gross and nuanced aspects of immigration and economic policy that directly 

and indirectly impact health.  Students underscored the role of public health policy and advocacy 

as the ability to research and frame economic, social and immigration as health policy and 

convene diverse stakeholders toward multi-institutional policy solutions, at micro and macro 

levels.  Through service-learning, students also observed the salient health disparities within 

border communities, community-centered outreach, access to primary prevention and care, and 

economic development efforts.  Students also experienced several processes of transformation, 
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including a renewed sense of purpose and direction as public health professionals and a 

connection with community agencies, students and faculty with a shared passion for border 

health.  Consistent with other binational service-learning courses (8), students were engaged with 

the complexities of SDH in the region on a very personal and emotional level.  Through service-

learning partners, students learned culturally salient and locally relevant tools of social change 

and how best to address disparities.  Overall BHSLI students appreciated the complex 

relationship between immigration, economic development, and health in a border context, as one 

student so precisely described:  

‘Border health issues are unique because they require cooperation from two sovereign nations 

who have security interest to watch out for, and economic interest, neither of which is 

necessarily to the benefit or equal opportunity of the other.  You have language, physical and 

cultural barriers Hate, ignorance, and misunderstanding.  All of this only compounds the health 

issues that our nations (US, Mexico) are already facing nationally – the impacts of chronic 

disease, changing lifestyles and the associated health impacts.’ 

Limitations and Strengths  

Study limitations include a cross sectional sample of BHLSI student reflection journals, 

that overly represented the views of predominantly young, white, female MPH students.  

Although the sample of reflection journals available to include in the analysis were similar to the 

overall demographics of BHSLI students, they do not represent the views of students of color, 

especially Mexican origin and Mexican American students and males.  Journals of at least five 

Latino students are missing from this analysis.  Strengths of the study are two-fold, reflection 
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journals were collected almost immediately upon course completion, and analysis was guided the 

conceptual framework utilized for the course. 

CONCLUSION  

BHSLI is an intensive binational service-learning course developed through historical 

partnerships between public health faculty and community partners of the US and Mexico.  

Service-learning has been described to be directly in line with the core public health value of 

social justice (6, 29) and serves as a venue to strengthen campus-community partnerships in 

addressing health disparities (6, 7).  Academic public health programs, engaged in service-

learning have the potential to strengthen the student’s ability to learn and act on SDH and health 

disparities experienced by the community.  Service –learning also serves as the vehicle to further 

strengthen campus –community partnerships on policy issues and through student and faculty 

interactions with community, provide potential solutions to the pressing issues.  Further inquiry 

into BSHLI faculty, student and community engagement within economic, social and 

immigration policy spheres and policy work toward the elimination of ethno-racial health 

disparities is needed.   
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Figure 1.  Border Health Service Learning Institute Arizona-Sonora Border Sister City Sites.  

	  

Figure 2.  BHSLI Conceptual Framework 
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