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Summary: This article reviews the literature on HIV/AIDS health
care services for Mexican migrants in the United States. Because so
little research has been conducted on Mexican migrants per se, we
include literature on Latinos/Hispanics in the United States, because
some characteristics may be shared. Furthermore, we focus special
attention on data from California because it is on the front line of
issues regarding health care for Mexican migrants. The types of health
care services needed to improve on the quality of care provided to
Mexican migrants living with HIV are highlighted, and recommen-
dations are made for future interventions, research, and binational
collaborations.
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International studies indicate that migrants all over the world
are at risk for acquiring HIV.1 California is the most frequent

destination of Mexican immigrants coming to the United
States (3.8 million or 44% of the total number of immigrants).2

Most of these are legal residents, but approximately one fourth
are undocumented migrants—persons who may go back and
forth between the United States and Mexico.3 Most of the un-
documented migrants are young men coming from rural areas
of Mexico. California AIDS data indicate that the percentage
of Latino AIDS that are of Mexican or Mexican–American de-

scent has increased from 36.5% in 1995 to 47.7% in 2000. The
cumulative number of AIDS cases among Mexicans in Cali-
fornia as of January 1999 was 9,424 with men representing
92% of the total.4 Among these Mexican AIDS cases, 71.9%
were born in Mexico.4 Data from Mexico indicate that 6% of
all AIDS cases are reported in rural areas.5 Among all rural
AIDS cases in Mexico, it is estimated that 25% acquired the
infection while working in the United States.6 Because it is
likely that similar migration trends will continue and that the
HIV epidemic will continue to expand, it is imperative to
evaluate migrants’ access to HIV detection and treatment in
California. There is currently a need to design a health care
approach for migrant populations at risk for HIV that is cultur-
ally appropriate.

Studies point to Mexican migrants living with HIV in-
fection in secrecy in the United States.7 California AIDS data
(statistics include cases reported to the AIDS Case Registry as
of March 1, 2001) indicate that Mexican-born men are at
greater risk for AIDS than Mexican–American men born in the
United States and that male-to-male transmission is the most
frequent route of infection.4 The sexual stigma associated with
HIV (men who have sex with men) is prominent in Mexican
communities. One study indicates that Latino men are less
likely to disclose their HIV status to their families compared
with blacks and whites.8 It is suspected that subgroups of mi-
grant men engage in bisexual practices, similar to other mi-
grant men in other parts of the world. When these men return to
Mexico, they are unlikely to disclose these bisexual behaviors
to their female partners, and this lack of disclosure has an im-
pact on the HIV epidemic among Mexican women in Mexico.
A study on Mexican women married to migrant workers in the
United States found that most of these women (83%) report
having only 1 sex partner in their lifetime, their husband.9

Studies in rural areas of Mexico indicate that rural women are
at higher risk for HIV than urban women.6 Mexican women in
rural areas of Mexico are unlikely to receive routine HIV test-
ing while pregnant and are at risk for transmitting HIV un-
knowingly to their offspring. Thus, there is a need for outreach
programs toward the subgroups of Latinos at high risk for HIV
in the United States, such as Mexican migrant men, to provide
counseling on HIV prevention and to encourage early HIV de-
tection and treatment. This strategy would offer substantial
benefits to individuals (decreased morbidity and mortality) as
well as to families and societies on both sides of the border (ie,
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knowledge of positive HIV serostatus would lead to decreased
transmission to others and thus offer secondary prevention).

Latinos with HIV/AIDS are at risk for poor health out-
comes compared with whites in California, including higher
rates of late disease presentation, as indicated by the dispro-
portionate percentage of AIDS cases,4 increased mortality
from AIDS,10,11 and increased comorbidity with tuberculosis
(TB).12 Because migrants are known to face significant barri-
ers in accessing health care (because of low socioeconomic
status, lack of health insurance, and undocumented status),
there is a natural concern about the outcomes of Mexican mi-
grants living with HIV/AIDS.

This article reviews the existing literature on HIV/AIDS
health care services for Mexican migrants. Because so little
research has been conducted on Mexican migrants per se, we
include literature on Latinos/Hispanics in the United States,
because some characteristics may be shared. Furthermore, we
focus special attention on data from California because it has a
long border with Mexico and thus is on the front line of issues
regarding the health care of Mexican migrants. The specific
focus of this article is to describe the access to care barriers
faced by migrants and the type of HIV-related health care ser-
vices that are needed to improve quality of care and health
outcomes for this population. We conclude by making recom-
mendations for future interventions, research, and binational
collaborations. Because Mexican migrants are a mobile popu-
lation, an organized, systemic, and binational agenda for HIV
access to care, treatment, and prevention is needed to influence
this epidemic.

ACCESS TO HEALTH CARE
In this article, we conceptualize the need for HIV care

for Mexican migrants in California within the need for overall
general health care for the following 3 reasons: (1) access to
general health care is likely to increase early HIV detection,
facilitating the targeting of HIV prevention; (2) HIV predis-
poses those infected to develop TB and cervical cancer more
easily; these conditions can easily be screened for by primary
care providers in a cost-effective manner; and (3) such an ap-
proach is likely to achieve greater acceptance from the Mexi-
can migrant population (eg, migrants need access to general
health care for a variety of conditions, including HIV, and a
focus on total health care is more likely to engage migrants
who perceive themselves to be at low risk for HIV). A number
of studies report that Mexican migrants face a number of chal-
lenges in getting their health care needs met.13,14 The factors
impeding access to care in the Mexican migrant population in
California include having a low income, lacking employer-
based health insurance, and having an undocumented status.

Employer-Based Insurance Coverage
The health care system in the United States is largely

financed by the private sector, and employment is the primary

source of health care coverage. Rural Mexican migrants typi-
cally work in agricultural jobs, and urban migrants work in
service jobs of the garment, restaurant, and hotel industries.
Such jobs typically offer low wages and do not offer the op-
portunity of purchasing health insurance. Even if such an op-
portunity were provided, their limited cash compensation pre-
vents employees from purchasing health insurance or health
services directly.

In California, whites have the highest rate of job-based
insurance (75.4%) and the lowest rate of no insurance (8.6%).
In comparison, Latinos have the lowest rate of job-based in-
surance (42.3%) and the highest uninsured rate (28.3%).3 In-
deed, Latinos are less likely than all other race/ethnic groups to
be offered job-based insurance regardless of the type of work
or full-time or seasonal status of the work they do.15 Among
Latino agricultural workers, the percentage of no insurance is
greatest (70%).16 Poverty and low educational attainment con-
tribute to this finding, although even among Latinos who are
college educated, 17% are unemployed compared with 7%
among whites in the same group.15

Federal Health Programs
Two federal government programs for health insurance

exist in the United States, Medicare and Medicaid, but these
cover only approximately 25% of the population and cover
mainly children and the elderly. Medicaid provides important
safety net coverage, particularly for Latino children born in the
United States, but it is especially unlikely to help young adult
migrants. Consistent with this supposition, Latino subgroups
with the highest proportion of migrants in the United States,
namely, those who are ethnically Mexican, are most likely to
be uninsured and least likely to have Medicaid coverage.15 Mi-
grants have typically not been eligible for Medicaid programs
because of their undocumented status. Unfortunately, there is
evidence that migrants and their health care providers remain
fearful and confused regarding the potential ramifications of
using health care services in the United States.17 A recent study
shows that only 7% of migrant laborers report being enrolled in
any government program that serves low-income people.16 As
with other vulnerable populations, lack of insurance and low
income are formidable barriers to care for Mexican migrants
with HIV infection. A study on migrants living with
HIV/AIDS indicates that a primary concern is finding and re-
ceiving health care.7

Undocumented Status in the United States
Approximately one fourth of Latinos in California are

undocumented (not permanent residents and not in the process
of receiving their green card).3 Fear of exclusion, risk of de-
portation, and separation from family are daily obstacles in
obtaining health services for Mexican migrants.18 Compared
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with other ethnic groups in California, Latinos are more likely
to cite citizenship or immigration issues for lacking health in-
surance and thus to cite citizenship issues as a primary barrier
to care.3 Other studies point to this as well. One study of per-
sons infected with TB in Los Angeles (predominantly Latino)
found that fear of immigration deterred them from seeking
medical care.19 In a study of patients hospitalized in Los An-
geles with complications of HIV infection, the authors10 sug-
gested that fear, whether founded or unfounded, of the legal
consequences of care seeking for migrants may have prevented
Latinos from seeking care earlier. The authors also suggested
that this effect may have been related to the passage of anti-
immigrant legislation such as Proposition 187 in California.
Although never fully implemented, this California proposition
was passed with the intent of denying care to undocumented
migrants, most of whom are Mexican. Some migrants may fear
they may lose the ability to ever gain legal status in the United
States if they use public health care services and are seen as a
“public charge”.17 Undocumented migratory status is a pri-
mary barrier to migrants seeking health care services; as such,
it is a powerful disincentive to access health care.

NEEDED HEALTH CARE FOR MIGRANTS LIVING
WITH HIV

As new treatments extend survival, making HIV infec-
tion a long-term chronic illness, regular evaluation by health
care providers becomes increasingly important. The entire
spectrum of care is relevant to the care of Mexican migrants
with HIV infection. Ideally, the health care system would pro-
vide the entire spectrum of care to Mexican migrants, includ-
ing regular outpatient care without delay after testing HIV-
positive; ensure appropriate testing (eg, CD4 T-lymphocyte
count, viral load, resistance testing); minimize emergency de-
partment and hospital care; deliver appropriate highly active
antiretroviral therapy (HAART) medications and prophylaxis
for opportunistic infections; promote adherence to medica-
tions once initiated; and offer mental health services, sub-
stance abuse treatment, and case management.20

Highly Active Antiretroviral Therapy
HAART is used to describe potent combination antiret-

roviral agents. In most cases, HAART regimens include 2
nucleoside analogue reverse transcriptase inhibitor (NRTI)
agents combined with a protease inhibitor (PI), a nonnucleo-
side reverse transcriptase inhibitor (NNRTI), or both. Some
triple NRTI regimens are also considered HAART. HAART
combination therapy has become standard of care for persons
living with HIV/AIDS.21 Drug resistance can develop if the
regimen is not taken as prescribed, and this reduces the effi-
cacy of treatment.22,23

High levels of adherence therapy are required for long-
term efficacy of HAART. Latinos have been found to have

lower adherence to HAART than whites in 1 study.24 Increas-
ing prevalence of resistance is a threat to individual and public
health.25 Thus, promoting adherence to HIV medications is
important to maximize viral suppression and prevent develop-
ment of resistance.

No studies have yet been conducted on the adherence
patterns of Mexican migrants. A concern is that because mi-
grants tend to have low educational backgrounds, they may
lack health literacy (inability to comprehend how to take their
treatments and the consequences of not following guidelines).
Nevertheless, experts contend that with sufficient support and
education, most patients, even those with difficult social and
medical problems, can be helped to initiate and maintain HIV
treatment in accordance with clinical standards.26 Most physi-
cians believe that communicating with patients about the im-
portance of AIDS antiretroviral treatment adherence is impor-
tant. They also cite time constraints as a barrier to performing
adherence communication, however.27

AIDS Drug Assistance Program
There is an AIDS Drug Assistance Program (ADAP;

available at: www.ramsellcorp.com) in California, funded by
the Ryan White Act and state funds, that provides assistance to
low-income persons who lack health insurance or are underin-
sured. Eligibility criteria for California ADAP services include
being a current resident, age of 18 years or older, having an
HIV diagnosis (only process prescriptions licensed by a Cali-
fornia physician), federal adjusted gross income less than
$35,440 (to receive medications at no cost), and having limited
or no prescription drug benefit from another source. Undocu-
mented workers are eligible for the ADAP in California (eli-
gibility criteria for the ADAP varies from state to state, and
undocumented workers may not be eligible in other states) as
long as they are current residents and meet income criteria. It is
unknown how many migrants actually use the ADAP in Cali-
fornia (such data are not kept by the ADAP), however. In cal-
endar year 2001, the ADAP served 23,668 persons in Califor-
nia; of these 8044 (34%) were Latinos. Most Latinos served
resided in Los Angeles (60%).

Therapeutic Drug Monitoring
The concept of therapeutic drug monitoring (TDM) has

been proposed as potentially being useful in improving the ac-
tivity of regimens when low drug concentrations are the reason
for virologic failure and in improving the management of tox-
icity if elevated drug concentrations are detected; it has also
been used as an objective measure of nonadherence.28 TDM
has only recently been discovered as an area of research in the
treatment of HIV infection, and many questions remain to be
resolved before TDM is firmly placed in the diagnostic setup
of HIV-infected patients.
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Treatment of Opportunistic Infections
Guidelines exist for the prevention of opportunistic in-

fections for persons living with HIV/AIDS.29 Such treatments
are not as complex as with HAART and are less costly. A re-
cent study suggested that decreased levels of adherence to op-
portunistic infection prophylaxis were associated with a poor
outcome.30 In the HIV Costs and Services Utilization Study
(HCSUS), Latinos with CD4 counts less than 50 cells/mm3

were much less likely than whites to receive prophylaxis for
Mycobacterium avium complex.31

Mental Health
Mental health care also represents an important need

among persons with HIV/AIDS. Psychologic well-being has
implications for HIV/AIDS treatment adherence, because de-
pression is considered a barrier to adherence32 and also has
implications for quality of life now that HIV has become a
chronic illness.33 Depression and anxiety are reported as being
common in Latinos living with HIV, with rates approaching
48% and 20%, respectively.34 Latinos with advanced HIV or
AIDS are reported to express more pain symptoms and pain
distress than other ethnic groups, and such symptoms have
been associated with psychiatric comorbidities, including
anxiety, depression, and general emotional distress.35 As dis-
cussed below, these conditions are often worsened by alcohol
and drug use. In general, unmet need for HIV patients with
mental health problems is reported to be high.36 Case manage-
ment has been shown to decrease unmet need for mental
health.37

KNOWN BARRIERS IN ACCESSING HIV CARE
In addition to the barriers discussed previously, such as

low income, lack of insurance, and undocumented status, other
important barriers disproportionately affecting Latinos’ access
to HIV care in the United States have been revealed in recent
studies: competing needs (eg, housing, food, transportation),
alcohol and other drug use, mental health problems, health care
system factors (eg, case management), language and cultural
factors (including patient beliefs and behaviors as well as pro-
viders’ lack of cultural competence), and the stigma of HIV.

Competing Needs, Substance Use, and
Mental Health

In the HCSUS, Latinos and blacks were more likely than
whites to report 1 or more of the following barriers: needing
money for food, clothing, or housing; lack of transportation;
inability to get off work; and feeling too sick.38 Furthermore,
use of alcohol and drugs, possibly combined with underlying
depression or other mental health problems, may interfere with
Mexican migrants receiving the medical care they need.39–43

Alcohol abuse, in particular, is common and increasing among
Latinos in the United States.44

Unmet Needs and Case Management
Unmet needs for supportive services (eg, substance use

treatment, mental health counseling, insurance benefits coun-
seling, housing assistance, home health care) were found to be
more common among Latinos than whites living with HIV.37

Having a case manager was associated with patients having
these needs met and with receiving combination antiretroviral
therapy at follow-up.45 These findings suggest that health care
system factors, such as coordination of services, are equally
important as individual patient factors in understanding and
improving health care services for Mexican migrants living
with HIV.

Language and Culture
Latinos are also vulnerable to barriers to care based on

language and culture, which, combined with a low perception
of HIV risk, hampers patient education in this population. Cul-
turally based barriers to care may be more subtle and complex
than the more traditional measures of barriers to care, such as
lack of insurance. Several studies suggest that cultural barriers
may have resulted in delays in receiving medical care.46–48 De-
lays in care may result from denial about the risk of having
HIV or fear of disclosing known HIV infection. This may re-
sult in getting HIV testing and treatment late in the course of
the disease, only after symptoms develop.49,50 Other barriers
to care based on cultural differences may occur because pro-
viders fail to test or provide appropriate care early enough to
Latinos who have already entered the health care system. Lack
of Spanish-speaking providers, lack of effective language in-
terpretation, cultural differences in the style of communica-
tions, and even possible outright discrimination from provid-
ers are among the possible provider barriers that should
be explored further.51–53 These findings are of particular
significance for migrants, who are usually monolingual
Spanish speakers and at risk for miscommunication with
English-speaking physicians about treatments. One study
found that monolingual Spanish speakers were less likely than
whites to be taking PIs.54 Current research also indicates that
Latino/Spanish-speaking patients are more dissatisfied with
physician communication than Latino/English speakers.51

These are among the issues addressed by the new emphasis on
cultural competence in care.55

HIV Stigma
Stigma has been examined as a factor likely to inhibit

prevention efforts by discouraging those at risk or infected
from being tested or disclosing their risk behavior.56,57 Stigma
may be a factor less often examined as an impediment to health
care seeking and health care delivery, however. In particular,
perceived or enacted discrimination against persons with HIV
from marginalized segments of society (eg, Mexican migrants)
may interfere with their access to high-quality care.
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DELAY IN CARE AFTER HIV DIAGNOSIS
In recent research, Latinos have been found to encounter

several problems with access to or quality of needed HIV care.
For example, the HCUS found that Latinos, compared with
whites, have a higher adjusted odds ratio for delay of more than
3 months in seeking medical care after an HIV diagnosis.58

Having a regular source of care, getting tested at the site of
primary care, and being insured were all associated with less
delay. Other studies reveal that Latinos are more likely than
whites to present for HIV testing at more advanced stages of
disease.59–61 In a national study, Latinos with HIV were more
likely to be uninsured than whites.61 Not surprisingly then,
Latinos are less likely than whites to receive regular out-
patient care, more likely to visit the emergency department
without needing hospitalization,62 and more likely to be hos-
pitalized.63 Similarly, Latinos were treated with HAART at
lower rates than whites, a finding that was largely explained
by insurance, income, education, and other patient character-
istics.64

A study indicates that monolingual Spanish speakers are
less likely than whites to be taking PIs54 and are thus missing
out on the benefits of therapy (decreased morbidity and mor-
tality). Early access to appropriate treatment with the most ef-
fective antiretroviral treatment might be enhanced by partici-
pation in clinical trials of such agents. Recent research dem-
onstrates that Latinos are less likely than whites to participate
in clinical trials, however.65 Although there are few data di-
rectly addressing these aspects of care specifically for Mexican
migrants to the United States, a national study found that La-
tinos living with HIV who were not US citizens reported worse
overall access to care.66

HEALTH OUTCOMES AND COMORBIDITIES
Typical environmental factors for Latino migrant labor-

ers, especially farm workers, in the United States include poor
housing, limited sanitation facilities, inadequate diet, and
limited access to health care.67 The poor sanitation and hous-
ing conditions make them vulnerable to health conditions
no longer considered to be threats to the general American
public. Infectious diseases such as sexually transmitted
diseases (STDs),68 HIV,69 and TB70 are more common among
migrants than among the general US population. In addition,
cervical cancer, for which the human papilloma virus (HPV) is
a risk factor (considered an STD), is known to be high among
Latina women.71 Current research indicates that HIV, because
of its effect on the immune system, exacerbates the risk for
developing TB and cervical cancer, conditions already known
to be prevalent among migrants . Given problems
with the delivery and quality of services and treatment and the
range of barriers to care, there is a natural concern about
whether health outcomes may be adversely affected for Mexi-
can migrants.

Sexually Transmitted Diseases
STDs are of concern because migrant labor camps for

farm workers are composed primarily of single males. This
factor, combined with limited recreational facilities, social iso-
lation, and cultural sanction of prostitution, has resulted in a
high incidence of STDs in these camps.68 Migrant men are
known to have low rates of condom use,72 and this increases
their chances of contracting STDs and HIV and transmitting
these infections to others. STDs, such as Chlamydia, are com-
mon among Latinos.73 Chlamydia predisposes those infected
(because of inflammation and tissue destruction) to acquire
HIV infection more easily and, if already infected with HIV, to
transmit it to others more easily.74 Studies indicate that persons
with urethritis (STDs like Chlamydia are a common cause) are
more likely to have higher levels of HIV in semen secretions
and thus more infectious.74 When symptomatic, men with
Chlamydia may develop penile discharge and painful urination
and women may develop vaginal discharge, pelvic pain, and
fever. A problem with Chlamydia infection is that patients may
not develop clinical symptoms yet remain infectious. There-
fore, Chlamydia screening needs to be offered to all groups at
risk, regardless of symptoms, so that timely diagnosis and
treatment may take place and transmission of this infection to
others is prevented. Studies indicate that treatment of STDs
decreases HIV infection rates.75,76 Because of migrants’ prob-
lems with access to health care, it is unlikely that those at risk
for STDs receive routine screenings.

HIV Mortality
One study of patients hospitalized in Los Angeles with

HIV showed that Latinos had more than twice the relative risk
of death over 6-year follow-up period. This elevated risk was
not explained by sociodemographic characteristics, insurance,
CD4 cell count, or treatment, leading the authors to speculate
that some unmeasured cultural barriers may have contributed
to the observed differences.10 A previous study of hospitalized
patients with HIV and Pneumocystis carinii pneumonia (PCP)
also found higher in-hospital mortality in Latinos than in
whites.11 It is unknown how many migrants living with HIV in
California return to Mexico and how many die in Mexico.
Such migrants would not be counted in the California AIDS
mortality figures.

Tuberculosis
Latinos, especially those who are Mexican born, are

known to be at higher risk for TB than the general US popula-
tion. From 1993–2001, the 4 US border states with Mexico
accounted for 77% of reported cases of TB in the entire coun-
try.77 Latinos living with HIV in California also have higher
rates of comorbidity with TB compared with whites.12 Al-
though TB control programs exist within the United States,
Mexican migrants may only be benefiting partially from such
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programs, despite their being at high risk for TB. TB in migrant
laborers presents special problems because of the unmet need
for long-term treatment, regular clinical follow-up, and popu-
lation mobility. In addition, fear of immigration authorities
may deter some migrants from getting needed TB care.19 The
emerging HIV epidemic among the migrant population poses a
special problem because of the interaction between AIDS (the
advanced form of HIV infection) and TB. Unlike other oppor-
tunistic diseases associated with AIDS, TB is especially seri-
ous because it can be spread by airborne transmission to any-
one in close proximity and thus has public health implications.
A recent study shows that AIDS significantly amplifies TB
outbreaks and that strong TB public health treatment programs
can curb HIV’s effect.78 In addition, as shown by the decrease
of TB-AIDS comorbidity in groups that do have access to the
health care system and access to antiretrovirals, HAART can
curb HIV’s effect.79 Although national data indicate that TB
cases are decreasing among the general US population, the op-
posite is true for cases among foreign-born Latinos.80 For
those who do receive TB treatment, physicians need to con-
sider that treatment of HIV-TB has become more complex be-
cause of antiretrovirals (interaction of PIs and rifampin).81 Be-
cause of Latinos’ lack of access to health care, if they acquire
HIV infection, it is likely to progress to AIDS, increasing their
risk of serious morbidity and mortality from TB coinfection.

Cervical Cancer
Latinas in California have a 17% rate of invasive cervi-

cal cancer, the highest annual incidence rate (the rate is 7.4%
for non-Latina white women).82 This is primarily a result of the
higher rates of infection with HPV.71 HPV and HIV are
thought to interact in a significant way in increasing the risk for
cervical cancer in women.83 As HIV spreads to Latina women,
it threatens to accelerate the rates of cervical cancer. Such find-
ings have serious implications for Latinas. Once cervical can-
cer develops in women with HIV, the disease may become
more aggressive and less responsive to treatment.83 Women
with HIV and cervical cancer have higher recurrences of cer-
vical cancer after treatment and death rates than women who
do not have HIV.84 Because of low socioeconomic status and
lack of health insurance, many Latina women lack access to
the health care system and access to Papanicolau test screening
for early detection of cervical cancer.85

DISCUSSION
The HIV epidemic is bringing to the forefront the global

reality that when it comes to epidemics such as HIV and TB,
there are no borders. The migrant issue and HIV/AIDS health
care access is not unique to California or Mexico. It is esti-
mated that there are 125 million migrants in the world.86 Inter-
national studies indicate that migrants all over the world are at
risk for HIV.1 Mexican migrant men return home to Mexico,

and those infected with HIV are at high risk of transmitting
HIV to their families. Economic disadvantage and strong cul-
tural gender norms regarding sex exacerbate the risk for HIV
infection among Mexican women.87 The emerging HIV epi-
demic in the Mexican migrant population of California is af-
fecting not only individuals but their families as well as com-
munities on both sides of the border. HIV is a public health
problem for the United States and Mexico, and as such, the
access to health care issue needs to be addressed by both coun-
tries now, before further spread of the HIV epidemic. Without
access to care and treatment, there will not be an effective im-
pact on the HIV epidemic. If Mexican migrants in the United
States or Mexico lack incentives for early detection (such an
incentive would be treatment, with the benefit of decreasing
morbidity and decreasing mortality), there is no motivation for
them to come forward for early HIV detection. Untested
persons are unwittingly passing the virus along to their sexual
partners. The concept of early intervention and the target-
ing of AIDS prevention and treatment toward HIV-infected
persons were proposed early on in the AIDS epidemic.88 Ac-
cess to care, early HIV detection, and prevention are thus in-
tertwined.

Mexican migrants are already at high risk for TB, STDs,
and cervical cancer. The emerging HIV epidemic will only
worsen these already prevalent conditions, threatening to in-
crease health care costs and to affect the well-being of families
further. Studies indicate that HIV treatment, which decreases
the prevalence and severity of these conditions, may be cost-
effective by reducing morbidity, emergency room visits, hos-
pitalizations, and mortality.89 Thus, there are individual as
well as societal benefits from early HIV detection and treat-
ment.

The economic and social impact of HIV on families is
likely to be enormous, and it would be prudent for the United
States and Mexico to place efforts on HIV prevention. An or-
ganized, systemic, and binational agenda for HIV access to
care, treatment, and prevention is needed to influence this epi-
demic in the Mexican migrant population. Overall, what is
most needed is access to primary care for early detection of
HIV and TB, which have public health implications for people
on both sides of the border.

RECOMMENDATIONS FOR INTERVENTIONS,
RESEARCH, AND

BINATIONAL COLLABORATIONS
The following describes recommendations for health

policy, health care system interventions, and binational col-
laborations. Although the focus of this article has been on
Mexican migrants in California, the same factors of access to
care, treatment, early HIV detection, and barriers to care are
likely to be relevant for migrants when they return to Mexico.
The literature from Mexico is currently limited on health care
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services related to HIV care for rural populations, where mi-
grants tend to come from, and research in this area is needed.

US HEALTH CARE SYSTEM

Health Policy
According to existing data, low socioeconomic status,

lack of employer-based health insurance, and undocumented
status all contribute as significant barriers in accessing care
for Mexican migrants in the United States. In addition,
laws passed, such as Proposition 187 in California (anti-
immigration legislation passed with the intent of denying care
to undocumented migrants), although never fully imple-
mented, seem to have hindered undocumented Latinos from
seeking needed health care.11,19,21 It will only be through
health policy changes that barriers to health care access may
be overcome by Mexican migrants. As such, access to care
for the Mexican migrant population in the United States is a
health care policy issue that needs to be addressed by the
United States and Mexico. There are public health conse-
quences for people on both sides of the border if Mexican
migrant health access is not addressed—the spread of HIV
and TB.

The benefit of having health care access is that it would
facilitate having a regular source of care within a primary care
clinic, which may offer general health maintenance, early TB
detection and treatment to prevent transmission to others, STD
screenings (thereby decreasing the risk of HIV, because STDs
predispose those infected to acquire or transmit HIV), HIV
screening and counseling for prevention (access to a regular
source of care has been shown to increase the likelihood of
HIV detection and treatment),50 and cervical cancer screening
for women. In addition, access to a regular source of care has
been shown to decrease emergency room use and expensive
hospitalizations in those living with HIV.89

Improvements in access to care may be made by facili-
tating migrants’ purchasing of health insurance through a gov-
ernment subsidy, by passing laws that require they be paid at
least minimum wage, and by clarifying “public charge” laws in
the United States that may have an impact on migrants’ future
possibility of gaining citizenship if using public health ser-
vices. To avert an HIV epidemic in the Mexican migrant popu-
lation and their families in Mexico, it is essential that the
United States and Mexico commit themselves to HIV detec-
tion, treatment, and prevention. Government commitment to
HIV treatment has proven efficacious, as in the example from
Brazil. The United Nations AIDS World Health Organization
states that “political leadership and action are clearly needed to
set the direction for a national response and initiate the devel-
opment of policies that determine the strategy for managing
the [HIV] epidemic”.90 The economic consequences for both
countries may be devastating if this does not occur.

Improve Delivery of Antiretroviral Treatment
The prospect of early detection and treatment with

HAART, which can alleviate suffering and postpone death,
has instilled hope in millions of individuals and mobilized the
broader society in some of the most severely affected coun-
tries.91 This new hope in treatment has the potential of break-
ing the silence toward HIV in the Mexican community and for
mobilizing those at risk to seek early HIV testing and treat-
ment. Treatment would allow those infected with HIV to con-
tinue working, would decrease emergency department use,
would prevent opportunistic infections, and thus would de-
crease costly hospitalizations.89 In addition, it would prevent
comorbidities with TB and therefore prevent the potential of
HIV-TB–coinfected persons infecting others with TB.

Development of HAART Adherence Teams
Findings of problems with adherence to medications for

Latinos highlight the need for the development of multidisci-
plinary adherence teams to ensure that each patient receives
the optimal amount of information about and support for ad-
herence.24 For HIV/AIDS patients, a treatment advocate could
enhance communication between the physician and patient,
improving HIV/AIDS-related information and adherence to
medications.92 Such an advocate for migrants is especially
needed, because migrants tend to have low educational levels
and have language and cultural differences with health care
providers in California, who tend to be white and English
speakers. There is a need for further research on barriers to
medication adherence among migrants with HIV.

Increase Health Outreach For
Hard-To-Reach Populations

Community-based organizations (CBOs), such as
Bienestar Human Services, have expanded throughout south-
ern California; they have successfully provided services to La-
tinos who want HIV testing and have been able to link those
testing positive with health care services. Using an accepting
approach toward the sexual orientation of their clients and
through the provision of culturally relevant information, they
have successfully placed themselves as community resources.
CBOs such as Bienestar, which serve clients who are more
than 90% Latino, report that 5% of their clients have positive
HIV tests. Such community centers could be used as HIV pre-
vention centers if strategies can be developed to transfer re-
search-based outreach HIV prevention methods to them.93

There is a need for more CBOs that focus on serving Latinos to
facilitate early HIV detection.

Other methods that have been used in hard-to-reach
populations at risk for HIV include mobile units.94 Mobile
units may be especially helpful for migrants in medically un-
derserved urban or rural areas. Lastly, the provision of HIV
detection services in nontraditional health settings, such as
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churches, shopping centers, and malls, may be necessary to
facilitate HIV testing and dissemination of information with
the migrant population.

Health System and Provider Factors
Given the various problems with care that Latino mi-

grants face and their potential effect on health outcomes, there
are many issues that providers and the health care system can
address to improve care. The health care system is equally as
important as individual patient factors in understanding and
improving health care services for Mexican migrants with HIV
infection. To improve access to and quality of care, there need
to be more provider sites and more Latino providers and other
providers who are trained to provide culturally competent care.
At present, federally funded migrant health clinics exist
throughout the United States, but such centers serve less than
20% of the migrant population95 and tend to exist mainly in
rural areas. Few of these centers provide HIV specialty care.
Typically, if a migrant is found to have HIV, he or she is re-
ferred to the nearest county clinic for care. No studies are
found in the literature that examine whether migrant centers
offer migrants HIV testing, and such studies need to be con-
ducted. Migrant centers may be a good place in which to begin
health care provider training on HIV detection.

The lack of Latino providers poses additional problems,
because such providers are more likely to practice in low-
income areas and to serve Latino patients.96 The anti-
affirmative action laws passed in states like California, which
prohibit the use of race in admissions, have led to a decrease in
the number Latino students enrolled97 and thereby have de-
creased the number of physicians who are willing to work in
predominantly Latino and low-income areas.

Improving Quality of Care For Migrants Living
With HIV

Latinos, especially migrants, are in need of services from
outpatient medical care ranging from mental health care, sub-
stance use, and case management to coordination of service
delivery and follow-up. Studies have shown that having a case
manager is associated with patients having these needs met and
receiving combination antiretroviral therapy at follow-up.37,45

In the United States, there is a lack of mental health providers
who speak Spanish and understand the Mexican culture, and
this has implications for the recognition and treatment of men-
tal health problems in this population. More research that ex-
amines the psychologic impact of HIV on racial minorities,
such as Latinos, is needed.

Various components of the health care delivery system
that may facilitate HIV detection in migrants in the United
States and Mexico have been discussed in this article. The of-
fering of HIV testing at time of contact with traditional health
care systems (emergency rooms, county clinics, and public
health care clinics) and rapid testing in nontraditional testing

sites, such as CBOs,98 mobile units, churches, shopping cen-
ters, and malls, need to be considered by the United States and
Mexico. Such avenues may be cost-effective.

Improve Physician Training
One likely source of health care for Latino migrants to

the United States is from physicians in areas bordering
Mexico. Latino physicians in Texas and in the neighboring
Mexican state of Nuevo Leon have been surveyed to determine
their educational needs on HIV/AIDS.99 Most physicians on
both sides of the border rated their HIV/AIDS knowledge as
average but rated their knowledge of treatments for the disease
below average. Limited knowledge of HIV diagnosis and
treatment could result in delays in care or suboptimal treatment
of those in care. There is need to assess the HIV-related knowl-
edge of health providers who treat migrants and to provide
them with training on HIV/AIDS disease detection (assess-
ment of risk behaviors) and management.

MEXICAN HEALTH CARE SYSTEM

Access to Care
It is unknown how many migrants with HIV actually re-

turn to Mexico and at what stage of HIV (eg, AIDS) they re-
turn. Their use of and access to HIV-related services in Mexico
is an unknown area, because no studies are found in the litera-
ture on this topic. They are likely to face significant barriers in
accessing health care. Migrants typically come from rural ar-
eas of Mexico, and these areas are the ones with the least health
care resources. In Mexico, one half of the 100 million popula-
tion is uninsured, and more than half of the country’s annual
spending is out of pocket.100 This large out-of-pocket expen-
diture can easily lead to or exacerbate poverty.

The World Health Report 2000 proposes that national
health care system performance be assessed not only by the
average health attained by the population but by how health
status and the burden of paying for health care are distributed
within the population.101 This preeminent concern with equity
is also reflected in the 2001 to 2006 Mexican National Health
Program recently released by the Ministry of Health.102 Eq-
uity—in health status, access to health services, and health care
financing—has become the top challenge faced by the Mexi-
can health system, and it has been proposed that “comprehen-
sive federal funding of a core package of services across all
social groups must be the basis of universal health insur-
ance”.100

Health System Provider Factors and
Patient Factors

No studies were found in the Mexican literature that de-
scribe populations with HIV and health system or provider fac-
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tors that facilitate or act as barriers to care for those living with
HIV. In addition, no studies that assess health providers’
knowledge about HIV treatments, especially those in rural ar-
eas, have been conducted. No information from Mexico was
found on rural Mexican patient adherence patterns to HIV
treatment. Mexico, as a developing nation, needs to address the
issues of health care infrastructure and technology in the man-
agement of HIV/AIDS disease.

HIV Epidemiology Data
Currently, there is a wide discrepancy between the HIV

rates that the Mexican government reports and the estimates
from the Joint United Nations Program on HIV/AIDS
(UNAIDS). Therefore, among the first of the studies that need
to be conducted in Mexico are HIV epidemiologic studies that
examine the prevalence rates among the subgroups that are at
high risk for HIV, including migrant men, women married to
migrant men, and their offspring.

BINATIONAL UNITED STATES–MEXICO
HEALTH COLLABORATIONS

It is presently unknown what percentage of migrants go
back and forth between the United States and Mexico and how
frequently this happens. Because it is likely that a significant
number of migrants do go back and forth, we need to develop
effective binational collaborations between the United States
and Mexico that would integrate the care of HIV and TB. Such
a program would include detection, treatment, and prevention.

Binational Collaborations
For HIV/AIDS and Tuberculosis Continuity
of Care

There currently exists a program that is attempting to
coordinate the continuity of care for Mexicans living with
HIV/AIDS who are returning to Mexico, CURE+, based in the
TB Control Program of San Diego County Health and Human
Services Agency. This program has encountered many chal-
lenges because of the lack of infrastructure for HIV/AIDS care
in Mexico and because of legal and confidential limitations in
working with HIV/AIDS patients. In addition, there is a similar
program housed in the same location as the HIV/AIDS bina-
tional program that offers continuity of care for migrants with
TB returning to Mexico, Cure-TB.103 The TB program has
been more successful and has benefited from the existing na-
tional TB program in place in Mexico. In addition, the Centers
for Disease Control and Prevention (CDC) in the United States
have become involved in preventing and controlling TB along
the US–Mexico border.104

Models For Binational HIV/AID Training of
Physician Scientists

Models for binational training on HIV/AIDS and STD
research for physicians exist in the United States,105 and such
models may be used to develop binational physician (postresi-

dency training) exchange programs between the United States
and Mexico to enhance the research skills of the Mexican phy-
sicians and for American physicians. The limited number of
studies in Mexico that address the emerging HIV/AIDS epi-
demic highlights the need for such programs.

Training For HIV/AIDS Treatment Advocates
There has been a binational collaboration between the

University of California, Los Angeles (UCLA) School of
Medicine/Center for Health Promotion and Disease Preven-
tion and the Mexican National Coalition of People Living With
AIDS and national health authorities in providing training for
HIV/AIDS treatment advocates in Mexico,92 and 80 individu-
als have been trained to date. There is a need for expansion of
such programs and more funding.

Medical Student Exchange Programs
The California–Mexico Health Initiative (CMHI; avail-

able at: cmhi@ucop.edu),106 sponsored by the University of
California, Office of the President, has developed a pilot medi-
cal student exchange program between various University of
California Schools of Medicine, the Mexican Secretariat of
Health, and the Mexican Social Security Institute. The objec-
tive of this program is to expand students’ knowledge of
chronic and emergent diseases related to migration and to fos-
ter medical students’ interest in the specific health care needs
of the growing migrant population in California. Mexican stu-
dents and researchers who come to California will, in turn, be
able to enrich their professional training and benefit from the
vast resources of the University of California system. It is ex-
pected that this pilot program will become a permanent educa-
tional opportunity for US and Mexican students and will foster
clinical as well as research collaborations.
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