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Abstract
Purpose: Undocumented (‘‘illegal immigrant’’) young adults and families face many barriers when seeking health
care, including discrimination, which contributes to health disparities. Using critical race theory, an investigation
of experiences of health care among undocumented young adults was conducted to highlight their limitations
to health care access.
Methods: Using a community-based participatory paradigm, a qualitative research approach was used to ex-
plore the experiences of 13 participants via a semistructured interview. Upon transcription and broad theme
analysis conducted by the primary team members, a gathering of community experts was arranged. This
gathering consisted of the primary team members as well as community young adults who identified as undoc-
umented or of mixed-status families, in which all engaged in a collaborative analysis of themes and confirmation
of corresponding illustrative data. Furthermore, community experts provided feedback on their insights for the
necessary next steps.
Results: Through collaborative thematic analysis and confirmation of illustrative data, four themes emerged:
(1) emotional and financial stress, (2) fear of exposure, (3) dependence on community health clinics, and (4) hos-
pitals as a last resource.
Conclusion: Undocumented young adults and their families make great attempts to access health care, however,
because of systemic barriers, they engage in strategies to preserve their safety in such attempts. Due to lack of insur-
ance and financial strain, undocumented families depend on resources they most trust, typically health clinics. How-
ever, as many families depend on this resource, they may hinder efficiency in getting the specific help they need,
especially if they do not have the capacity to adequately address medical issues that require immediate attention.
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Introduction
Latinx (this term is used throughout this article to be
inclusive of gender-neutral and nonbinary identities
in Latina/o communities) immigrants are frequently
noted to have better health behaviors and health status
than their U.S. counterparts; however, epidemiological

data are incomplete as this population is not adequately
surveyed.1 Nevertheless, health inequities among Lat-
inx immigrant young adults and mixed-immigration
status families (households where members hold differ-
ent immigrant status) in the United States are evident
and may have a basis in systemic barriers they face
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within the health care systems.2 Such barriers may in-
clude prejudice and discrimination based on immi-
grant status, race, language, and/or other stigmatized
social identities.2 Other barriers include anti-immigrant
policies, such as the Personal Responsibility and Work
Opportunity Reconciliation Act (PRWORA), which
created a two-tiered system of eligibility for immi-
grants of any background.

These acts also excluded undocumented immigrants
(people who have immigrated from outside the United
States and do not possess required visas and documen-
tation to stay or have overstayed their temporary visa;
also referred to as ‘‘illegal immigrants’’) from receiving
any form of public assistance, including Medicaid and
Medicare.3 As a result, there are currently over 7.1 mil-
lion noncitizens who do not have health insurance in
the United States,4 therefore limiting their access to
health care.

Workers in the United States largely receive their
health care coverage from federal sponsorship or their
employer, but when someone lives and works without
documentation, they are not eligible for a social secu-
rity number, which without they cannot apply for and
obtain health insurance. Therefore, having a social se-
curity number is directly linked to having access to
health care. When in need of medical services, a person
or family member has to present to medical authorities
without such a citizenship identity card, putting the
person at risk of being found out and thus potentially
being reported to legal authorities, such as Immigration
and Customs Enforcement (ICE).

Further adding to this fear of being reported is the
worry about out-of-pocket expenses and accumulated
medical debt. Consequently, families are forced to en-
dure illnesses that can often lead to even more serious is-
sues, which could have otherwise been addressed
preventatively. The reality of living undocumented and
not having health insurance is detrimental to the undoc-
umented and mixed-status community’s overall health.1

Lawmakers often ignore the global health statistics
among undocumented communities and deficiencies
in the U.S. health care systems. The United States
spends two times more than other developed countries
on health care per capita.1 Yet, in terms of health care
quality, the United States does not compare with other
countries spending half as much.1 One of the biggest
concerns in the health care system is accessibility, espe-
cially among the low-income, undocumented immi-
grants of color. The Affordable Care Act (ACA) has
extended health insurance coverage and has shown to

increase health care access among communities of
color,5 however, undocumented communities are ex-
cluded from such benefits as they are ineligible to re-
ceive health insurance through the ACA. This leaves
3.3% of the U.S. immigrant population (*10.7 milli-
on) without insurance coverage, including U.S.-born
children with an undocumented parent.6

There are no federal or state laws that prevent un-
documented immigrants from obtaining and accessing
medical care. There are also no federal or state laws that
restrict physicians in treating undocumented individu-
als.7 However, while health insurance coverage or eligi-
bility for federal programs is not equivalent to physical
access, health insurance is the primary determinant of
actually accessing health care.8

The only access to health care immigrants is guaran-
teed emergency medical care provided through the
1986 Emergency Medical Treatment and Active
Labor Act (EMTALA).9 As such, community health
clinics and federally qualified health centers are
where undocumented immigrants receive most of
their health care.10 Immigrant populations can receive
services, such as primary medical care, dental care, and
behavioral health, at these nonprofit health care centers
that now exist in urban, suburban, and rural areas.

The current article presents findings from a larger
study on the impact of prejudice and discrimination
reported by undocumented young adults in health
and educational institutions in a largely rural state.
We present the individual experiences of critical health
care incidents among undocumented young adults
within their family context who may be of mixed immi-
gration status or further delineated as ‘‘mixed-status’’ in
this article.

Mixed-status is a term used to describe a household
where there are individual family members of a house-
hold who have different types of immigration statuses,
such as undocumented, legal permanent resident, and
DACA (Deferred Action for Childhood Arrivals) recip-
ient. In 2012, President Obama issued the DACA execu-
tive order after the Development, Relief and Education
for Alien Minors (DREAM) Act. The DREAM act
allowed immigrant students, who primarily lived in the
United States most of their lives, temporary legal status
and future eligibility for U.S. citizenship if they went to
college or joined the U.S. military.

A critical perspective was maintained throughout
the investigation due to the investigators’ observations
that social, cultural, and political factors are intricately
involved in the lives of undocumented immigrant
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identity and health. Specifically, the critical race theory
(CRT) provided the investigators a lens through which to
center Latinx young adults’ experiences of race and
color-based prejudice and discrimination, social dynam-
ics, and marginalization for which to inform policies on
immigration health reform for this community.11

Methods
Establishing a community-based participatory
research team
Funding for this study was provided by the University
of New Mexico Transdisciplinary Research on Equity
and Engagement and approval was provided by the
University of New Mexico Institutional Review
Board (UNM IRB#: 947739-4). The study occurred
during the period 2016–2019. A critical goal of this
qualitative investigation was to use a community-
based participatory research (CBPR) approach in-
creasingly used in health disparity research to address
issues of inequities within research and misrepresen-
tations often made by community outsiders.12 Using
qualitative methods allowed us to highlight the voice
of an otherwise silenced population, for example,
the Latinx undocumented immigrant community.13

A CBPR approach allowed us to be driven by the com-
munity whose knowledge, voice, and consent were
promoted in every step of the research process to collab-
oratively work toward an agenda for social change in
immigrant health equity.12 As such, it was important
to develop a working alliance that prioritized genuine
relationships, collaboration, and shared power between
the academic setting and the community. Each entity
equally partook in every step, including the assessment
of community needs, planning of investigative pro-
cesses, research design, analysis, and dissemination.

To ensure adherence to aspects of CBPR in the entire
investigative process, a team was assembled to include
members from the undocumented community. Five
mixed-status, college-aged young adults who were orga-
nizers of local chapters of the national United We
Dream (UWD) organization collaborated with the prin-
cipal investigator. Each team member was proficient in
Spanish/English bilingualism and had scholarly back-
grounds in various disciplines, including psychology,
counseling, medicine, engineering, and law. The pri-
mary investigator identified as Latinx, however, not
part of the undocumented immigrant community and
depended, with cultural humility, on the coinvestigators
for prioritized information of undocumented immi-
grant experiences. Team members identified as cisgen-

der men and women with one being part of the queer
community. The larger undocumented young adult
community who participated in this CBPR project pro-
vided valuable input into other diverse and intersec-
tional identities as detailed below.

Demographics
The 13 participants included state-wide young adults
from a U.S. southwestern state, recruited via social
media, flyers, e-mails, and phone calls to the UWD
local chapter listservs. Inclusion criteria for participa-
tion required being age 18 or older and identification
as a member of the Latinx undocumented immigrant
community, that is, a DREAMER, DACA, etc., or hav-
ing family members who identified as such. All the
qualifying participants included young adults from
university satellite urban, semirural, and rural college
settings who provided participation consent in pre-
ferred English or Spanish formats. Table 1 displays
the demographic information of research participants.

Research interview protocol question examples in-
cluded ‘‘Can you share about experiences where you
have refrained from accessing any health care services
because of particular fears’’ and ‘‘can you share a time
you have felt like you were discriminated against due
to your color of skin or immigration status while
accessing health care?’’ ‘‘Data adequacy’’ or saturation
was reached at a total of 13 interviews in which no
new data emerged.14 Each interview was digitally
recorded, transcribed in its original language (English,
Spanish, or bilingual), deidentified, confidentiality
stored, organized, and analyzed using qualitative anal-
ysis software (NVivo 12).

Table 1. Demographic Information Collected
from Research Participants

Social identity No. (%) Immigration status No. (%)

DREAMer 6 (46) DACAmented 6 (46)
Undocumented 8 (62) Undocumented 3 (23)
Undocu-Queer 2 (15) Lawful Permanent Resident 1 (8)
Nationality 5 (38) U.S. Citizen 2 (15)
Latino/a 7 (54)

Gender identity No. (%) Primary language No. (%)

Female 8 (62) English 13 (100)
Male 5 (38) Spanish 0 (0)

LGBTQIA + No. (%) Had health insurance No. (%)

Yes 2 (15) No 9 (69)
No 11 (85) Yes 4 (31)

LGBTQIA + , Lesbian, Gay, Bisexual, Trans, Queer, Intersex, Asexual, and
other sexual minorities.
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Community experts
Community experts, consisting of *15 nonresearch par-
ticipant community members per group, were recruited
through the local UWD chapters. Gatherings of two
community expert groups were held in two chapters, at
two separate times. The intention of the community ex-
pert gatherings was to confirm data and thematic analysis
already conducted by the primary research team.

A first step in this process was to orient the commu-
nity experts to the research purpose and sensitize them
to a critical perspective. This was completed by guiding
the attendees through an ‘‘Undoing Racism’’ activity ti-
tled the ‘‘Foot of Oppression,’’ adapted from the Peo-
ple’s Institute for Survival and Beyond.15 In this
process, the community experts were introduced to
the concept of oppression, which many were already fa-
miliar with. A large circle on a flipchart was drawn by
the facilitator, representing a community, in which
community experts instructed the facilitators what to
draw or write. The community experts were asked to
identify the particular situations and institutions that
contributed to oppression in their communities, em-
phasizing the institution of health and health care.

Upon completion of the ‘‘Foot of Oppression’’ activ-
ity, the facilitators posted large sheets of paper around
the room, which had prewritten themes that were gath-
ered in the last iteration of the primary team data anal-
ysis. The community experts were provided precut
pieces of paper that had the deidentified quotes from
the individual participant interviews. The community
experts were directed to tape the quotes as they saw
fit on the theme titled large papers around the room.
During this process, community experts freely dialogue
thoughts on the quotes with each other.

If a new theme emerged, a new large piece of paper
was posted on the wall in the room to have related quotes
taped onto. This process generated dialogue between
community experts and the primary team members, fur-
ther informing the intricacies of the phenomena under
investigation. This assisted the primary research team
to collapse themes through follow-up discussions.
While the community experts provided the confirmation
and final decision for which themes to best be discussed
in this article, the meeting discussions and input were
not recorded, and as such not used as data.

Analysis
The primary research team met biweekly over 3
months to share our experiences with the population
under investigation and collaboratively make deci-

sions about themes and interpretation of data. All
data were analyzed in Spanish, English, or bilingual
forms to maintain linguistic and cultural meanings.

The primary six team members discussed insights
gathered from the thematic analytical process of partici-
pant thoughts and feelings indicated by thematic analysis
and tenets of CRT.11,15,16 Ford and Airhihenbuwa11

explains that using CRT sensitizes researchers to the
impact race and racism have on the health and well-
being of racialized and marginalized individuals and
groups. Furthermore, these experiences produce knowl-
edge, critical consciousness, and a deep understanding of
institutional and systemic health inequities, which may
not be accessible to investigators who may not identify
as a member of the community being investigated.

CRT was thus applied in this study at every step, from
the initial reading of transcripts, definition of codes, de-
velopment and interpretation of themes, to article devel-
opment. Thematic analysis, according to Braun and
Clarke,16 is flexible in data identification, analysis, and
report of patterns in qualitative data.16 This method
allowed the coinvestigators to collaboratively develop
codes that led to prominent inductive and underlying
or latent ideas, assumptions, and ideologies of themes.

Maintaining the CRT framework, four rounds of
thematic analysis were conducted.11,16 First, individual
case-level thematic analysis occurred, which entailed no-
tation and memoing of meaning patterns in the first
reading of individual transcripts. This was followed by
another reading to generate initial codes (e.g., ‘‘fear of
being reported’’). Further iterative readings then con-
sisted of collapsing codes and searching for themes,
reviewing themes, defining and naming themes, and
providing a within-case report to team members. In
the second round, a collaborative thematic development
led to the development of a codebook. Third, a final
round of collaborative thematic coding of all data was
completed with the codebook. Lastly, the significance
and trends of themes in the data were discussed.

Confirmation and member checking of themes and
corresponding participant quotes were made in collabo-
ration with the community experts. This aspect further
followed the tenets of a community-based participatory
approach, highlighting the knowledge of community
members necessary for community-responsive investi-
gation and potential nuanced interventions.17

Results
Thematic analysis with a guiding lens of CRT resulted
in four major intersecting themes: (1) the emotional
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and financial stress of lacking health insurance, (2)
fear of exposing one’s immigration status to a health
care institution, (3) dependence on community health
clinics, and (4) seeing hospitals as a last resource. We
provide example quotes of the themes in Table 2,
however, only highlighting a few in the following
text. Such quotes represent the complex situations in
which undocumented and mixed-status families find
themselves in the process of accessing health care.
Pseudonyms were assigned to protect the identities
of all the participants.

The emotional and financial stress of lacking
health insurance
Illustrating the Emotional and Financial Stress of Lacking
Health Insurance theme, 19-year-old America discussed
how her undocumented sister struggled with navigating
the health care system, but fortunately had a documented
extended family member who worked as a nurse at the
hospital and helped them through her medical concern.
America shared that growing up in a mixed-status family
meant that all family members encountered health care
challenges due to not being insured. Not having health

Table 2. Illustrative Quotes of Emerging Themes

Emotional and financial stress of lacking health insurance Fear of exposing one’s immigration status to a health care institution

Every year my sister [who is undocumented] used to get these huge
fevers!.I remember one of the nights that my sister got very ill. She
got admitted to the hospital and I remember seeing her while she
slept, all sweating.I remember asking myself ‘‘What is going to
happen to my sister?’’.[After that] my sister could never go to the
bi-monthly physicals [because of her lack of insurance].[the doctors]
detected a tumor in her brain and they has to do a surgery and because
she can’t get insurance it would cost us $10,000.My sister had to go
to get financial help like five times to try to get a payment plan.it
really sucks to see my sister in surgery and be thinking [about]how we
are going to pay for it (America, 19 years old).

Once someone gets health insurance it’s another whole world when you
go to the doctor because I think my parents didn’t take us to like the
dentist or the doctor because we didn’t have health insurance and
my parents didn’t speak English. So they couldn’t.like there were
things to help us out but my parents just didn’t know how to ask for
them since they didn’t know the language.Growing up we never
seeked any help like that and also my parents were really afraid of
asking for help because ‘‘la migra’’ (ICE) was going to get us (Nadine,
31 years old).

I have never requested or been able to [access community resources and
hospitals]. I mean the only times has been like.hum. going to the
doctors to ‘‘La Familia’’ [Clinic] because of the discount but that’s it. if
you don’t have a social security number or health insurance it’s not the
same. that’s what I have discovered. Once someone gets a health
insurance it’s another whole world when you go to the doctor because
when you don’t have a social security number or health insurance
they don’t do so much for you but once you have a health insurance
they would do every single test they can to find whatever you have
( Juice, 31).

My mom would avoid any sort of public assistance. The only time I and
even my mom would go to the hospital was if it was an
emergency[.] most people that are not undocumented, when they
feel bad they go to the hospital and they schedule an appointment
with a doctor. that was not the case for me and my family. we
were just told to rest and have some remedy from my grandma or
something like that. but only a few times we had to go to the
hospital . we wanted to avoid it as much as possible though[.] in
general I would say that as an undocumented person you fear that
(Raul, 29 years old).

Dependence on community health clinics Seeing hospitals as the last resource

I do remember going to the hospital once but it was because I broke my
nose.well someone broke my nose.[In the past], I had friends that
needed an ambulance and the ambulance actually came for them but
that bill was.and friends who were also undocumented
actually.and the bill was a $5, 000 bill just for an ambulance. SO,
knowing about the bills, [when that person broke my nose], I decided
to get up the next say that I went to a local clinic to get and x-ray and
MRI, actually. If I was [an]adult, that MRI would have cost me $5,000
plus [the] ambulance that would be $10,000, plus service for re-
breaking my nose and putting it back into place was another charge
( Juan, 28 years old).

[My dad] got very ill but it wasn’t until they forced him to take a week off
so he could rest, then he did it.like people had to force him to take
care of himself. Otherwise, he would continue going to work.I think
that’s true as a community though.we turn to go to the hospital until
we are dying or like when we really need to go and we don’t know of
resources.So, it’s like we don’t go because we don’t know of
resources and when we do know we don’t go because we don’t have
money for it (Luz, 19 years old).

We had access to community clinics so like. the first choice clinics. Yeah
I think it was the first place we visited because for school you had to be
vaccinated and they wanted to make sure you had the shot record and
all that so that was the first place. It was actually one of the first and
accessible places that we had because we couldn’t go to the hospital
because it was really expensive and all that (Tina, 23 years old).

.if we went to the doctor we went to the emergency room. We didn’t
have like a regular doctor we would go to. and we didn’t know of
any clinics that would take you if you didn’t have a social security
number . so, we knew we could go to the ER but I remember at that
time my mom would give a. a fake SSN [Social Security Number] but
like.. It wasn’t until later in New Mexico that I realized we didn’t have
to have a SSN to get emergency care[.] My brothers had regular
doctors.but like my brothers are US citizens! (laughs) But. I don’t
remember how often we would go, but my mom has suffered from
hypertension and like. Cholesterol and things like that. so there
was no other option, we would have to go to the ER (Adela, 24 years
old).

The voice of each participant has not been changed and kept in close linguistic interpretation as possible. Noted are the emotional, social, cultural,
political, economic, and structural/institutional challenges faced by undocumented immigrant youth and their families.
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insurance meant that the family would have to pay out-
of-pocket. Furthermore, this deterred her sister from
follow-up appointments despite the serious medical con-
dition of possibly having a brain tumor. America’s sister
tried multiple times to get financial assistance, but this,
too, was a systemic barrier.

Other participants in the study also expressed that if
assistance was sought, families feared being accused of
‘‘abusing the system’’ and thus threatening ‘‘eligibility
to become legal residents’’ (Raul, age 29). These inter-
actions, often had the tone of anti-immigrant or race-
based biases. America noted, for example, the delay
for financial assistance, ‘‘trying 5 times’’ to get financial
help, due to being undocumented.

For undocumented families in this study, systemic
barriers contributed to overwhelming emotional distress
due to the financial burden and life-threatening health
concerns of a loved one. Even seeking out assistance
placed one at risk as one had to disclose sensitive infor-
mation in the process, including documentation status.
Nadine (31 years old) further explained in her interview,
like other participants, that this also had implications of
risking family member’s work toward legal citizenship or
naturalization.

Fear of exposing one’s immigration status
to a health care institution
Being undocumented in the United States involved the
fear of exposing one’s immigration status to institu-
tions. Most fears came from the idea that one will
have immigration officers called on them and thus
leading to one’s deportation. The quote by Nadine rep-
resents the Fear of Exposing One’s Immigration Status
to a Healthcare Institution theme. It illustrates, as in
the first theme, how the lack of insurance deters par-
ents from accessing services for their children. Also,
Nadine highlights how language can be a barrier to
requesting what one needs as well as a risk for being ex-
posed as undocumented simply by speaking Spanish.
As such, disclosure of an undocumented immigration
status in whatever language produced perpetual fear
of being deported.

Dependence on community health clinics
Many of the participants expressed that they or family
members would avoid going to hospitals and some
even stated depending on natural remedies (America
and Raul). If going for services, they each had Depend-
ence on Community Clinics for health needs that natu-
ral home remedies could not take care of. In the case of

28-year-old Juan, even with a broken nose when he was
younger, he avoided going to the hospital to also avoid
the financial burdens of high medical bills. He had to
negotiate this as a young person even knowing that
going to the clinic the next day would delay appropriate
care for his condition. Juan was conscious of the fact
that the clinic provided young patients, as he stated,
‘‘a discount’’ and that it would cost his family more
going to the hospital.

Seeing hospitals as the last resource
Unfortunately, the combination of the lack of health
insurance and fear of exposing one’s immigration
status led undocumented and mixed-status families
to Seeing Hospitals as the Last Resource when other
home and community resources were not able to be
used. For example, one participant shared ‘‘.we
didn’t know of any clinics that would take you if
you didn’t have a social security number.so, we
knew we could go to the ER.’’ (Adala, age 24),
which not all families know is possible. Luz, age 19,
described how her father would endure illness and
push himself through work rather than seek medical
attention. This occurred despite the given time off
for self-care. Luz observed this common theme in
her community in which only if it were a life or
death situation would community members go to
the hospital.

Once again, financial resources were inaccessible to
pay for medical costs. Utilization of a hospital as a last re-
source because of financial strain was common among
our participants and jeopardized the health of our partic-
ipants and families. Other times there was a fear of not
being adequately attended to due to their undocumented
status as in the case of a 31-year-old participant named
Juice who shared that ‘‘we went to a hospital first but
they didn’t want to treat [my mom for H1N1] and
then we went to another one and she got admitted that
day and actually went into a coma.’’

Overwhelmingly, participants and community experts
were concerned with the heightened health risks their
families endured. Furthermore, they also noted microag-
gressions and intentional acts of neglect based on anti-
immigrant sentiments and race or skin color. Because
the participants and experts were involved with UWD
advocacy and organizing efforts, current U.S. sociopolit-
ical issues surrounding immigration and policies became
a critical part of the dialogue and the subsequent push for
social change. Specifically, it was discussed that health
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care insurance is open and accessible to undocumented
families and that there has be an increase of built com-
munity clinics in low-income communities.

Discussion
The voices of Latinx undocumented immigrant young
adults in this study illustrate a profound struggle as they
and their families navigate health care services. The inac-
cessibility of health insurance encountered by undocu-
mented immigrant communities must be addressed at
many institutional levels as without attention, it compro-
mises their health, life expectancy, and mortality.18,19

The results of this study coincide with other stud-
ies that demonstrate how low utilization of hospital
and clinic services is rooted in inaccessible health insur-
ance, enduring financial concerns, fear of exposing one
immigration’s status, experiences of delayed services,
and language barriers.20 While some participants in
this study mentioned experiences of anti-immigrant
sentiment, microaggressions, and racism while trying
to access care as another reason for underutilization
of services, there is still a great need for a better under-
standing of how it impacts immigrant health.21

Fear of deportation after disclosure of immigration sta-
tus is often cited as a barrier to accessing health services
and causes much emotional distress.22 Studies have
shown that Latinx immigrant families carry great mistrust
of health care systems, leading them to avoid much-
needed services, and thus end up enduring much pain
and suffering.23 And while the use of home remedies or
traditional medicine, common among many Latinx pop-
ulations, can be useful as preventative measures, it should
not be used solely because of health care barriers.21

This is concerning when societies as a whole are at
great risk for health issues such as the H1N1 epidemic,
as mentioned by one participant. These concerns are
further exacerbated with the COVID-19 pandemic,
which disproportionately impacts the lives of Latinx
undocumented immigrants.23

Some health care institutions recognize the need to
support policies and programs as more evidence grows
that demonstrates the impact on Latinx health dispar-
ities.24,25 However, policymakers must work to pass leg-
islation that will allow undocumented families to have
diverse avenues to health insurance. Providing undocu-
mented individuals access to health coverage is not a
new idea in the United States. For example, California
instituted the Medi-Cal program in response to the
noted large population of undocumented and uninsured
families in the state. Despite this program being respon-

sive to the undocumented immigrant issue, it is noted
that there were more barriers to overcome within the
program, For example, an undocumented individual
has to earn 138% above the federal poverty level to be
eligible as indicated in this program.14

Data consistently show how access to health care in-
surances increases the overall community’s health and
improves an individual’s health care outcomes.26 Other
policy-level initiatives, such as utilizing driver’s licenses
to access health care rather than a social security num-
ber is something to be seriously considered,19 although
allowance for undocumented individuals to obtain a
driver’s license varies from state to state. Finally,
there can be intervention efforts to help Latinx immi-
grant families navigate health care resources and be in-
formed of their health care rights and eligibilities,
which often do not exist in communities where immi-
grants make up a portion of the population.22 Such re-
sources are increasingly scarce when we consider the
lives of immigrants in rural communities.

The narratives illustrated in this work are remark-
ably noted in Aguilar’s Undocumented Critical
Theory,27 in which fear and liminal uncertainty are
experienced daily, not knowing where they stand in
the American society. Families and communities
serve as resources of resiliency for each generation to
move forward. Aguilar emphasizes how the ‘‘docu-
mented/undocumented’’ binary no longer suffices to
fully understand the diverse inequities within mixed-
status communities and the diversity within needs to
be intricately investigated.

Nevertheless, it is critical to dismantle barriers to
health that stem from anti-immigrant sentiment and
racism, thereby improving health equity for undocu-
mented and mixed-status families. Hacker et al. recom-
mended that to do so, U.S. health care systems need to
emphasize (1) advocacy for health care access and
rights to citizenship, (2) an allowance for all to have ac-
cess to state-funded insurance, (3) an expansion of
health service capacity for this population, (4) training
of providers, and (5) culturally and linguistically re-
sponsive outreach and education toward helping un-
documented families better navigate health care.1

Conclusion
This study explored how undocumented young
adults and their families make great attempts to access
health care. Systemic barriers force these families to
engage in strategies to preserve their safety from
being deported in the process of such attempts. Due
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to lack of insurance and financial strain, undocu-
mented families depend on resources they most trust,
typically community clinics. As many families depend
on this resource, they may hinder adequate and effi-
cient help, especially if not having the capacity to
address medical issues that require serious and imme-
diate attention. To break down the barriers faced by
undocumented immigrant families, great attention is
critical in terms of advocacy for policy change and ef-
forts in addressing anti-immigrant and racist senti-
ments that exist within the health care system at
interpersonal and structural/institutional levels.
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