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Racism and the Health of Latina/Latino Communities 

Alana M. W. LeBrón, PhD, MS and Edna A. Viruell-Fuentes, PhD, MPH 

 

Latinas/Latinos in the United States experience a persistent context of racism and xenophobia.1–3 
For example, the 2016 presidential election cycle and the subsequent change in presidential 
administrations were filled with anti-immigrant and anti-Latina/Latino ideologies, policy 
proposals, and policy spectacles that have continued unabated.4–6 Such discourse and its 
associated policy proposals and policy changes continue a trend that casts Latinas/Latinos as 
perpetual foreigners, creates hostile conditions for immigrant communities, and criminalizes 
those suspected of undocumented migration, dehumanizing Latinas/Latinos in the process.1,7,8 
These dynamics are critical components of racialization processes (see Box 21-1) that have 
important implications for the current and future health and well-being of Latina/Latino 
communities. Previous research has paid limited attention to the role of racism in shaping the 
health of Latinas/Latinos. Instead, it has often focused on cultural factors and language use; 
though these factors are important and contextually specific, they paint an incomplete picture. 
This chapter seeks to broaden the conversation on Latina/Latino health by providing an overview 
of the ways in which race and racism narrate the experiences of Latinas/Latinos and how these, 
in turn, affect their health. We acknowledge the need to engage in analysis that considers race 
along other axes such as class, gender, and sexuality. Given that this chapter does not center 
sexuality or gender as our primary analytical lens, we have decided to use Latina/Latino (as 
opposed to Latinx) throughout the chapter (see Box 21-2). 

 

Box 21-1. Racialization 
Racialization refers to social processes that vary over time and place, through which racial 
meanings and differences are constructed and reconstructed by society at large.9,10 Such 
meanings are used to justify the assigning of groups to unequal social statuses within racial 
hierarchies. 
 
A fundamental aspect of racialization processes is “othering”—that is, dominant groups 
establish the existence of an “other” group, thereby creating differences between themselves 
and the “others.” In the case of the racial hierarchy of the United States, White people 
constitute the dominant group.10,11 
 
“Othering” involves devaluing those ascribed to the “other” group, in turn establishing a lower 
social status for the “other” group relative to the dominant social group.9,10 Institutions and 
social agents leverage “othering” to justify or reinforce inequitable access to resources for 
groups deemed to be the “other.”11,12 Racialization processes thus result in inequities in status, 
power, and resources, thereby limiting access to goods, services, and opportunities along 
racial/ethnic lines.11,12 These processes are not static nor uncontested. Members of stigmatized 
groups may engage strategies to resist racialization and to construct identities in the context of 
stigmatizing and dehumanizing conditions.9,10,13 



 
In public health, racialization processes are often reflected in policy and institutional 
discussions of who is “deserving” of access to health-promoting resources.14 These processes 
are also found in public health scholarship and discourses that construct the behaviors or  
practices of those assigned the status of “other” as “deviant” when their practices or outcomes 
differ from those of the “dominant” group. Instead, scholars and practitioners may consider 
that such practices or outcomes may reflect community strategies for negotiating systems of 
social stratification, and for promoting well-being. 
 

 

Box 21-2. Hispanic, Latina, Latino, Latinx: What’s in a Name? 
 
An understanding of the distinctions between pan-ethnic terms and/or references to national 
origin/descent and the range of perspectives these terms carry is important for public health 
institutions to best serve Latina/Latino populations. In particular, racial categories reflect the 
historical and contemporary consequences of social, political, and economic opportunities and 
exclusion.9,15 To this end, we highlight several key points: 
 
 The terms “Latina/Latino” and/or “Hispanic” are often used to refer to persons from or 

with familial ties to Latin American countries or territories. For decades, US governmental 
entities have used the pan-ethnic term Hispanic. However, the term “Latina/Latino” has 
been used more commonly by advocates, practitioners, scholars, and sometimes 
governmental entities. 

 
 The term “Latina/Latino” centers Latinas’/Latinos’ position in the US racial/ethnic 

classification system within the history of colonization of Latin American countries or 
territories and within contemporary foreign policies that shape the migration of persons of 
Latin American origin or descent. 

 
 Use of the term “Latina/Latino” (relative to the term “Hispanic”) is often a response on the 

part of scholars, advocates, and other community members to government-driven 
racial/ethnic labels. This response embraces Latinas’/Latinos’ collective political status and 
history, rather than elevating the identity of the colonizing country (i.e., Spain).16,17 

 
 Of note, in recent years, the term “Latinx” (commonly pronounced “La-teen-ex”) has been 

used more frequently in an effort to practice more inclusive, nonbinary, gender-neutral 
language. In particular, the term seeks to create new language and alternative spaces that 
move away from rigid conceptions of gender and sexuality.18 The power of the term 
“Latinx” lies in making nonconforming genders and sexualities visible and centering the 
experiences of those who have been marginalized along these lines. 

 
 
 
 



 It is also important to consider the opportunities and limitations of pan-ethnic labels (e.g., 
Hispanic, Latina, Latino, Latinx) and/or references to individuals or groups according to 
national or territorial origin or descent. According to a national survey, Latinas/Latinos 
generally preferred to identify with their country or territory of origin or descent, rather 
than pan-ethnic terms such as “Hispanic” or “Latina/Latino.”19 

 
 Recognizing important heterogeneity in the histories and contemporary circumstances of 

Latinas/Latinos, we recommend that public health practitioners and scholars inquire as to 
how populations they are working with prefer to name themselves and, when appropriate, 
refer to Latina/Latino subgroups by their national origin or descent. Otherwise, we risk 
overlooking important differences in historical, social, political, and economic conditions 
that shape the social experiences and health of Latina/Latino subgroups in the United 
States. 

 
We caution against the sweeping use of labels without attention to the gender, sexuality, class, 
and racially based inequities that specific terms seek to highlight.18 

 
 

This chapter begins with a summary of the limits of cultural explanations for understanding the 
health of Latinas/Latinos and discusses the need to distinguish between cultural and racism-
related determinants of health. Next, we discuss how racialization processes function to place 
Latinas/Latinos in a particular social location within the racial hierarchy of the United States and 
the public health consequences of these processes. We place within historical context the ways in 
which Latina/Latino subgroups are defined as well as the ways they self-identify and negotiate 
systems of racial classification; in so doing, we consider the implications of these processes for 
social inequities and their subsequent impact on Latina/Latino health. Because racism has 
historically been embedded within the US immigrant policy system, we then discuss 21st century 
immigrant policies as a component of racism20 and consider the implications of these policies for 
the health of Latinas/Latinos. We conclude by proposing strategies that public health institutions 
and practitioners can incorporate as they work to advance population health and health equity. 

THE LIMITS OF CULTURAL EXPLANATIONS IN PUBLIC HEALTH 

Cultural explanations for Latina/Latino health outcomes—that is, explanations that attribute 
health outcomes to so-called traditional Latina/Latino cultural norms and behaviors—are 
common in public health. However, such explanations draw attention away from historical and 
structural forces that have shaped the long-standing presence of Latinas/Latinos in the United 
States and their subsequent experiences of marginalization, including racism. In fact, as 
Zambrana and Carter-Pokras explain, the “[p]ersistent use of individual- or culture-driven 
models in public health ignores the effect of residence in low-resource communities, low 
socioeconomic position, the social construction of marked cultural identities, and institutional 
patterns of unequal treatment, all of which contribute to health disparities.”21 That is, if 
Latina/Latino health inequities are defined as being a matter of culture, then individuals and their 
so-called cultures become the source of the problem, leaving the larger structural forces that 
place them at risk of ill health untouched. 



In addition, uncritical cultural explanations collapse complex and diverse Latina/Latino 
experiences, resulting in the homogenization of entire populations and the treatment of 
Latina/Latino cultures as monolithic. In turn, these explanations risk perpetuating racial/ethnic 
stereotypes and essentializing the varied values, beliefs, and practices of Latinas/Latinos. The use 
of cultural explanations is especially evident when scholars and practitioners attempt to explain 
certain more favorable health patterns found among specific Latina/Latino subgroups and under 
specific conditions. Importantly, Latina/Latino health advantages, when they have been 
documented, are not generalizable across social conditions or Latina/Latino subgroups. Indeed, 
when comparisons are made by immigrant generation and, for immigrants, length of time in the 
United States, health patterns for Latinas/Latinos suggest a deterioration of health status over 
time in the United States and across immigrant generations.22,23 

Although culture is sometimes invoked in romantic, positive ways to explain favorable health 
patterns, the opposite can easily follow, as when cultures are blamed for negative health 
outcomes. For instance, a common explanation for better-than-expected birth outcomes observed 
among Mexican women is often attributed to their dietary practices or family support 
networks.24,25 This practice invokes culture in positive ways—that is, as health-protective, 
culturally driven factors. However, culture is also used to explain deleterious health behaviors, 
such as drinking among men; in such instances, individuals and communities are then blamed for 
such outcomes.26 In other words, cultural explanations can easily devolve into victim-blaming 
explanations instead of pointing to the inequities that place communities and individuals at 
increased risk of ill health. 

Notably, the romanticizing of social networks and cultural traditions results in narratives of 
cultural hyperresilience as it relates to the health of Latinas/Latinos. What such narratives miss 
are the structural causes that shape the deterioration of health over the life course and across 
generations. When scholars and/or practitioners construct Latinas/Latinos as hyperresilient, the 
complex interplay of structural inequities on health becomes obscured. 

In short, cultural explanations detract from the need to examine and intervene on societal-level 
ideologies, practices, and policies that produce and reproduce inequities by class, race, gender, 
sexuality, citizenship and legal status, and other social statuses, all of which have implications 
for health, above and beyond cultural traits. Shifting the lens from cultural explanations to 
structural inequities is of utmost importance because how a problem is defined sets the stage for 
finding a solution. 

IF LATINAS/LATINOS ARE CONSIDERED AN ETHNIC GROUP, DO THEY 
EXPERIENCE RACISM? 

Some people have questioned whether Latinas/Latinos even experience racism, given their 
categorization as an “ethnic” group by the Office of Management and Budget.27 To begin 
addressing this question, it is important to understand racism and how it functions. Racism is the 
result of a long history of structural inequities and ideological understandings of race as having 
immutable, static meanings. At its core, racism functions to uphold power structures that 
(re)inforce one racial group as dominant over “other” racial groups.9 Racism is a feature of a 



society that systematically marginalizes those who have been assigned a “minority racial status” 
through prejudicial actions at the individual level, institutional practices and policies, and 
societal-level ideologies and representations. As such, racism shapes access to life opportunities 
and fundamental health-promoting resources, including access to employment and educational 
opportunities, economic resources, housing, and the opportunity to reside in the United States, 
among others.9–11,15,28,29 

Racism relies on assigning meaning to racial/ethnic categories, even as such meanings vary 
across time and context (see Box 21-2). There is a long history of classifying Latinas/Latinos on 
the basis of sociocultural markers, such as language, Spanish surname, and the like.30 The US 
government created the category “Hispanic” to characterize people with origins in Spain or in 
any of the 19 different Spanish-speaking Latin American countries.30 First used in the 1980 
Census, there have since been only some small variations on how the category has been used in 
subsequent years of the Census, all of which have followed the trend of categorizing 
Latinas/Latinos on the basis of sociocultural markers in the process of collecting racial 
classification data.30,31 As such, this government-introduced label and construct is meant to 
denote ethnicity, with Latinas/Latinos being the only group considered an ethnic group (as 
opposed to a racial one) in the Census. Nevertheless, as Rumbaut explains, the terms “Hispanic” 
or “Latino” are “used routinely and equivalently alongside ‘racial’ categories such as Asian, 
black, and non-Hispanic white, effecting a de facto racialization of the former.”31 That is, in 
practice, these labels are used to denote a racial category in the reporting of data; more 
importantly, the ethnicity-only meaning ascribed to the label is at odds with Latinas’/Latinos’ 
historical and contemporary experiences of racialization-related exclusion and marginalization, 
as discussed in the following paragraphs. 

The presence of Latinas/Latinos in the United States dates back to the 1800s and is the result of 
the country’s foreign, economic, political, and military policies from the 19th century to the 
present. For instance, the presence of Mexicans in the United States resulted from its efforts at 
territorial conquest in the 19th century, when the United States annexed almost half of Mexico’s 
territory into what is now the Southwest. Mexicans living in the region then became citizens of 
what is now the United States; however, as Gutiérrez explains, “within two decades of the 
American conquest it had become clear that, with few exceptions, Mexican Americans had been 
relegated to a stigmatized, subordinate position in the social and economic hierarchies.”32 

In another example, Puerto Rico became a US territory in 1898 when the United States annexed 
the island in the settlement of the Spanish–American War. However, Puerto Rico’s status as a 
colony produced political and economic disenfranchisement, a trend that continues to this day, 
despite the island’s official commonwealth status. Furthermore, though Puerto Ricans are US 
citizens by birth, like many other Latinas/Latinos, they experience racism, which has historically 
restricted their access to life opportunities.3,33,34 The governmental neglect of Puerto Rico leading 
up to and following Hurricane Maria in 2017 is a powerful example of the historical and 
contemporary political and economic disenfranchisement of Puerto Rico and a reminder that 
colonial practices are ongoing and affect matters of life and death. 



Although a detailed discussion of each Latina/Latino subgroup’s history is beyond the scope of 
this chapter, it is important to note each Latina/Latino subgroup has a unique history with the 
United States’ foreign policies that were directed at their countries of origin or descent. These 
histories have implications for each subgroup’s experiences of economic, political, social, and 
racial marginalization. Indeed, Andrade and Viruell-Fuentes observe, “[t]hese histories are 
reflected in each group’s current social and economic position, as well as in the group’s access to 
resources, including health care.”35 

These historical and contemporary processes have positioned Latinas/Latinos in specific, 
disadvantaged locations within the US ethnoracial hierarchy. While in theory Latinas/Latinos are 
considered an ethnic group, in practice, they have historically been marginalized along 
racial/ethnic lines. On average, such marginalization is evident in Latinas’/Latinos’ limited 
access to life opportunities, such as education and employment, that are well-known social 
determinants of health.36,37 

 

IMMIGRANT POLICIES AND RACISM 

Latinas/Latinos have lived in what is now the United States for more than two centuries; in some 
cases such as in the Southwest, they had lived in the area before the formation of the United 
States as a nation-state.3,32 Nevertheless, in the popular imagination, Latinas/Latinos are thought 
of as newcomers.1,3,32 Thus, the dominant narrative often conflates Latina/Latino identity with 
legal and citizenship status. Such conflations and erasure of history result in Latinas/Latinos 
continuously being thought of as perpetual “foreigners” and treated as such.1,28 

Immigration policies refer to the rules and regulations concerning who is eligible to migrate and 
to the migration processes available to those who are eligible to migrate. The historical trend in 
which immigrant policies—those that regulate the lives of immigrants—have produced and 
reproduced practices and ideologies that define national belonging along racial/ethnic lines has 
resulted in rendering entire groups of people, as is the case of Latinas/Latinos, as racialized 
“others.”2,28 Because this trend continues to the present day and the health implications are 
many,5,28,38 immigrant policies are an expression of structural racism.9,20 

 

The Construction of “Illegality” 

That undocumented immigrants from Latin American and other countries have been racialized as 
“illegal” has major implications for their health and well-being. The experience of undocumented 
immigrants is one that is produced through social, political, and legal processes that create 
nonneutral immigrant policies. These policies, for example, restrict access to pathways to 
legalization and citizenship according to national origin and socioeconomic position and, in the 
process, delimit access to the social and economic resources that are increasingly linked to legal 
and citizenship status.39,40 In other words, “illegal” is a label and category that is not inherent in 
an individual’s status, but rather it is one that has been created and assigned through exclusionary 
policies, practices, and ideologies. 



The processes that give rise to “illegality” and its attendant consequences constitute a form of 
legal violence. These processes not only take the form of policies that do not recognize the 
United States’ contribution to political and economic migration from Latin American countries, 
but they also limit legal protections for immigrants and enhance immigrant vulnerability to 
multiple forms of exploitation and exclusion.41,42 (See Box 21-3.) 

Box 21-3. No Human Being Is “Illegal”! 
 
In the United States, immigrants can hold different legal statuses over their life course. Access 
to tourist, student, or work visas and temporary protected statuses as well as access to more 
secure legal or citizenship statuses (e.g., legal permanent residency or naturalized US 
citizenship) is severely restricted for many undocumented immigrants, particularly 
racial/ethnic minority immigrants. Such lack of access, coupled with anti-immigrant policies 
and societal discourses toward immigrants, affects treatment of immigrant communities and 
their access to other health-promoting resources. 
 
Immigration discourse often uses language that criminalizes undocumented immigrants. 
Discussions on immigration often include references to “legal” versus “illegal” legal status or 
citizenship status, reflecting the social and juridical production of an “illegal” legal status 
through nonneutral policies that criminalize undocumented status.7,40 Some policymakers, and 
many practitioners, advocates, and community members use the term “undocumented” to refer 
to individuals who do not have an authorized US presence. Reflecting the social construction 
of legal statuses and the realities that immigrant policies are not neutral, in 2018, US Attorney 
General Sessions mandated that US attorneys use the term “illegal alien” rather than 
“undocumented.”43 Inscribed in US immigrant policies, the term “illegal” serves to criminalize 
immigrants who are undocumented. These policies and practices shape societal discourse 
toward and treatment of immigrant communities. 
 
Furthermore, this label is often extended to anyone perceived to be an immigrant on the basis 
of racialized phenotypes. The use of the term perpetuates the criminalization and 
dehumanization of undocumented immigrants and anyone else perceived to be so. Given that 
language confers important meanings about the values placed on individuals and groups, 
advocates seriously caution against its use. 
 
Successful public health practice depends on building trust and working in partnership with 
immigrant and Latina/Latino communities that have been affected by restrictive immigrant 
policies. Accordingly, it is incumbent upon public health professionals and institutions to avoid 
using terminology and practices that criminalize and dehumanize individuals and peoples. 
 

 

Undocumented immigrants experience the threat of deportation. This threat serves to maintain 
racial stratification, in part through economic exclusion and exploitation, restricted occupational 
opportunities, and enhanced vulnerability for exploitative work and living conditions. The 
uncertainties that result from this exclusionary status produce an exploitable labor force. 
Notwithstanding the vulnerability and exploitation of undocumented immigrants, they are 



characterized as undeserving of social, economic, political, and health-related resources, which 
further exacerbates their vulnerability.14,44 

The reaches of the construction of “illegality” and the deleterious experiences that accompany it 
are, however, not restricted to undocumented immigrants. “Illegality” also affects those with less 
vulnerable legal or citizenship statuses, such as those with legal permanent residency status, 
naturalized citizens, and US-born Latina/Latino citizens. For instance, because individuals of 
varying legal or citizenship statuses are most often members of the same families and 
communities, the effects of anti-immigrant policies are felt throughout social networks.44 In 
addition, because the racialization of Latinas/Latinos is closely linked with perceptions of 
Latinas/Latinos as perpetual foreigners, and social stratification processes homogenize 
Latina/Latino communities, the anti-immigrant policies create a hostile environment for 
Latinas/Latinos as a whole, regardless of their legal or citizenship status. The racialized 
experience of “illegality” and its spillover effects have multiple implications for health that occur 
through at least four pathways outlined next. 

Citizenship, Legal Status, and Health 

Immigrants of Latin American origin represented more than 90% of individuals deported in the 
early part of the 21st century.45 Deportation, along with other immigration-enforcement 
practices, profoundly affects the lives of individuals, and they also produce social, economic, and 
political inequities that shape the day-to-day experiences of immigrants, their families, and 
immigrant communities. These restrictive immigrant policies may shape the health of 
Latina/Latino communities through several pathways. 

First, federal- or state-level restrictive immigrant policies constrict access to health-promoting 
resources, including job opportunities and workplace conditions,39 housing,46 social welfare 
support,47 access to a government-issued ID (see Box 21-4),49 health care,50 and the opportunity 
to reside in the United States.45 

Box 21-4. Government-Issued Identification Policy as Immigrant Policy and Health Policy 
 
 I got close to see what they were giving out, and it was water. And the first thing they 
asked me for was my license.        --Resident of Flint, Michigan48   

 
The need to show government-issued identification (ID) to access bottled water during the 
lead water contamination crisis in Flint, Michigan,48 illustrates the interconnections among 
environmental injustices, immigrant policies, and policies regarding photo identification 
issued by US governmental agencies. 
 
In 2008, as an interpretation of the federal 2005 REAL ID Act, the Michigan Secretary of State 
began denying driver’s licenses and state IDs to residents who could not prove their authorized 
presence in the United States. In the years following this decision, many immigrant residents 
in Michigan experienced barriers to renewing or applying for a driver’s license or state ID. 
Accordingly, ID policy became immigrant policy. 
 



Simultaneously, multiple policies have made access to health-promoting resources contingent 
upon the ability of individuals to present a current government-issued ID.49 In the case of 
Flint, initial requirements for accessing clean, bottled water included presenting a government-
issued ID; as a result, undocumented immigrant communities were reticent to engage with 
water-distribution centers and/or the National Guard members who distributed water. 
 
Thus, the lack of driver’s license and state ID became important symbols of illegality that 
carried clear health implications. That is, ID policy is also health policy. The experience in 
Flint teaches us that institutions charged with promoting public health need to develop policies 
and protocols that do not violate community trust or restrict access to health-promoting 
resources based upon having ID and/or official documentation. 
 

 

Second, these processes also undermine trust in institutions charged with promoting the public’s 
well-being. For example, in a national sample of adults, Latinas/Latinos who lived in counties 
with higher levels of immigrant policing expressed lower levels of trust in the government as a 
source of health information than those who lived in areas with less-intense immigrant 
policing.51 Another study found that, in a national sample of Latina/Latino adults, exposure to 
subtle cues on immigration were linked with reports of reticence to engage with health care 
providers.50 This scholarship suggests spillover effects of institutional racism from one set of 
institutions (immigration enforcement and criminal justice systems) toward community mistrust 
in public health and health care institutions. 

 

Third, recent studies have also documented health declines in Latina/Latino communities 
following immigration raids. Immigration raids constitute large-scale, acute “shocks” to 
immigrant communities that not only constrict access to health-promoting resources (as 
described previously) and threaten the opportunity to live in the United States, but they also 
exact trauma.52,53 The threat of deportation and vigilance toward experiences that may lead to 
contact with police or immigration enforcement agencies contribute to fear, anxiety, and trauma, 
as documented by a growing qualitative literature.44,54–56 A sizable body of literature documents 
the health consequences of stressful life conditions, highlighting how stress impacts the 
dysregulation of multiple physiological systems, including immune, cardiovascular, and 
metabolic systems.57,58 In the context of a protracted period of restrictive immigrant policies, 
these threats to self, family, and community well-being may be experienced as acute and chronic 
stressors, with long-term implications for health. 

Fourth, exposure to institutional and personally mediated discrimination may be another pathway 
through which restrictive immigrant policies affect the health of Latinas/Latinos.59 Analysis of a 
2013 survey of Latina/Latino adults (with a final analytical sample of 716) found that those 
living in states that had implemented a greater number of restrictive immigrant policies between 
2005 and 2011 reported higher levels of exposure to discrimination than those living in states 
implementing fewer restrictive immigrant policies during that period.60 These findings suggest 
that state-level anti-immigrant policies have intensified the context of discrimination for many 



Latinas/Latinos, regardless of immigrant generation, legal status, or citizenship status. These 
findings build on a robust literature documenting linkages between experiences of discrimination 
and adverse health outcomes.61 Extending this evidence base, another study found that US-born 
and immigrant Latinas/Latinos reported increases in institutional discrimination during a period 
in which immigrant policing, immigrant detentions, and deportations increased substantially 
(2002–2008).38 These increases in self-reported institutional discrimination were linked to 
greater rises in blood pressure elevation for Latina/Latino immigrants, relative to US-born 
Latinas/Latinos.38 

 

ADDRESSING RACISM IN PUBLIC HEALTH PRACTICE 

Despite a long history of marginalization on the basis of their status as racialized "other," the 
categorization of Latinas/Latinos as an ethnic group has had implications for understandings of, 
and approaches to, Latina/Latino health. In particular, it has meant that scholars and practitioners 
have most often been concerned with the cultural dimensions of Latina/Latino lives, which, as 
mentioned previously, risks obscuring the structural conditions that impinge on their health and 
well-being. In the following paragraphs, we discuss strategies by which public health 
practitioners can consider and address the health implications of racism for Latinas/Latinos to 
promote population health and health equity. These strategies include intraorganizational 
reflection and intervention as well as external-facing engagement and intervention as it relates to 
public health's charge to promote population health and health equity. Each of these strategies 
has implications for epidemiological as well as other public health research, policy, and 
programming. 

Consider Structural Conditions and Their Impact on Health 

First, although national, state, or local health data may suggest more favorable health profiles of 
Latinas/Latinos for some health conditions at a given moment in time, our understanding may be 
obscured by limited or missing data. For example, injuries and illnesses are produced by 
restrictive immigrant policies that create an exploitable labor force and restrict access to health 
care. This, in turn, enhances the risk for occupational injury and illness for immigrant 
workers39,62; however, these patterns may not yet be reflected in available health data. To address 
this issue, public health practitioners can consider the role of social, economic, and health care 
policies in shaping life-course opportunities and access to health-promoting resources. Such 
consideration will position public health practitioners to anticipate the implications of current 
sociopolitical contexts for the health of Latina/Latino communities later in their life course and 
across generations. In addition, we recommend that practitioners and institutions engage in an 
analysis of how the policies and day-to-day practices of institutions serve to reinforce a group's 
status as the racialized other and the impact such processes and practices have on the health of 
the populations they serve. This critical analysis, rooted in an acute understanding of the 
structural contexts in which individuals and communities are embedded, is particularly important 
because such knowledge can help reshape the resources that public health institutions allocate to 
promote community health. 



Implement Structural Competency 

Second, public health institutions and practitioners can embrace the praxis of structural 
competency (as opposed to cultural competency), 63,64 which "calls on health care providers and 
students to recognize how institutions, markets, or health care delivery systems shape symptom 
presentations and to mobilize for correction of health and wealth inequities in society."65 This 
practice has been advanced in health care professions training through structural competency 
curricula that strengthens structural understanding of race/ ethnicity, health inequities, the social 
determinants of health, and health politics. 65 This model of critical consciousness can be 
extended to the practice of public health. The Dismantling Racism organizational intervention 
provides one such model for public health and health care settings. 66 In addition, Part V of this 
book provides examples of public health strategies to address racism. Several reputable 
organizations ( e.g., Bay Area Regional Health Inequities Initiative; Community Toolbox) 
provide self-assessment and process-evaluation tools for local health departments to identify the 
institutional values, policies, and practices and skill sets needed to ensure that their organization 
is equipped to guarantee and practice equity and justice, and thereby promote health equity. 

Build Partnerships With Latina/Latino Communities 

Third, public health institutions must engage in authentic partnership with Latina/Latino 
communities. The field of community-based participatory research67 provides a well-established 
process through which communities and universities or public health institutions can develop and 
sustain trusted relationships and engage in the process of understanding and/ or addressing the 
contributions of racism to health, with each serving as equal partners in these processes (as 
opposed to lip-service partnerships that replicate unequal power relations). Along these lines, 
universities can commit to working in partnership with health departments to support this 
process; doing so trains emerging public health professionals in community-based participatory 
research, evaluation, and practice, as well as in the social determinants of health. Such 
community-academic and/or community-health department partnerships institutionalize 
opportunities for public health leaders and scholars and the communities served by public health 
institutions to meaningfully engage with each other as equal partners. Authentic collaborations 
will support the identification of health needs, assets, and resources, as well as opportunities for 
systems, policy, and structural change.67--70 Such partnerships hold promise for decreasing the 
structural space between communities and the health-related institutions designed to serve them. 

Assess Community Needs and Resources 

Fourth, the 2010 Patient Protection and Affordable Care Act and public health accreditation 
processes mandate nonprofit hospitals and health departments to engage community members in 
the process of assessing community health needs and resources to inform community health 
improvement activities. An underlying expectation of these requirements is that hospitals and 
health departments learn from and work in partnership with communities. While such policies 
and accrediting processes encourage community engagement, it is important to be vigilant 
toward distinctions between authentic engagement and symbolic engagement. Wolff et al. 68 



provide important recommendations for centering community-engaged, equity-oriented practices 
around the experiences and priorities of communities disparately affected by racism. 

Review and Revise institutional Protocols 

Fifth, being mindful that institutional practices can give the incorrect impression of collaborating 
with immigration enforcement agencies, public health institutions should review intake 
protocols, application forms, and website information to ensure they do not solicit more 
information than needed, protect community members' information, and emphasize they do not 
share data with immigration authorities or police.50 

CONCLUSIONS 

This chapter discusses ways in which race and racism shape the experiences and health of 
Latina/Latino communities and populations and considers implications for public health practice. 
Public health practitioners are poised to play a key role in helping address the effects of racism 
on health. Because exclusionary immigrant policies perpetuate structural racism, an important 
first step in the direction of addressing such effects involves fostering increased awareness of 
immigrant policies unfolding at the national, state, and local levels, and then considering the 
implications of these policies for the health and well-being of Latina/Latino populations and 
immigrant communities. Importantly, when exclusionary immigrant policy proposals surface, 
public health practitioners can recognize that immigrant policy is health policy. We recommend 
that practitioners examine immigrant policies, consider their health impacts, design interventions 
that prevent and/ or mitigate such health impacts, and work closely with advocates to propose 
policies that support integration and community well-being. Finally, when restrictive immigrant 
policies render already vulnerable populations more so, public health practitioners have the 
opportunity to look within their organizations to identify ways in which they can build and/or 
protect the community's trust of their institution, and thus promote population health and health 
equity. 
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