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Abstract

The purpose of this project was to develop a multidimensional understanding of synergistic
connections between food-related and emotional health in the lives of Latina immigrants using a
community-engaged approach with women who participate in a social isolation support group.
The domains of interest included the intersection of social isolation, depression, diabetes and food
insecurity. We tested an innovative “structured dialogue” (SD) approach to integrating the domains
of interest into the group dynamic. We documented key positive impacts of participation in the
group on women’s everyday experiences and emotional wellbeing. We demonstrated the extent to
which this approach increases women’s knowledge of food and food resources, and their self-
efficacy for dealing with diabetes and food insecurity.

Keywords

Women; Hispanics/Latinos; immigrants; peer support; social isolation; depression; food
insecurity; diabetes

Social isolation is a well-established health risk factor [1] and is often associated with
depression and mental health problems [2,3]. Other negative outcomes include development
and progression of a variety of chronic diseases [4], obesity [5], underutilization of child
immunizations and pre/post natal care [6], family disruption, residential instability and stress
[7], domestic violence [8,9], poor parenting outcomes [10], and even mortality [11,12]. In
contrast, strong social ties have been linked with positive emotional support, material
assistance, and resource knowledge that have been found to be protective factors [e.g, 13].
Immigrants, and women in particular, are at high risk for social isolation [14,15]. For
immigrant women, social interaction is an important source of support for rebuilding lives in
a new context, redefining or reclaiming identity(s), and maintaining the health of families
[16]. However, given the realities of the immigration experience, the process of building
relationships and creating or finding a social network of support is challenging.

Syndemics.

Although links have been demonstrated between social isolation, depression, and diabetes
[17], diabetes and food insecurity [18-20], and food insecurity, social isolation, and
depression [21-23], the holistic conceptualization of women’s health in relation these
domains as synergistic is inadequate. This is not merely saying that everything is connected
to everything—a common critique of holistic and synergistic approaches that attempt to
understand complex, interconnected relationships. The literature and our preliminary
research suggest that we need more research to appreciate the interconnected nature of these
dynamics, and to reveal ways that they influence and are influenced by women’s daily life
circumstances in both positive and negative ways.

As such, recognizing social isolation, depression, diabetes and food insecurity as
interconnected in the lives of Latina immigrants requires that we consider both the complex,
multifactorial nature of how social isolation operates through multiple “social determinant”
pathways, as well as the multilevel impact on individuals, families, and the immigrant
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community. Merrill Singer [24] conceptualized how multiple streams of influence can come
together to form a “syndemic” in which the synergistic interaction of social, environmental,
economic, and political factors produce disease—often disproportionately affecting a
particular group. The syndemic framework has been further elaborated by Singer and his
colleagues, Claire, Bulled, Ostrach, Lerman, and Mendenhall [25-30] and was explored in a
recent special edition of The Lancet [31] as a comprehensive approach for addressing health
disparities. The importance of recognizing that co-occurring diseases and social conditions
may not merely be comorbidities [31,28], but rather intertwined factors that have a
cumulative effect [31] that is exacerbated and concentrated in certain populations as the the
bio-social comes to reflect “structural violence of inequality.” [25] For populations such as
Latino immigrants that are exposed to structural violence and political inequalities over
which individuals have little or not power, syndemic interactions can create “biopolitical
vulnerability” [28] through which external social conditions become internalized as disease.
Ostrach and Singer [28] suggest that for women, social and structural factors create specific
pathways of disparity that require gender-specific interventions.

A number of studies have explored health disparities among Latinas/Latinos using syndemic
frameworks. For example, Gonzalez-Guarda and colleagues used syndemics for research
with Latinas to study the unhealthy synergy between intimate partner violence, depression,
PTSD and suicidal ideation [32]. They demonstrated that dysfunctional power dynamics
inside of intimate relationships must be understood as a social determinant. In Costa Rica,
Himmelgreen and colleagues [33] used syndemic theory to understand how the effects of co-
occurring changes in diet, agricultural production, food security and economic development
become condensed and magnified as diet-related diseases of diabetes, obesity, and
hypertension.

A syndemic framework is useful for thinking about how social isolation creates toxic health
problems in immigrant communities and highlights the need for holistic, culturally based
and gender-specific solutions. Mendenhall’s [34] groundbreaking model of “syndemic
suffering” opens our eyes to the fundamental synergistic nature of disease and social
determinants in the lives of Latina immigrants as she demonstrates the connection between
social distress, depression, and diabetes risk within an experiential framework of pervasive
violence (physical, emotional, and structural). Although she did not forefront food or study
women’s relationships to food or food insecurity, she indicated that these themes emerged in
her data as an area requiring further inquiry, and food insecurity has been identified in the
literature as of particular concern among immigrants.[35] Carney [36, 37] describes how for
Latina immigrants, the intersectionality of “gender, race and class as axes of power and
difference, and also [as] markers of citizenship/illegality” [p. 1] produce a “biopolitics of
food insecurity” where relations of power are inscribed on women’s bodies as health
disparities.

At the same time, Singer and colleagues [28] suggest [p. 942] that there are also
“countersyndemic” factors that can be protective against syndemic disease interactions.
Using a countersyndemic approach, Gonzalez-Guarda and colleagues [38] showed how
interconnections between substance abuse, violence, HIV, and depression that result in
negative outcomes for Latina teens can be buffered through culturally sanctioned importance
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of family ties that decrease the incidence of risky sexual behavior. In separate studies of
Latina teens and pregnancy, Martinez and colleagues [39,40] revealed that pregnancy results
in long-term reduction in risky sexual behaviors and therefore, counter-intuitively, pregnancy
itself (generally considered to be a negative among teens) because of cultural values related
to motherhood, becomes a wellness-promating factor that reduces the syndemic risk of HIV,
substance abuse, and depression. Vermeesch and colleagues [41] found that for Latinas, self-
esteem is a protective factor that mediates between stress and depression. Women with
higher self-esteem were less likely to be depressed, even in a context of high stress.

Study background.

The Hopkins Center (HC) is a behavioral health program in the International District (ID) of
Albuquerque that serves a primarily low-income Latino population including many
immigrant families. In 2008, in response to concerns about a high number of female clients
presenting with the combined problems of social isolation and depression, counselors from
the HC! created a Social Isolation Support Group (SISG) to help women establish social
relationships, build social networks, and have an opportunity for peer discussion. The group
meets weekly to nurture social relationships, provide social support for depression
management, and develop individual health literacy using a peer-learning approach. SISG
sessions are facilitated by the counselors, but the discussion is driven by the SISG members
and topics of conversation emerge organically. Because the HC is located in a church in a
residential neighborhood, the ambience of the setting is informal rather than institutional. To
enhance the sense of a “protected space,” SISG members sign a contract agreeing not to talk
about what is discussed during SISG sessions with others outside the group. SISG sessions
are conducted in Spanish and childcare is provided. Despite the fact that they come from
low-income households, members of the group have elected to bring a potluck-style meal,
concretely demonstrating the cultural importance they place on food and the shared
experience of eating.

The SISG started with only a few participants, but by 2012 when the project discussed here
was being conceptualized, the SISG had grown to more than 20 attendees, including women
from a wide range of ages and domestic situations. Membership is composed of women who
are clients of the HC and some have come to the group through broader word-of-mouth. At
the time we were developing this study, counselors from the HC felt that the group dynamic
was having a positive impact on the lives of SISG members and they were interested to learn
more about whether the group was an effective approach for reducing social isolation and
depression, but they had not had the capacity to systematically evaluate the SISG more
broadly as a peer support model.

In addition, counselors were fascinated by the fact that food routinely emerges as a topic of
conversation during the group sessions, and that when members discuss food-related issues,
the discussion is always particularly animated. SISG members speak with emotion about

foods they prepare and the meaning that food has in their lives—and how food causes them

iAt the time of the creation of the SISG and at the time of the study, the HC was called The St. Joseph Center for Children and
Families. In 2017, the name of the Center and it’s organizational affiliation changed.
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both joy and pain in the context of immigration, the extent to which they struggle to afford
food to feed their families, concerns they have about high levels of diabetes among extended
family members or in the Latino community, and how they think diabetes may impact their
own health or the health of their children. However, although members of the SISG had
identified food and food-related health as an area of particular interest and concern in their
own lives, they did not know how to explore this dimension of women’s experience or how
to incorporate it into their group activities.

Here we discuss findings from a mixed-method, community-engaged pilot study that
investigated the ways that the four domains (social isolation, depression, diabetes, food
insecurity) are connected in the lives of Latina immigrant women and that a
countersyndemic peer support group intervention. We build upon the work of Mendenhall
[34] and Gonzalez-Guarda and colleagues [32,38] the use syndemic models for improving
our understanding of Latina health disparities. Here we go beyond the complex and often
indirect and subtle connections between women’s emotional health and food that go beyond
psycho-social constructions commonly found in health research [23,42,43]. We gathered
empirical data on women’s experience with these domains, we evaluated the impact of the
SISG on the social and emotional lives of participants, and we investigated the feasibility of
enhancing the existing support group dynamic to engage women in a way that improves
their capacity to deal with socioeconomic conditions and food environments that promote
diabetes and food insecurity. Our results expand our understanding of the complex
intersection of the four domains in the lives of Latina immigrant women, and illuminate
strategies with the potential to nurture social connectivity, promote positive emotional
health, and give women empowering knowledge and strategies to improve the quantity,
quality and healthiness of their family’s food environment.

This pilot study was conducted between 2014 and 2015 through a collaborative partnership
between the members of the SISG, the HC, and investigators from [BLINDED]. At the time
of the study, all but one of the members of the SISG were first generation Mexican
immigrants, and the group was a mix of HC counseling clients and other women who had
joined through word-of-mouth. The HC team members were [AUTHOR #4] and [AUTHOR
#5], the two counselors who founded the SISG, and a social work masters student intern
who assisted with data collection. All three have worked extensively with the Mexican
immigrant community in Albuquerque. [AUTHOR #4] was Director of the Center (at the
time called St. Joseph Center for Children and Families) and [AUTHOR #5] has since
become the Director (now called the Hopkins Center [HC]). Both [AUTHOR #5] and the
social work intern are themselves Mexican immigrants. [AUTHOR #3], the Family
Medicine physician from [BLINDED], who conducted the health assessments, has worked
for many years at clinics serving the Mexican immigrant community and is the child of a
Mexican immigrant family. She knew a number of the SISG members who had been patients
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she had seen previously at the clinic in the neighborhood where she worked. [AUTHOR #8]
is a Health Extension Regional Officer (HERO) at [BLINDED] and works as the Latino
health liaison for the [BLINDED)]. He has particular expertise in issues of culturally
appropriate health services and a long history of community organizing and engagement
work in New Mexico, and he is a Mexican immigrant. Our biostatistician, [AUTHOR #2]
works for [BLINDED] and was a master in public health (MPH) student at [BLINDED] the
time of the study. Two research specialists [AUTHOR #6 AND AUTHOR #7] from
[BLINDEDY] assisted with survey instrument selection and data analysis. [AUTHOR #1], isa
cultural anthropologist based in [BLINDED]. She has worked extensively with Latino and
Native American communities, including immigrants, and has expertise in gender theory and
work with women’s groups. She conducted extended fieldwork with women and women’s
groups in Bolivia, and research with Latina women and women’s groups in Albuquerque.
All members of the team except [AUTHOR $8] were female, and all of the team members
who interacted with participants were bilingual (Spanish/English or English/Spanish).

We used an ethnographically inspired, holistic framework [44] to data collection and
analysis, and in keeping with a community-engaged ethic, counselors from the HC and
women from the SISG participated in designing project activities and methods, and in
analyzing data. Participants received a $25 e merchandise card for each research component.
All study participants provided signed informed consent using bilingual consent forms and
project materials.

The 1D where this study was conducted is the most densely populated and ethnically diverse
sector of Albuquerque [45]. The ID’s 15,000 residents are 63% Hispanic, 24% non-Hispanic
white, 8% American Indian, 3% African American, and 2% Asian, and 31.2% of Hispanic
residents of the ID are immigrants [45]. The census tracts composing the ID demonstrate a
low level of educational attainment, low median household income, low mean earnings, a
high percentage of households receiving food stamps, and a high poverty rate [45].

Community organizations, health providers, and members of the Latino immigrant
community in the 1D have identified social and emotional health problems (/.e., social
isolation and depression), and food-related health concerns (/.e., diabetes and food
insecurity) as seemingly separate but co-existing challenges to women’s health and
wellbeing. These are of particular concern when viewed through a health disparities lens, as
risk within these domains increases for low-income populations. With that in mind, it is
salient that New Mexico (NM) is the second poorest state and is 3™ for the percentage of
women living in poverty (20% of women versus 10% of men), including disproportionate
burden among Hispanic women (25%) [45]. Nationally, 25% of Hispanic women are poor,
but compared to all women, Hispanic women experienced greater increases in poverty since
2009 [29]. As the state with the highest percentage of Hispanics [45], this reality influences
the risk of social-, emotional-, diabetes-, and food insecurity-related health disparites.
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Diabetes has been identified in the NM Department of Health’s 2017-2019 Strategic Plan as
a “super priority” [46, p.15] with significant disparities in the Latino community.
Dramatically, the diabetes mortality rate per 100,000 for Latina women in NM is 29.4
compared with 12.8 among non-Hispanic white women [47]. In Bernalillo County where
Albuquerque is located, diabetes is the 51 leading cause of mortality [48] and there are
several negative diabetes-related health outcomes and risk factors associated with residence
in the ID. The area of the ID where this research was conducted has high rates of diabetes-
related deaths [47,49], diabetic hospitalizations [49,50], and diabetic ambulatory
hospitalizations [49,51].

Similarly, food insecurity is an enormous problem in NM, the state with the highest rate of
child poverty and 49t for overall poverty [52], the 3™ highest rates of child food insecurity
[52] and senior hunger [53], and 4t worst for overall food insecurity [52]. One-in-4
children, 1-in-6 adults, and 1-in-8 seniors in NM do not know where they will get their next
meal. The use of federal food assistance has risen to unprecedented levels with more than
400,000 people, or 20% of the state’s population, using Food Stamps/SNAP—up 66% since
2006 [54]. Beginning about 2007, pediatric health providers in the 1D reported a rise in
undernourished children (personal communication, Javier Aceves, MD). Various
assessments of the food environment by local nonprofits have demonstrated real and
perceived challenges to food access in the 1D, especially in relation to availability and cost
of healthy food, and excessive availability and low cost of fast food. Members of the
community have been galvanized by their concern over food insecurity to look for local
solutions through expanding Food Stamp application assistance and outreach, urban
gardening projects, and a variety of emergency food access improvements, including a food
pantry cooperative and a subsidized mobile farmers market. Despite these efforts, however,
many immigrant households continue to struggle to put food on the table.

Data collection.

We gathered data through a variety of method, using English or Spanish, depending the
preference of the participant.

Health assessment.

Health screening with health history.: [AUTHOR #3] who is a family physician and as
indicated above, a second generation Mexican immigrant, conducted a standard health
history and physical exam with each participant to help us better understand the health
dimension of participants’ lives in relation to the domains of interest. The exam focused on
physical, emotional, and food-related health, including discussion of any patient concerns
and current symptoms, medication list, and medical, social, and family histories, and
included measurement of blood pressure, and body mass index (BMI).

Blood analysisfor Al(c): Blood was also drawn and analyzed for Alc.

Survey.—The social work intern at HC administered a pre-/post-survey including
demographic questions and combining four validated instruments: 1.) Center for
Epidemiologic Studies Depression Scale (CES-D) [55], 2.) Type |l Diabetes Risk
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Assessment Form [56], 3.) Multidimensional Scale of Perceived Social Support [57], and 4.)
U.S. Adult Food Security Module [58].

Interviews.—[AUTHOR #1] conducted in-depth (one-to two-hour) interviews with
participants using open-ended questions in a semi-structured format with prompts and
follow-ups to allow participants to develop answers in relation to issues and ideas that they
consider to be most relevant and important. [AUTHOR #1] has a great deal of experience
interviewing participants, especially women. Questions explored the participant’s personal
history and experience with and perceptions of domains of interest and participation in the
SISG. Interviews were audio-recorded and transcribed. Despite the fact that the participants
had known [AUTHOR #1] for only a year, they were extremely forthcoming and shared
amazing, often tragic, stories of their lives in great detail. In addition to a great deal of
experience conducting interviews, [AUTHOR #1] employs a culturally situated and
community-engaged ethic in conducting research. This allows her to develop relationships
of trust with participants that make it possible and more likely for participants to share their
thoughts and feelings.

Structured dialogue group sessions.—We used an innovative method we have
previously developed called structured dialogue (SD) [43,59] for the SISG to learn about,
explore, discuss, and analyze food system issues that they found to be of interest, and
develop an understanding of the broader forces that influence the food choices and practices
that structure and define what their families eat on an everyday basis. Sessions were held
once a month during one of the weekly SISG meetings and were conducted in Spanish,
audio-recorded, and transcribed. The SD was co-facilitated by [AUTHOR #1] together with
HC counselors, [AUTHORS #4 & #5]. [AUTHOR #3] participated when it was feasible for
her in relation to her clinic schedule. Discussion occured in an organic, open-ended manner.
During SD sessions, we presented powerful life stories and analyses from other studies of
food and women’s health, and themes that emerged from the interviews for the group to
consider and discuss in relation to their lives and experience. Content experts, including
[AUTHOR #8] on topics of interest identified by the group (e.g., nutrition, diabetes
physiology, Food Stamp/SNAP access, etc.) were invited to attend the meetings and
participate in the discussions. As part of the interactive process, the SISG developed a
cookbook that included recipes, illustrations, and poetry contributed by the women.

Data analysis.

Our analytic approach was designed to be rigorous, disciplined, and empirical according to
Hammersley’s [60] criteria for qualitative research based on plausibility, credibility, and
relevance. Using iterative data collection and analysis, we braided analysis of different data
sets, allowing development of an abstract understanding of the relationship between
concepts and patterns. Analytic interface of data from different methods occurred during
interpretation [61]. Interim synthesized interpretations of survey data and transcripts
informed the direction of interviews and SD discussions based on emergent conceptual
categories. Preliminary analyses were presented to the SISG for comment and input in an
ongoing way throughout the project. Interim interpretations were refined based on this input,
allowing for dynamic inclusion of participant insights. This approach provided an
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opportunity to identify and explore issues that may not have been obvious themes or would
have been unlikely to be explored in questions developed in the absence of conversation with
participants.

Quantitative analysis.—Data from demographic questions, health histories, and Alc
screening results were used to characterize the participants. Quantitative analysis included
review of responses to pre-post surveys and health assessment data. Since the sample size
was small (n=18) and we were not able to assume normality, we used the Wilcoxon Signed-
Rank Test to test pre-post changes in Likert score responses. Median and standard deviation
of the median were calculated for both time periods. We used the McNemar test for paired
dichotomous data such as whether they were able to discuss problems with family members.
Using the Spearman’s coefficient we also tested for associations between variables, focusing
on variables that we hypothesized would be significant and using these as “pivot points” for
the data (/.e., those that seemed consistently in line with other questions and that seemed to
get to the heart of the relationship between the domains of interest).

Qualitative analysis.—Our qualitative analytic approach followed Glaser and Laudel’s
[62] framework for theory-driven qualitative content analysis to identify conceptual
categories and patterns related to the main domains of inquiry.

Qualitative survey responses: Qualitative responses to survey questions were analyzed for
themes using content analysis guided by a consensual approach [63] and coded inductively
using NVivo software.

Transcripts: Qualitative interview and meeting transcripts were analyzed inductively.
Systematic themes and sub-themes within the domains were identified and coded manually.
Transcripts explored women’s perspectives on social relationships and networks, the cultural
and emotional meanings that women attach to food, the food access and the food
procurement strategies that women pursue, the quality of food available and factors involved
in individual food choice, the food preparation techniques women employ, women’s
struggles with food insecurity, how a family’s food environment is influenced by women’s
social isolation, factors that contribute to depression, and the dynamics, women’s heath, and
impact of the SISG on their lives. Segments relevant to the themes or sub-themes were
extracted, reduced, refined, and summarized. Interconnections between theme categories
were explored through “constant comparison” [64] for holistic interpretation and to
contribute to an abstract understanding of the relationship between concepts and patterns. To
further explore patterns within each theme or sub-theme, data were examined and organized
for coherence, and further interpretations were developed.

We enrolled 21 SISG participants. We conducted 21 pre-/post-surveys, 17 health screenings
with health history, 16 Alc blood tests, 20 interviews, and 11 SD group meetings that
included 15-20 women at each meeting.
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Health assessment:

Routine health assessments were conducted to better understand health status with regard to
diabetes, hypertension and mental health conditions. Participants met with the family
physician on the study team who is fluent in Spanish. Ages ranged from 21 — 63 years. Four
had a personal history of diabetes, three of hypertension, and seven of a mental health
condition. Perhaps most remarkable was that all but one had a family history of these
conditions. On physical assessment, only one had a slightly elevated blood pressure. Twelve
were overweight or obese. A few had minor health concerns. Three had health issues that
needed to be addressed by their primary care providers. Study participants were given
information on how best to proceed. None had acute issues that required immediate care. Of
interest, most reported to have at least some regular access to care, although several reported
difficulty with co-pays. Several did not have health insurance but knew of low-cost or free
places to access care.

Survey:

We analyzed 18 surveys that had both pre and post responses.

Social isolation.—In the pre-, respondents who answered “yes” to the question, “/ have a
special person who Is a real source of trust to me, ” provided details about their relationships
with husbands, parents, and friends. Respondents rely heavily on members of their
immediate family for support and guidance. However, over 25% said that they are not able to
discuss problems with family and 25% indicated that they do not get emotional help and
support from family. The highest percentage of ‘0’ responses belonged to questions relating
to support from friends. Nearly 25% indicated that they are not able to count on friends
when things go wrong, and a similar number said that they do not have a special person with
whom they can share their joys and sorrows. Ten percent reported they do not have a special
person who they consider to be a source of comfort, and 15% do not have a special person
available when they are in need. In the post-survey, the percentage of negative responses to
questions about support from friends decreased, and the number of respondents reporting
that they have a special person of trust in their lives increased (McNemar exact p=0.25).

Depression.—The number of women who reported that in the past four weeks, their
physical or emotional health had not interfered or interfered very little with their social
activities increased from 38% (n=7) to 77% (n=14). The median post-survey Likert score for
this question was higher (mdn=6, std=1.43) than the pre-survey (mdn=4, std=1.45, p=0.056).
The number of women reporting they felt “downhearted and blue” all or most of the time
decreased from 3 (16%) to 1 (5%), and the number of women reporting they felt
downhearted or blue a little or none of the time increased from 8 (44%) to 11 (61%). The
median post-survey Likert score (mdn=4, std=1.13) for women reporting they “fe/t
downhearted and blue” increased (mdn=5, std=0.92) with a p-value=0.24.

Food insecurity.—In response to the question “/n the next 12 months, how confident are
you that the household’s food situation can be managed?”55% (n=10) of women reported
they were “very confident” or “somewhat confident,” 27% (n=>5) said they were unsure the
food situation can be managed, and 16% (n=3) said they were either “somewhat
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unconfident” or “very unconfident.” In the post-survey, median responses to this question
increased significantly (mdn=1, std=1.22) compared to the pre-survey (mdn=2, std=1.15, p=.
017). Notably, for this question, the number of women reporting they were “very confident’
that their household food situation could be managed went from four in the pre-survey to 12
in the post-survey. Eleven percent (n=2) of women indicated they were somewhat confident,
11% (n=2) were unsure, and only two women reported they were “somewhat unconfident”
or “very unconfident” that the food situation can be managed, respectively.

There was also a decrease in the number of women who reported that in the last 12 months,
there have been times when they were hungry but did not eat because they could not afford
enough food (McNemar exact p=0.5) (See Figure #1 below). Although some of these p-
values are above the .05 significance level, we felt the findings are relevant, as again our
results may be an artifact of small sample size and they are consistent with the qualitative
results of the study.

Correlations.—Because we were interested in the associations between domains, we ran a
Spearman correlation for associations on selected variables. The variables were selected
based on a priori hypotheses about which associations would be significant. The scores were
run on responses to the pre-survey. We found a significant association between confidence
about ability to manage the household food situation and not feeling depressed or *“b/ue”’
(p=<.05, Spearman’s rho=.59). These results support the trend seen in the p-values closer to
significance, with women reporting a decrease in food insecurity and an improvement in
mood.

Interview and group transcripts.

We reviewed 521 pages of transcript data from 20 interviews and 11 SD group sessions.
Women who participated in this study shared stories of their own experiences of social
isolation, depression, food insecurity, fear of diabetes (because it runs in their family), and
the dangers and challenges associated with immigrant status. They described loneliness,
domestic violence, rape, suicidal thoughts or attempted suicide, anger management
problems, parenting challenges, interpersonal relationship dramas, physical, emotional, and
financial abuse, chronic disease, legal and immigration-related threats to the health of their
families, lack of self-confidence or low self-esteem, and poverty. Some women had more
challenging personal histories or life situations than others, but all of the participants had
experiences that they felt to be significant to their lives.

In individual interviews, 100% of interviewees reported that the SISG had been helpful or
even transformational in their lives related to forming social relationships and friendships,
sharing, reducing stress, relieving anxiety, making them feel as if they are not alone, and
helping them understand their own problems and the problems of others with a new lens.
These views were corroborated during group discussions. Talking about the what the group
means to them and why it is important, participants discussed the significance of the SISG
group dynamic of sharing, listening, getting help for one’s own problems, and being helpful
to others:
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I don’t have anyone here. No sister, or sisters-in-law, not anyone. But since | have
been coming here, the others listen to me and | feel good. It is important to get
everything that is inside us to come out. That’s how we feel good. It is important
that people hear us. We need people to listen to us.... So | have listened to the
others and then | compare my own situation with theirs and | see that mine is not as
bad as some of the others. So if they can move on and move ahead, then | can do it
also. This is what listening is about. | feel supported by the group by the way they
listen to me.

Hijole! It is different [from seeing a counselor or psychologist]! The psychologist
only diagnoses you and although you may unload your feelings or your
experiences, you aren’t going to have the same discursive experience because
everything stays the same. But the group is a place where you can converse about
your problems with others and you can see how they made decisions when they
were in your situation. You can see how their decisions worked and if they could
work for you. They have experiences of this thing and that thing. And the
psychologist can only advise you, but with the group you get the knowledge of their
experiences and their advice and you can put it into practice for this or for that.

| have adored getting to know these women. ... | am so glad to be with this group.
It has been very healthy for me to get to know them. I think | will stay in the group
until my blood stops running! | plan to stay because it is such a good experience.
For me, this group is very important. There is no other place for people to listen to
the problems | have. You know, sometimes you feel ashamed or shy, you don’t want
people to know what is really happening in your life. But then you hear the braver
ones talk about what they did and the others give advice on how to resolve the
problem and it helps you. This is important because if the same thing happens to a
few of us, you hear different situations but you say this is what is happening to me
and this is what | have to do. For example, | was seeing a counselor for a problem |
had but it wasn’t working so | stopped going. But here with the group, | found two
different ideas about how to deal with it and it made my mind whirl with thought
about how to move forward--how | need to grab onto my strengths. | had been
trying to deal with this problem since I was small and wow, | found the solution. It
was because the women here helped me figure it out. This group, for me, has so
much value.

They also discussed the ways that the SISG is a positive influence on their health:

For me this program has been life-giving... | was suffering from a terrible
depression ... Thanks to the compafieras here, all of them, I’m moving forward

When you come here, you start to see changes in yourself—in your character and in
your personality. | think it is because you are getting out of the house. You come
here, you de-stress a bit. Then when you go back home and you continue with your
kids, you are a bit more relaxed. You see things in a different manner. This is an
outlet for a release of tension. | think this is really a good thing.
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| suffer from nerves and stress—so this is really good for me. When | come to the
group, | feel better, like I’m getting better. | have motivation (animo). This group is
very helpful to me.... | have suffered a lot from depression, but the group helps ... |
have learned to live with this depression. ... It isn’t like it was before. Now when |
feel really bad, I talk with someone. | can’t talk to the counselors, the psychologists
—it is friends (amigas) that I can trust. | know I can talk to them. My life isn’t like
it was before. | felt so bad before but | stayed here in this group and now, it isn’t so
bad.

They experience their participation in the SISG as a sort of personal renewal:
It is like a breath of fresh air.

There are people who God sends to our life and for me it is this group. Sometimes
coming to the group is like wiping the slate clean and starting new. You are able to
let go of what has been going on and when you leave you are like new. You have a
new outlook on things. ... It gives you energy and desire to do things....Or maybe
you have been feeling depressed and you haven’t been wanting to eat and you come
here and then you feel like trying the food. Coming here you just get motivated in a
lot of ways.

Participants described how because of the special nature of the SISG in their lives, they wait
with anticipation for the meetings:

I can’t stand it when the group doesn’t meet. It hurts me when there isn’t a group
meeting!

We love this group. I, for one, have seen a difference in myself and now | feel that |
NEED this group. In the [summer] months that we don’t have the group, | walk
around feeling desperate... | love this group. Love it, love it, love it!

I don’t like to miss the group. I cancel other things so | can come. It has to be
something really important to make me miss. When we started the group hardly
anyone came. But then we began to interact and discuss things and then people
started coming and coming. And now, thanks to God, there are a lot of us!

We keep track of what day it is by this group meeting. It is something special...
Even my husband knows what day | go. He feels the respite it gives me.

Others discussed how important it is for them to have a time for themselves and how much
they have grown as individuals by learning about the problems that others have faced and
participating from a gendered perspective as women:

I come because it is a time that we have for ourselves as women. Having this space
has helped us a lot. | have learned from each of the others things that have been
important for my personal life. | always feel really happy when | come. When there
isn’t a group meeting some weeks, | get bummed. It is really important to me.

Yes, it is like the everyday routine is difficult and then this time is just for
ourselves. You learn about everyone’s problems and you learn the key to solving
your own problems. Even if you don’t say anything, you find out how to think
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about things in a new way. And sometimes you don’t talk about something in the
group, but there is someone you know here who you can trust who you can talk to
and she helps you. Maybe she helps you learn to say no, | don’t like it, I don’t want
it. You don’t have to do things just because someone asks. She is going to be your
friend, regardless.

This group is really important for us. It is a time for us as women and it give us a
space for the truth of that. No kids, it is just us relating to each other. We chat, we
get along. It is a time just for us. It is really wonderful.

| feel as if in my life | have lacked a sense of myself as a woman and haven’t had a
voice. But here | learned. It was through this group that I learned about myself and
about how to be with my kids. It has been so helpful to me. And | feel really good
about it.

I think the group has been important in keeping me healthy. The discussions we
have help me feel good about my body, about myself... And here in the group, |
learned that we don’t have to try to be perfect. Not everyone is happy with what
they have been given, but you have to feel good about yourself. The group helps lift
us up and feel good about ourselves—to give us self-esteem and to try so that
everyone in the group feels good.

It is really beautiful here because you feel as if you blossom... You feel like you
learn how to respond in any situation and what’s more, like you could help others
in your family... You have no idea how much you enrich yourself from being part
of the group.

In the transcripts, there was a great deal of talk about women’s strategies for stretching
budgets and food products through differential shopping, price matching, clipping coupons,
and utilization of food support programs such as food pantries and Food Stamps (the
Supplemental Nutrition Assistance Program [SNAP]), what AUTHOR #1 [65, p. 19]
describes as women’s “food access expertise.” In individual interviews almost all of the
women reported experience with food insecurity, struggles to be able to afford food to feed
their families, or challenges they face with weight management, healthy eating, and fear of
the risk of diabetes. A number of interviewees cried while discussing these issues.
Participants said things like:

[You feel] frustration, impotence, sadness because you feel like you can’t provide
enough and that what you make won’t be sufficient.

| go to bed around 10:30. Sometimes | lie there, but | can’t sleep. I’m thinking what
will I give them for lunch? What will I make for them to eat? What will | do? | go
to Wal-Mart and | walk around and around. | look for the least expensive items, but
those that will last and that I can prepare in different ways. | look for a way,
because that is all | have.

I have such a problem. It totally stresses me out. | feel very bad that there isn’t
food. My children suffer and it hurts me. When my kids come home from school
and I don’t have anything to give them. It makes me feel terrible for them, not for
me... It makes me so sad that my oldest, the poor thing, has to go to work without
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taking his lunch. I mean, he’s working so he should eat well. It just makes you feel
terrible. It affects you. They say things like they want some fruit or a yogurt. My
youngest really likes vegetables. But | don’t have any of those things.

If you go to the food bank and they give you a coffee cake... You feel sad because
you have been wanting a coffee cake for a while and they were able to just give you
one. So you end up wanting to eat the whole thing... and you eat too much and then
you feel worse. It is bad for you and damages your health.

I really like to cook, but if I don’t have the things | want, it puts me in a bad mood.
I get angry. I would like to go to the store and just get everything I need.

I had to go to the food pantry. But what do they give you? Macarroni and cheese,
canned food, bread.... and this is what I’m supposed to feed my kids? That’s not
sufficient for kids... no meat, no chicken... no vegetables. They don’t give you any
of that, so where are the nutrients? What am | supposed to give my kids? It is
ironic, we are more likely to get diabetes in my house even though we don’t have
any food...

However, an interesting dynamic developed. Although a significant majority of participants
discussed experiences with food insecurity and hunger in individual interviews, during
group discussions of the issue of food insecurity, one participant expressed the opinion that
there is no such thing as food insecurity in the U.S. and individuals who say they do not have
enough food are just “/azy.” In this context, the initial response of participants was to make
public statements that hid experiences and feelings that they revealed in private interviews.
However, even without disclosing their own personal experience, in subsequent group
meetings and interviews many of the women vehemently and angrily challenged
perspectives and opinions that had been expressed by that participant.

Discussion

Outcomes of this pilot study demonstrate how countersyndemic dynamics can be leveraged
and mobilized in the context of a health intervention. Our data provide a compelling
argument that participation in the SISG with the SD group engagement process decreased
women’s social isolation and depression, and enhanced women’s sense of their own capacity
to positively influence the household food environment. The most notable quantitative data
points were improvements in social relationship variables and overall confidence in
managing the household food situation, and these were correlated. Group discussion with
the SISG indicated that for participants, “managing the household food situatiorni’ implies
both the capacity to ensure that the family has sufficient food and that the food be healthy
and culturally appropriate. This means that improvements in this variable would potentially
impact both food insecurity-related and diabetes-related health risk factors. Further, the
association between confidence about ability to “manage the household food situation” and
not feeling depressed or “blue’ (p=<.05, Spearman’s rho=.5884) was significant and
supports our hypothesis concerning the synergistic relationship between these domains.

Although some of the p-values we report are above the p=0.05 significance level, given the
small sample size of this study, we believe they are still important to consider. Particularly
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notable is the percentage of respondents who said the support they received from friends
increased during the study. This trend is also supported by our qualitative findings. A
primary objective of the research was to determine whether participation in the SISG
reduced social isolation by providing peer support and creating social ties. The evidence
suggests that the SISG was successful in helping to create friendships and social network
connections. Yet, more significant is the fact that in our extensive qualitative exploration of
women’s experience, SISG members universally (100%) reported that the group had been
extremely important to them in multidimensional ways. The narrative about this was really
rather amazing. It is not often in the evaluation of a community group dynamic or project
that you find universal agreement about how fabulous and important something is for
participants.

And, what was clear from the stories participants told was the interconnected nature of the
domains of interest in this study—social isolation, depression, diabetes, food insecurity, and
immigration—and, importantly, the extent to which any one domain can not be properly
understood when separated out from the others as we explored the lives of the women who
participated in this study. Moreover, the factual discrepancy between experiences and
feelings related to hunger and food insecurity described by the vast majority of group
members and the heated, politicized narrative of one SISG member suggest the deep-seated
emotional connection that women have with food and feeding others. It was striking that
even in a group where individuals regularly discuss private struggles that have included rape,
domestic violence, parenting challenges, weight gain, depression, and difficult interpersonal
relationships, food insecurity was experienced as so deeply shameful and intimately personal
that most women chose to hide or at least not to disclose to the group the battles they face in
trying to feed their families nutritious meals. Andrews [66] used “cultural consonance
theory” in her research on diabetes and depression among female Mexican immigrants in
Alabama. Cultural consonance is the idea that individuals have culturally coded beliefs and
behaviors that create cultural expectations. Andrews found that women who were not able to
live up to their own ideals of a culturally consonant “good life” because of the structural
conditions of immigration, internalized feelings of inadequacy and shame in a way that
negatively affected wellbeing. This concept of cultural consonance is useful for thinking
about what happened with hidden stories of food insecurity in our study and helps to explain
the syndemic pathway through which the intersection of culture with structural dynamics of
inequality produce bio impacts, or what Carney [36,37] calls the “biopolitics of food
insecurity.”

The SD design of our pilot project helped SISG members to think about structural
dimensions of the dynamics related to food that they were experiencing or that they see
affecting their own lives and the lives of those around them. The SD provided a mechanism
for them to disrupt the structural relations of power that make women feel ashamed and that
create food insecurity in their homes by feeling supported in questioning the framework put
forth by the one participant that echoed a narrative that is routinely articulated in the media
and reflected in the design of public policy. The co-creational community engagement
process that we created through the SD group sessions enhanced the peer group experience
by establishing a context for nurturing what we call women’s “critical nutritional health
literacy” [23,43,65] that became countersyndemic. Our preliminary research [23,43] with
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Latina women in another neighborhood in Albuquerque has determined that women find
participation in this process to be an empowering experience that gives them information
and tools to understand the root causes of food-related disparity. The group-centered
learning that occurs is generative in that women are also able to develop social connections
within the group, and to identify both individual actions and group strategies to improve the
nutrition of their families. That research was in a historic Hispanic community with deep
social roots and a significant community infrastructure. This pilot study demonstrates the
feasibility of using a similar model of engagement with women from an immigrant
community characterized by social isolation and shallow social ties.

Limitations and Future Directions

A limitation of this study was its small size. However, as a pilot study, we were able to
gather rich data to help us understand the interconnected nature of the domains of interest in
the lives of participants. A further limitation is that the participants had been participating in
the SISG for different lengths of time when we began the pilot study. As such, we were not
able to gather baseline data prior to participation in any group activities. We believe that the
results that we did identify, suggest that if we had the capacity to measure a more exacting
pre/post change, we would have found an even greater impact.

Through this pilot study, we identified an approach for reducing health disparities related to
social isolation produced in the process of immigration. Our novel SD intervention
leveraged positive cultural dynamics and women’s funds of knowledge to nurture
transformative social connectedness, knowledge, and resiliency factors in the lives of
participants. Especially revealing were the qualitative data where participants discussed their
experiences and opinions. In 2018, we applied for research funds to scale-up our approach to
replicate the intervention with more participants and conduct a larger, more controlled
investigation. We will test whether participants decrease depression, stress, and social
isolation, and increase social connectedness, resilience, empowerment, and knowledge. In
future studies, we will investigate the cascading impacts of the intervention on the health of
children and families, on the community at large, on how participation in the support group
affects participants’ adaptation to the new context, if participation increases social and
economic success for participants and their families, and if policy change could improve
outcomes.
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Figure 1:
Food security responses
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Table 1:

Participant Characteristics

Total Number of Participants (N=21)

Age
18-25 (2)
26-35 (7)
36-45 (6)
46-55 (5)
56-65 (1)

Education L evel Family History of Diabetes
Less than high school (12) | No (8)

High school graduate (5) Yes, but not immediate family (4)

Some college or higher (4) | Yes, immediate family (9)

Monthly Household Income | Obtained Food from Food Pantry in Last 12 Months

Less than $500 (1)
$500-$999 (4)

$1,000-$1,499 (7)
$1,500-$1,999 (5)
$2,000-$2,499 (2)

$2,500-$2,999 (2)

Yes (8)
No (13)
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